
TRUST BOARD MEETING AGENDA – PUBLIC
Date: 28 April 2015

Time: 1.00 pm
Venue: Conference Room, 2nd Floor, RLH

Time Item Lead Page #

PRELIMINARY BUSINESS

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

BG Verbal

1.02 Minutes of Trust Board Meeting held on 31 March 2015
To approve the minutes of the Board of Directors

BG 3

1.03 Rolling Action Tracker
To discuss any outstanding actions

BG 19

1.05 Any urgent matters arising
To discuss and note any urgent matters arising

BG/AK Verbal

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

BG Verbal

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

MW 26

TRUST ASSURANCE REPORTS

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

LG Presentation

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

All 32

2.15 Safeguarding Review
To consider the report’s findings and the Board’s role and responsibilities with 
regards to the safeguarding agenda.

LG 99

2.25 FT Progress / NTDA Report
To note the timetable for FT authorisation and to review the proposed 
Accountability Framework submission and confirm approval to submit

JHG 147

2.35 Achievement of 4 Hour Emergency Care Standard
To note the actions and progress taken and to agree to the performance 
trajectory for 2015-6

DMcL 152

2.55 Trust wide Acuity Study and Safe Nurse Staffing Compliance
To consider the findings of this paper and support the direction of travel with 
regards to continued monitoring of patient dependency and a fit for purpose 
workforce to provide effective patient care

LG 161

3.05 Update on use of temporary staff 
To note the actions being taken to reduce expenditure on temporary staff and 
accept the report for information and assurance.

JHG / RE 179

3.15 Patient Safety and Mortality Quarterly Update
To consider performance.

PW 184

FOR APPROVAL

3.25 2015/16 Annual Plan and Budgets
To discuss and approve the financial, workforce and activity plans for 2015/16

JHG 199

3.35 Accounting Arrangements
To consider reports relating to Accounting Policies (2014/15 Accounts) and 
Going Concern Assumption 2014/15

JHG 205

3.40 Board Assurance Framework – qtr 4 review 2014/5
To discuss and approve the proposed scores, controls and assurances provided

MW 213
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3.50 Disciplinary Policy
To consider and approve the Disciplinary Policy

RE 218

4.00 QEP End of Q4 Report 
To consider / discuss the final position for 2014/15 and to approve the plan for 
2015/16

JHG 248

CONCLUDING BUSINESS

4.10 Chair’s Log
To note items for the Chair’s Log

BG Verbal

4.11 Questions from members of the public
To consider questions from the public

BG Verbal

Glossary of Terms
For information

All 251

Resolved: that in accordance with the Public Bodies (Admission to Meetings) Act 1960 representatives of the 
press and other members of the public are excluded from the remainder of this meeting having regard to the 
confidential nature of the business to be transacted, publicity on which would be prejudicial to the public 
interest.
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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 31 March 2015 at 1pm

Conference Room, Royal Liverpool University Hospital

Present: Mr Bill Griffiths   Chairman   
Mr Aidan Kehoe   Chief Executive
Mr Mike Eastwood Non-Executive Director 
Mrs Ros Edwards Director of HR and OD
Mr John Graham   Deputy Chief Executive/Director of 

Finance
Ms Lisa Grant   Chief Nurse
Mr David Killworth Non-Executive Director
Prof Jon Saunders Non-Executive Director
Mr Geoff Stewart   Non-Executive Director
Mr Neil Willcox Interim Non-Executive Director
Dr Peter Williams Medical Director

In attendance:  Prof. Bob Burgoyne Non-Executive Director (Designate)
Miss Helen Jackson Director of Strategy and Redevelopment
Ms Donna McLaughlin Director of Operations
Mrs Helen Shaw   Director of Communications and 

Marketing

Officers attending: Mrs Madelaine Warburton Associate Director of Corporate Affairs
Mr Mark Thorne Head of Business Development (Item 

14/327 only)
Mr Paul Bradshaw Deputy Director of Finance - Strategic & 

Business Intelligence (Item 14/327 only)
Mr Mark Grimshaw Corporate Governance Manager (Minutes)

            
Apologies: None noted.

    

 
14/299 Introduction 

Mr Griffiths welcomed members of the public (3) and governors (3) to the meeting. 
Mr Griffiths also welcomed colleagues from Monitor who were observing the Board 
meeting.  

14/300 Declarations of Interest

None declared.  

14/301    Minutes of the Trust Board Meeting held on 24 February 2015 

The minutes of the meeting held on 24 February 2015 were agreed as a true and 
accurate record.
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14/302 Rolling Action Tracker

It was noted that there were no items which had been identified as overdue.  The 
updates provided were noted. 

 
14/303 Urgent Matters Arising

 None noted.

14/304 Chair’s Update

Mr Griffiths reported that Prof. Saunders’ term of office ended today and that the 
University of Liverpool nominated representative would be Prof. Burgoyne from 1 
April 2015. Mr Willcox had been appointed as interim Non-Executive Director for a 
three month period bringing additional financial expertise to the Board and the Audit 
and Assurance Committee. Mr Griffiths welcomed both Prof. Burgoyne and Mr 
Willcox and thanked Prof. Saunders for his commitment over the last five years. 

Mr Griffiths reported that positive discussions with other providers in the region 
regarding joint-working remained ongoing under the Healthy Liverpool Programme.

14/305 Committee Reports

Mrs Warburton explained that the report summarised the key items discussed, risks 
identified and assurance provided by the Board’s Committees which was further 
supported by verbal updates from the Committee chairs.   

In terms of the Transformation Committee, Mr Stewart explained that while it was 
noted that the construction part of the project was currently reporting 15 weeks 
behind programme, the implementation planning was on schedule. Additionally, it 
was explained that the two new risks included on the risk register had replaced two 
earlier risks by reframing the content to reflect the different stage of the project. Mr 
Stewart continued to note that the issue relating to the University of Liverpool lease 
of the UCD and Duncan Building had been addressed and that the timeline of key 
milestones for the project was expected to be received at the next scheduled 
Committee meeting. 

Mr Stewart reported that, as per agreement at the January 2015 Board, the Audit 
and Assurance Committee had overseen progress with the External Governance 
Review (EGR). It was noted that nine out of the thirteen recommendations had 
been completed by the 24th March 2015 and work was on-going to close out the 
remaining recommendations by the end of April 2015. Mr Graham added that the 
Trust had already recovered the majority of the monies with the balance being 
pursued through the Trust’s standard procedures. Mrs Shaw noted that the EGR 
had been published on 27 March 2015. 

Mr Eastwood reported that the Quality Governance Committee continued to focus 
on integrating the governance processes for delivery of quality healthcare across 
the Trust. The Committee had considered a report from Salford Royal NHS 
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Foundation Trust which had carried out an external inspection of the Trust’s 
infection prevention processes. The Committee had noted sustained performance 
with regard to VTE assessments and highlighted this as an example of positive 
action on a systemic issue with its associated improvement for patient safety. Mr 
Eastwood reported that the Committee was considering how to ensure appropriate 
oversight of the quality element to the Quality and Efficiency Projects (QEPs). Mr 
Kehoe noted that the Resources and Performance Committee would continue its 
active oversight on the QEP programme and stated that assurance would be 
provided to the Quality Governance Committee, and if further assurance was 
required would be referred to Quality Governance Committee for review. 

Mr Killworth reported that the Trust’s financial outturn had been discussed in 
March’s Resources and Performance Committee and noted that this would be 
considered under item 14/307. The Committee continued to seek assurance that 
progress was being made on mandatory training. Mrs Edwards noted that the Trust 
was exploring the accuracy of the mandatory training data in response to a 
suggestion that the performance may not be an accurate reflection of attendance.    
The Committee had considered the Trust’s response to the national tariff options. It 
was noted that the Trust had chosen the ‘Enhanced Tariff’ option. 

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

14/306 Patient Story

Ms Grant outlined the experience of a patient who had been admitted through the 
Accident and Emergency Department (AED) with pain and bloating in his stomach.  
Following a positive experience in the AED, the patient had been transferred to the 
Ward 4X. The patient had stated that he was led to understand that it was an 
‘overflow’ ward and that his experience at the weekend had been less positive.  The 
patient had also been provided with solids when he was on a fluids only diet.

Ms Grant explained that the ward had been established to provide additional 
capacity within the Trust.  The Trust had responded to a number of concerns from 
staff with support from Staffside.  One theme was that staff felt that they did not 
have the relevant skills to provide appropriate care to meet the patients’ needs.   As 
a result, the Trust intended to include an additional day in the RLB Nurse training 
programme to provide more specialist training.  It was noted that discussions were 
underway with the University with a view to accrediting the training programme.   

Mr Kehoe queried whether the difference in experience between care at the 
weekend and during the week was specific to Ward 4X. Ms Grant reported that in 
this case it was specific to Ward 4X but this did not mean that it was not evident in 
other wards. 

Prof. Saunders sought assurance on how the Trust protected patients from 
receiving incorrect dietary requirements. Ms Grant explained that each patient 
received a risk assessment on admission and this was recorded above the patient’s 
bed. In this case, the dietary requirements had not been clearly stated in the notes.
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Mr Willcox questioned the cost implications of the additional training day in the 
Nurse Training programme. Ms Grant confirmed that it had been costed and that it 
was believed that the quality outcomes would outweigh the cost.  

Mr Eastwood queried what the Trust would do differently if it was to set up an 
“overflow” ward in the future. Ms Grant stated that it would be vital to ensure that 
the correct skills were in place. Ms McLaughlin added that additional beds would be 
provided by extending an existing clinical area and therefore cultural issues would 
be less of a factor.

The Board noted the story and recognised the important lessons to be learned.

14/307 Trust Executive’s Report

 Mr Kehoe drew attention to the approval of the business case for the Liverpool Life 
Science Accelerator by the TDA. This represented the first scheme within the 
BioCampus project and should act as a catalyst for further initiatives. 

Mr Eastwood referred to the successful conclusion of the Prof. Chester employment 
tribunal case and asked the Trust to identify lessons learnt from the case. It was 
noted that the GMC case was still outstanding.

Chair’s log: Executive team to consider lessons learnt from the Prof. Chester 
employment tribunal.  

Directors highlighted key issues relating to their reports.

In terms of the 2018 Transformation Programme, Miss Jackson reported that the 
master programme continued to be populated and that a schedule of key 
milestones was in development and would be reported to the next Transformation 
Committee. 

Mr Killworth sought an update on the capital projects which were reported as 
delayed. Mr Graham confirmed that the projects were now progressing following 
recent decisions.  With regard to the CT scanner, Mr Griffiths challenged why it was 
over budget. Mr Graham explained that this was due to changes to project scope 
and cost pressures. Mr Graham explained that lessons had been learned.

Dr Williams reported that the Trust remained under trajectory for C.difficile and had 
improved from the previous year. In terms of MRSA, the Trust had seven cases for 
the year, with one case being re-assigned to the community following arbitration. It 
was noted that there had been only one case of MRSA in the last six months 
demonstrating lessons learnt. 

Ms Grant reported that an external review on patient falls had been completed and 
that recommendations had been incorporated into staff training. A follow-up review 
was scheduled for September 2015. The Board was reminded that the current 
year’s falls data would form the base line against which 2015/16 performance would 
be measured. 
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Dr Williams noted that the latest Summary Hospital-level Mortality Indicator was the 
lowest for three years. Commending the result, Mr Graham queried if the factors 
behind the improvement were known and whether it was sustainable. Dr Williams 
attributed the improvement to a stricter adherence to evidence based pathways and 
re-affirmed the Trust’s commitment to ensure as many patients as possible receive 
the best (evidenced based pathway) care, which was one of the Trust’s objectives 
for 2015/6 to deliver the Trust’s vision. Mr Kehoe queried the progress on the 
review of patients whose mortality attributed to vascular disease but who have been 
cared for elsewhere. Dr Williams noted that this would be completed by the end of 
April 2015 and a summary would be included in May’s Boardpack.

Action: to update the Board on the outcome of the review of the patients 
whose mortality attributed to vascular but who were cared for elsewhere in 
the hospital.    

Ms McLaughlin drew attention to requirement by the TDA to reduce the number of 
patients waiting over 18 weeks from 1,653 to 1,453 by the end of February 2015. It 
was noted that the Trust had achieved the target reduction.  Mr Killworth 
congratulated the Trust on achieving the target reduction but queried how the level 
could be maintained. Ms McLaughlin explained that the challenging areas were 
known and they were being proactively monitored in order to anticipate peaks in 
demand.

Dr Williams drew attention to a high incidence of Carbapenemase Producing 
Enterobacteriaceae (CPE) colonisation in the North West region. There had been a 
cluster of four cases in the spinal unit and hence a decision was made to close the 
ward to new admissions.  Ms McLaughlin noted that the Resource and 
Performance Committee would consider the potential impact of CPE on the 18 
weeks RTT, particularly focusing on the impact of not accepting tertiary admissions 
unless there was assurance they were CPE clean.

Noting that 12.3% of patients did not attend their appointment within February 
against a target of 10%, Mr Stewart questioned how the Trust could best address 
the issue. Ms McLaughlin reported that the Resources and Performance Committee 
had considered an action plan from three specialties, Dental, Ophthalmology, and 
Gastroenterology with detailed interventions for each area.  

Ms Grant highlighted the significant improvement in performance against the 
‘perception’ questions. It was noted that 88% of patients were either extremely likely 
or likely to recommend the Trust. Ms Grant reported the recruitment of two 
experienced complaints’ managers to support the divisions to deliver an 
improvement in the management of complaints.

With regard to benchmarking figures, Dr Williams noted the difficulty in ensuring 
that the Trust was comparing like for like data reflecting the fact that the Trust did 
not treat children or deal with maternity cases which would impact on the incidence 
of both C.difficile and MRSA. Mr Eastwood queried how the Trust was monitoring  
progress against the migration path. Ms Jackson reported that the migration path 
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was updated quarterly and discussed by the divisions. Noting the strong 
performance that had been reported earlier on the percentage of patients that 
would recommend the Trust, Mr Killworth sought explanation of the low score on 
the Friends and Family Test. Ms Grant reported that this was due to the Friends 
and Family Test using a ‘net promoter’ score which did not consider those who 
would be ‘likely’ to recommend, only ‘extremely likely’ and ‘extremely unlikely’. This 
had been deemed to be a flawed metric nationally and would no longer be used 
from April 2015. 

Ms Grant reported that the Trust had been challenged on its CQUIN target for 
Dementia. Dr Williams noted that a plan was in development to drive improvement 
but it was likely that additional resource would be required to ensure delivery. Ms 
Grant reported that the quality team was performing inspections on four wards to 
provide additional assurance. The outcomes would be monitored by Quality 
Governance Committee.

Mr Graham reported that the Trust had been challenged in terms of recruiting 
people to studies within 70 days. Work continued with all Trusts who were part of 
the Local Clinical Research Network to effect improvements. Prof. Saunders noted 
that the Trust now had more research nurses in post and that this would help 
recruitment to studies. It was reported however, that challenges would remain as 
the Trust was carrying out a number of specialist studies which were challenging to 
recruit to.

Mrs Edwards reported that the Trust was not achieving the national sickness 
absence target.  Mr Eastwood stated that it was important that the performance 
data was supported by differentiated reporting to identify outlying areas. Mrs 
Edwards noted that such reporting was provided to the Resources and 
Performance Committee.  Future work was focused on improving attendance levels 
in the Surgery division and this would be included within the analysis for future 
reports. 

Action: To include differentiated analysis of sickness levels to the Board.

Mrs Edwards reported that the “window” for 2014/5 appraisal would start in April 
and all managers were expected to use the Leadership Behaviour Pulse Check – a 
toolkit which anonymously collated opinions from reporting staff. It was hoped that 
this would help to enhance an open culture.  

 Mr Graham reported that the Trust had until 16th April 2015 to finalise contracts but 
only one contract offer (specialist commissioning) had been received to date. 
Additionally the Trust was required to submit a financial plan to the TDA on 7th April 
2015 and the Long Term Financial Management (LTFM) plan to EY in early April 
2015. In terms of the 2014/15 year end, Mr Graham reported that conversations 
with commissioners in relation to over performance were continuing.   This was 
causing uncertainty on the cash position. It was noted that the centrally produced 
accounting policies had yet to be received. For month 11, the Trust was reporting 
£4.6m behind its EBITDA plan. Recovery plans from the Medical and Surgical 
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divisions had been implemented, overseen by Resources and Performance 
Committee. 

Mr Eastwood challenged the Trust in relation to the confidence that the Trust’s 
expenditure would align with income recognising that there had been limited 
movement from January 2015 in terms of closing the gaps for EBITDA and the cash 
position. Mr Graham confirmed that this was predicated on the Trust receiving the 
sums owed for over performance on the contracts. Mr Willcox sought assurance 
regarding the degree of certainty regarding recovery of the monies owed. Mr 
Graham stated that whilst there was confidence, there would be some challenge 
from commissioners.

Mr Eastwood challenged whether the Trust would deliver its QEP target for 
2014/15. Mr Graham confirmed that it was unlikely that the Trust would deliver its 
recurrent savings by 31 March 2015. Noting the likelihood of the QEP target being 
missed and the concomitant impact on the LTFM, Mr Eastwood further questioned 
the Trust’s response to the shortfall.  Mr Kehoe acknowledged that the Trust was 
facing a steeper challenge in 2015/6. Mr Kehoe stated that the Trust’s governance 
processes for QEPs had improved and that the Trust was in a stronger position to 
meet the challenge.

Mr Willcox challenged whether the Trust was taking steps to reduce the spend on 
locum and agency staff. Mr Graham confirmed that the Trust was actively recruiting 
to vacant posts with a view to reducing agency and locum spend to ensure 
appropriately skilled staff in place to deliver high quality patient care.   All directors 
were also reviewing any non-substantive staffing positions to ensure appropriate 
exit arrangements are made.  Mrs Edwards added that protocols for agreeing 
overtime and the use of agency and bank staff had been tightened. The Trust was 
also expecting to see the financial benefits of the reduced recruitment times.

Mr Killworth stated that it was important for the Board to see a broad overview of 
the planned actions to deal with the adverse balance and for these to be quantified. 
In particular, detail would be required to assuage concerns regarding the use of 
reserves to meet the 2014/15 plan, the run rate and the need for a more 
comprehensive recovery plan. Mr Griffiths suggested the Resources and 
Performance Committee would be best placed to provide this. 

Chair’s Log: The Board tasked the R&P Committee to summarise the 
variances to plan for 2014/15 with explanation for the variances together with 
a summary of the actions to mitigate the deficit going into 2015/16 to provide 
assurance to the Board in relation to the robustness of the Trust’s financial 
planning and the effectiveness of the actions to address.

Mr Walliker provided an update on the Electronic Patient Record (EPR) and Paper 
Free Health Records (PFHR) projects. It was noted that the EPR project was on 
target and that the procurement process was considering three potential suppliers. 
It was expected that the preferred supplier would be chosen by the end of quarter 
2.  With regard to the PFHR, the business case was scheduled for consideration by 
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the Board in May 2015. This reflected a slight delay but assurance was provided 
that the end date would still be achieved.  

Mr Killworth requested further details on the information governance breaches. Ms 
McLaughlin undertook to circulate this outside of the meeting.

Action: Ms McLaughlin to circulate information to the Board on the 
information breaches seen in February 2015. 

Mrs Shaw reported that the MHRA had conducted a reaccreditation inspection in 
the clinical research unit. The formal result had yet to be produced but positive 
feedback had been received.

Drawing attention to the Environmental Scan, Mrs Warburton reported that 
improvements would continue to be made. Mr Kehoe commended the quality of 
report and asserted that it was important that it was cross-referenced with the 
Trust’s risk register.  Mrs Warburton confirmed that this was being progressed. 

Ms Grant reported that there had been a serious incident with regard to compliance 
with the WHO checklist and training had been delivered and processes had been 
amended. Additionally, human factors training was being rolled out.  There had also 
been a serious incident following a patient fall.  Work was under way to improve 
handovers. Ms McLaughlin reported that the risk pertaining to the Upper GI 
translocation was due to be considered at the next Resources and Performance 
Committee. 

Mr Killworth queried the risk relating to dialysis access procedures in interventional 
radiology. Dr Williams explained that the Trust was the only 24 hour centre in 
Cheshire and Merseyside and that the Trust was recruiting additional interventional 
radiologists.   

The Trust Executive reports were noted. 

14/308 FT Progress / NTDA Report

The Board considered the update on progress with its application for FT status.  Mr 
Graham reported that phase 2 of the assessment process had commenced.  Mr 
Eastwood queried the basis for the assurance in relation to P4, compliance with the 
national tariff recognising the current position with regard to discussions with 
commissioners. Mr Graham provided assurance that the LTFM would be developed 
based on agreed assumptions regarding the relevant national tariff.  

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. 

14/309 Achievement of 4 Hour Emergency Care Standard 
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Ms McLaughlin reported that in February the Trust had achieved performance of 
93% against a trajectory of 93.5%.  As previously reported the year to date 
performance remains slightly below 95%. It was noted that the predominant reason 
for breaching the target was waiting for a bed. 

Ms McLaughlin explained that the Trust had commissioned a private care provider 
to manage patients waiting for home care packages. Although this was only a pilot, 
the local authority had now agreed to adopt the scheme. Additionally, the Internal 
Medicine Floor had adopted an assertive approach to the management of short 
stay / general medical conditions by adopting twice daily ward rounds over 90 beds 
over 7 days. The benefits of this change would be realised over time.

Ms McLaughlin reported that infection was having an impact on the number of beds 
available. The numbers of patients waiting for services in the community had also 
not reduced. There were a number of risks and uncertainty regarding the 
contractual position for making the winter initiatives months permanent. This 
reflected the lack of an articulated strategy for urgent care in the system. 

Ms McLaughlin stated that it was expected that the Trust would start to consistently 
achieve the 4 hour target from June 2015. 

The Board noted the revised plan whilst noting the ongoing risk to delivery. The 
Board also noted that an operational plan outlining the capacity requirement for 
2015/16 would be presented to the Resources and Performance Committee taking 
into account the contractual settlement and resilience funding which continued to 
be negotiated.

Chair’s log : The Board also noted that an operational plan outlining the 
capacity requirement for 2015/16 would be presented to the Resources and 
Performance Committee taking into account the contractual settlement and 
resilience funding which continued to be negotiated.

14/310 Migration Path – Future Activity, Performance and Capacity

Ms Jackson provided an update on the activity, performance and capacity issues 
that were discussed at the December 2014 Board meeting.  It was noted that the 
planned bed reduction remained achievable but was dependent on the successful 
delivery of the following four initiatives:

 Project White Space
 Closer to Home Project
 Enhanced partnership working to improve discharges
 Further transfer of activity from the Royal Liverpool Hospital to Broadgreen 

Hospital.

Ms Jackson reported that the White Space and Closer to Home projects were 
expected to achieve a reduction of 70 beds but this assumption was being 
challenged by additional demands. This issue had been considered by the 
Transformation Committee and it had been suggested that additional project 
management support was required.
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Ms Jackson confirmed that the Trust was exploring a potential variation to convert 
offices to ward space. It was hoped that the additional capacity would be available 
on opening of the new hospital but it was noted that the price of the variation had 
increased since the option was first considered. This would be discussed further 
through the Transformation Committee.

Mr Killworth queried how the Trust was progressing with procuring additional project 
management support. Ms Jackson explained that the Trust was currently identifying 
the project management deficit and then the issue would be progressed with the 
support of Mrs Edwards. 

Mr Eastwood asserted that it was important for the Board to be updated of the 
Trust’s progress against the key milestones in the migration path. Mr Kehoe stated 
that the Transformation Committee would continue to oversee the detail of the 
programme escalating any pertinent issues to the Board.

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

The report was noted.

14/311 NHS Staff Survey 2014 Summary Report

Mrs Edwards presented the results from the 2014 staff survey. Overall, the results 
showed a continued and steady improvement, particularly in the quality indicators 
and where the Trust had focussed attention through staff engagement. The results 
reflected the actions that the Trust had taken on areas of staff concern, such as 
recruitment. Four areas had been identified as requiring improvement. Three of 
these were known areas relating to training and appraisal which were being 
addressed through action plans reported to the Resources and Performance 
Committee. Staff motivation was the fourth indicator which would be an area of 
focus for the Trust.  This indicator had contributed to the overall score for staff 
engagement which was average when compared with other Trusts.  Mrs Edwards 
reported that there were plans to embed a leadership style which was supportive 
and encouraging to empower staff.  

Mr Killworth queried whether the Trust would be exploring the reasons behind the 
motivation issue. Mrs Edwards confirmed that they would be explored through both 
internal and external pieces of work.

The Board noted the positive impact of staff engagement over the last four years 
and approved the recommendations to address the areas for improvement. 

14/312 Safe Staffing February 2015

Ms Grant reported that in February 2015 the overall percentage of trained and 
untrained nursing staff against the number of staff required was above 98%. There 
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were seven areas that reported a fill rate of less than 80% across either a day or a 
night shift.   

Sickness had impacted on the fill rates together with an increase in the number of 
requests for additional support to meet the needs of vulnerable patients requiring 
close observation. Additional demands had been observed for in-patients under s2 
Mental Health Act as well as a significant increase in the number of patients subject 
to a deprivation of liberty order.  HCAs were being recruited in response to this and 
specialist training was being provided to existing staff.  Ms Grant noted that a 
detailed report on acuity and staffing was scheduled for the next Board meeting. 
This would also consider the amount of time staff were spending with patients.

Vacancies remained higher than expected due to a number of approved business 
cases and investment in nursing. In response the Trust had in place an on-going 
external advert and the possibility of recruiting in other countries was being 
explored. The Trust was also liaising closely with the local universities and 
developing pathways for HCAs to train to become nurses.

In terms of staffing on specific wards, 7A and 3Y, meetings had been held with the 
ward managers to ensure recruitment plans were in place.  Mr Eastwood queried 
the retention rates for nurses recruited from abroad. Ms Grant noted that the rates 
tended to be stronger for particular countries and the Trust was mindful of this when 
recruiting.

The Board noted the improvement in fill rates throughout the month of February and 
the work being undertaken to further strengthen the Trust’s position. 

14/313 Quality Governance Memorandum

Ms Grant reported that to support the Trust’s application to become a legally 
constituted foundation trust, the Trust had prepared a Board Quality Memorandum 
(Memorandum). To inform the development of the Memorandum, the Trust had 
conducted a number of assessments against Monitor’s Quality Governance 
Framework.  The self-assessments had been independently reviewed in June 2012, 
November 2012 and February 2014. 

Attention was drawn to the table which summarised the outputs from the 
assessments and the current Trust position – a score of 3.0 – and the actions taken 
since November 2014. Assurance was provided that work continued on all areas of 
the framework and that evidence was continually challenged and strictly reviewed. 

Mr Griffiths questioned the extent to which Ms Grant and Dr Williams had been 
involved in reviewing the evidence. Ms Grant assured the Board that she had led 
on the self-assessment process the evidence had been critically analysed and that 
robust evidence had been used. Mrs Warburton added her support to this and 
noted that assurance had been sought from a number of different pieces of work, 
for example the CQC inspection, and then subsequently collated.
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With regards to item 2B ‘Does the board promote a quality focussed culture 
throughout the trust?’, it was queried whether there was a need to reflect on a ‘zero’ 
score considering the result from the staff survey showing that 66% of staff felt 
confident to report an incident against a target of 67%. The Board debated this 
issue but it was felt that on balance there was significant momentum behind an 
increase in incident reporting and a confidence that quality was driving the Trust’s 
strategy. The score of ‘zero’ was therefore retained whilst recognising the Trust’s 
commitment to embedding the changes. 

Mr Willcox commended the Trust’s use of SMART objectives. He continued to 
query how the Board received effective reassurance on risk. Ms Grant explained 
that any risks that were scored 15 or higher were reported to the Board. Other risks 
were monitored through the Board’s Committees including Quality Governance and 
Resources and Performance Committees. Work also continued with the divisional 
governance managers on the accuracy and reporting of risk reporting and this was 
being monitored by the Quality Governance Committee.

The Board approved the Board Quality Memorandum and the signing of the Board 
Statement on Quality Governance.

14/314 Constitution

Mrs Warburton reported that at the end of Phase 1 of the foundation trust 
application process, Monitor had provided feedback on the draft constitution and 
made a number of suggestions for amendments. Mrs Warburton drew attention to a 
table which outlined where the amendments had been made.  It was noted that the 
draft constitution was based on Monitor’s model constitution and that there were no 
deviations from the model constitution that required the Board’s attention.

The board approved the draft constitution for submission to Monitor.

14/315 Board Code of Conduct

Mr Griffiths explained that the Board Code of Conduct was identified for review as 
part of the work from the external assurance of the Board’s Governance 
Memorandum. The Code had been re-drafted to reflect the Trust’s values, taking 
into account feedback from a Board workshop to provide a guide for behaviours at 
Board meetings. It was noted that it was intended to be a ‘live’ document which 
could be amended as necessary.

Mr Killworth suggested that the Code should include a statement under the ‘Open 
and Engaged’ relating to supporting Board members to understand complex issues 
subject to the suggested addition. 

The Board approved the draft Code of Conduct subject to the above revision. 

14/316 Performance Management Framework
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Ms McLaughlin outlined a revised Performance Framework reflecting the following 
changes :

 The separation of the Chief Operating Officer/ Chief Nurse into two posts  
 The Data Quality Assurance Group and pending Data Quality Strategy
 Changes to the reporting structures of the Trust Committees
 Introduction of Perfect Ward Meetings.

The revised Performance Management Framework was based on the  Trust’s  
Vision, Strategic Themes and Annual Corporate and Quality Objectives alongside 
the operational performance, financial, quality and patient experience indicators set 
by the Department of Health.  Mr Stewart commended the quality of the paper. 

The Board approved the revised Performance Management Framework.  

14/317 Assurance and Escalation Framework

Mrs Warburton explained that the Assurance and Escalation Framework provided 
the Board with assurance about how the Trust identifies, monitors, escalates and 
manages concerns in a timely fashion and at an appropriate level. It was noted that 
the framework reflected improvements to the Trust’s systems for providing 
assurance and escalating concerns. Mrs Warburton reported that the Trust was 
committed to further strengthening its Assurance and Escalation Framework and it 
was noted that there were several areas of development including potential 
changes to the Committee structure and strengthening the Chair’s log process.

Mr Eastwood made the point that escalation tended to be about reporting concerns. 
It was noted that it was also important to escalate good practice.

The Board approved the Assurance and Escalation Framework and the continuing 
work to strengthen the Trust’s governance arrangements.

14/318 Freedom to Speak Up

Mrs Edwards noted that Sir Robert Francis QC’s report emphasised the 
requirement for NHS bodies to encourage openness and transparency in handling 
concerns. There was also emphasis on the continued need for cultural change, with 
a focus on leadership, training and proper management of complaints. 

Mrs Edwards noted that the Trust was in a good position to respond to the report 
and would build on the best practice already in place such as the work on staff 
engagement and the deep dive interventions, which were an established method of 
dealing with staff concerns.  However, Mrs Edwards reported that further actions 
were required including the appointment of a champion or guardian with lead 
responsibility for dealing with concerns.   This person would be appointed by the 
CEO and act in an independent capacity. Additionally, the Trust would ensure that 
there was at least one nominated director to receive and handle concerns.  Prof. 
Saunders queried whether the nominated manager would assume the responsibility 
as part of their existing role. Mrs Edwards confirmed this to be the case.
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Mr Griffiths sought assurance that the Trust had strong and robust safeguarding 
processes in place. Ms Grant noted that an external safeguarding report was 
scheduled for the next Board meeting.

The Board resolved to support the recommendations within the report.

14/319 Northern Health Science Alliance

Mr Kehoe explained that the Northern Health Science Alliance (NHSA) was a 
partnership established by the leading Universities and NHS Hospital Trusts in the 
North of England to improve the health and wealth of the region by creating an 
internationally recognised life science and healthcare system.

The Trust required approval from the Trust Development Authority (TDA) to join the 
NHSA under the specific powers which the TDA may grant to NHS Trusts in respect 
of income generating schemes and joint venture schemes seeking to protect and 
exploit Intellectual Property (IP). 

Mr Griffiths stated that it would be important to ensure that the status of the Trust 
was clear in the partnership i.e. shareholder or director, for liability purposes.

The Board approved the proposition and that a request be made to the TDA,  in 
conjunction with partner NHS Trusts, to join the NHSA under the specific powers 
which the TDA may grant to NHS Trusts in respect of income generating schemes 
and joint venture schemes seeking to protect and exploit IP.  Upon receipt of the 
approval, the Board also approved that the Chief Executive and Deputy Chief 
Executive be authorised to commit the Trust to join the NHSA.

14/320 Risk Management Review Action Plan

The Board considered an update on the implementation of the recommendations 
following the external review of risk management arrangements. It was noted that 
there had been significant work undertaken across the Trust over the previous 12 
months and the action plan provided assurances with regards to this work and the 
timescales for the delivery of the plan. It was noted that a number of the actions 
marked as ‘amber’ would be reallocated as ‘green’ following approval of the 
Assurance and Escalation Framework.

Mr Stewart queried the visibility of the action plan throughout the organisation. Ms 
Grant confirmed that the work of the Divisions informed the progress with the action 
plan and their engagement was pivotal for taking the work forward. 

The Board noted the progress to date. The Board also noted the plan of work that 
would continue to embed the changes across the organisation going forward. 

14/321 NHS England Forward View Update

The Board considered an update on the work undertaken to equip itself to deliver 
the proposals in the Five Year Forward View. Whilst it was noted that good 
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progress was being made in many areas the key message of the review was to 
ensure that the Trust was looking to be innovative and do things differently. How 
this was to be achieved required an ongoing review of approach and it was noted 
that a further update would be provided to the Board when relevant.

The report was noted.   

14/322 Chair’s Logs from Meeting

The following Chair’s logs were identified from the meeting:-

Executive team to consider lessons learnt from the Prof. Chester employment 
tribunal.  

The Board tasked the R&P Committee to summarise the variances to plan for 
2014/15 with explanation for the variances together with a summary of the actions 
to mitigate the deficit going into 2015/16 to provide assurance to the Board in 
relation to the robustness of the Trust’s financial planning and the effectiveness of 
the actions to address.

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

The Board also noted that an operational plan outlining the capacity requirement for 
2015/16 would be presented to the Resources and Performance Committee taking 
into account the contractual settlement and resilience funding which continued to 
be negotiated

14/323 Questions from Members of the Public

The Chair invited members of the public to ask questions. 

Noting recent reports in the mainstream media that had highlighted financial 
difficulties at the Liverpool Women’s Hospital (LWH), it was queried if there was a 
possibility of the services now provided by the LWH being relocated to the new 
Royal Liverpool University Hospital, as had been suggested in the reports. Ms 
Jackson reported that the Trust was carrying out a site development plan for the 
existing hospital site which would provide an idea of capacity. It would then be the 
decision of the LWH as to whether they would wish to move should there be 
capacity available. Mr Kehoe added that the work carried out by the Healthy 
Liverpool Programme on better care pathways had identified an advantage of the 
LWH being more closely located to an acute hospital.

It was questioned whether Carillion FM would be taking over the hard facilities 
management responsibility for the Royal Liverpool Hospital from 1 April 2015. Ms 
Jackson confirmed this to be case but noted that Carillion FM would be taking on 
the existing Lorne Stewart employees and enhancing the staff numbers further. 
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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: 28 April 2015
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Action Tracker Report owner: Madelaine Warburton

ACTIONS INCLUDED ON THE PUBLIC AGENDA

Meeting 
Date

Item Action Owner Action Taken

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 Toolkit being used.  Included in April 
update to Board.

Jan-15
14/243

Board Assurance 
Framework – 3rd 
Quarter Review 

2014/15

For future iterations of 
the BAF to include 

milestones for reducing 
the risk score and to 
incorporate relevant 

metrics for each strategic 
risk

MW Included within report to board

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. 

Report on overtime/bank/agency 
spend to April Board.

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, the possibility of having 
two separate risks for the ‘Sustainable 

Health System’ would be explored.   
Transformation Committee to 

consider risk register in Feb 15. To be 
discussed Board April 15. Risks are 

separately defined on the project risk 
registers but are integrated on the 
BAF. To be discussed as part of BAF 

report.

CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH

Meeting 
Date

Item Action Owner Action Taken

Feb-15
14/284 

Board Governance 
Memorandum

To circulate the revised 
Code of Conduct for 

comment prior to Board 
approval

MW Circulated 25 Feb for comment.  
Considered at March 15 Board.

Mar-15
14/307

Trust Executive's 
Report

To circulate information 
to the Board on the 

information breaches 
seen in February 2015.

DM Circulated to the 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

Mar-15
14/307

Trust Executive's 
Report

To include differentiated 
analysis of sickness levels 

to the Board

RE May-15

Mar-15
14/307

Trust Executive's 
Report

To update the Board on the 
outcome of the review of 

the patients whose 
mortality attributed to 
vascular but who were 

cared for elsewhere in the 
hospital

PW May-15

Feb-15
14/281

Safe Staffing Monthly 
Update

To ensure alignment of 
information on staffing 

numbers.

LG/JHG/RE May 15

Feb-15
14/279

Corporate Objectives 
2015/16

To include training levels as 
a measure for the 2015/16 

corporate objectives.

RE May 15

Feb-15
14/275

Trust Executive's 
Report

To circulate feedback on 
the unsuccessful Nursing 

Technology Fund bid to the 
Board.

JHG Feedback awaited. Will 
be circulated to Board 

once available.

Jun-15

Jan-15
14/255

Questions from 
Members of the Public

To explore establishing a 
focus group with members 

of the public to better 
understand their fears, 

anxieties and motives for 
presenting at A&E

DMcL To develop an approach 
across Cheshire and 

Merseyside. To explore 
opportunity for 

academic support.

Jun-15

Jan-15
14/248

Safe Staffing Monthly 
Update

To include attendance 
figures for the RLB Nursing 

Programme in future 
staffing reports

LG May 15
(Apr 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 (complaints).

LG Verbal update to Board 
Jan 15 to support 

executives report.  Due 
date to be extended to 

May 15

May-15
(Jan-15)
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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.  
Revised format for 

finance report to be 
adopted May 15

May-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.  Revised 
T of R to be considered 
as part of annual review 
committees March 15.

May-15
(Jan-15)

Sep-14
14/134

MRSA Performance Listening event to be 
arranged re: infection 

prevention and control

RE Session re-scheduled 
from February to 24 

April 2015 due to 
industrial action.

Apr-15
(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 All reports to include 
financial implications 
explicitly and for the 

report template to be 
amended to highlight 
this more prominently

May 15 
(Jan 15 )

Apr-14
14/07

BAF Blockages with IT 
stakeholder software to be 

resolved

JHG A pilot project using 
alternative software has 

now been set up and 
work is underway to 
test the alternative 

system. This testing is 
expected to be 

completed by May 
2015.

May-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 Quarterly update on 
this issue was provided 
at the February 2015 

Board meeting. Update 
noted that the data 
would require two 

quarterly cycles to be 
fully audited.

Oct-15
(Apr-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
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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

June-15
(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.   In 
relation to new hospital 

replacement 
programme report to 
Programme Funding 
Group March 15. In 
relation to current 

replacement 
programme update 

awaited.

Apr-15
(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.

May-15
(Mar-15)

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 reported on 

datix, complaints 
themes, infection 

control produced May 
2014.  To include key 

lessons in Board report 
May 2014 onwards.

Jun-15
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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 

Health & Safety update

Self Certifications

LCRN performance & Annual Report

Board & Committees review

Infection Prevention & Control Annual Report

Cancer Strategy

Paper Free Business Case

Staffing Capacity and Capability - Nursing

Board Succession Plan

Budget 

Clinical Strategy

May 2015

Audit Committee Annual Report

Annual Report and Accounts

Complaints Annual Report

Medical Annual Appraisal & Revalidation

Medicines Management Annual report

Quality Account Approval

SI Annual Report

Sterile Services

IT Strategy

Staffing Capacity and Capability - Nursing

June 2015

Research and Development Strategy

Patient Safety & Mortality Quarterly Update

BAF

Annual Deanery Visit & GMC survey

Service line reporting

New hospital – assumptions, risks, impact, mitigation plans, LoS reduction.

July 2015

Employment Tribunal – Lessons Learned
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 Chair’s Log & Attendance Record   Report owner: Madelaine Warburton

Chair’s Logs Received

Committee (date 
& Chair)

Issues and lead 
officer

Receiving 
Body

Recommendation/ assurance / 
mandate to receiving body

Action

R & P Committee
03.02.15
David Killworth

Disciplinary Policy

Lead: Rose Edwards

Trust 
Board

Updated Disciplinary Policy to go 
to Trust Board for approval

On April 
2015 
agenda

R & P Committee
07.04.15
David Killworth

Upper GI Business 
Case
Lead: D McLaughlin

Trust 
Board

Upper GI Business Case to go to 
Trust Board for approval

On April 
2015 
agenda

Audit & Assurance
24.03.2015
Geoff Stewart

Going Concern 
Assumption
Lead: John Graham

Trust 
Board

To consider recommendation 
from the Audit and Assurance 
Committee in relation to the 
preparation of the Trust’s 
Accounts in accordance with the 
Going Concern principle.

On April 
2015 
agenda

Chair’s Logs Delegated

Trust 
Board 
Date

Issues and Lead 
Officer

Receiving 
Body

Recommendation/ assurance 
/ mandate to receiving body

Due 
Date

Action

March 15 Operational Plan

Lead Officer: Donna 
McLaughlin

Resources & 
Performance

The Board also noted that an 
operational plan outlining the 
capacity requirement for 
2015/16 would be presented to 
the Resources and 
Performance Committee taking 
into account the contractual 
settlement and resilience 
funding which continued to be 
negotiated.

Apr-15 Considered 
at R&P April 
2015 - 
Complete

March 15 Migration Path 
Progress

Lead Officer: Helen 
Jackson

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

May-
15

March 15 Summary of 
Financial Position

Lead Officer: John 
Graham

Resources & 
Performance

R&P Committee to summarise 
the variances to plan for 
2014/15 with explanation for the 
variances together with a 
summary of the actions to 
mitigate the deficit going into 
2015/16 to provide assurance 
to the Board in relation to the 
robustness of the Trust’s 
financial planning and the 
effectiveness of the actions to 
address.

Apr-15 Requested 
as part of 
paper to 
Board in 
April 15

March 15 Prof. Chester 
Employment 
Tribunal

Lead Officer: Ros 
Edwards

Executive 
Committee

Executive team to consider 
lessons learnt from the Prof. 
Chester employment tribunal.  

July-15 Scheduled 
for July 
Board
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Attendance Record

Executive Director/NED No of Board Meetings 
Attended

Bill Griffiths 4/4
Aidan Kehoe 6/6
Bob Burgoyne 0/1
Mike Eastwood 5/6
Ros Edwards 5/6
John Graham 5/6
Lisa Grant 5/6
Helen Jackson 5/6
David Killworth 4/6
Donna McLaughlin 6/6
Helen Shaw 6/6
Geoff Stewart 5/6
Neil Willcox 2/2
Peter Williams 6/6

* Includes 1 extraordinary board 
meeting
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RLBUHT BOARD PACK

[Type text]

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: 28/04/2015

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 17 April 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) Audit and Assurance Committee – 24th March 2015  

Considered

 The Committee considered and approved both the Annual Audit Plan and the 
Counter Fraud Plan for 2015/6.  

 The Committee considered the Audit Plan from Grant Thornton. The Committee 
considered the External Audit for the Trust’s accounts and discussed the specific 
risks identified including accounting for partnership working and project management. 

 The Committee also considered the external auditor’s report on emerging issues and 
developments (which were included in the environmental scan to the Board in March 
2015). 

 A paper in relation to the Going Concern assumption for the completion of the 
Accounts which the Committee will recommend to the Board as the basis for 
completion of its Accounts. 

 Approved the arrangements for the preparation of the Annual Governance Statement 
2014/5. 

 Arrangements for external assurance of the Trust’s Quality Accounts.

Assurances

 Report from internal audit which provided assurance on the key financial systems as 
follows: 

o General ledger – significant
o Accounts receivable – significant
o Account payable Limited
o Asset management Significant
o Treasury management – significant
o Referral to treatment (RTT) – Activity Data Capture – Limited 
o IT asset management – significant 

In relation to account payable the weakness relates to duplicate invoice payments. 
Management committed to reviewing duplicate payment to establish understanding of 
control weaknesses to enable corrective action to be taken.  

In relation to RTT the issues related to incorrect recording of “clock stops”, lack of 
audit trail to support key dates and lack of ongoing audit of RTT. An action plan has 
been prepared with completion due end April 2015. 
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Assurance report from committees 
Mark Grimshaw 

 Follow up report from Internal Audit to ensure that recommendations have been 
implemented and the actions have been effective.  It was noted that there were no 
critical or high risk recommendations outstanding.  

 Outcome of the quarter three review of the Board Assurance Framework. 
 Progress report on the implementation of the KPMG review in respect of NED 

payments (verbal update provided by chair to March Board meeting.  
 The Committee considered the report which summarised the six themes from losses 

and special payments for the period April – February 2015.
 Report on tender waivers exercised between November 20145 and March 2015.

2) Transformation Committee – 26th March 2015

Considered

 Hard Facilities Management Transfer – presentation received from Carillion. Noted 
that they were aligning the vision, values and strategic themes of the Trust to the 
Estates Services Strategy.

 Noted that the Construction Programme remained 15 weeks behind schedule. The 
Trust had formally written to Project Co to ask for a revised programme. The funders 
had visited the site on 27th March 2015.

 Noted that Implementation planning was on schedule.
 Update on Corporate Branding and Uniform Design.
 Variation Account for the New Royal Hospital. Considered on-going and potential 

future variations.
 Update on the Life Sciences Accelerator.
 2018 Programme overview.

Key Risks

 Noted that a dedicated resource and consistent project management approach was 
required for the service redesign programme. A paper was to be prepared for 
consideration by the Resources and Performance Committee.

3) Quality Governance Committee – 1st April 2015

Considered

 Operational performance update – noted that the end of year final figure for the 4 
hour emergency department target was 93.5%.  In order to improve this further focus 
was to be given to the discharge process. Noted that as that the infection control and 
4 hour Emergency Department targets were substantive issues they would be placed 
at the beginning of each agenda until the Committee was content the issues were 
resolved.
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Assurance report from committees 
Mark Grimshaw 

 Noted that a piece of work would be undertaken as to how the Committee could 
engage with the quality aspect of the Quality and Efficiency Programmes (QEPs).

 Requested that the business case for the additional recruitment of Radiographers be 
submitted to the May 2015 meeting for assurance that the process and structures 
were working.    

 Informed that the case for a new MR scanner had been submitted to the Programme 
Funding Group.  

 Infection Control Peer Review and Action Plan – The Committee considered the 
report which summarised the key findings of the review undertaken by Salford Royal 
NHS Trust.

 Infection Control Quarterly Report. Noted that significant work was being undertaken 
in terms of environmental cleaning and strengthening antimicrobial prescribing. 
Requested the Salford Royal action plan and the Infection Control action plan be 
integrated.

 Accident and Emergency Survey Results – informed that the department would be 
using an American based triage system ‘Pit Stop Triage’. The Trust was the first in 
the North West to use this system. 

 Quality Performance Report – new style report introduced containing dashboards and 
exception reporting.

 Divisional Risk Registers Report and Board Assurance Framework – Noted that an 
external review had resulted in the Risk Management Policy being ratified and work 
was continuing to roll out the policy within the divisions and to ensure the risk 
registers were fit for purpose. Also noted was the continuing work to improve the 
alignment between the risk registers and the BAF with areas requiring further 
improvement or assurance informing the agenda of the Committee.  

 Quality Plan Action Plan 2014/15 – Noted that actions rated amber would be carried 
over to the Quality Plan 15/16.

 Quality Plan 2015/16 – communication of the document was considered and it was 
noted that the action plan would be submitted to the next meeting for approval.

 Audit of Risk Registers and Compliance with new Risk Management Policy - noted 
the improvements made since the last audit. Informed that the only area without any 
open risks on the register was Infection and Immunity, Liverpool Clinical Laboratories 
(LCL). This was being addressed.

Key Risks

 Two risks of compliance were identified from the Information Governance Toolkit. The 
first related to the delivery of Information Governance Training and the second to the 
complexity of the Information Asset Register.  Both risks were being reviewed moving 
forward for next year.  

Assurances
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 Informed that the Falls Team was taking a more proactive approach to falls within the 
organisation and informed of the implementation of the ICE referral system. 

 Committee considered the report which provided assurance on the arrangements in 
place to review, distribute, prioritise and implement new and emerging guidance.

 Information Governance Toolkit (IGT) - The Trust had maintained performance from 
last year’s toolkit. Mersey Internal Audit Agency has completed their audit and gave 
the Trust significant assurance.  

 Care Quality Commission Action Plan - The Committee was informed of the work 
undertaken to improve the outlier process in the organisation.

4) Resources and Performance Committee – 7th April 2015

Considered

 Workforce dashboard. Issues noted included a downward trend for sickness levels, 
an increase in staff booked on mandatory training in advance of competencies 
expiring, maintained recruitment timeframe (11 weeks), the opening of the appraisal 
window and the start of the coaching programme. Noted that issues raised Tust 
Board regarding sickness levels would be followed up as part of the Trust’s Sickness 
Improvement Plan.

 Finance Report - setting out the Trust’s financial position as at Month 11. In summary, 
the Trust was behind planned surplus (£3m) and EBITDA (£4.7m) but was still 
working toward delivering plan for the year – looking at technical adjustments, stock 
levels, and capital to reserve transfer.  Noted that further information would be 
presented during May’s meeting to pinpoint exact year-end figures.

 Costing Development Plan – new report introduced which compared actual income to 
actual cost rather than variances to budget.  Noted that the report remained in 
development e.g. there was on-going work around how overheads were allocated.

 Received a report providing an update on the review of coding structure and 
requirements/plans to support the Trust going forward.

 QEP update – Key issue highlighted included a forecast £1.9m shortfall in year for 
Month 11, £11.55m achieved to date (65% recurrent). Noted that work was on-going 
to identify the stretch target for 2015/16 (£17.1m plus amount not achieved this year). 
Noted that delivering more transformational change would be key to achieving the 
target.

 Benefits realisation of Quality Initiatives – report received demonstrated how the Trust 
put figures around quality efficiencies. The potential for significant benefits was noted 
if replicated throughout all areas of the Trust.

 Corporate Performance Report – keys issues of note related to capacity, performance 
trajectory and the 18 weeks target.

 Upper GI Business Case – recommended to Trust Board for approval.
 The Workforce Benchmarking Report was received and noted for information.

Closed
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 LTFM – Financial Planning. Key issues noted included a reduced surplus in the 15/16 
financial plan, the continuing discussions with commissioners on areas of outstanding 
contract for 14/15 and the reduced cash position compared to plan. Discussion held 
on how to present the revised position in the updated LTFM. Noted that the issue was 
predominantly related to the cash position but options related to reduced spending, 
increased QEPs and borrowing were considered. The process and timelines for 
taking the LTFM to Trust Board was discussed.

 Accelerator / Chrysalis Loan. Considered at the Extraordinary Board meeting on 13th 
April 2015.

 Requirements for the support of the Service Reconfiguration discussions and how to 
ensure value for money was considered. Approach to be reconsidered by the 
Executive Committee.

CONCLUSION & RECOMMENDATION 

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

Commentary

Executive Summary
Over the last month a lot of progress has been made on a number of key strategic issues. Discussions on 
the future development of health services across the city as part of the Healthy Liverpool Programme 
continue to progress well. In particular, there have been some excellent discussions with Clatterbridge
Cancer Centre around the establishment of the Comprehensive Cancer Centre in the heart of the City 
that will play a significant role in the improvement of cancer outcomes across the city region. We have 
also seen further exciting progress on our desire to develop an internationally recognised clinical 
academic centre on the Royal campus with the signing of the loan agreement in relation to the Liverpool 
Life Sciences Accelerator. We are also in the final stages of the Monitor assessment and are working hard 
in our effort to become a Foundation Trust. We believe this is an important step in helping us meet our 
strategic aspirations and have greater accountability amongst our local population.

What has gone well?

Performance: The trust continues to achieve the majority of the operational performance indicators. We 
have achieved 18 weeks as a trust and improved our VTE compliance. Cancer performance remains 
strong. Diagnostic waiting times have improved this year with less than 1% of patients waiting over 6 
weeks in 10 out of the 12 months.

Healthy Liverpool Programme: On Friday 10th April, we met with Liverpool Women’s Hospital to discuss 
how we could work together in the years ahead to deliver better services for patients. This was an 
excellent discussion and hopefully will provide the platform for future joint working. On Friday 17th April, 
we also met with Aintree to discuss collaborative working and how we might develop a joint vision for 
the long term future of general acute services in the city working with other partners and key 
stakeholders. 

On 9th April, we had a Strategic Overview Group Meeting with Clatterbridge Cancer Centre to review the 
latest work on the development of the new cancer centre on the Royal Campus. This was a very positive 
meeting covering progress on the Capital Development and also synergies that can be achieved through 
the enhanced integration of clinical services.

Coaching: The Developing our Coaching Culture programme is progressing according to plan. The first 
Executive Team coaching workshop took place in February, with the second planned for 24th April. 
Individual coaching programmes have also commenced for the Executive team.
The first cohort of 16 began their Post Graduate Certificate in Business and Executive Coaching in March 
and 1:1 development coaching is now available to all staff with our internal or external coach pool 
through the Trust Coaching for Success Scheme. Cohort 1 of the 5 day accredited coaching skills courses 
is due to commence on April 28th with 11 people confirmed to attend. This course focusses on any time 
coaching for everyday coaching conversations.

Appraisal: The Trust’s annual non-medical appraisal window opened on the 1st of April and will run until 
the end of June with an appraisal system that aligns to Trust values and objectives. This year the appraisal 
includes a feedback tool for managers to seek feedback from their peers and direct reports as part of 
their appraisal. There is also a section on wellbeing to ensure that staff are conscious of their own 
wellbeing and the support that is available in the Trust. The electronic recording of appraisals will allow 
more detailed reporting that will both inform talent management and enable effective training needs 
analysis.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

CCG Meeting: On Tuesday 14th April, Bill Griffiths, Peter Williams, Mark Thorne and myself met with the 
Governing Body of the CCG to discuss current progress on our FT application. This was a good discussion 
and gave us the opportunity to describe how the move to FT status would help in the delivery of the key 
strategic aims of the Healthy Liverpool Programme.

Eliminating Mixed Sex Accommodation Declaration: ‘Same sex accommodation: your privacy, our 
responsibility’ was an initiative launched by the Department of Health in January 2009 to provide clearer 
guidance and support for hospitals. Its aim was to all but eliminate the use of mixed-sex accommodation 
in hospitals, for all patients, at every stage in their journey through care. All provider trusts must declare 
their position with this agenda annually and publish this on the trusts website with named contacts for 
further information or discussion. The Trust can confirm that it is compliant with the Government’s 
requirement to eliminate mixed-sex accommodation, except when it is in the patient’s overall best 
interest, or reflects their personal choice. We have the necessary facilities, resources and culture to 
ensure that patients who are admitted to our hospitals will only sleep in a bed that is in a bay with 
members of the same sex, and same-sex toilets and bathrooms will be close to their bed area. Sharing 
with members of the opposite sex will only happen when clinically necessary for example where patients 
need specialist equipment such as in Critical Care or other high dependency units.

Professor Chester Employment Tribunal: As reported last month, Professor Chester withdrew from his 
industrial tribunal on 11th March. The Medical Director and Director of HR & OD have arranged to meet 
with Hill Dickinson and will share lessons learned with the board in July.

Knowledge Quarter Discussions: I recently met with other members of the Knowledge Quarter Board to 
discuss the future development of the Liverpool Knowledge Quarter. I believe we have a strong and 
cohesive team across all of the partner organisations and that there is a strong shared vision as to the 
role the Knowledge Quarter can play in generating economic growth and health and wellbeing across the 
city region. We are working towards the production of a joint strategy that will set out clearly, the offer 
the knowledge Quarter can make to commercial partners to attract inward investment. We aim to 
showcase these opportunities at the international festival for business in Liverpool in 2016.

Biomedical Research Centre: We are now moving quickly with the establishment of the Shadow 
Biomedical Research Centre, which will help us to further develop our international profile in the field of 
personalised medicine and provide the platform for future success in attracting research and 
development income. The BRC in personalised health will focus on the city’s key areas of strength of 
clinical pharmacological elements of personalised medicine and infectious diseases.

Where have we been challenged?

4 Hour Performance: Many Trusts have struggled to adhere to the 4 hour A&E target, which has meant 
the standard has not been achieved nationally. Our own performance was 93.52% against the target of 
95% for the year. A&E attendances have increased by approximately 5%. However, there has been an 
increase in the acuity and age of our patients who require admission and a deterioration in our ability to 
discharge. We are working closely with Merseyside System Resilience Group (SRG) to improve our 
discharge process which will release the egress and improve patient flow through the hospital. This is 
our biggest challenge for 2015-16.

Are there any up and coming developments?

Monitor / FT: The FT assessment process continues at a pace and we now have Ernst and Young working 
with us to undertake a review of our working capital capacity. We still expect to have a Board to Board 
meeting with Monitor early in June.
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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 67% 73% Annual

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

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

Fa l l s  per 1,000 bed days , moderate to severe harm 0.12 0.00 Month

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

C. di ff cases  (Hospita l  Acquired) 48 44 YTD

MRSA cases  (Hospita l  Acquired) 0 0 Month

MRSA cases  (Hospita l  Acquired) 0 7 YTD

Patients  with Pressure Ulcers  per 1,000 bed days  (Hosp Acq) 0.34 0.13 Month

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

VTE assessments  conducted 95% 96.7% Month

Serious  Untoward Incidents 3 Month

Never events 0 Month

NHS Safety thermometer - Harm Free Care 90% 93.9% Month

Inpatient Experience Survey - Pos i tive Responses 91% 66.5% Month

Friends  and Fami ly - Net Promoter Score 75 64 Month

SHMI (most recent quarter ava i lable) 1 1.044 Month

18 Weeks  RTT - Admitted 90% 90.0% Month

18 Weeks  RTT - Non-Admitted 95% 97.0% Month

18 Weeks  RTT - Active Pathways 92% 92.9% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 96.4% QTD

Cancer - 14 day wait - Breast Symptoms 93% 95.3% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 96.2% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 95.7% QTD

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

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 85.3% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 90.6% QTD

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

Cancel led Operations 0.6% 0.73% QTD

WHO checkl i s t, Theatres  & Anaesthetics #VALUE! G Month

WHO checkl i s t, Denta l  Hospita l #VALUE! A Month

WHO checkl i s t, Gastroenterology #VALUE! R Month

WHO checkl i s t, Interventional  Theatre #VALUE! G Month

WHO checkl i s t, Dermatology #VALUE! A Month

Audit of transfers  from Broadgreen 3 Month

Nurses  receiving human factors  tra ining 305 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% 5.3% Rol l ing12Month

Qual i fied nurse per bed 2.40 2.29 Month

Staff turnover 0.70% 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
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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% 92.0% Month

A&E 4-hour s tandard (weekdays) 92.1% Month

A&E 4-hour s tandard (weekends) 90.7% Month

Inpatient Survey - Discharge Planning 90% 45.1% Month

Dai ly Average Discharges  (week days) 156.0 Month

Dai ly Average Discharges  (weekend days) 99.0 Month

Average Length of Spel l  - Elective (week days) 6.1 Month

Average Length of Spel l  - Elective (weekend days) 7.9 Month

Average Length of Spel l  -  Non-Elective (week days) 5.8 Month

Average Length of Spel l  -  Non-Elective (weekend days) 5.7 Month

HSMR (Weekdays) 100 96.64 Rol l ing12Month

HSMR (Weekends) 100 101.99 Rol l ing12Month

Diagnostics  wait times  (week days) 1.7 Month

Diagnostics  wait times  (weekend days) 0.7 Month

Same sex accommodation breaches 0 1 Month

Ready for discharge 10% 19.3% 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 69% 73% Month

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

Mandatory tra ining 95% 78.6% Month

'Reporting incidents '  +ve s taff survey response 90 90 Month

Audits  providing s igni ficant assurance 4 15 YTD

Cl inica l  audits  Changing working practice YTD

% RCAs  completed (previous  months  data) 100% 66.0% Month

% RCAs  completed (year to previous  month) 100% 97.0% YTD

Completed commercia l  s tudies 6 Month

Time from study open to fi rs t recrui t (days) 70 68 Month

Patients  recrui ted to NIHR tria ls 4,361 3,201 Quarter

Information governance breaches 3 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 £32.1 £29.5 YTD

Surplus/defici t £11.11 £11.11 YTD

Cash forecast accuracy assessment Month

QEPs  del ivery - approved PIDs 90.0% 86.0% 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% 86.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £17,676 £15,984 YTD

Total  income actual  vs  plan 110.3% YTD

Monitor governance risk rating #VALUE! Month

TDA risk rating #VALUE! GA Month

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

Data not available until Mar 2015
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The 2018 Transformation Programme – April 2015 Report owner: Helen Jackson

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

SepMayJan 15 OctMarFeb 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. Programmes for the Outpatients and Theatres
Service Redesign Projects are currently being developed. A draft programme for the paper-free
Hospital has been developed along with a revised programme for the Accelerator.

Service Redesign

2 Service Redesign Projects Work continues on Project White Space and the Single Bedroom projects. An action plan has been
drafted in relation to Theatres. In relation to Closer to Home, a further meeting with the Brownlow
Practice has been arranged for 22 April 2015 to discuss GP Care Home Alignment. The Outpatients
project is now being aligned with work on potential locations for outpatients being undertaken
within the divisions.

New Hospital

3 Clinical and technical design 
and Reviewable Design Data

Levels 3-5 CSSB (LCL) are currently being reviewed for sign off in April 2015. All other detailed design
is progressing.

4 Construction The construction of floor 0 was completed and Level 1 is due for completion in April. Work will
progress on Levels 2 – 7 within the next few weeks. Window pods and glazing to the North West
elevation have commenced. Site works for the construction of the Clinical Support Services Building
commenced in mid-March. Carillion is still reporting that it is running 15 weeks behind programme
but is still indicating that this can be recovered and the building completed by 31 March 2017.

5 Hospital Environment and 
Readiness for Service Move

Formal evaluation of ‘fixed’ equipment is now underway. Clinical users are fully involved in attending
reference site visits, talking with company representatives and formally scoring each submission. The
pendants and operating lights for theatres have been selected. Staff will be invited to take part for
the items that are relevant to their area of work. A draft high level service move plan has been
shared with the Implementation Group and the Single Bedroom Ward Steering Group. Other groups
will get involved over the coming months, via Implementation Group. This will inform a draft Final
Commissioning Plan to be agreed with Carillion twelve months prior to handover of the new hospital.
An information board containing details of the new hospital, upcoming news and project contact
details is being trialed in Ward 8X. Following this, it is planned to roll out similar information boards
to all wards, departments and main entrance areas. There will be an opportunity for staff, patients
and visitors to record any comments they may have. The Trust Single Bedroom Mock-Up facility will
be completed end April, and operational from May. Lisa Grant will formally open the facility, date to
be confirmed. Learning & Development will manage this facility.

6 Sustainable Communities Thursday, 26 March 2015, was NHS Sustainability Day. The Trust celebrated this annual event by
hosting an event in the main foyer of the Royal. Carillion and its subcontractors supported the event,
providing information on the environmental innovations within the new Royal. In addition, Ivor
Goodsite – the Considerate Constructors’ mascot – made a guest appearance to promote the
Sustainable Communities programme, which delivers against local spend, local employment and
community engagement targets.

7 FM Mobilisation and transition From 1 April 2015, the Facilities Management Service, previously provided by Lorne Stewart, was
taken over by Carillion. The transition went smoothly and all staff should now be aware of the new
help desk arrangements.

Jan 16 Feb

Key: On current plan
At risk of delay
Behind plan
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The 2018 Transformation Programme – April 2015 Report owner: Helen Jackson

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

How are we progressing with the key steps associated with The 2018 Programme?

Number/Title Progress update

Clatterbridge Cancer Centre

8 Sale and Development 
Agreement

Although a circular flow of funds has been agreed as the route to facilitate the land transfer, CCC and
the Trust have now agreed drafting to cover the possibility that this option might not be available at
the time of the land transfer.

9 Joint project planning Between January – July 2015, the Royal’s clinical teams will be involved in detailed planning for the
new Cancer Centre. Over ten clinical pathway workstreams are under development, including Acute
Oncology, Acute Medicine, Clinical Support and Imaging.
Three joint meetings will be held before the end of May to discuss the location and management
arrangements for Haematology Oncology.

Liverpool Health Campus

10 Accelerator The Trust received confirmation from the Department of Health that the £9m public dividend capital
will be available for the scheme. Work is continuing in concluding all design, legal, commercial and
financial negotiations, in line with commencement of construction in July.
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Report owner: John GrahamCapital 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 10,370 n/a n/a n/a

Corporate Liverpool life Sciences Accelerator 22,052 774 n/a n/a n/a

Core 
Clinical

CT Scanner 1,000 1,180 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) 4,050 33 Delayed n/a n/a

P
R

O
JE

C
TS

 B
EL

O
W

 £
1

M
P

R
O

JE
C

TS
 O

V
ER

 £
1

M

Area Overview of projects
Total 
cost

(£000s)

2014-
15 cost 
(£000s)

Activity update and any concerns

Dental Dental Equipment Replacement 401 401
£36,000  reduced from the 2014/15 
Programme and c/fwd into 2015/16

Surgery Medical Equipment replacement 1,225 1,225 Spending plans now agreed

Medicine  
& Core 
Clinical

Medical Equipment replacement 1,176 1,176 Spending plans now agreed

IT IT Schemes 2,657 2,657
Additional £1.723m allocated, now 

£2.523m plus central DoH funds of £134k  
approved for Safer Hospitals initiative

Estates
Environmental & Essential 

Improvements (incl Asbestos)
1,453 1,453

Spending £403,000 over programme 
funding of £1.05m 

Estates Backlog Maintenance 908 908
Schemes on programme and completed 

within £950,000 budget

Corporate Heart Emergency Centre 648 648
Scheme on programme and completed 

within £650,000 budget

Corporate Upper GI Transfer 267 267
Schemes on programme and completed 

within budget

Corporate Aggregate corporate schemes 1,678 1,678
Schemes on programme and will complete 

within budget

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. The trust has reported 7 cases of MRSA bacteraemia year to date against a target of zero. There were 3
serious incidents declared in March.
•RCA completion rates:
Completion rate for the year to the end of February is 97%. Incident reporting has increased throughout the year which is positive and
all incidents continue to be reviewed at the Weekly Safety Meeting. There were 7505 patient safety incidents reported during 2013-
2014 and 9508 patients safety incidents in 2014-2015, an increase of 21.07%.
•How are we performing?
•Infection prevention and control:
• CDT:
The trust has finished the year under trajectory with 44 cases against a target of 48.
In addition 5 cases have been removed via appeal process taking the Trust total to 39.
• MRSA Bacteraemia :
The Trust has had 7 cases against a target of zero.
On-going work on ANTT and peer review is progressing, with 900 Drs and nurses trained and peer reviewed to date.
The ANTT passport process has been introduced to the organisation to ensure that only staff who have been assessed as competent
are accessing intravenous devices.
All training will be reported on ESR and reminders sent to ward managers and clinical leads 3 months before training is due again.
The MRSA Policy has been updated to include continuous decontamination and a simplified pathway.
• VTE assessments:
The divisions continue to closely monitor VTE performance. Daily performance continues to be recorded and circulated to clinicians.
The Trust achieved 96.7% compliance in undertaking VTE Assessments and this is the 6th month in a row that the Trust has met this
target. The divisions continue to closely monitor VTE performance, with numbers of hospital acquired thrombosis still recorded as
relatively low. There were two reported Hospital Acquired Thrombosis in the month of March, which will subsequently be reviewed
through the Trust ‘s RCA process.
• RCA processes:
There has been an increase in the number of RCAs being presented as more incident categories have been added which prompt
further analysis (e.g. falls with moderate harm). The completion rate for RCAs is monitored by the Risk Manager through Datix. The
trust has made significant improvements relating to the completion of RCAs for VTEs and Medication errors. All outcomes and lessons
learned are shared through the weekly meeting of harm and VTE steering group.
•Serious Incidents declared in March:
A total of 3 SIs were declared in March, 1 fall, 1 loss to follow up of a mole biopsy identifying an in-situ melanoma and 1 readmission
following a post-op bleed, which resulted in a below knee amputation. Investigations have commenced and will be monitored through
the Patient Safety Sub Committee until signed off as complete.
• Lessons learned from falls with moderate to severe harms:
A Trust-wide falls audit performed in late February will be reported once analysis of the data has taken place. Initial findings confirm

an improvement in assessing patients within 6 hours as mandated in policy guidelines.
Providing patients with the written falls PIF leaflet remains an issue and staff need to see this as part of their assessment process for
patients. The falls team continue to advise early referral of patients prior to any fall taking place as a more proactive approach to
nursing staff on the wards, with early use of movement alarms and low profiling beds promoted to assist staff in keeping patients safe.
A new electronic risk assessment is currently being trialled on Ward 2B and 4B to alert the falls team about high risk patients on
admission and this will be evaluated once the trial is completed. This is expected to be rolled out Trust wide from next month.
• Falls:
The rate of falls increased in March but the number of falls per bed days remained the same as February, with 6.5 falls per thousand
bed days, due to the rise in patient bed days during the month. 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 or have the potential to cause longer
term effects e.g. Fractured neck of femur] has decreased with no patients sustaining moderate to severe harm during the month. On
the whole, the falls rate is up from the same period in 2013-14 but this number is being used as a benchmark from which to work and
identify improvement.
Falls training for staff:
Training for staff is on-going and the falls team have delivered training sessions to meet the needs of the wards, with most being held

in the ward environment. The Falls team has provided information for the safety bulletin to remind staff about giving information to
patients at risk of fall and discussing risk with patients, their families and carers in line with NICE guidelines. The team are also
meeting with A&E educators to review the head injury pathway and consider potential adaptation/rollout to wards.
• Hospital acquired pressure ulcers:
In March the trust reported 1 grade 2 pressure ulcers which is currently undergoing root cause analysis investigation.
•RIDDOR:
•There were 2 RIDDOR reportable incidents that occurred in March 2015, of the 2 incidents one occurred within the Surgical Division
and was classified as an injury, with one occurring in Medicine, classified as violence/abuse.

CAS Alerts:
All alerts that have been issued to the Trust are currently compliant within the defined timescales that have been set out, this includes
all PSA alerts.
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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 97.9%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 6.51
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.00

% adult patients risk assessed for falls 98% 99.0%
% with care plan in place if at risk 98% 97.7%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 7
# Clostridium difficile toxin cases 48 44
# MSSA cases 31
# E. coli cases 97
# VRE cases (target = full year target) 5
# ESBL cases (target = full year target) 8
% CAUTIs (Catheter Associated UTIs) 2% 0.3%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 6.1

Outcome: # medication incidents

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 2
# staff-related H&S incidents (inc. contacted staff) 162
# visitor H&S incidents 5
# MDA alerts 7
# MDA alerts in breach of compliance 0
# PSA alerts 1
# PSA alerts in breach of compliance 0
# EFA/EFN alerts 1

# EFA/EFN in breach of compliance 0

Process: % staff attended/enrolled for mandatory training 95% 78.6%
% staff who attended mandatory training 71.7%
% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

Outcome: % RCAs completed (previous months data) 100% 66.0%

% RCAs completed (year to previous month) 100% 97.0%

Month Month Months

KPIs for Risk Management Strategy Target Actual vs. r3m

Process: Risks scoring 15+ reported to Board 100% 100%
Risks scoring 10+ reported to Subcommittees 100% 50%
Risks scoring 10+ reviewed at Pat. Saf. Com. 100% 100%
Risks within review dates (red - monthly) 80% 75%
Risks within review dates (Orange - Quartley) 80% 66%
Risks within review dates (Yellow - Biannualy) 80% 77%
Risks within review dates (Green - Annually) 80% 78%
Risks not more than 6 months out of date 100% 98%
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Effectiveness: Are we treating patients effectively?

Commentary

Report owner: Lisa Grant/Peter Williams

Executive Summary 
• The most recent SHMI is 105 (as expected) . This figure incorporates mortality data until end September 2014 

2014. The analysis was based on 1832 deaths within 30 days of admission to the Trust. 73% deaths occurred in 
the hospital 27 % in the community. Top causes of death were Pneumonia 322, Sepsis 83, Acute cerebrovascular 
disease 80, Acute Kidney injury 74, Aspiration pneumonitis 61.

• The HSMR 12 months until end December 2014 is 98
• The weekend v weekday HSMR rates are as expected. 
• The Trust continues to have a high SHMI/HSMR in elective admissions. This has been investigated  previously 

and found to be biased by the mechanism of recording  tertiary referrals  as elective admissions. A further review 
of this group is planned.

• There are currently NO CQC outlier mortality alerts.
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.
Overall inpatient ward audits are positive

How are we performing?
The latest Summary Hospital-level Mortality Indicator (SHMI) covering the period up to end September 2014 is stable. 
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 300 deaths each year). 2. Peripheral and visceral vascular 
disease. This is likely to represent our status as the Regional Vascular Centre dealing with the most complex cases 
with multiple co-morbidities. A local audit by the vascular group showed good outcomes after surgical procedures as 
benchmarked against national data. Initial analysis suggests that this is a mixed group of patients many of whom are 
not being cared for by the Vascular surgical team. A review of 30 casenotes from this group has been requested by 
the Trust  Medical Director.

Ward Quality Indicator audits: The AMU was rated as Red for March. Areas that require improvement included the
completion of the comfort rounding documentation, ensuring that medication reviews had been completed, that
medicine cupboards and fridges were locked and that nursing documentation was fully completed. A robust action
plan will be written by the Ward Manager and Matron and will be presented and monitored at the Perfect Ward Group.

CQC reviews: Daily assessments continue in month that provide assurances with regards to the cleanliness, staffing,
patient and staff experience. All clinical areas within the ward areas of the trust have been assessed, to provide
quality assurance to the Chief Nurse that clinical care was safe, effective, caring, responsive and well led. Actions to
address issues are taken at the time of the inspection or alternatively the team will undertake follow up reviews until
all actions are completed. This information is shared with Ward Managers and Matrons so that they can feedback
lessons learnt and share good practice

A CQC Internal Army inspection is planned for 24th April that will focus on 4 clinical areas using a team of inspectors
from internal departments, Healthwatch, Patient Council, Commissioners and patients. Feedback will presented to the
Chief Nurse and any actions that are required will be monitored through the Perfect Ward.

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. This is the lowest SHMI level over 12 month period that we have seen in 3 years. 
Are there any questions for the board? None 
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Effectiveness: Are we treating patients effectively? Report owner: Lisa Grant/Peter Williams

Do we have an acceptable relative risk of mortality?

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

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

Are we providing effective treatment? Target Actual vs. r3m

Staff Effectiveness
Ward Quality Indicator Score 90% 93.4%
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% 99.15%
Hip & Knee 95.00% 96.99%
Heart Failure 83.41% 70.28%
Pneumonia 78.75% 80.13%
Stroke 89.81% 70.45%

% stroke patients spending at least 90% of stay on a stroke unit 80% 76.7%

Treatement effectiveness
PROMS: Hip Replacements N/A 87.9%

Knee Replacements N/A 89.1%
Hernia N/A 86.5%
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% 7.9%
New to follow-up ratio 2.23 2.37
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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 diagnostic waiting time was achieved for March. This is an improvement on January and
February when the standard was marginally missed. This standard was achieved for the year.

• The trust did not achieve the 95% standard for emergency care in March and did not achieve the
standard for the year.

• There remains a national focus on the number of patients waiting18 weeks. The trust continues to
achieve this standard.

• There has been one breach of 28 day rule and slight increase in the total number of patients
cancelled by the hospital on the day of admission.

How are we performing? 

1. Diagnostic Waits.
In March there were 28 patients who did not receive their diagnostic tests within 6 weeks. (17 MRI
and 10 Ultrasound). This is within the 1% tolerance and the trust therefore achieved this standard.
The Transformational Committee are considering a business case to improve MRI capacity. In the
meantime additional capacity has been sought through the independent sector and at other NHS
Trusts.

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.

3. 18 weeks
The trust has consistently achieved 18 weeks RTT. There has been an increasing national focus on
the number of patients waiting over 18 weeks.

4. Hospital Cancellations
There has been a slight increase in the number of patients cancelled by the hospital on the day of
surgery. The predominant reason is lack of available bed. All but one patient has been relisted within
28 days of their cancellation. A RCA for the one patient is being compiled and has been shared with
the TDA.

6.06�High�Quality�Care.pdf
Overall�Page�43�of�255
Page�5�of�18

http://www.eshareuk.com


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% 13.9%

Surgery 7% 23.3%

CCSS 7% 2.1%

% patients who did not attend (DNAs) 10% 12.3%

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1% 1.0%

Quarter Quarter Quarter

Target Actual vs. r3Q

% operations cancelled by hospital and not rebooked within 28 days 0% 2.1%

% total operations cancelled by hospital 0.6% 0.73%

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 46

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 92.0%

% 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?
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Commentary

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

Executive Summary
Complaints response times for level 1 remains on target at 100%. Performance regarding response time compliance
for formal complaints has continued to improve from the position in October 2014 ( 25.7%) to 70% in January 2015.
There were 286 inpatient satisfaction surveys were carried out in March 2015 by our trust volunteers.

How are we performing? The number of formal complaints received by the Trust has continued to increase during
quarter 4 2014/15 with 50 received in February 2015 compared to 41 in January 2015. Response rates for the Level
2/3 complaints has improved to 70% . Implementation of the datix system was completed in March and will result in an
improvement of complaint data quality and the ability to triangulate datix data across the trust in a more simplistic way.
Further support is being provided for the divisions as the system is used as it is anticipated that it will take up to 6
months to fully embed the new way of working. Complaints are triaged and timescales for responses are agreed with
the complainant depending on the complexity of the complaint. New quality assurance documentation has been
introduced to support the divisions when checking the content of the response letters. This has been incorporated into
the datix system.

Action taken with regards to the management of complaints: The divisions are proactively managing the
complaints process and are promoting the use of face to face meetings with complainants much earlier in the process.
A quality assurance method has been introduced to ensure that all of the concerns contained within a complaint are
answered fully. The recruitment of 2 additional Complaints Managers to support each division is in progress. The
divisions continue to use the complaints trackers to monitor compliance with response times and to ensure that an
action plan is developed for each complaint and that lessons are identified to improve patient care and service delivery.
The divisions present their performance with complaints at the Patient Experience Sub Committee. The Patient Advice
Liaison team have established a system to engage with complainants to assess their satisfaction with the way their
concern has been dealt with. This feedback will be used to inform and support service improvement and will be
implemented within the complaints department.

Learning from complaints:
During Listening week held in March 2015, the complaints process was promoted and views from patients, relatives,
carers and visitors to the Trust were captured and this included positive feedback on holding face to face meetings to
address concerns and complaints. Triaging and negotiating timescales for complaint responses was also viewed as a
positive step forward.

Themes from complaints remain unchanged and are associated with:
• Communication and information (or lack of) provided to patients
• Aspects of clinical treatment
• Appointment delays or cancellations

Action plans associated with complaints and themes are monitored by the divisions at governance and perfect ward
meetings to ensure that actions agreed are completed. Wards and departments display complaint data as part of the
“Knowing how you are doing boards”. This is monitored through the unannounced mock CQC inspection and quality
assessment process.

Patient Experience Surveys
Patient experience surveys continue to be conducted by our Volunteers and in March , 286 surveys were undertaken.
262 patients surveyed would be extremely likely or likely to recommend our hospital to friends and family. The
responses from these surveys are shared with the respective ward managers and results are discussed at the monthly
ward meetings and at perfect ward meetings, where themes are discussed to promote shared learning. It is noted that
there has been a deterioration in the results from the previous month to some of the questions, further review and
analysis with regards to directorates and wards with reduced performance is currently being undertaken and will be
triangulated with other metrics such as complaints data.

Friends and Family
Throughout quarter 4 , 2014/15 the Friends and family test has been promoted across the trust to improve compliance
with the response rates required. The FFT leaflets and posters have been redistributed and patients informed about
the telephone call or text on discharge. The use of postcards given to patients on discharge has also supported an
improvement in compliance with responses.
March response rates for the Friends and Family Test for the Accident and Emergency department is 32% with a net
promoter score of 60 and for inpatients is 74% with a net promoter score of 71. The Trust has achieved the National
and local CQUIN for the Friends and Family test.
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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% 61.1%

Were you given enough privacy when discussing your condition or treatment? 95% 76.5%

Did you find someone to talk to about your worries and fears? 90% 52.0%

Have your medications and possible side effects been discussed with you? 90% 67.8%

Have you been kept informed of your discharge plans? 90% 45.1%

Do you feel safe on this ward? 95% 96.5%

Was your pain was managed effectively? 95% 81.1%

Friends and Family Test ('Net Promoter Score') 75 64

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

Month Month Months

Target Actual vs. r3m

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

- inpatient ward areas 95% 83.0%

- assessment & observation units 80% 74.8%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 96.6%

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

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 97.1%

Cleanliness performance audits - BG ward areas 95% 97.9%

Accom: # mixed sex accommodation breaches 0 1

Pain: Pain Management Nursing Quality Audit Score 90% 98.1%

*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% 56.0%

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

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

Executive Summary

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

How are we performing?

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

Elective Length of Stay: The elective length of stay shows a substantial increase for the month. However, 
this results from a statistical anomaly occasioned by the discharge of just two patients with inordinate 
length of stay. Setting this aside, the Trust remains on target.

Non-elective Length of Stay: While the graph overleaf indicates the Trust’s overall non-elective average 
length of stay is well within the range of our peer group, this measure includes patients who have no 
overnight stay. It is more relevant to consider length of stay excluding short stay admissions and this 
measure has shown 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 continues to have one of 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 February we were rated 164th of 167 Trusts for 
inpatients and 96th of 139 for A&E for the percentage of respondents that would recommend the service. 
(March data nationally not yet available).

Are there any emerging issues on the horizon?

Achieving a reduction to the non-elective length of stay  remains the critical issue to enable a smooth 
transition into the new RLUH. The 2018 Programme has developed a number of workstreams to identify 
service improvements that will help to address this issue. The May meeting of the Transformation 
Committee will receive a further report on progress against key milestones on the Migration Path and this 
will include non-elective length of stay.

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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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 0.04 0.18

Best peer 0.00 0.10

Worst peer 0.02 0.21

RLBUHT target

All Benchmarking including infection rates is based 

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

MRSA cases per 

1,000 bed days

CDT cases per 

1,000 bed days
YTD 

actual Change

YTD 

actual Change

6.06�High�Quality�Care.pdf
Overall�Page�48�of�255
Page�10�of�18

http://www.eshareuk.com


Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa GrantRegulatory 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 Action Plan is monitored at the Quality Governance Committee and progress can be evidenced.

Each of the actions agreed following the last inspection are routinely reviewed and a RAG rating is applied.

Actions which remain amber are:
• Out Patient Improvement Programme
• Robust “Patient Outlier” process agreed and operational

Both of these actions are being led by the Director of Operations, flagged on the Trust’s Risk Register and have a
programme of work that is in place in order to bring about change.
For Out Patients, there is an improvement programme reviewing clinic utilisation and an Out Patient
Improvement manager has been appointed. The management of outliers has a new system in place utilising the
ward based electronic whiteboards, clinical teams will clearly see patients flagged as an ‘outlier’ in order to
ensure timely reviews are organised and undertaken. Progress with this plan will be closely monitored and
reported through the Quality Governance Committee

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

Feedback: Provided and 
now published onto the 
CQC site.  

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

Outcome: 
As above

Area covered: National Mandate to publish nurse 
staffing. 

Focus of regulator: Governance and safety. 

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

Following the publication of the Hard Truths recommendations there is a requirement for all trusts to publish
monthly data on staffing. This is applicable only to inpatient areas where patients stay overnight.
The trust is required to and is publishing the following:
• Day shift and night shift staffing plan against the actual staff available.
• 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.
For March the overall percentage of trained and untrained nursing staff against the actual required is >97%. There
were 9 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) although overall the trust has seen improvements from February fill rates of
>94%. Sickness has had an impact upon the fill rates on the wards along with close observations, there has also
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. Vacancies at
ward level in areas who have seen reduced fill rates are high. Recruitment is a priority, Job Fayres have taken
place on the 8th, 9th and 10th of April in Glasgow and the trust has received in excess of 20 applications, continued
work is on-going to look at different opportunities to recruit. Student interviews take place in April and May, and
further Job Fayres across the UK are planned. 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.6.06�High�Quality�Care.pdf
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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 <=48 44 0

Thresholds Weight Feb-15 Mar-15
Risk Score (based on 

Weighting)
RAG

P
ro

gr
es

s

All Cancers: 31-day wait 31 day diag to treat (first treatment) >=96% 1 96.2% 96.2% 0

Surgery >=94% 95.7% 95.7%

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

Urgent GP referral to treatment >=85% 85.3% 85.3%

Screening service referral >=90% 93.2% 93.2%

Admitted >=90% 1 90.0% 90.0% 0

Non-admitted >=95% 1 96.5% 97.0% 0

Incomplete >=92% 1 92.6% 92.9% 0

Urgent suspected cancer referrals >=93% 96.4% 96.4%

Breast symptomatic (not susp cancer) >=93% 95.3% 95.3%

A&E % patients waited ≤ 4 hours >=95% 1 92.4% 92.3% 1

N/A 0.5 0.5

1.0 1.5

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: 1.5 (Amber-Green)

0

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

Indicators

Cancer: two week waits 1

Monitor Risk Assessment Framework - Service Performance Score Month 12 (March 2015)

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 0

1 0

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 12 RAG Month 12 RAG Month 12 RAG

Clostridium difficile Clostridium difficile
Surgery: 20 

Medicine: 25 
CCSS: 3

25 19 0

All cancers: 31-day wait Diagnosis to first treatment >=96% 95.0% 100.0% 100.0%

Surgery >=94% 95.3% 100.0% N/A

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

Urgent GP referral to treatment >=85% 83.4% 97.3% 75.0%

Screening service referral >=90% 93.2% N/A N/A

Admitted >=90% 89.6% 98.1% 100.0%

Non-admitted >=95% 97.4% 72.5% 99.4%

Incomplete >=92% 91.4% 95.2% 97.2%

Urgent suspected cancer referrals >=93% 96.3% 96.6% 100.0%

Breast symptomatic (not susp cancer) >=93% 95.3% N/A N/A

A&E % patients waited ≤ 4 hours >=95% 99.9% 90.5% N/A

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 Medicine CCSS

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

Indicators
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Report owner: Lisa Grant/Peter WilliamsCQUIN 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 achieved, Q4 on 
track to achieve. 

Please note increased 
response rates for Q4 
required. 

30% inpatients. (40% 
for March only)
20% A&E. Q4 on track 
the trust will achieve 
CQUIN 

1.1 Staff FFT: All staff have the opportunity to provide their feedback at least once per year. Questions  
are based on how likely our staff are to recommend this hospitals to friends and family for treatment 
and also as an organisation to work. Results  are very positive and are higher than the national average. 
Seeking staff feedback is also gained through the unannounced  Patient Safety Walkabout programme 
and mock CQC inspections.
Q3 shows above average, and Q4 will be available on the 22.04.15
Q1 Staff Friends and Family test (Medicine)
Q1 85% (national average 76%)
Q2 71% (national average 62%)
Q2 Staff Friends and Family Test (Surgery)
Q1 87% (national average 77%)
Q2 69% (national average 61%)
1.2 Day case and OPD Early Implementation: This early implementation continues  to go well and in 
March 2015, the response rates were: 29% OPD, 26% Dental, 27% Day case areas. The feedback from 
comments is used by the department managers to improve patient experience and service delivery. The 
FFT feedback from the Out patient clinics will be used as part of the OPD Improvement work. 
1.3 Maintain or increase A&E response rate (20% ED by end of Q4).  Over 15% response rates  were 
achieved throughout the year to date. March response rate was 32% and patients are proactively 
informed about the FFT and that they will be contacted following discharge. Postcards are also used to 
gain FFT feedback.  Results are displayed on the department “Quality Boards”.
1.4 Increased response rate in acute inpatients (30% by Q4 and 40% for the month of March).  
Consistently achieved over 20 % throughout the year to date. March response rate was 74%. Patients are 
informed about the FFT on discharge and that they will be contacted. Postcards are also used to gain FFT 
feedback. Results and comments are displayed at ward level on the “Quality boards”.  Compliance is 
monitored through the unannounced quality  assessments and mock CQC inspections.  Ward managers 
also present their FFT results and comments at Perfect ward meetings.  
1.5: Analysis and demonstration of improvements based on feedback. [Local] On track? Yes.
Compliance is monitored through the unannounced quality  assessments and mock CQC inspections.  
Ward managers also present their FFT results , comments and any action taken at Perfect ward 
meetings.  

NHS Safety 
Thermometer [On 
track]. Q1 full payment 
achieved Q2 under one 
month payment 
withheld. Q3 on track
Q4 on track. 

The trust is on target in achieving 95% harm free care for all patient.
95% of our patient in February received harm free care
During the month of March ,94% of patients received harm free care.
For the prior 3 months the trust has averaged 94.22% harm free care and we continue with the
requirement to submit data each month.

Dementia: Q1 Target 
not met.  Q1 payment 
not achieved. Q2 not 
achieved and Q3 not 
achieved, Q4 not on 
track

The requirements for this CQUIN remain unchanged from 2014-15. There will be an additional element
to commence within the year in relation to informing the patients GP (within discharge summary) of
dementia related assessment, progress and requirement for further referral.
Case finding questions within 72 hours of admission: Q1: 67.7%; Q2: 67.7%; Q3: 60.0%; Q4; 61.30%
Dementia Diagnosis assessment when indicated: Q1: 26.1%; Q2: 44.7%; Q3: 32.4%; Q4 : 47.80%
Referrals for follow up when indicated: Q1: 80%; Q2: 92.3%; Q3: 77.4%; Q4:80.0%
The performance against this target has seen a continued improvement in dementia screening
assessment and data analysis/provision but yet at the level the Trust are striving for.
For the trust to meet this target for 2015-16 improvements are needed.
A comprehensive action plan has been developed to support the improvement required.
Improvements include whiteboards to identify screening requirements and mandatory fields within
electronic discharge summaries that will satisfy the Inform and Referral elements of the CQUIN targets .
A medical lead from the Acute medical assessment unit will be identified to help support the target
and engagement sessions will take place including education and support .

6.06�High�Quality�Care.pdf
Overall�Page�51�of�255
Page�13�of�18

http://www.eshareuk.com


2014/15 CQUINS

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

LOCAL /REGIONAL CQUINs

Advancing Quality 
[REGIONAL] on track? 
The remaining targets 
will be assessed at 
Q4.

Please refer to the Effectiveness & Culture page : Are we treating people the right way ? 
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Report owner: Lisa Grant/Peter WilliamsCQUIN tracker: Are we on track to meet our CQUIN targets?

Goal Summary of targets and progress.

Local CQUINs

Communication 
[LOCAL]: 

On Track? For Q4 YES

1.Communication (In-Patients) - Electronic Discharge Summaries to be sent to GP within 24 hours and
patients offered a copy of summary on discharge : Q1 Target is 60% Target met and payment achieved.
Q2 target 60% Trust achieved 81.14%. Q3:80.68% Q4 : 82.28% ( March position 83.06%)
2.Communication (In-Patients) - Assessment Units. Q1 target 50% Trust achieved 76.3%. Q2 target is
70% and the trust achieved 77.8% . Q3: 76.54%, Q4 : 79.58% (March position 74.83%)
Six directorates are not achieving this target and have been asked to produce monthly improvement
plans which will be reviewed by the CQUIN board for CCG.
The trust have seen improvements from the previous quarter although the trust hasn’t met the year end
indicator.
3. Communication - Outpatient Correspondence : EPRO roll out is complete across the trust - this has
supported and ensured the trust have achieved this part of the CQUIN indicator.
4. Communication - Electronic discharge summary has been implemented in St Pauls and A&E
5. I Links Transformation Programme. Q1 and Q2 payment achieved. Trust represented at I LINKS
Programme Board, hence activity captured for Q3 and Q4 compliance.
6. Business Continuity: on going work in resilience plan taking place

Ambulatory Care :
Local
On Track for Q4

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.
This plan is on track and a separate area within the Emergency Department has been identified to
manage ambulatory care patients (approximately 20-25 patients per day). This function will operate
between 8am and 8pm Monday to Friday with a proposal to increase to seven days within six months.
The trust is planning for this service to commence on the 23nd April 2015. All patients accessing this
route will be clinically managed with the agreed ambulatory care pathways and the effectiveness of this
initiative being monitored.
An up to date action plan has been sent to the CCG to reflect the current progress.

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

Q3 performance is under review by the CCG. 7 Day implementation plan submitted to CCG and full 
payment for Q2 achieved.
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CQUIN tracker: Are we on track to meet our CQUIN targets? Report owner: Lisa Grant/Peter Williams
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant

Commentary

For this months ward reporting the ward dashboard has been removed from the board pack whilst it aligned to the
divisional dashboards that have been updated and are presented within the Quality Report at Quality Governance
Committee. This work is currently in progress and a new dashboard will be presented to the Board in May. For this
month the board pack outlines the performance against the monthly ward quality indicator audits and also provides an
update from each Assistant Chief Nurse about their divisional areas.

Ward Quality Indicator audits: The AMU was rated as Red for March. Areas that require improvement included the
completion of the comfort rounding documentation, ensuring that medication reviews had been completed, that
medicine cupboards and fridges were locked and that nursing documentation was fully completed. A robust action plan
will be written by the Ward Manager and Matron and will be presented and monitored at the Perfect Ward Group.

Exception Reporting :
Out of the overall Trust performance, Green was achieved in 7 out of the 11 standards across the ward areas, with 3
being rated as Amber and 1 as Red.
Infection Prevention – 89.5% Amber
Improvements are required in the completion of the CDT risk assessment and VIIAD charts and ensuring patients have
access to hand wipes.
Nutrition – 89.2% Amber
Improvements are needed in the completion of MUST, ensuring patients are reassessed and it is clearly documented
that a dietician referral has been made if required.
Discharge Planning – 88.4% Amber
Improvements are required in the completion of documentation regarding evidence that discussions have taken place
with patients regarding discharge plans and the documentation of EDD.
Dementia – 69.5% Red
Improvements required are ensuring that the ‘This Is Me’ document is in place and that the carer’s questionnaire has
been provided.

Assistant Chief Nurses will discuss and challenge performance at the perfect ward meeting. Action plans will be
developed by ward teams and presented at this meeting. Going forward additional work is being undertaken to
strengthen ward dashboards so that every ward can understand their performance at a glance with regards to key
performance areas under the domains of patient safety, clinical effectiveness and patient experience. This work will be
completed by the end of May. A review is also being undertaken of the ward quality indicator audits and the internal
inspections undertaken by the Quality Team so that duplication can be removed and a system can be developed that
captures the review of all required key quality metrics.

Divisional performance exception reporting

Medicine 
• Interim Assistant Chief Nurse – Deborah Murphy has taken over the interim position of Assistant Chief Nurse for

Medicine for a 6 month period.
• Vacancies remain under weekly review. A number of actions are being taken to address the current gaps which

include the use of sub specialty job adverts to attract staff who wish to work within that clinical area. The trust is
also proactively attending local universities to attract potential candidates and also running internal recruitment
days. All wards are monitored throughout the day from a safe staffing perspective at the Matron huddle.

• Inpatient falls – the number of falls causing moderate to severe harm decreased from 4 in January to 3 in
February. There have been 0 moderate or severe falls reported in the month of March. Following the external
review the division is focusing on the reduction of falls by implementing the recommendations fully. This item is
discussed quarterly at the Quality Governance Committee.

• There are 2 long term complex discharges on Ward 7B impacting on nurse staffing and patient flow. This is being
monitored and managed on a daily basis and staff have been supported by the divisional teams.

• A “deep dive” review has been undertaken across the 2nd floor. The results of this report are being discussed by
the division and action plans will be put in place to address any areas that require improvement.

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

Surgery
• Vacancies remain under weekly review. A number of actions are being taken to address the current gaps which

include the use of sub specialty job adverts to attract staff who wish to work within that clinical area. All wards are
monitored throughout the day from a safe staffing perspective at the Matron huddle.

• Inpatient falls – the number of falls causing moderate to severe harm was 2 for both January and February. There
has been 1 moderate fall reported in March that was a fall on 4B that is currently being investigated. Following the
external review the division is focusing on the reduction of falls by implementing the recommendations fully. This
item is discussed quarterly at the Quality Governance Committee.
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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.  

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

Following the February RD&I Committee it was agreed that the April Board Report from RD&I would focus on the 
Clinical Research Unit ‘s (CRU) activity to date and the March 2015 Medicines Healthcare Regulatory Authority 

(MHRA) Re-Accreditation  of the Phase 1 Unit.

• In the past 2 years since April 2013 the CRU has conducted 9 Phase 1 trials, 3 have been completed and are in 
close out, 1 has closed completely and 5 remain open and recruiting.

• Of the 9, 5 are commercially funded studies and 4 non commercial (academic) studies
• Of the 5 commercial studies 2 are “First in Man” are 1 is “First in Patient”

• In the past 2 years since April 2013 the CRU has conducted 13 Phase 2 trials, 4 have been completed and are in 
close out, 2 are closed completely and 7 remain open and recruiting.

• There are currently 8 trials is set-up of which 3 are Phase 1 and 5 are Phase 2. All 8 trials in set-up are 
commercially funded .

• 1 of the Phase 1 trials in set-up is our first study in Alzheimer’s disease, this is due to start in June 2015 and is a 

collaboration with Cheshire & Wirral Partnership Mental Health Trust.

The CRU is operating 24/7 when required to meet  with specific trial requirements and works collaboratively with our 
internal departments and external stakeholders including partner Trusts and the University of Liverpool .

To maintain MHRA Phase 1 Accreditation status the CRU has to be re-inspected every 2 years and all standards of the 
accreditation met .  The CRU received it first accreditation on the 12th May 2013  and was the first NHS Trust in 
England and Wales to achieve this accreditation.  In the past 2 years we are aware of 2 other centres that have been 
through the accreditation process, 1 has been awarded and 1 is pending. 

Our re-inspection took place from the 17th March to the 20th March 2015, with 3 MHRA Inspectors for the 4 days. Whilst 
the inspection is exceptionally  difficult  and tedious it is also  an experience that can assist the RD&I/CRU develop and 
grow, lessons learnt and knowledge shared  from the MHRA. At the close out meeting whilst the RD&I/CRU have some 
areas requiring what is referred to as “Corrective & Preventative Actions (CAPA)” the MHRA Lead Inspector verbally 

reported that once the CAPA had been completed he would be recommending the CRU for Re-Accreditation. We 
expect to receive the written report 25 days from the inspection date and will have a set period to respond.  

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?

Whilst the MHRA are re-inspecting the CRU they are also reviewing any Good Clinical Practice (GCP) requirements as 
set out in the legislation. Unfortunately one study inspected  on the CRU  that was Co-Sponsored by the University of 
Liverpool & Aintree Hospital but coordinated through the Liverpool Cancer Trials Unit (LCTU) breached the GCP 
legislation and we were informed that it would be a “Major Finding” for the sponsors. The LCTU/Sponsors had failed to 

follow the due process for informing the National Ethic Committee that the trial was halted and then closed following a 
patient contracting Listeria.  The CRU had followed all the requirements as a site including the swift management of the 
patient . MHRA informed the CRU they would write separately to the Sponsors of  the findings.

Whilst this finding in not for the CRU it has highlighted a need for more robust oversight by Sponsors of Clinical Trials 
Units that are coordinating studies and therefore a  CAPA has been agreed with the UoL Research Support Office to 
establish a monitoring/auditing group that can support the LCTU and provide reassurance to Sponsors  (of which this 
Trust is a Sponsor on a number of studies) that the GCP for all studies are being followed . 

This report is a brief synopsis and the Director of the CRU Dr Richard Fitzgerald, Professor Robert Sutton and myself 
Jules West Operational Director of RD&I would welcome an opportunity to present to the Board a full overview 
(opportunities & challenges) and the strategic plan as we move towards the new Royal and a 28 bedded CRU.

Are there any questions for the board?

Commentary

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

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

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

*Please see commentary for further information

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

Plan Plan

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

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

quarterly)

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') 57% 40%

% studies failing to recruit a patient in first 70 days* 81% 69%

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

Time from full document set to RD&I approval: All Studies (Target 30 Days) 29 31

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 68 72

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 88 87

# non-commercial studies open 338 338

# feasibility studies requested by pharma or CLRN 14 18

# feasibility studies awarded (updated biannually) 1 2

# feasibility studies declined by our clinicians 7 3

NIHR league table ranking (1-4) N/A 2

11

19

5

15

9 7

14

6

16
12

16

108 6
1 2 0

9
12

3

10

21
18

9

42
39

42

34
38 37

51 53

44
48 50

65

0

10

20

30

40

50

60

70

Apr-14 May-14 Jun-14 July-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15

Research studies undertaken and in the pipeline

6.08�Research�and�Innovation.p
Overall�Page�58�of�255
Page�2�of�2

http://www.eshareuk.com


Executive Summary

The following exceptions are noted this month.

• The sickness rate decreased during February from 5.94% in January to 5.68%. The 
rolling average is 5.33%, up from 5.27% in January. The Trust target is 3.8%. There will 
be a focus on sickness in Surgery over the coming months given the slightly higher rate 
in this area.

• Mandatory training compliance is being driven through divisions and is being managed 
more proactively, ensuring that staff are identified and booked onto training in advance 
of competencies expiring and that a reconciliation of attendance is completed. Further 
analysis is underway to identify any problem areas within the trust so these can be 
targeted to improve compliance. A full review of both Induction and Mandatory training 
is also being undertaken and it is likely that this will result in much greater emphasis on 
e-Learning. Approximately 400 staff attended Core Skills this month which is a direct 
result of the current focus on mandatory training.

• The strong performance in recruitment continues following the return to in-house 
recruitment last June. We are continuing to see stability in recruitment performance, 
with 11 weeks being the average time taken to recruit across the Trust. A recent visit to 
Spain has resulted in 12 appointments for Theatre Practitioners and a strong interest in 
Nursing roles (52 interested candidates) at the recent recruitment fair in Glasgow. More 
recruitment fairs in Birmingham and Manchester are planned over the next 6 months to 
also support student recruitment.

• The HR teams are now preparing for the next Appraisal window starting in April 2015. 
This year’s plans will be published in April and all areas in the Trust have been 

contacted to ensure the correct ESR line management structures are in place to ensure 
Appraisals are allocated correctly. This year’s appraisal process includes a section on 

individual wellbeing and an anonymous feedback tool for managers to obtain feedback 
from their peers and direct reports – this will ensure a more holistic appraisal.

• A paper demonstrating the Trust’s ability to benchmark workforce information against 

other organisations nationally was provided to the Resource and Performance 
Committee recently. The intention is that going forward this will be produced on a 
quarterly basis to demonstrate the Trust’s performance against key workforce 

indicators.

• Following the paper at the January R&P committee, work continues to understand the 
ESR Funded Establishment and to ensure monthly data updates begin from next 
month from Finance to Workforce Information. A quarterly return will begin next month.

• The Trust is piloting the new national Certificate in Care (post Francis) with all new 
HCAs joining us.  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 EdwardsOur people: Do we have the engaged and motivated people that we need?
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Executive Summary - continued

• The Trust launched a new Coaching programme in February. Since then a Post 
Graduate course has begun, plus a 5 day Coaching programme has been advertised. 
Executive Directors attended a training programme to explore their own style of 
leadership to ensure that a coaching style is led and role modelled from the top.

• The Trust is working with the Kings Fund on ‘Collective Leadership’ which alongside 

the coaching programme, will help us to embed a values led culture and behaviours in 
preparation for our new hospital. Collective leadership is where everyone as an 
individual and in teams, take personal responsibility for getting things right with patient 
safety, patient experience and staff experience firmly in mind. Under collective 
leadership we all have a responsibility to work together, to look out for and fix things 
where we can and raise issues where we can’t, instead of assuming someone else will, 

or blaming others for not doing so. The process starts with the Kings Fund completing 
an audit on how close our culture is to this way of working.

• The People Strategy was approved by the Trust Board last year and an action plan to 
deliver the outcomes was presented to the Resources & Performance Committee 
recently. The committee will receive quarterly reports on progress. The strategy and 
action plan addresses issues reported to the Board by exception such as staff 
engagement, health & well-being, appraisal, education & training, coaching and 
leadership development together with supporting the Trust with significant 
organisational change under our plans for transformation.

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

Heads WTE By Division : Month Ending 28 February 2015

350 318.86 5.78%

1040 928.33 16.83% Heads WTE
1460 1287.68 23.34% 1036 956.24

395 344.00 6.24% 2463 2231.04

134 125.74 2.28% 2089 1866.21

258 241.85 4.38% 517 462.75

617 564.13 10.23% 6105 5516.24
1851 1705.65 30.92%

6105 5516.24
*WTE excludes bank, agency and overtime.

Dec-14 Jan-15 Feb-15 Dec-14 Jan-15 Feb-15
3 2 6 8 7 11

0 0 0 1 1 1

2 2 3 18 12 10

1 0 0 3 3 3

0 0 0 3 3 1

0 0 0 0 0 0

0 0 0 1 1 1

0 0 0 1 1 1

6 4 9 35 28 28
MHPS Policy

% 
Workforce

Add Prof Scientific and Technic

Additional Clinical Services

Estates and Ancillary

Actual

Total

Division of Medicine

Division of Surgery

Healthcare Scientists

Corporate Services

TRUST BOARD WORKFORCE SUMMARY

February 2015

Medical and Dental

Actual Establishment

Nursing and Midwifery Registered

On Going CaseNew Cases LoggedEmployee Relations Activity

Staff Group

Administrative and Clerical

Totals
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Allied Health Professionals
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Capability (Formal Process)
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Equal Pay

Total

Employment Tribunal
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Report owner: Ros Edwards
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Mandatory Training
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Corporate
Services

Division of
Medicine

Division of
Surgery

Liverpool
Clinical Labs

Allowances, Additional Standard time and SSP 134457.26 602652.24 475512.61 134101.3

Medical Staff Payments 0 303094.62 295926.42 57823.26

Overtime 58770.17 112469.55 77818.83 9455.33

Salary/Basic Pay 2598036.88 5556708.6 4692397.63 1247653.29

2598036.88

5556708.6

4692397.63

1247653.29

58770.17

112469.55

77818.83

9455.33

0

303094.62

295926.42

57823.26

134457.26

602652.24

475512.61

134101.3

Divisional Payment Costs - February 2015

Salary/Basic Pay Overtime Medical Staff Payments Allowances, Additional Standard time and SSP
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Report owner: Ros EdwardsOur people: Do we have the engaged and motivated people that we need?
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RLBUHT BOARD PACK

Report owners: 
Ros Edwards & Peter WilliamsTeaching: 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 ITPeople

Feedback received Update on our response

Internal feedback

Physiotherapy – clinical educator
staff feel supported by team and HEI
staff.
Yearly clinical educator introductory
courses and update available.
Student capacity set by equitable
allocation. Regular contact with HEI
staff and tutors
PEFS – Insight spring publication of
placement of the year nominations
by LJMU students.
‘Un-sung Hero’s’ section of the PEF
team in Jan Insight

Physiotherapy – Welcoming environment, Helpful clinical educators, good feedback on
performance, lots of teaching opportunities, study time would be helpful
PEFS – NMC visit at University of Liverpool for interim monitoring of under-grad nursing
course. Heather Kirby (PEF) was representing the Trust. The NMC said they were really
impressed with our collaborative working.
Placement Evaluations received through the new PARE system from students form EHU.
LJMU tutor in regards to CPD modules thanked the PEFs for support with the application
process & attending the Trust’s Education Link Nurse Study Day.
Psychology – Trainee feedback: “I have very much enjoyed working with this client
group …. I have learnt a lot about the literature around psychological implications of
receiving a diagnosis of cancer.. I have also been able to implement theory more
explicitly into my own practice throughout assessment, formulation and intervention
and seen the value in doing so” Clinical supervisor received feedback from clinical tutor
on the DClinPsyc training programme, and from trainee.

Trainee Clinical Physiologists – We are delivering the programme expected from MMU. The trainees have
covered all aspects and the curriculum and placements have all been completed.
Dietetics – Our teaching programmes are delivered as planned as per timetable. All deadlines have been met.
Students have given positive feedback of their placement experience
Physiotherapy – Offer a wide variety of clinical placements to undergraduate students from 3 North West HEI’s.
Meeting student placement capacity according to equitable allocation. Positive feedback from students in each
clinical area. Provide good opportunities for teaching, students informed of IPL student teaching sessions, study
days and grand round.
Vocational learning – work ongoing in relation to clarification between HCA bands 2 & 3 job roles to enable more
effective planning for future apprenticeships.
Practice Education Facilitator Team (nursing and paramedic students) – have opened 4 new placement areas with
an increase of capacity of 10. Pre-reg Edge Hill students are now regularly having placements in the Trust. There
are 3 outstanding Quality Surveillance reports that are yet to be closed. This is in relation to student nurses raising
concerns. There are 2 preceptees (newly qualified nurses) on action plans. There have been 2 student Dieticians
and 5 student nurses on action plans due to poor attendance/performance/attitude.
Due to staffing pressures some student nurses are verbalising that they are not supernumeray. HENW drive for
more collaborative working across bands and boundaries (PEF’s, Work based Education Facilitators, Placement
Development Network and Skills Academy for Health).
Audiology – very positive feedback form Manchester University that we are performing well. Maintain our 100%
pass rate, and have students requesting RLH/BGH audiology placements following positive peer experiences.
Physiologists – We are delivering the programme expected from MMU. The trainees have covered all aspects and
the curriculum and placements have all been completed.
Psychology – Six month clinical placement delivered the competencies required for trainee clinical psychologists
completing their core physical health/older adult placement as part of their doctoral training at Lancaster
University

# students / 
Trainees  

Total Number of 
Placements

Max Capacity
Students Per 

Placement

Medical 
& dental: 

Undergraduates 272 Varies Varies Varies

Postgraduates 373.5 373.5 373.5 N/A

Nursing 331 68 272 Varies per placement

Add Prof Scientific & Technic

Allied health professionals 458 70 73 27

Healthcare scientists 9 9 5 2

Vocational Learning 26 26 No limit No limit
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Teaching: Are we a leading centre of clinical education and teaching?
Report owners: 

Ros Edwards & Peter Williams

Medical and dental teaching:
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Medical Education

Medical student activity managed through the Education Centre

2nd year Medical Students - currently in hospital for 2 days a week. We have approx. 98 students/year.
Sept 2015 this will change to students being based in University in blocks of 4 weeks followed by one week in hospital. They 
will therefore spend a total of 7 weeks (7 x 5 days) on hospital placement. The aim will be to provide clinical context for the 
knowledge that they have gained during lecture weeks at the university. We do not yet know numbers of students. Expected 
learning outcomes: history taking, history presentation and clinical examination skills)

3rd year medical students - new curriculum as of Sept 2014. Students are in hospital 5 days a week for 4 weeks at a time 
followed by one week in university. Students allocated to Royal spend a total of 12 weeks here for medicine and surgery. 
There are 4 rotations in total. Total base students 160 per year - NB. This is half of the whole university year group. We are 
anticipating similar for Sept 2015. The students attend ward placements every morning and then teaching sessions in the 
afternoon in the Education Centre which are led by clinical specialties (one speciality per week). This is a new programme and 
has received excellent feedback from students. 

4th year medical students - currently in hospital for 4 days/week with one day at GP/CCT. Currently we have approx. 44 
students. We are expecting this to increase to about 50 next year.

5th year medical students- here 5 days a week. This year we have had approx. 50 base students (however, these students 
rotate and we have SAMPs etc - at any one time we have 60 x 5th year students on each rotation. There are currently 5 
rotations) Next year we have been allocated 100 base students.

Simulation

We have refurbished our simulation facility and have jointly funded this between Dinwoodie charity and our own medical 
education income generation. The new facility was opened in December by the CEO and will greatly enhance our simulation 
training for students and staff.

We have also appointed our first simulation Lead (Annemarie Brown, Consultant in ED). 

Progress is being made with regards to simulation faculty development within the Trust and future delivery of medical student
simulation, alongside postgraduate simulation for multi-disciplinary teams.

A bid was made for the delivery of 3 Simulation courses for Staff Grade and Associate Specialists in the region following a 
request from the Mersey Deanery, this was successful and therefore 3 courses are planned for 2015/16 in Anaesthetic 
Emergencies, Medical Emergencies and Trauma Team training. 

A formal agreement with the CSPS for additional training and support is in process. 

We will be in a good place to deliver the 3rd year medical student simulation course in the next academic year, as our 
Simulation Lead has instructed on it and essentially lead it at the CSPS. Although we are skilling up our clinical skills team to 
deliver this course, we will initially require support from CSPS which is why our agreement with them is so important. The 
current requirements for the 3rd year are one course each for 8 students, which is 10 courses a year. Simulation courses are 
also required for 4th years and are under development.

The team ran a very successful 'in-situ' simulation for the Clinical Research Unit recently.

We are planning in September (with the cardiologists the Womens Hospital and hopefully NWAS), to run a joint simulation 
specifically around a previous SUI. This will be ground breaking and publishable, further  enhancing the Trust’s reputation.

Care Research Teaching Finance ITPeople
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Report owners: 
Ros Edwards & Peter WilliamsTeaching: Are we a leading centre of clinical education and teaching?
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Medical and dental teaching CONTINUED:

Care Research Teaching Finance ITPeople

Educational Pharmacy

The Trust has been working closely through our Educational Pharmacist with the University to develop medication safety and 
therapeutics aspects of the new curriculum and is leading the delivery of pharmacist-led prescribing education across the 
region. This has strengthened the link between the Trust and University - the Royal is seen to be leading the way in delivering 
UG prescribing education across Merseyside - this supports Tomorrow's Doctors and medical student transition to F1. 
Feedback has so far been excellent. Students demanding more of this type of education as they feel it directly relates to their 
progression from student to doctor and they feel their learning is enhanced by the IPL approach and pharmacist interaction.

A presentation was also given at NWMLS conference in March - ‘Leadership through Learning from our mistakes, and how we 
continue to learn’ Two years on from the Francis Report.

Library & Information Service

In 2014 the Trust’s Library Service achieved an LQAF compliance score of 98%, resulting in the RLBUHT having the joint 3rd 
highest scoring Library service in the North-West. The purpose of the NHS Library Quality Assurance Framework (LQAF) 
England is to ensure that 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.

As a direct result of presenting the latest Library Strategy 2014-2019 to the Resource & Performance Committee, the Library 
Service has secured an annually recurrent increase to its non-staffing budget of £45k, part of which has been used to fund the 
Integration of UpToDate ‘clinical decision support’ software into the Trust’s Clinical Portal & to also be made available as an 
App. The remainder will be used to fund new online Journals and textbooks as recommended by staff survey.

The Library Service made two successful external bids totalling £30k from Health Education North-West forerunner funds to 
refurbish the Library Study room with Study carrels making it more conducive to learning and to introduce an RFID self-issue 
machine for speedy issuing & returning of items 24/7. 

Royal Liverpool Emergency Medicine App

This was a multi-award winning joint project between the Medical Education Service and the Emergency Medicine 
Department and the App has now had 2,500 downloads in 70 countries worldwide. The Android version is due for release.

Lecture Theatre

We have updated all the AV equipment in the lecture theatre (this was much needed), again through joint Trust funding and 
our own medical education income generation so our facility is now second to none.

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.

Chinese alliance

Again via our Director of Medical Education we have formed an overseas alliance via which Chinese consultants will be able 
to come to this hospital and observe clinical practice. The Trust will receive income from this initiative which will partially 
subsidise the administration involved and also subsidise initiatives or training and development within participating 
directorates.

New appointment

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.
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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 is reporting £2.5m behind its EBITDA plan at Month 12. The 2014/15 financial year saw
significant over performance against planned activity levels which drove higher than planned
expenditure levels, particularly with regard to pay budgets.

Recovery plans have been implemented to bring the expenditure position into line with resources.

The cash position as at the end of the financial year was £20.1m behind plan, partly due to the
revenue run rate and partly due to the time lag in the payment of invoices relating to the over
performance against planned activity levels in the year end position. QEP delivery for the year was
£1.7m.

Discussions with Commissioners has continued to focus on activity and contract value over
performance, developmental business cases (some of which the Trust has progressed at risk) and
delivery of contract KPI’s. The year end financial position assumed full receipt of all activity and
income for the year.

Delivery of the financial plan for the year has been extremely challenging. The Trust did, however
deliver a surplus position of £11.1m against a plan of £10.5m before technical adjustments are
taken into account, for example impairments.

The Trust has a planned EBITDA to month 12 of £32.1m with a reported EBITDA as at month 12 of
£29.6m resulting in an adverse variance against plan of £2.5m.

Cash balances were £32.1m against a plan of £52.2m. The liquidity ratio was 4.

Are there any emerging issues on the horizon?

Recovery plans must continue into the new financial year with an increased focus on expenditure
control over and recurrent QEP delivery.

Business Planning and Commissioning discussions for 2015/16 are well progressed. The Trust has
notified the CCG of its expectations regarding the contract value for 2015/16 and negotiations are
almost complete.
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Are we delivering our services profitably? 

Income £438,210 £483,175 £438,210 £483,175

Expenditure (£406,085) (£453,615) (£406,085) (£453,615)

EBITDA £32,125 £29,560 £32,125 £29,560

Operating surplus £16,259 £16,252 £16,259 £16,252

Retained surplus £10,268 £11,114 £10,268 £11,114

I & E surplus margin 2.34% 2.30% 2.34% 2.30%0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 7.33% 6.12% 7.33% 6.12%

Operating surplus margin (op. surplus/income) 3.71% 3.36% 3.71% 3.36%

Retained surplus margin (ret. surplus/income) 2.34% 2.30% 2.34% 2.30%

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

£367 (£3,976) £6,711

£8,691 £5,078 £386 £6,711

£3,399(£2,291) (£7,200) £6,678 £7,119 (£3,876)

£8,500

Net cash inflow/outflow:

£0 (£954) £6,740 (£1,862)
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£000m 18 month projected cashflow

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

Cash balance £52,200 £32,085

Undrawn cash facilities £0 £0

Liquidity ratio 4 4

Liquidity days 16 20

Cash days of op. expense 16 20

%debtors >90 days overdue 5% 37%

%creditors >90 days overdue 5% 17%

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 GrahamOur 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.

Executive Summary

The Trust has a planned EBITDA to month 12 of £32.1m with a reported EBITDA to month 12 of £29.6m,
an adverse variance of £2.5m.

Over performance against planned activity levels is drove 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 had a detrimental impact on the EBITDA.

How are we performing?

Income is ahead of plan at Month 12 by £45.0m, mainly attributable to Patient Care of £22.6m (Core
contract £18.1m, Specialist Commissioners £4.5m) and Non Patient care of £22.5m.

Are there any emerging issues on the horizon?

Recovery plans which are in place must continue into the new financial year to ensure delivery of the
2015/16 financial plan.

Are there any questions for the Board
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Are we delivering patient care profitably?

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

Income (000s) £135,056 £138,536 £135,292 £148,038 £59,902 £67,744

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 288,810 303,460 258,036 258,941 209,633 206,996

# elective 7,900 7,875 764 883 388 439

# non elective 7,056 7,395 28,308 33,969 135 160

# inpatients 14,956 15,270 29,072 34,852 523 599

# outpatients 256,204 269,848 212,207 206,099 203,949 200,100

# day cases 17,650 18,342 16,757 17,990 5,161 6,297

Patient care only

Patient activity

SURGICAL MEDICAL CCSS
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Key
:
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Patients YTD & profitability
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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 £187,393 £174,597 Working capital £23,490 £33,509

Current assets £88,922 £85,114 Net assets £196,107 £195,093

Trade & receivables £31,222 £45,356 Assets - current liabilities £210,883 £208,106

Non-current liabilities (£14,776) (£13,013)

Current liabilities * (£65,432) (£51,605) YTD

Trade & payables (£62,000) (£48,850) Estimated risk rating if FT (5=best): 4

Total assets employed £196,107 £195,093 (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 0.7 2.9 2,51

Qualified nurse per bed 2.6 2.4 1.7 1.7 7.4 6.9

Junior doctor per bed 0.7 0.6 0.4 0.4 3.4 2.5

Consultant per bed 0.5 0.5 0.2 0.2 2.8 1.8

Spend on locums, agency & bank staff £0 £2,694 £0 £3,209 £0 £1,227

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 GrahamOur 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

Cost variance YTD Clinical Services & Supplies Z Appliances & implants

0

100

200

300

400

500

Last year This year

£
0

0
0

s

Total expenditure (YTD)

0

50

100

150

200

Last year This year
£

0
0

0
s

Non staff costs (YTD)

0

20

40

60

80

100

120

Last year This year

£
0

0
0

s

Clinical services & 
supplies costs (YTD)

 300

 350

 400

 450

 500

Plan S A B C D V W X Y Z Actual

£
0

0
0

s

Clinical services & suppliesNon staffStaff

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

Executive Summary

Activity has been above plan for all 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 on track to deliver the planned savings from CIPs?

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

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

6.10�Finance.pdf
Overall�Page�74�of�255
Page�8�of�8

http://www.eshareuk.com


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

Key highlights for this month are: continued progress on the Electronic Patient Record (EPR)
procurement, development of electronic forms on the Paper Free Health Records programme and
continued improvements to the technical infrastructure providing additional resilience and
operational assurance to the Trust.

How are we performing?

What has gone well?

The EPR procurement is progressing well and a Programme Board meeting on 12th March agreed
the next steps. The number of suppliers being evaluated has reduced from four to three. These
remaining suppliers have undertaken demonstrations to a wide range of staff during week
commencing 13th April and key staff will also attend reference site visits during week commencing
20th April.

Service Desk performance against the key accessibility targets has improved and is now in line with
targets.

Work continues on the JAC upgrade in line with the scheduled implementation in May 2015.

The Paper Free Health Records programme saw several small services go live with electronic forms
during the month.

Where have we underperformed or been challenged?

The revised Business Case for the Paper Free Health Records (PFHR) programme will be
presented to Trust Board in May 2015.

The CyberRen renal system has experienced several outages during the month. We have planned
some changes to the infrastructure to be implemented in June 2015 and are working with the
supplier to understand what else needs to be done to address the continuing problems.

How are our improvement initiatives progressing?

Our pipeline process and our new intranet pages are currently being uploaded to the Intranet.

Are there any emerging issues on the horizon?

The new IT Strategy will need approval at the June ‘15 board and the EPR full business case in
September ’15, both of which will require consultation and approval through the governance
structures accordingly. This will result in three major IT documents (PFHR, IT Strategy and EPR)
requiring review and approval in a short window to achieve strategic delivery and QEP.
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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need? (1/2)

Freedom of Information
Indicator Target Actual
# FOI requests 59

# 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% 79.17%

Number of Information Governance Breaches  (YTD) 0 84

Information governance breaches  (YTD) Basel ine sca le 1 0 3

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% 2

Fi lestore 99.80% 100.00% 5

Bob 99.80% 100.00% 5

Tie 99.80% 100.00% 5

MS Exchange 99.80% 100.00% 5

IPM 99.80% 100.00% 5

PACs 99.80% 99.87% 5

ICE 99.80% 99.99% 5

JAC 99.80% 100.00% 5

Winscribe 99.80% 100.00% 5

CyberRen (Renal )

99.80% 99.29%

1

Bluespier 99.80% 100.00% 5

A&E Whiteboard 99.80% 100.00% 5

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

There were 5 instances of CyberRen having downtime over the month. There were 4 

instances of server issues which were all solved by server reboots. An issue regarding the 

WG4GLRUN.exe error message on TS02 and TS01 not logging in caused 4 hours of 

downtime, this was resolved by a third party.

Indicator

Desktop Optimisation

Paper Free Health Record (PFHR)

JAC/EPMA Upgrade

ADT Whiteboard
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Report owner: David WallikerOur 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

Service redesign

Underrepresented groups

Initial Patient and Public Engagement Network meeting 
for Palliative care held on 16th April with governors and 
members in attendance. Governor representative now 
co-opted onto 7/7 Working Forum.

Chinese food tasting event held on 14th April. Opportunity 
taken to promote the benefits of FT membership.

Discussions held with Communications Team regarding 
developing a summer programme of recruitment for 
younger members e.g. at festivals in the region.

Priority: 2018 Lead: Helen Jackson

New Royal: Work is underway on the next countdown event. This will focus on the single bedroom and staff will 
have an opportunity to view the mock up which is being built near to the education centre. Work is also being done 
with the work stream leads for the transformation programme to identify the stakeholder engagement 
requirements and activities. This will be used to develop an overarching stakeholder engagement plan for the 
programme. An external stakeholder event is also being planned for May/June to provide and update on the new 
hospital.

Priority: World Class Workforce Lead: Ros Edwards

The 2014 staff survey results were published in March, and the results show that where we have focused attention 
through staff engagement the results are improving.  For example in the 2013 survey  the Trust had a lower score 
than other Trusts in staff reporting incidents, errors and near misses.  We held a listening event to understand why 
this was the case,  made changes to systems and processes, and as a result this years survey shows a 6% increase, 
putting the Trust in line with other organisations.  We have also seen improvements in the scores for 
communication between senior managers and staff, and staff being able to contribute to improvements where 
they work. The overall score for staff engagement is in line with other Trusts, and the results for staff being willing 
to recommend the Trust as a place to receive care or treatment, and as a place to work, are consistently higher 
than other organisations. 
Following discussions the planned reductions in junior doctor numbers have now been put back to 2016 to give 
time for hospitals to prepare.

Priority: Sustainable Health System Lead: Aidan Kehoe

Following the work that has been done by clinical teams from the Trust and from Aintree there was a joint clinical 
summit on February 27th. Presentations were given by clinicians regarding the patient benefit from closer joint 
working between the Trusts. Work is now being done to develop a strategic options appraisal to identify how the 
Trusts might achieve this. 

RD&I Lead: John Graham/Peter Williams

The MHRA Phase 1 Re-Accreditation took place on the 17th – 20th March 2015 and the CRU has been recommended 
for Re-Accreditation, we await the written report. The RD&I Department is currently preparing for the 
International Clinical Trials Day on the 20th May and working with NIHR on the “Ok to Ask” campaign. This is 
focused on encouraging dialogue between clinicians and patients about potential clinical trials. The Department is 
also engaged at a National level with the Healthcare Regulatory Authority (HRA) regarding the national changes to 
the Research Approval Process.
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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

University Bob Burgoyne has been appointed as Acting Executive Pro 
Vice Chancellor for Health and Life Sciences following Ian 
Greer’s resignation. 

Patients Improvement in complaint handling

Increasing learning from incidents

A comprehensive review of the complaints process has 
been undertaken. This has resulted in investment into the 
team structure and the implementation of the Datix
module for complaints management. The Divisions have 
taken more ownership of their complaints and robust 
complaints trackers have been developed to support the 
improvement in meeting response timescales and 
identifying learning from complaints.
A quality assurance framework has also recently been 
introduced to improve the quality of the response.
Engaging with patients, relatives, carers and visitors to 
promote” how to complain “ was undertaken as part of the 
March 2015 Listening week. 

Work is being done to strengthen the  profile of the clinical 
safety team within the Trust and to extend the Human 
Factors training to a further 300 staff. A number of process 
reviews are also underway following the recent serious 
incidents.
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Environmental Scan

1

Report owner: Madelaine Warburton

SOCIAL

£190m funding programme set to boost economy and create jobs in Liverpool
The Liverpool City Region Local Enterprise Partnership (LEP) is urging organisations to bid for a share of £190m of 
EU funding that is now available. In the first stage of the £190m programme, a tranche of some £73m of funding 
is now made available to organisations including:

 £6m to increase SME growth
 £6m  to increase entrepreneurship
 £31m employment & skills
 £15m for research and innovation
 £15m for Low Carbon

Further EU funding will unfold across the Liverpool City Region LEP area over the next six years to organisations, 
including those from voluntary sector, universities and councils all of which are now eligible to apply for funding.

Matching Health with Growth Briefing

Getting to know your local economic leadership is a valuable health investment - article

Opportunity: To influence European and Structural 
Investment Funds (ESIF) spending priorities in areas 
of mutual interest.  To drive collaboration between 
the NHS and the charity / voluntary sectors for the 
benefit of the communities we serve.

Threat: Opportunities may be missed without proactive 
initiative and intervention.

Steps taken by the Trust: Opportunities for funding will continue to be monitored.

POLITICS & THE ECONOMY

General Election 2015
The dissolution of parliament on Monday 30 March saw the official start to general election campaign and the 
commencement of the pre-election period. Over the period, the Liberal Democrats have pledged £3.5bn more 
spending for mental health; the Conservatives have committed to reviewing NHS efficiencies savings in the next 
spending review; and Labour stated its intention to place a 5% profit cap on outsourced NHS contracts.

Please find see a briefing from NHS Providers which provides a breakdown of the health pledges announced in 
the Conservative, Labour, Liberal Democrat, Green Party and UKIP manifestos this week, along with an overview 
of other key pledges in these documents and NHS Providers’  view:

Briefing

Opportunity: Important for the Trust to be prepared 
for the implications of a potential change of 
Government and the subsequent policy changes.

Threat: Being unprepared for a new administration could 
result in slow responses to policy change.

Steps taken by the Trust: Continue to scan for guidance outlining implications of changes.
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Health Select Committee makes recommendations on end of life care
This report looks at the state of end of life care since the independent Review of the Liverpool Care Pathway, 
chaired by Baroness Neuberger, which found great variation in quality and practice across both acute and 
community settings. It makes a number of recommendations for improvement, in particular that social care 
should be free at the end of life and that sustainable, long-term funding for the hospice sector needs to be 
addressed as part of the Government's response to the Palliative Care Funding Review. Overall it advocates 
further research into measuring the quality of end of life care and the priorities that matter most to people with 
terminal illnesses, their families and carers.

Report.

Opportunity: To make improvements to the 
Palliative Care service.

Threat: N/A

Steps taken by the Trust: The Health Select Committee report has been reviewed as part of the End of Life Care 
Innovation, Improvement and Governance Team’s regular review of national and international evidence. There 
were no issues raised that impacted on the Trust’s End of Life Care Strategic Plan.

Cameron promises 'seven-day NHS' by 2020
All hospitals in England will provide "a truly seven-day NHS" by 2020 under a future Conservative government, 
David Cameron has said.

At the party's spring forum, Mr Cameron said that more hospitals must provide top-level treatment at the 
weekend, starting with emergency care.

Opportunity: 7 day working will result in improved 
outcomes for patients.

Threat: The additional resource pressure of providing a 
full 7 day service.

Steps taken by the Trust: 7 Day Service Working Group established to be responsible for providing clinical and 
managerial leadership to drive forward implementation of standardised delivery of patient services irrespective 
of the day of the week.

LEGISLATION & TECHNOLOGY

Changes to the well-led framework and what they mean for NHS providers
Last year the Care Quality Commission (CQC), Monitor and the NHS Trust Development Authority (TDA) set out 
plans for developing an aligned view of a well-led organisation, aimed at supporting NHS providers to improve, 
and therefore benefiting the broader NHS and its patients.

This aligned view of a well-led organisation is reflected in CQC’s assessments and ratings, as set out in its 
provider handbooks, while Monitor and TDA now use the updated well-led framework as the point of reference 
for NHS trusts and foundation trusts. It replaces the quality governance framework (QGF) and the board 
governance assurance framework (BGAF), which are now effectively incorporated within this framework. The 
good practice guidance within the well-led framework has been enhanced and made clearer, particularly in the 
area of culture, and there is more guidance on strategy development and execution linked to Monitor’s ‘Strategy 
development toolkit’.
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Briefing

Opportunity: Compliance with the framework and 
strengthened governance processes.

Threat: Potential non-compliance with new elements of 
the framework.

Steps taken by the Trust: Trusts currently at an advanced stage in the foundation trust assessment process, and 
which have undertaken recent BGAF and QGF assessments, will not be expected to do a re-assessment, unless 
there has been significant change at the trust or enough time has passed to necessitate a refresh. However, the 
Trust may need to do some further work in the Monitor assessment phase to demonstrate that it meets the few 
additional requirements of the well-led framework; for example, explain the approach to strategy development.

A detailed report on the implications for the Trust will be tabled at a future Board meeting.

New law paves way for ‘smarter’ procurement
NHS organisations will now be able to buy supplies more smartly, cheaply and efficiently, and achieve better 
commercial outcomes, owing to new regulations implementing the EU Directive on Public Procurement in the 
UK. Entering into force on 26 February, the Public Contracts Regulations 2015 will broaden the possibilities for 
NHS bodies to conduct negotiations with bidders during the procurement process and clarify how to conduct 
market consultations prior to going out to tender.  

The Cabinet Office has published a range of resources, including training material, handbooks and guides, to help 
public bodies become familiar with and understand the new rules. 

Opportunity: The new EU Directive on Public 
Procurement and the domestic regulations 
implementing it have a similar structure to the old 
procurement rules and still require public contracts 
to be competed for and awarded transparently and 
without discrimination, but importantly, they will 
provide more flexibility and enable better 
commercial outcomes.

Threat: Potential non-compliance with new law and loss 
of opportunity.

Steps taken by the Trust: The implementation of the Trust Contract Management System (Due North) will 
enable the Trust to meet the regulations via the system.  The Trust will also use Manual methods where 
required.

EU ministers table changes to data privacy laws
EU justice ministers have put forward changes to data privacy laws which could significantly improve data 
sharing arrangements across health and care services.

At a meeting of the Council of the European Union on Friday (13 March), EU ministers tabled amendments to 
how special forms of data – including health and genetic data – should be managed and the circumstances in 
which organisations such as the NHS would need patient consent to process personal data.

A more flexible legal framework for sharing data - article

Opportunity: If ministers’ changes are accepted, 
they will enable greater flexibility for information to 
be shared appropriately and confidentially in radical 
new models of care delivery options.

Threat: Potential penalties and sanctions for non-
compliance.
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Steps taken by the Trust: The revised laws are still under debate but are expected to be finalised by the end of 
this year or start of 2016. A watching brief will be retained.

CQC welcomes launch of the Care Certificate from April
CQC has published information today (Tuesday 24 March) that sets out what we expect from health and social 
care providers ahead of the introduction of a new Care Certificate from 1 April.

The Care Certificate follows on from an independent review in February 2013, carried out by Camilla Cavendish, 
into valuing and supporting care assistants and support workers in health and social care settings.

Publishing of The Cavendish review in July 2013 proposed that all healthcare assistants and social care support 
workers should undergo the same basic training, based on the best practice that already exists in the system, and 
must get a standard ‘certificate of fundamental care’ before they can care for people unsupervised.

Since then, Health Education England (HEE), Skills for Care (SfC) and Skills for Health (SfH), have developed the 
Care Certificate which contains 15 standards and outlines what health and social care workers – including 
assistants within hospitals, care homes and people’s own homes – should know and be able to deliver in their 
daily jobs.

Report

Opportunity: Will to help to ensure that HCAs are 
valued, supported and trained to do their important 
job well.

Threat: Potential non-compliance and poor outcomes for 
patients.

Steps taken by the Trust: The Trust has delivered successful pilots in relation to the Care Certificate and has also 
now begun to deliver the full Certificate. To date 10 staff have received their certificate and the Trust is 
continuing with monthly courses.

NHS charges to overseas visitors – new regulations
On 6 April 2015, the new NHS (Charges to Overseas Visitors) Regulations 2015 (the Regulations) came into force. 
The Regulations seek to improve the identification and recovery of NHS costs from overseas visitors and 
migrants, as part of the Department of Health’s aim to recover up to £500 million annually by 2017/2018. They 
replace the 2011 regulations by the same name.

Article

Opportunity: Potential financial upside for the Trust. Threat: N/A

Steps taken by the Trust: The implications of the new regulations are being explored.

THE HEALTH ECONOMY & MARKETPLACE

NHS chief details radical plans to end 'like it or lump it' care
The head of the NHS is to announce plans to give 10,000 people more control over how their share of NHS and 
social care funds are spent, followed by up to 30 new pilot schemes to test new models of care, and a national 
programme to combat obesity.
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Getting the Sums Right – how to sustainably finance personal health budgets.

Opportunity: The 2012 evaluation of personal health 
budgets found a reduction in unplanned admissions 
and the use of acute services among budget holders. 

Threat: Need to understand the risks to the Trust 
associated with expanded access to personal health 
budgets. In particular, personal health budgets will mean 
that some block purchasing is replaced by smaller scale 
contracts and people buying care directly. There will also 
be additional expectations that care will be delivered 
differently. 

Steps taken by the Trust: Potential implications are to be reviewed.

New briefing on staff engagement from The King's Fund
The King's Fund has produced a new briefing which outlines the important role boards must play in order to 
develop a successful staff engagement strategy within an NHS organisation.

Report

Opportunity: The Board can support an inclusive and 
distributed leadership style for example an approach 
to leadership, which ensures that the views of staff 
are sought out and listened to, that different views 
are treated as legitimate and gives the maximum 
amount of authority to leaders at all levels. This will 
help develop a culture of ongoing improvement 
rather than quality improvement being led by top-
down or sporadic initiatives.

Threat: Trusts with the lowest levels of staff engagement 
tend to have poorer patient outcomes.

Steps taken by the Trust: Staff engagement is a key priority for the Trust with a number of events and initiatives 
being undertaken on a local and trust-wide basis.

Foreign nurses leave North West because 'it's not like London'
A quarter of foreign nurses recruited by one NHS Trust have left because they mistakenly thought the North 
West would be “like London”, a health chief has revealed. 

Christine Pearson, chief nurse for East Lancashire Hospitals NHS Trust, told a recent board meeting that the 
nurses recruited from abroad mistakenly believed they were moving to the capital.

Opportunity: N/A Threat: To be aware of the potential for poor retention 
rates.

Steps taken by the Trust: Senior Nurses are constantly reviewing the nursing requirements and the Trust has 
recently just undertaken a Spanish recruitment exercise. The internationally recruited nurses have been 
allocated a PEF mentor and this role has been particularly valuable in embedding some of the cultural elements 
of working here along with pastoral care and support for their first year in post. The Trust’s focus for recruitment 
is on British student nurses and recruitment fairs are attended around the country in order to manage the 
vacancies we have and the monthly turnover rates.
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RCP examines the importance of staff health and wellbeing
This short report from the Royal College of Physicians (RCP) looks at approaches to staff health and wellbeing in 
the NHS. It finds that while the NHS as a whole is underperforming in measures such as sickness absence, there 
are many areas of good practice. The RCP makes a number of recommendations for Trusts and Commissioners, 
national bodies and themselves to improve staff health and wellbeing.

Report 

Opportunity: More engaged staff “considerably less 
likely to make mistakes” and better staff wellbeing 
associated with lower MRSA infection rates and 
lower standardised mortality figures. Patient 
satisfaction is also shown to be higher in trusts with 
a healthier workforce

Threat: Additional costs incurred through poor staff 
wellbeing include use of agency staff to cover sickness 
absence, recruitment costs and lower productivity caused 
by ‘presenteeism’.

Steps taken by the Trust: The Trust has a strategy for improving the health and wellbeing of staff which includes 
physical and mental wellbeing and for the first time a section about wellbeing has been included in staff 
appraisals.

Form follows function: Governance challenges for providers in light of the Dalton review
This joint NHS Providers and NHS Confederation report explores the governance implications of the different 
organisational forms proposed in Sir David Dalton’s review of organisational forms, published in December 2014.

Report

Opportunity: Any organisational change must 
preserve the principles of good governance. Boards 
need to be cognisant of the challenges that new 
delivery models present and only then can robust 
governance arrangements be designed that help to 
realise the potential the new organisational forms 
can deliver to the public and patients. The 
publication provides a number of core questions for 
the Board to use to inform its thinking.

Threat: Difficult to get the governance arrangements 
correct for the collaborative and contractual 
arrangements as envisaged in the Dalton Report where 
the relationship between the parties is often far from 
clear cut.

Organisational change brings with it a change in risk 
profile that needs to be effectively assessed and 
mitigated against.

Steps taken by the Trust: Robust discussions have been held on governance arrangements in areas of 
collaborative working that the Trust is involved in e.g. Life Sciences Accelerator. The Trust will continue to ensure 
that the principles of good governance are adhered to in any further joint-working and organisational change.

New adult safeguarding improvement tool published
The NHS Confederation has joined forces with four other leading national organisations to produce a new 
resource for those involved in adult safeguarding.

Report

Opportunity: To improve Trust Safeguarding 
processes.

Threat: N/A

Steps taken by the Trust: An external review of the Trust’s safeguarding processes has been carried out 
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(included in April 2015 Board Agenda). A number of recommendations have been produced from which an action 
plan has been developed. The toolkit will be incorporated into the action plan.
Celebrating good care, championing outstanding care
The CQC has recently published a new report, ‘Celebrating good care, championing outstanding care’ which looks 
at some key examples of good and outstanding practice across the country. The publication features case studies 
from a number of healthcare providers, including member trusts Basildon and Thurrock University Hospitals NHS 
Foundation Trust, Birmingham and Solihull Mental Health NHS Foundation Trust, and Frimley Health NHS 
Foundation Trust.

Report

Opportunity: To consider whether lessons can be 
learned.

Threat: N/A

Steps taken by the Trust: Report to be considered to determine whether lessons can be learned. The Trust is also 
exploring the roll out of Root Cause Analyses on exceptional patient experience from which lessons will be 
shared around the organisation.

Media: Review of March 2015
The Trust coordinated a collaboration of hospitals across 
Merseyside who banned smoking on their grounds from 
No Smoking Day in March. The collaboration included 
Liverpool Heart and Chest Hospital, The Walton Centre, 
the Clatterbridge Cancer Centre, Arrowe Park Hospital, 
Clatterbridge Hospital and Alder Hey Children’s Hospital 
as Merseyside hospitals joined forces to say we are proud 
to be smoke free. Our communications team led the 
external communications and media activity, which 
delivered around 15 news items across regional TV, local 
radio and newspapers, with over 13,000 people engaged 
via social media. In addition to this, St Paul’s Eye Clinic 
was granted the Freedom of the City of Liverpool, which 
generated some positive local media coverage.

Opportunity: With most hospitals across Merseyside 
part of a collaborative to provide the same messages 
and support in relation to banning smoking from 
hospital grounds, we have established a united front 
to deliver a clear message to the people of 
Merseyside, that it is not acceptable to smoke in any 
hospital grounds. This action has received an 
overwhelmingly positive response from the vast 
majority of people.

Threat: The continued success of the campaign in 
deterring smokers on hospital grounds could be 
threatened if momentum stalls.

Steps taken by the Trust: The communications team continue to meet with key teams and stakeholders involved 
in the delivery of the campaign’s objectives to monitor progress and respond to any issues. Further activities to 
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highlight the campaign externally will begin following the general election in May and end of purdah. Ongoing 
internal communications will be provided to highlight responsibilities of staff and the support available to 
patients and staff to quit smoking.

Local Health Economy
Liverpool Women’s Hospital is reported in the local press as facing an uncertain future due to increasing financial 
pressure of heavy legal costs on negligence claims and changes to the way maternity care is funded. This 
prompts public fears that the hospital may close and an online petition to ‘save the Women’s’ has been set up. 

Opportunity: Liverpool Clinical Commissioning 
Group has outlined the case for change in how local 
people use health care services and how those 
services are provided in the future. Public awareness 
of the issues surrounding healthcare finances could 
support the case for change. 

Threat: Changes to any hospital services can provoke 
strong responses from the community that hospital 
services. Information and messages need to be handled 
and delivered sensitively.

Steps taken by the Trust: We have been involved with Liverpool Clinical Commissioning Group’s work on Healthy 
Liverpool, a project to improve health and healthcare services across the city, alongside a range of other 
healthcare partners. This has included discussions with other organisations about how best to provide care for 
the people of Merseyside in the future.

SWOT analysis watch list

Opportunity Date raised Threat Date raised
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Risk management: Are we mitigating divisional risks effectively? Report owner: Lisa Grant

* Previous risk rating shown in bracketsWhat 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

Linked to a 

Strategic 

Objective

Paul Bradshaw, 

Deputy Director of 

Finance

*ID3438 – Corporate – Finance Department

Affordability of an elective over activity for Commissions

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 20 (15) Final agreement on 2014/15 Outturn will be concluded by 30/4/15. New risk relating to 2015/16 will be 

opened in April 2015.

30.4.201

5

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 20 (15) Draft Action plan in response to the Final report has been submitted to CCG for review. First quarter 

Audit 2015/16 will take place to confirmations have been resolved. Implementation Plan will be 

monitored in 2015/16. Financial closure in 2014/15 will take place prior to end of April 2015.

30.4.201

5

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 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 implemented and reported in the same way.

In the medical divisions, similar audit systems are being implemented

From January audit strengthened by spot check visits by senior members of the theatre team which are 

unplanned mystery shopper inspections who observe the team brief and WHO checklist compliance.

Independent audit of WHO checklist by reviewing perio-operative record post discharge of patient.

From February Surgeons  have been present at the sign in stage of the WHO checklist in order to 

reaffirm the procedure with the patient prior to anaesthesia and to address any discrepancies or 

changes with the patient.

From April audit of WHO compliance will include if Surgeon was present at the sign in stage.

8.5.2015

Analysis of 

Incidents, 

Complaints 

and Claims

Lynne Murphy, 

Emergency 

Department

ID1803: Division of Medicine – AMU

EPMA Drug Errors

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

regarding the dual system of electronic and paper drug charts.

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

number of patients on a dual system, however there are some patients on EPMA if their 

stay is longer than 72 hours.

Effect: there is a risk that patient medication is missed or indeed duplicated indeed this 

was escalated to a red risk following 2 RCAs despite mitigation plans in place in February

Impact: risk to patient safety

Dec 11 16 (12) Checks by Pharmacists on the ward. Checked by nursing staff on medicine rounds 

Checks by Medical staff on ward round

Incident raised wherever policy not followed

Particular caution when Full Capacity Protocol in place

Broader discussions re EPMA in general raised as an issue at Quality Governance Committee .

Upgrading to 5.1 (business continuity)

Additional resource in AMU 

External review of EPMA commissioned.  To report end May 2015

Long term mitigation : 

New EPR (Board June 2015) 

10.5.201

5
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Risk management: Are we mitigating divisional risks effectively? Report owner: Lisa Grant

* Previous risk rating shown in bracketsWhat 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

Risk 
Assessment

Lisa Grant, Chief 
Nurse

ID3375:  Corporate – Nursing Services
Nurse Staffing Levels
Cause:  Increased number of nursing vacancies due to the increase in bed base across the Trust (Critical 
Care, Ward 4X and Emergency Department, in addition to the safer staffing paper approved by the Trust 
Board in September 2014.
Effect:  Inability to meet safe staffing ration of 1:8 on early, late and night shifts.
Impact:  Reduced staffing and additional pressures of a busy hospital will have a direct impact on the 
delivery of a safe and quality care service to our patients.

Sept 14 16 (12) Current arrangements re cover and patient safety being 
maintained through use of extra hours, use of bank and agency 
staff.

30.5.2015

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  are 
identifying a decant area.
New improved Technology introduced  to reduce bed turn 
around time

30.5..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, even when listing is 

accurate leading to delays in patient review and pressure on the wider service

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 3X 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. CQC action plan - escalation to Medical Director, Director of 

Operations and Divisional General Manager who are reviewing 

the process to ensure a robust process is identified and  

developed.

4.  Director of Operations improving the accuracy of the outlier 

lists for clinicians to review patients, wider real time data on 

ward white boards improving the notification arrangements for 

outliers, on-going monitoring in place to closely observe risk.

30.4.2015

Risk 

Assessment

Carl Walker

Interim 

Operations 

Manager (IT 

Services)

ID3485:  Corporate – IT Services

Loss of Data due to failure to restore from backup

Cause: failures in the backup system 
Effect: some or all of the data is not backed up and/or cannot be restored.
Impact: Data, including patient data that is critical to their care, may be lost 

Jan 15 16

(12)

Storage Capacity, Backup storage capacity. System Resilience

Back-up and restore functionality/ software, Back-up and restore 

processes

Expertise in IT Operations, Disaster Recovery Plans & 

Arrangements (including standby options), Business Continuity 

Plans

31.3.2015

Link to a 

Strategic 

Objective

Teresa Keyes, 

Divisional General 

Manager

ID3569 – Division of Surgery – Division

Increase in sickness levels across the Division

Cause: The level of sickness absence continues to be a concern for the division. This concern has 

escalated this quarter (Q3)as sickness has consistently been above 6.7% within the Division

Effect: Inability to deliver a high quality service to our patients

Impact: 1. Additional use of Bank and agency staff means an increased financial pressure, 2. Lack of 

continuity of care for patients, 3. financial to release existing staff for training, 4. Low staff moral. 

Mar 15 16 As part of this review the Managing Sickness Absence at Work 

policy has been reviewed and seen the introduction of 

improvement targets and the option to escalate to the formal 

stages of the policy in instances where staff have been previously 

managed through the policy.

20.4.2015

Serious 

Incident

Helen Ballinger

Risk and 

Governance 

Manager

ID3481: Division of Surgery – Orthopaedics

Serious Incident WEB66304 – Patient death after a fall on Ward

Cause:  Serious Incident declare following a Patient Fall

Effect:  Head Injury

Impact:  Potential for further incidents

Jan 15 15 Investigation complete - to be presented to Patient Safety Sub 

Committee in April for on-going monitoring of Action Plan.

.8.5.2015
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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 

What risks have been downgraded in the last month? (15+ risks on the Divisional Risk Registers)

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Response Review date

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 and are looking to address with adequate 

controls.

Fix for the issue has been tested in LCL’s IT test environment w/c 8/12. which did 

not resolve issues.

LCL have formally written 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.

Further testing occurred on wc 8/4 update not yet been received from LHCH to 

confirm success of IT fixes. LCL following this up

30.4.2015

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)

March 15: L&D Admin team targeting local managers and departments who need 
to book non-compliant staff onto training via ESR. Review of e-learning access and 
utilisation to target and improve take-up. Review reporting to increase 
understanding of requirements for managers and staff. Whole scale review of 
induction and mandatory training to take place in April15. Regular reminders via 
team brief and other communication channels.
Current compliance at Mar 15 72.5% completed 79.44% enrolled

28.3.2015

Risk Source Risk Owner Risk Response Review date
Date 

added
Curr

Analysis of 

Incidents, 

Complaints 

and Claims

Ruth Suckling, 

Consultant

*ID3391:  Division of Medicine – Emergency Department

Using corridor as a clinical area

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 12

(16)

1. full capacity protocol

2. ED escalation protocol to be trialled in November.  Trial  highlighted a change  

in escalation process – 2 hourly reporting to throughput team and silver 

command – to address real time actions, 3. Trial recommended refurbishment of 

an alternative clinical area that is on-going, once complete a new triage process 

will be implemented.

20.4.2015

Link to a 

Strategic 

Objective

Karen Wardle

Manager

ID3425: Division of Medicine – Cardiorespiratory

Upgrade of CVIS Server

CVIS server upgrade is critical for the day to day performance of all diagnostic investigations

Cause: current Server not fit for purpose

Effect: risk to management of day to day diagnostic investigations

Impact: patient safety risk and delay to patient flow investigations / reporting processes

Nov 14 12  

(16)

All possible steps taken by the dept dependent on IT services for completion of 

purchase of a new server

30.4.2015
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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

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:  Patient safety  risk of suffering a hospital acquired bacteraemia  due to MRSA (potential 

mortality rate of 20 – 50%).   Will impact on the Trusts application for FT and will incur financial 

penalties where bacteraemia is Trust attributable.

Nov 13 12

(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  - completed March 2015.

900 nurses /medical staff trained

Escalation process for none compliance in place

Training records held on ESR

30.05.2015

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 12 (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

6.7.2015

Link to a 

Strategic 

Objective

Jo Henshaw

Directorate 

Manager

ID3424: Division of Surgery – General Surgery

Upper GI Translocation

Cause - In April 2014 a project team was established to support Liverpool Heart & Chest Hospital in 

opening an integrated Upper GI Service on the Royal Campus. A Project Board with a Clinical Group 

and Operational Group were created with clinical and managerial representatives from both Trusts. 

The project team has opened a new Upper GI Unit and assessment centre on the RLUH site (5th 

floor). The first surgical cases were operated on in October 2014.

Effect: No approval from commissioners

Impact:  Financial disparity between RLBUHT and LHCH costs (already loss making).  Higher than 

expected demand on critical care beds leading to cancelled procedures.  A tender process begins 

again and the contract is awarded to AUH.  Update: February 2015 :  The activity and income will 

now remain within General Surgery . Financially there is a gap of approximately 600 K - just in the 

process of re evaluating this financial gap as there is a high possibility it will have increased, as the 

risk now is firmly within General Surgery.

Dec 14 6 

(16)

Assurance checklist in place (see attached documents).  An Updated paper to be 

presented to F&P committee Wednesday 4th march - copy to be included within 

this plan.

30.09.2015

External 

assessment, 

visit or 

review

Single 

Incident

Teresa Keyes

Divisional 

General 

Manager

ID3497:  Division of Surgery – Vascular Surgery

Aintree Vascular Access patient transfer

Cause of Risk: Lack of clarity over who take clinical responsibility of Vascular access patients 

transferred from Aintree

Effect: Poor patient experience and delay in appropriate treatment threatening preservation of a 

functioning fistula.

Impact:  If not treated:, other patients could suffer the same outcome.

Feb 2015 6 

(16)

Urgent meeting requested with Medical Director to finalise a solution.  In the 

interim on transfer of a patient from Aintree the Vascular and Transplant 

Consultant must discuss rapidly who is best to perform the emergency procedure 

to maximise patient outcomes.

18.5.2015
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Are there any areas requiring Board attention?

Item Comment

None to report
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Clinical Audit

% Statutory audits on track 80% 99%

# locally agreed mandatory audits on track N/A 149

# on programme following SUIs N/A 21

# on programme following Complaints N/A 1

# on programme following mortality alerts (internal/external) N/A 8

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 648

# NICE guidance RAG rated Green 0 582

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 99% of statutory audits are on track. 
1 audits are RAG rated Amber; National Vascular Registry an audit return is awaited.

There are 149 Local mandatory audits on plan as at end of March 15 and increase of 6 
from the previous month.

9 audit returns have been received
Assurance rating:
6 Green
3 Amber
0 Red

The following audits have been identified as audits of note:

Clinical Audit demonstrating Red Assurance:
None

Clinical Audits instigated due to NPSA
None

Clinical Audits instigated due to SUI
None 

Clinical Audits instigated due to a complaint
None

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?

EF
FE

C
TI

V
EN

ES
S

Are there any areas requiring board attention?
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Item Comment

Clinical Audits instigated due to a Mortality Alert
None

Statutory Audit results
None

Other Audits of note

AC02759 Intravenous Fluids Audit on 3Y/3X and 3B, Assurance: Amber
This audit was conducted due to the acknowledgement that a significant number of 
admissions to the RLUH are prescribed Intravenous (IV) fluids. Often the reason for 
this is not clearly stated, nor is the choice of fluid explained. Inappropriate fluid use is 
potentially harmful to patients.22% of patients on IV fluids did not have indication for 
fluids written in notes. Not all patients had a weight recorded (83%).
ACTION: to improve understanding of fluid prescription and highlight resources to use 
guidelines, this will be achieved  by Septmebr 2015 via education at Induction for F1 
and SHOs and making the guidelines more accessible on the Trust intranet. 

AC02954 Re-Audit - Review of Bone Chemistry Results in the Nephrology North 
Cheshire Hospitals (NCH) Outreach Clinics, Assurance: Amber
The 2014 round of the audit demonstrated compliance to all but  1 standard . Amber 
assurance was given as no action has been set to address  this standard. The 
Directorate have stated that that it was impossible to meet standard 3 and as long as 
levels are monitored and actions taken when clinically necessary this is acceptable. 
The Trust audit leads as requested that confirmation

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

EF
FE

C
TI

V
EN

ES
S
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Item Comment

Mortality

NICE

Mortality Peer Review: Currently 76% of reviews have taken place, 1% increase from 
the previous month.

Top 3 reporting Directorates:
Emergency department – 95% (280 of 294)
Critical Care Unit – 91% (253 of 277)
Trauma and Orthopaedics – 90% (28 of 31)

Bottom 3 reporting Directorates:
Renal Transplant – 0% (0 of 3)
General Surgery - 53% (41 of 78)
Vascular Surgery – 55% (31 of 56)

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. The most recent report 
providing data upto and including january 2015 , indicates 77% of reviews have taken 
place, increase of 1% from the previous month.

Top 3 reporting Directorates:
Emergency Department 95% (293 of 308)
Critical Care Unit 92% (272 of 297)
AMU 89% (143 of 161)

Bottom 4 reporting
Renal transplant 0% (0 of 4)
General Surgery 52% (1441 of 79)
Vascular Surgery 53% (31 of 58)

Mortality MDT Review
1 mortality MDT meetings took place during March and lessons learnt will be 
reported via Patient Safety.

NICE
Total 648, 582 green, 18 white (under review) and 4 yellow (implementation outside 
of the trusts control.

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

EF
FE

C
TI

V
EN

ES
S
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Item Comment

Advancing Quality Advancing Quality
The following scores relate to the year to date figures (December ‘14)  for the 
Appropriate Care Score (ACS) the target for which differs for each individual focus 
area.  No change on previous month as data not currently available.

Heart failure is currently failing on the following measure:
Discharge Instructions - it is reported that this is due to the fact that patients are not 
referred appropriately to the Heart Failure Specialist Nurse and therefore the correct 
discharge instructions not provided. The Cardiology Directorate  have  recruited an 
additional heart failure nurse. 

Pneumonia is currently failing on:
Although the overall score for pneumonia is Amber each of the measures are 
currently Green.

Stroke is failing on:
Stroke unit admission within 4 hours after hospital arrival

COPD is a new focus group (went live with Sept 14 discharges)  and is currently being 
embedded into the trust.   Three COPD nurses are now in post, with another post 
recently recruited to (due to commence in approx three months).

Hip Fracture is a new focus group (went live with Oct 14 discharges)  current main 
issue is in regards to admission to an orthopaedic or orthogeriatric ward within 4 
hours of arrival.

Diabetes is a new focus group (went live with Nov 14 discharges) current issues with 
staff capacity to complete AQ proformas – an action plan has been requested by the 
AQ Steering Group.   

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

EF
FE

C
TI

V
EN

ES
S

Focus Area ACS score

Acute Myocardial Infarction 99.09%

Heart Failure 72.34%

Hip and Knee Replacement 96.78%

Pneumonia 79.87%

Stroke 70.82%

COPD 6.32%

Sepsis 58.82%

Hip Fracture 17.33%

Diabetes 0.0%
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Quality Performance Overview - Trust - February 2015 (Month 11 2014-15)

Indicator

Ta
rg

et

N
um

er
at

or

D
en

om
in

at
or

In
di

ca
to

r

C
ha

ng
e

M
on

ito
re

d

Inpatient Experience Surveys >=91% 279 287 97.2%  qt

Friends and Family Test CQUIN >=75 - - 58  qt

Outpatient Surveys - CRT (% +ve 
performance)

>=90% 88.8%  qt

Complaints (Response rates level 1) >=98% 101 101 100.0%  nt

Complaints (Response rates level 2) >=90% 17 24 70.8%  nt

Staff attitude complaints <=50 - - 78  t

Ward Quality Indicators (NQI audit data) >=90% 2,808 3,010 93.2%  t

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

>=90% 42 43 97.6%  t

Service Quality Assessment - % rated 
green or amber green

>=90% 40 40 100.0%  t

Health Records Performance (casenote 
availability)

>=100%  t

Stroke Care >=80% 355 449 79.0%  nmq

Advancing Quality CQUIN - AMI >=95.00% 109 110 99.09%  q

Advancing Quality CQUIN - Heart Failure >=83.41% 136 188 72.34%  q

Advancing Quality CQUIN - Hip & Knee >=95.00% 511 528 96.78%  q

Advancing Quality CQUIN - Pneumonia >=78.75% 627 785 79.87%  q

Advancing Quality CQUIN - Stroke >=89.81% 284 401 70.82%  q

Preferred Place of Care assessed 
[HSPCT patients]

>=95% 1,165 1,165 100.0%  q

Personalised care plan for patients 
known to HSPCT

>=98% 1,392 1,392 100.0% 

Patients known to HSPCT letter faxed to 
GP on discharge 

>=80% 100.0% 

Preferred Place of Care achieved 
[HSPCT patients]

>=70% 820 1,165 q

CODG records pain managed >=80% 162 205 79.0%  q

CODG other symptom managed >=80% 79.5%  q

Assessment using MUST >=95% 114 120 95.0%  q

Plan of care in place for at risk patients >=100% 52 52 100.0%  q

At risk patients refer to dietician >=100% 52 52 100.0%  q

70.4%: 100% 
with valid 

exclusions

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

Advancing Quality CQUIN (For 2013/14 now based on Appropriate Care Score)

Where to die when the time comes

Currently under review

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

>=90% 336 548 61.3%  q

Dementia diagnostics for at risk patients >=90% 33 69 47.8%  q

Referral for specialist diagnosis 
following positive diagnostic 
assessment

>=90% 12 15 80.0%  q

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

 % of patients receiving harm free care >=90% 746 789 94.5%  t

Catheter Associated Urinary Tract 
Infections CQUIN [30% reduction]

<=2% 1 789 0.2%  q

VTE risk assessments >=95% 9,473 9,784 96.8%  nq

% appropriate prophylaxis >=98% 3,146 3,146 100.0%  q

Grade 2 or above PU per 1,000 bed days <=0.34 3 21,997 0.14  q

Grade 3/4 PU per 1,000 bed days <=0.00 0 21,997 0.00  q

Unhealed pressure ulcers on discharge 
reported to GP

>=100%  q

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

>=98% 302 304 99.3%  q

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

>=98% 167 171 97.6%  q

Falls per 1,000 bed days <=3.33 304 46,613 6.53  q

Smoking status recorded (inpatients) >=90% 16,313 18,671 87.3%  q

Ratio of MRSA Screens: Elective 
Admissions

>=1.0:1 8,838 1,517 5.8:1  n

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

MRSA - Rate per 1,000 bed days YTD <=0.029 7 251,138 0.028  t

Clostridium difficile toxin - Number YTD <=44 - - 42  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.176 42 251,138 0.168  t

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Jan-15

Patient Safety

Patient Safety Thermometer CQUIN

Implemented as part of DN 
Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Indicator
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MSSA - Number YTD - - 25  t

E. coli - Number YTD - - 89  qt

VRE - Number YTD - - 4  qt

ESBL - Number YTD - - 7  qt

Mortality (HSMR) <=100 1,121 1,202 93.3  nt

Mortality (All diagnoses) <=100 1,337 1,472 90.9  nt

Discharge summary <= 24 hours 
(inpatient ward areas)

>=95% 1,421 1,733 81.9%  q

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

>=80% 552 702 78.6%  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% 34,466 615,134 5.7%  qt

Nursing Turnover (rolling 12 month) 6.3%  qt
Mandatory Training (composite, attended 
& booked)

>=95% 76.2%  t

Number of vacancies WTE <=55.0 - - 156.0  t

Vacancies recruited waiting to start >=156.0 - - 72.0  t

Average time from offer to start date
<=8 

Weeks
- -  t

Recruitment in Nursing [for recruitment currently]

Pilot undertaken

Clinical Indicators

Productivity

Communication CQUIN

GP rollout plan awaited

People

Workforce
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On Plan Improved  National n
Below Plan No Change  Monitored m
Failing Deteriorated  CQUIN/CCG q
Not Applicable Not Applicable  Trust t

KEY
Indicator Change Monitored

For details on how individual indicators are RAG rated, please see the 
Glossary in Appendix B

Corporate Performance Overview - Month 11 2014/15 (April 2014 to February 2015)

Indicator
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Cancelled Operations <=0.6% 66 8,769 0.76%  n

Cancelled Operations 28d breach <=0% 1 66 1.6%  n

RTT: admitted >=90% 1,391 1,544 90.0%  n

RTT: non-admitted >=95% 7,596 7,868 96.5%  n

RTT: active pathways >=92% 18,772 20,267 92.6%  n

Diagnostic waiting times <=1% 78 3,340 2.4%  t

A&E Waiting Times ( RLBUHT) >=95% 17,639 19,081 92.4%  nm

Unplanned reattendances < 7 days <=5% 708 8,286 8.6%  n

Left without being seen <=5% 9 8,285 0.2%  n

Time to initial assessment 95th 
percentile

<=15 
mins

- - 4 mins  n

Time to treatment decision median
<=60 
mins

- - 45 mins  n

Delayed transfers of care <=2.1% 10 602 1.7%  n

Two Week Waits (urgent suspect. ca) >=93% 818 855 95.6%  nm

Two Week Waits (breast symptoms) >=93% 203 207 98.0%  nm

31 day diag to treat (first treatment) >=96% 146 152 96.0%  nm

31 day second / subsequent (surg) >=94% 34 36 94.4%  nm

31 day second / subseq. (anti ca drug) >=98% 50 50 100.0%  nm

62 day ref to treat (urgent GP) >=85% 40 46 87.9%  nm

62 day ref to treat (upgrades) >=85% 21 22 93.1%  nm

62 day ref to treat (screening) >=90% 19 21 92.6%  nm

RACPC waiting time (Quarter to date) >=98% 90 90 100.0%  q

MINAP audit data completeness >=90%  q

Stroke care >=80% 355 449 79.0%  nm

Data Quality on Ethnic Group >=85% 100,050 109,065 91.7%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

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

MRSA bacteraemia - Rate per 1,000 bed 
days YTD

<=0.029 7 251,138 0.028  t

Ratio MRSA Screens: Elective 
Admissions

>=1.0:1 8,838 1,517 5.8:1  n

Clostridium difficile YTD <=44 - - 42  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.176 42 251,138 0.168  t

VTE Assessment >=95% 9,473 9,784 96.8%  q

Activity against plan t

Daycase Rate >=80% 40,122 48,930 81.9%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 46,035 8,808 5.3  t

Av. Length of Spell (Non Elective) <=5.0 210,829 38,141 5.6  t

New to Follow Up Ratio <=2.23 377,362 166,240 2.27  t

DNA Rates <=10% 72,043 615,645 11.8%  t

Emergency Readmissions following non 
elective

N/A 14,895 105,875 14.1%  t

Emergency Readmissions rate following 
elect/dc

N/A 3,459 151,004 2.3%  t

Theatre Utilisation >=79% 4,774 7,280 65.5%  t

PRODUCTIVITY

Activity Performance

Activity reported in Section 8

Productivity Indicators

PATIENT SAFETY

Infection Control

VTE

Indicator
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Sickness Absence (Rolling 12 mth)% <=3.8% 105,269 1,996,808 5.3%  t

Sickness Absence (In month)% <=4% 10,496 176,532 6.0%  t

Turnover (monthly) 0.59%  t

EBITDA achieved >=5 nm

EBITDA margin >=3 nm

Return on assets >=3 nm

I&E surplus margin >=3 nm

Liquidity Ratio >=3 nm

CQUIN Indicators q

Compliance Framework (Governance 
Risk Rating)

- -  m

Financial Risk Rating >=4 - - 4  m

See Section 10

RISK RATING/PERFORMANCE FRAMEWORK

Workforce

FINANCIAL HEALTH

Finance

Financial Health information 
included in Section 9

Commissioning for Quality and Innovation (CQUINs)

PEOPLE
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TITLE: SAFEGUARDING REVIEW AUTHOR: Lisa Grant

FOCUSED REVIEW: REFERENCE INFORMATION

Purpose of paper Key facts
☐ For assurance Sponsor: Lisa Grant, Chief Nurse

☐ To note
Service line affected: Trust
Date of board meeting to discuss this paper: 28/04/2015

Security marking: Click to select
Please note, this report could be subject to FoI disclosure

Other forums where this has/will be discussed: [Please insert here – e.g. Exec, Clinical Governance etc.]
(Please see appendix for details of full audit trail of this paper)

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

Key stakeholders: Our compliance with:
√ Patients √ Regulators (CCG/TDA, Monitor, CQC etc)
√ Staff √ Legal frameworks (HSE, NHS Constitution etc.)
√ Other (Students, Community, other HCPs) √ Equality, diversity & human rights

Have we considered opportunity & risk in the following areas?                      
√ Clinical √ Financial √ Reputation 

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            

Safeguarding vulnerable people in the Reformed NHS Accountability and Assurance Framework 
(NHS England March 2013) states “All NHS Trusts (i.e. providers of healthcare services) are on a 
pathway to Foundation Trust status, which will mean both greater accountability for the quality of 
the services they provide and greater autonomy in how they fulfil their responsibilities.  All 
providers of health services are required to be registered with the Care Quality Commission (CQC).

2. QUESTION(S) ADDRESSED IN THIS REPORT                                  

A peer review was commissioned as part of the RLBUHT programme of work towards a state of 
preparedness for a CQC thematic inspection (Appendix 1). In addition to this, it was felt that a 
review of this nature would add value to the improvement journey of safeguarding within the Trust, 
by providing an overview, position statement and assurance, thus allowing RLBUHT Chief Nurse to 
be able to prioritise key actions and accelerate improvement. The report details the key findings 
from the review and makes a number of recommendations for the consideration of the Chief Nurse.

3. CONCLUSION AND RECOMMENDATION                            

A series of conclusions and nineteen recommendations are outlined within this report and these are 
being addressed with a comprehensive action plan that will be monitored by the Safeguarding 
Group and reported through to the Quality Governance Committee. Work is also underway to 
develop a Trustwide safeguarding strategy to translate vision into action and address each of the 
findings contained within this review. 
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TITLE: SAFEGUARDING REVIEW AUTHOR: Lisa Grant

1. STRATEGIC CONTEXT 
          

The Mandate from the Government to the NHS Commissioning Board (NHS CB) for April 2013 to March 2015 (published 
in November 2012) sets the Board a specific objective of continuing to improve safeguarding practice in the NHS, 
reflecting also the commitment to prevent and reduce the risk of abuse and neglect of adults.

To ensure the trust is fulfilling its roles and responsibilities with regards to safeguarding children and adults a peer 
review was commissioned by the Chief Nurse to gain assurances with regards to policies and procedures and to 
highlight areas that could be strengthened going forward. 

2. QUESTION(S) ADDRESSED BY THIS REPORT           

- What the current provision with regards to safeguarding is at the trust
- Governance, accountability and risk management arrangements 
- Is there the appropriate vision, strategy and leadership to improve
- Does the trust have sufficient capacity to make improvements
- A review of quality, learning and workforce development  

3. ANALYSIS

The review highlighted areas of good practice and commitment of the trust with regards to ensuring safeguarding 
arrangements are fit for purpose. The operational safeguarding teams were recognised for their hard work and 
dedication. A total of nineteen recommendations have been made with regards to operational structures, training for 
staff, governance arrangements and a greater involvement from a Board perspective recommending that a Non-
Executive Director support the safeguarding agenda going forward. The development of a trust strategy with regards to 
safeguarding was noted as an area of development and additional senior nursing support was recommended to deliver 
this strategy and support the team. 

An action plan has been developed following the review and will be monitored through the Safeguarding Group that 
reports to Patient Experience Group onto Quality Governance Committee. Additional resource has been approved for 
the safeguarding team including additional senior nurse overview from the Assistant Chief Nurse for Patient Experience 
and Safeguarding who was previously Head of Patient Experience.                                

4. CONCLUSION & RECOMMENDATION                                   

The recommendations have been accepted and have already started to be taken forward. The Board are asked to 
consider the report’s findings and their role and responsibilities with regards to the safeguarding agenda. 
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Appendix 1 

Peer Review of Safeguarding Children and Adults
Royal Liverpool & Broadgreen University Hospital NHS Trust

Final Report
16th January 2015

Linda Williams
Clinical Lead Safeguarding Practice
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1. Executive summary

1.1 This report has been prepared by Linda Williams, Clinical Lead Safeguarding Practice, for the consideration of Lisa Grant, Chief Nurse, Royal 
Liverpool and Broadgreen University Hospital NHS Trust (RLBUHT). Tina Welford (biography appendix 4) acted as co-reviewer.

1.2 A peer review was commissioned as part of the RLBUHT programme of work towards a state of preparedness for a CQC thematic 
inspection. In addition to this, it was felt that a review of this nature would add value to the improvement journey of safeguarding within 
the Trust, by providing an overview, position statement and assurance thus allowing RLBUHT Chief Nurse to be able to prioritise key 
actions and accelerate improvement. The report details the key findings from the review and makes a number (19) of recommendations 
for the consideration of the Chief Nurse.

1.3 The review focused on 5 key lines of enquiry, these being:
 The voice of the child, young person and vulnerable adult
 Vision, strategy and leadership
 Governance, accountability, reporting and risk management
 Quality improvement and learning
 Efficient and effective use of safeguarding resources to meet current requirements and future challenge

1.4 Methodology for the review included interview with key personnel within RLBUHT including Executive and senior management leads, when 
available, named and lead safeguarding professionals and a number of ward staff. In addition, a number of RLBUHT documents including 
reports and policies were reviewed and benchmarked against recent national strategic and policy documents.

1.5 The background to the review and regulatory framework are both considered within section 3 of the report. This can be summarised as 
follows: Safeguarding vulnerable people in the Reformed NHS Accountability and Assurance Framework (NHS England March 2013) states 
“All NHS Trusts (i.e. providers of healthcare services) are on a pathway to Foundation Trust status, which will mean both greater 
accountability for the quality of the services they provide and greater autonomy in how they fulfil their responsibilities.  All providers of 
health services are required to be registered with the Care Quality Commission (CQC). In order to be registered, providers must ensure that 
those who use the services are safeguarded and that staff are suitably skilled and supported. Health Providers are required to demonstrate 
that they have safeguarding leadership and commitment at all levels of their organisation and that they are fully engaged and in support of 
local accountability and assurance structures, in particular via the Local Safeguarding Children Boards (LSCBs), Safeguarding Adults Boards 
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(SABs) and their commissioners. Most importantly, they must ensure a culture exists where safeguarding is everybody’s business and poor 
practice is identified and tackled. All health providers are required to have effective arrangements in place to safeguard vulnerable children 
and adults and to assure themselves, regulators and their commissioners that these are working. These arrangements include safe 
recruitment, effective training of all staff, effective supervision arrangements, working in partnership with other agencies and identification 
of a named doctor and a named nurse and a named midwife if the organisation provides maternity services for safeguarding children. They 
should also identify a named lead for adult safeguarding.”   

In addition to this and as a healthcare organisation RLBUHT has a statutory responsibility under Section 11 of the Children Act 2004 to 
make arrangements to safeguard and promote the welfare of children and young people.  This statutory duty is not currently replicated 
for adults but the Health and Social Care Act 2008 (Regulated Activities) Regulations 2009, and the Care Quality Commission (Registration) 
Regulations 2009 established a legal registration system for healthcare providers and the Outcome 7 regulation make it a legal 
requirement for the Trust to safeguard service users from abuse. The Care Act 2014 – Protecting adults from abuse or neglect will, for the 
first time, set out a clear legal framework for how the health and care system should protect adults at risk of abuse or neglect. This Act 
comes into force early in 2015.

1.6 All review findings are detailed within section 4 of the document. 

1.7 Key findings are summarised as follows:

Key Findings: The voice of the child, young person and vulnerable adult
 Structures for securing the voice of the child, young person and vulnerable adult are in development in RLBUHT. As Executive 

Lead, the Chief Nurse will implement the RLBUHT Patient Experience and Involvement Strategy. It is crucial that safeguarding 
adults and children is represented within this work and safeguarding provision within RLBUHT should reflect this.

 It is not obvious yet at service level whether the voice of the child, young person and vulnerable adult (verbal and non-verbal) is 
heard. It was not evident during the review that operational / service delivery leads take into account the need to safeguard when 
planning service delivery. Further to this it is evident that service development is not effectively informed by views of children & 
families.
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 RLBUHT Safeguarding Service also needs to change and adapt to demonstrate that positive outcomes for children, young people 
and vulnerable adults within the RLBUHT footprint are at the centre of delivery and used to inform service development.  This is a 
priority area for RLBUHT Safeguarding Service

Key Findings: Vision, strategy, leadership and capacity to improve
 Senior management leads articulated enthusiasm and commitment with a sense of ambition to improving safeguarding within the 

Trust. It was recognised that continuity in senior oversight of safeguarding within the Trust was lacking due to successive changes in 
senior management posts. In addition, there was very little evidence that a culture exists where ‘safeguarding is everybody’s 
business’ within RLBUHT . Development / remedial work is now required to nurture a high level of engagement in the continuous 
improvement journey in safeguarding provision within RLBUHT. This level of commitment is evident at Executive level but needs to 
infiltrate across the directorates and service areas within RLBUHT. 

 In recognition of lack of continuity and oversight of safeguarding, the Chief Nurse is planning significant changes to address the 
structural and leadership anomalies. An appointment to an Assistant Chief Nurse post is imminent. It is anticipated that the 
Assistant Chief Nurse will then provide management oversight and support for safeguarding within the Trust. 

 RLBUHT Named and Lead safeguarding professionals have a strong commitment to constant improvement, development of the 
service and ‘doing things differently’. However safeguarding capacity at this level is severely compromised due to historical lack of 
investment combined with absence of clerical infrastructure and, as a result, proactive work has suffered. This needs to be 
addressed through significant investment and then proactively driven using a transformational approach. A programme of coaching 
and team development would be an asset to RLBUHT improvement journey and would support future changes in the model of 
safeguarding delivery within RLBUHT

 RLBUHT has not developed a comprehensive safeguarding strategy. It is now time for RLBUHT to address this gap through the 
development of a clear vision for safeguarding provision within RLBUHT. To translate the vision into action, it is essential that a 
detailed safeguarding strategy and business plan for the future (2015 – 2017) is now developed so that medium and longer term 
aims are achieved

 The revised safeguarding strategy must have clear links to the RLBUHT clinical strategy
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 It is crucial to drive change and a collaborative ownership of safeguarding throughout the organisation by ensuring that all service 
divisions are consulted throughout the strategy development

 The objectives within the strategy must be underpinned through the development of a safeguarding service business plan. The 
business plan must describe quality standards, markers for success, a safeguarding workforce plan and a clear performance 
management framework

 Launch of the strategy should be formal to enable the safeguarding service to celebrate their improvement journey and look 
forward to further success

Key Findings: Governance, accountability and risk management
 Accountability in safeguarding at Trust Board and senior management level needs clarification and re-enforcement. There is an over 

reliance on individuals rather than well embedded systems and processes which have been tested for both impact and outcome 
and this needs urgent attention

 The terms of reference for a RLBUHT Safeguarding Group needs to be reviewed and revised to bring the role and function of the 
group to the fore and assist board scrutiny of safeguarding arrangements 

 The annual safeguarding report has only recently started to be presented to the Trust Board. There is lack of evidence of Board 
scrutiny of safeguarding arrangements and activity within the Trust. In addition, the Trust Board has not received safeguarding 
training. This is unacceptable and needs to be addressed as an urgent priority.

 The content of annual reports for safeguarding must be quality driven and reflect existing activity and outcomes. This will enable 
RLBUHT to account to the public, safeguarding commissioners and multi-agency Safeguarding Boards on the quality and 
performance of RLBUHT safeguarding arrangements

 Annual reporting is important but is not sufficient in isolation to provide ongoing board assurance. The RLBUHT Safeguarding Group 
must report to the Board via the Patient Safety Committee at least quarterly highlighting safeguarding risks within RLBUHT together 
with progress against the safeguarding improvement plan 
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 Membership of RLBUHT safeguarding group also needs to be revised and extended to ensure that the business and responsibilities 
of safeguarding is shared with all divisions within RLBUHT and at a sufficiently senior level

 RLBUHT safeguarding risks and control measures must be monitored by this group to include monitoring of completion of serious 
case action plans and evidence that lessons are learnt and change in practice is embedded. This will also allow scrutiny of 
safeguarding arrangements across the Trust 

 A model of meetings incorporating group development / strategic sessions will assist in the further development of strategic 
collaborative work / collaborative action plans and ensuring that the ethos “safeguarding is everybody’s business” is embedded 
throughout the organisation

 A safeguarding data set / safeguarding dashboard must be configured and agreed in line with the revised safeguarding strategy and 
business plan

 A yearly safeguarding audit plan must be agreed by the RLBUHT Safeguarding Group. Progress against action plans resulting from 
audit must continue to be monitored by this group and assurance gained that the audit loop has been closed and changes in 
practice have been achieved

 There are a small number of single agency policies not yet in place. This is a risk for RLBUHT. Gaps are detailed within section 4.3.7

Key Findings: Quality improvement, learning and workforce development
 Safeguarding training compliance was found to be inadequate. The Intercollegiate Document 2014 has been revised and the Care 

Act is due for implementation.  It is timely for a review of the RLBUHT training strategy and the development of a competency 
based programme. The revised training strategy must have clear links to RLBUHT safeguarding strategy and safeguarding 
supervision policy. The revised intercollegiate document must be used to inform the levels of training and core competence 
required by RLBUHT staff. 

 All RLBUHT Board members should have Level 1 core competencies in safeguarding and must know the common presenting 
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features of abuse and neglect and the context in which it presents to health care staff. In addition Board members should have an 
understanding of the statutory role of the Board in safeguarding including partnership arrangements, policies, risks and 
performance indicators; staff’s roles and responsibilities in safeguarding; and the expectations of regulatory bodies in 
safeguarding”. This will require a tailored package to be delivered

 RLBUHT Board should consider the allocation of the title /role ‘safeguarding champion’ to a Non-Executive Director 
(NED) board member to ensure the organisation discharges its safeguarding responsibilities appropriately and to 
act as a champion for children, young people and vulnerable adults. Key Responsibilities of the Non-Executive 
Director Board lead are to ensure appropriate scrutiny of the organisation’s safeguarding performance and to 
provide assurance to the Board regarding safeguarding performance

 There is inadequate understanding of Mental Capacity Act / Deprivation of Liberty Safeguards (MCA/DoLs) and training compliance 
in MCA & DoLs is inadequate and should be incorporated into the RLBUHT mandatory training requirements/policy with targets to 
ensure that all staff are trained by end March 2015. It is suggested that the RLBUHT Dementia Specialist Nurse should be leading 
this area.

 Formal safeguarding supervision does not happen within the hospital setting although ward staff deal with safeguarding incidents 
on a regular basis. This is a gap and presents risks for patients, practitioners and for the organisation although it is recognised that 
this will present a capacity issue. 

 RLBUHT Safeguarding Children Supervision policy is not up to date regarding the complexity of safeguarding case now presenting 
for management. In addition, the policy does not include supervision requirements for adult safeguarding, including MCA. This 
presents a risk for RLBUHT  and, as such, is a priority area. Safeguarding children case supervision must be managed as a mandatory 
requirement. The policy guiding this must be prescriptive, clear and reflective of national safeguarding statutory and policy 

Key Findings: Efficient/effective use of safeguarding resources to meet current requirements and future challenges operationally
 There is a wealth of experience and specialist knowledge and skills held by the Named and Lead Safeguarding Professionals as well 

as a high level of safeguarding leadership and credibility. However, there is an over reliance on individuals rather than well 
embedded systems and processes which have been tested for both impact and outcome and this needs urgent attention. There is 
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evidence that areas such as Think Family, Forced Marriage and post Savile arrangements are not yet embedded. Although PREVENT 
does not sit within the safeguarding portfolio within RLBUHT, this is behind schedule and needs accelerated progress. 

 The dedicated resource for safeguarding within RLBUHT supports the core safeguarding agenda but falls short when it comes to 
other safeguarding priority areas. This is clearly due to historical lack of investment and the legacy of safeguarding arrangements. 
The demands and complexities of the safeguarding adults agenda is growing and changing, existing statute such as Mental 
Capacity Act & Deprivation of Liberties (MCA/DoLs) makes significant service demands on health organisations and forthcoming 
statute (Care Act 2014) is also on the horizon for implementation.  Significant investment is now required.

 The Named Nurse and Named Doctor posts are statutory and must sustain. The capacity allocated to the RLBUHT Named Nurse 
post is inadequate and does not comply with the standards set within the newly revised Intercollegiate Guidance (March 2014). 

 A re-design options appraisal paper has been developed and will be presented separately to this report. Options include the urgent 
need for substantive administrative and clerical support. A number of non-clinical duties are being managed by clinical members of 
the safeguarding team. This must stop. There are also practices within the service that must be reviewed, changed and streamlined 
to allow the team freedom to grow and develop. This includes empowering the RLBUHT workforce to make full and timely referrals 
to Social Care services, both child and adult

 An initiative designed to complement and provide infrastructure to the finite resource within the safeguarding area would be a 
development programme for RLBUHT Matrons. This programme would include monthly group supervision sessions when matrons 
bring safeguarding cases to the group for discussion and analysis. This initiative is an excellent example of vision and leadership 
together with appropriate workforce development. This initiative must be a distinct component within the safeguarding strategy, 
when revised. 

1.8 Recommendations based on findings and analysis have been made as follows:
Recommendation 1: 
RLBUHT Assistant Chief Nurse to strategically lead the development of a two year action plan (2015-17) for capturing the views of 
children, young people and vulnerable adults in line with RLBUHT Patient Experience and Involvement Strategy to ensure that future 
service provision reflects those views. The draft action plan should also be agreed at the RLBUHT Safeguarding Group and progress 
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monitored by this group. 
Recommendation 2:
RLBUHT Chief Nurse to commission a safeguarding awareness workshop for RLBUHT senior managers. The workshop will provide 
awareness of management and leadership responsibility and facilitate the ethos “safeguarding is everybody’s business” and include 
an overview of current safeguarding assurance processes.
Recommendation 3: 
A programme of coaching and development to be developed and provided for the safeguarding named and lead professionals using 
transformational leadership principles and practice.
Recommendation 4:
In order to address the safeguarding capacity issues, address the areas of risk and increase safeguarding training capacity, RLBUHT 
Chief Nurse to agree the future optimum safeguarding structure within RLBUHT. The options appraisal paper should be used to 
inform this work.
Recommendation 5:
In conjunction with Named and Lead Professionals, RLBUHT Assistant Chief Nurse to develop a RLBUHT Safeguarding Strategy. This 
will be no more than a two year strategy and will be developed in line with national and local strategic safeguarding priorities to 
include the Care Act 2014 and the findings and recommendations post legislative scrutiny of the Mental Capacity Act and Deprivation 
of Liberties Safeguards.

A consultation plan will be agreed by the RLBUHT Safeguarding Group to include consultation with established patient experience 
groups and local Safeguarding Boards. Once final, the strategy should be launched formally.

The strategy document will have clear links to RLBUHT clinical strategy / quality strategy and operational plan.
Recommendation 6:
In collaboration with the RLBUHT Named and Lead Safeguarding Professionals and CCG commissioning leads, RLBUHT Assistant Chief 
Nurse to strategically lead the development of a RLBUHT safeguarding dashboard. The data set to be agreed and systems for 
capturing data established. Quality standards will be integral to the dashboard. 

Peer�Review�Report�RLBUHT�Fina
Overall�Page�110�of�255
Page�10�of�46

http://www.eshareuk.com


PEER REVIEW REPORT RLBUHT FINAL REPORT 16TH JANUARY 2015 

LINDA WILLIAMS 11

Recommendation 7:
RLBUHT Assistant Chief Nurse to lead the development of a two year safeguarding business plan. The business plan will set out a plan 
to achieve the aims and objectives within the safeguarding strategy and include risks and controls and financial modelling. A 
performance management and reporting framework will be articulated within the business plan.
Recommendation 8:
RLBUHT Chief Nurse to review and revise the Safeguarding Group terms of reference to bring the role and function of the group to 
the fore and assist board scrutiny of safeguarding arrangements. Membership of this group also needs to be revised and extended to 
ensure that the business and responsibilities of safeguarding is shared with all divisions within RLBUHT at a sufficiently senior level. 
The group will report to RLBUHT Board quarterly via RLBUHT Patient Safety Committee.
Recommendation 9:
RLBUHT Safeguarding Group chair to change the model of group meetings to incorporate regular strategic development time-out in 
order to allow RLBUHT to keep abreast of strategic and policy changes.
Recommendation 10:
RLBUHT Chief Nurse to ensure that future safeguarding annual report content will be quality and activity driven making use of the 
newly developed safeguarding dashboard. Reports will be presented to the Trust Board for challenge and scrutiny and subsequently 
made available to the public. 
Recommendation 11:
RLBUHT to appoint a lead from within the service who will strategically lead the development of a robust safeguarding audit plan for 
2015-16 and ensure that the plan continues to be agreed and monitored by the RLBUHT Safeguarding Group.
Recommendation 12:
RLBUHT to appoint a lead from within the service who will strategically lead a gap analysis of policies (safeguarding related) required 
by RLBUHT and lead the development of those policies. This could be through a time limited task and finish group.
Recommendation 13:
RLBUHT to appoint a lead from within the service who will strategically lead the review and revision of the RLBUHT Safeguarding 
Training Strategy in line with the Intercollegiate Document 2014 and in line with findings and recommendations from the post 
legislative scrutiny of the Mental Capacity Act and Deprivation of Liberties Safeguards. RLBUHT Safeguarding Training competency 
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based programmes to be revised in accordance.
Recommendation 14:
RLBUHT Assistant Chief Nurse to ensure that all RLBUHT Board members have completed Level 1 core competencies in safeguarding 
so that they know the common presenting features of abuse and neglect and the context in which it presents to health care staff. 

In addition, RLBUHT Chief Nurse to commission the development and delivery of a bespoke safeguarding training programme for the
RLBUHT Board, in line with guidance from the Intercollegiate Document 2014. It is of note that this programme must be developed
to ensure that safeguarding adults principles and practice is included to ensure that RLBUHT Board members are trained across the
whole safeguarding agenda.

This training session should be delivered as a matter of urgency and should identify the benefits of Non-Executive Director acting as 
Champion for safeguarding.
Recommendation 15: 
Training in MCA & DoLs should be incorporated into the RLBUHT mandatory training requirements/policy and a realistic target set to 
ensure that all RLBUHT staff are trained by end June 2015. It is suggested that the Trust Dementia Specialist Nurse should lead this.
Recommendation 16:
RLBUHT Assistant Chief Nurse to strategically lead the revision and review of the model of safeguarding supervision across RLBUHT.  
This will include the production of infrastructure documents such as policies, training needs analysis and implementation plan. This 
could be through a time limited task and finish group.
Recommendation 17: 
RLBUHT Assistant Chief Nurse to work with RLBUHT Named and Lead Safeguarding Professionals to re-define the safeguarding 
priority areas for RLBUHT and allocate leads and links from within the service, with clear accountability and a robust performance 
management framework for this.
Recommendation 18:
In conjunction with operational leads, RLBUHT Chief Nurse to commission a safeguarding development programme for RLBUHT 
Matrons with an emphasis on MCA / BIA / DoLs. The programme would include monthly group supervision sessions when matrons 
bring safeguarding cases to the group for discussion and analysis. This initiative must be a distinct component within the 
safeguarding strategy, when revised.
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Recommendation 19:
Although PREVENT does not sit within the safeguarding portfolio within RLBUHT, this is behind schedule and needs accelerated 
progress. It is therefore recommended that the Chief Nurse is in receipt of a comprehensive update report with an associated 
remedial action plan.

2 Introduction

2.1 This report has been prepared by Linda Williams, Clinical Lead Safeguarding Practice, for the consideration of Lisa Grant, Chief Nurse.

2.2 A peer review was commissioned as part of the RLBUHT programme of work towards a state of preparedness for a CQC thematic 
inspection. In addition to this, it was felt that a review of this nature would add value to the improvement journey of safeguarding within 
the Trust, by providing an overview, position statement and assurance thus allowing RLBUHT Chief Nurse to be able to prioritise key 
actions and accelerate improvement. The report details the key findings from the review and makes a number (19) of recommendations 
for the consideration of the Chief Nurse.

2.3 The terms of reference for the review were agreed and are available as Appendix 1 to this document.

2.4 The review focused on 5 key lines of enquiry, these being:
 The voice of the child, young person and vulnerable adult
 Vision, strategy and leadership
 Governance, accountability, reporting and risk management
 Quality improvement and learning
 Efficient and effective use of safeguarding resources to meet current requirements and future challenge

2.5 Within these overall areas the following issues were explored to assist on-going improvement:
 To assess that scrutiny and challenge is effective through internal reporting processes
 To review the systems and processes in place that underpin the development of a sufficiently skilled, trained and 

supported workforce
 To assess whether clinical governance is integral to the Trust’s safeguarding arrangements 
 To review efficiency and effectiveness of action planning following serious case reviews and serious incidents 
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 To provide analysis on supervision arrangements. Is there a culture of reflective practice and learning that leads to 
improved clinical practice and service delivery?

 To review RLBUHT contribution to partnership boards under the auspices of national guidance
 To review the effective implementation of tools and processes that support integrated working
 How best to mitigate any risks arising from organisational changes

2.6 Methodology for the review included interview with key personnel within RLBUHT including Executive and senior management leads, 
when available, named and lead safeguarding professionals and a number of ward staff

2.7 A number of RLBUHT documents including reports and policies were reviewed and benchmarked against recent national strategic and 
policy documents.

3 Background: Legal & Regulatory Framework
3.1 The Royal Liverpool University Hospital is the biggest and busiest hospital in Merseyside. It is part of the Royal Liverpool and Broadgreen 

University Hospitals NHS Trust. It currently has over 40 wards, more than 750 beds (excluding day case and dialysis beds) and has the main 
accident and emergency department for the city of Liverpool, the largest of its kind in the country, capable of dealing with major trauma 
and life threatening illness. The major acute services such as cardiology, respiratory care, general surgery and urology are based within the 
hospital, together with regional and national specialist services in nephrology, renal transplant, renal dialysis, tropical and infectious 
diseases, ophthalmology, haematology, bone marrow transplant and vascular surgery. It is a leading cancer centre, treating over 20 types 
of cancer, is the regional centre for 11 types of cancer and a national centre for eye cancer and has one of the best stroke services in the 
country. The hospital works closely with both Liverpool University and John Moores University to provide placements for student doctors, 
nurses, dentists and allied health professionals. Our aim is to provide quality undergraduate and postgraduate education and development 
in all disciplines and to continue to be recognised as a centre of excellence in biomedical, clinical and health service research.

 
3.2 Appendix 2 of this report demonstrates the existing RLBUHT safeguarding resource and reporting structure.

3.3 As a large acute Trust RLBUHT has a major role to play in terms of safeguarding children, young people and vulnerable adults.  From a 
safeguarding regulatory perspective, this major safeguarding role, responsibilities and functioning will be subject to robust external 
scrutiny including Care Quality Commission (CQC) inspection. The Trust has a safeguarding leadership framework in place. From a 
governance perspective, development work is now required to allow improved and robust safeguarding leadership to be enacted via the 
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RLBUHT Safeguarding Group. The Chief Nurse is the Board Lead for safeguarding and the development of policy and practice is delegated 
to the corporate safeguarding function. 

3.4 RLBUHT are statutory partners of Liverpool Safeguarding Children Boards (LSCBs) and Safeguarding Adults Boards (SABs). Historically, 
attendance at Boards and Board sub-groups has been sporadic due to capacity issues. This is a risk for RLBUHT. Liverpool LSCB now has a 
health sub-group, chaired by Liverpool Clinical Commissioning Group Chief Nurse. It is crucial that RLBUHT consistently attends this sub 
group to ensure that the business plan of Liverpool LSCB is understood and enacted within the Trust. Attendance should be at a senior 
level, Deputy or Assistant Chief Nurse.

3.5 Working Together to Safeguard Children (Dept. of Health 2013) states “all providers of NHS funded health services including NHS Trusts,
NHS Foundation Trusts and public, voluntary sector, independent sector and social enterprises should identify a named doctor and a 
named nurse and a named midwife if the organisation provides maternity services for safeguarding. Named professionals have a key role in 
promoting good professional practice within their organisation, providing advice and expertise for fellow professionals, and ensuring 
safeguarding training is in place. They should work closely with their organisation’s safeguarding lead, designated professionals and the 
LSCB”.

3.6 Safeguarding vulnerable people in the Reformed NHS Accountability and Assurance Framework (NHS England March 2013) states “All NHS 
Trusts (i.e. providers of healthcare services) are on a pathway to Foundation Trust status, which will mean both greater accountability for 
the quality of the services they provide and greater autonomy in how they fulfil their responsibilities.  All providers of health services are 
required to be registered with the Care Quality Commission (CQC). In order to be registered, providers must ensure that those who use the 
services are safeguarded and that staff are suitably skilled and supported. NHS trusts without Foundation Trust status are also accountable 
to the NHS Trust Development Authority. Health providers are required to demonstrate that they have safeguarding leadership and 
commitment at all levels of their organisation and that they are fully engaged and in support of local accountability and assurance 
structures, in particular via the LSCBs, SABs and their commissioners. Most importantly, they must ensure a culture exists where 
safeguarding is everybody’s business and poor practice is identified and tackled. All health providers are required to have effective 
arrangements in place to safeguard vulnerable children and adults and to assure themselves, regulators and their commissioners that 
these are working. These arrangements include safe recruitment, effective training of all staff, effective supervision arrangements, working 
in partnership with other agencies and identification of a named doctor and a named nurse (and a named midwife if the organisation 
provides maternity services) for safeguarding children; in the case of NHS Direct, ambulance trusts and independent providers, this should 
be a named professional. They should also identify a named lead for adult safeguarding.”   
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3.7 In addition to this and as a healthcare organisation RLBUHT has a statutory responsibility under Section 11 of the Children Act 2004 to 
make arrangements to safeguard and promote the welfare of children and young people.  This statutory duty is not currently replicated for 
adults but the Health and Social Care Act 2008 (Regulated Activities) Regulations 2009, and the Care Quality Commission (Registration) 
Regulations 2009 established a legal registration system for healthcare providers and the Outcome 7 regulation make it a legal 
requirement for the Trust to safeguard service users from abuse. The impending changes in adult safeguarding prompted by the Care Act 
will, for the first time, put Adult Safeguarding on a statutory footing.

3.8 Issues around mental capacity affect society’s most vulnerable adults, including those with dementia, learning disabilities or mental health 
conditions. Since 2007 practice in this area has been governed by the Mental Capacity Act 2005 (MCA), supplemented two years later by 
the Deprivation of Liberty Safeguards (DoLS). The MCA has been the focus of much attention during the past year, for example in the 
House of Lords and the Supreme Court. A key message from CQC’s work, and from the evidence to the House of Lords Committee 
examining the MCA, is that the Act is still not understood and implemented consistently across health and social care services. This post 
legislative scrutiny has resulted in a number of recommendations  now relevant to healthcare organisations and worthy of mention as part 
of this review:

 The standards against which the CQC inspects should explicitly incorporate compliance with the Mental 
Capacity Act, as a core requirement that must be met by all health and care providers. 

 Enhance training on the Mental Capacity Act 

3.9 It is of particular significance for RLBUHT to be aware that CQC is increasing its efforts to promote implementation of the MCA through a 
new approach to regulation across all sectors. During the past year they have set out a new vision and direction for the Care Quality 
Commission in their strategy for 2013 to 2016 “Raising standards, putting people first”. The strategy makes explicit CQC’s commitment to 
strengthening the focus on the Mental Capacity Act including the Deprivation of Liberty Safeguards. The three CQC Chief Inspectors, 
appointed this year, will ensure that MCA principles are hardwired into the new model for regulation and inspection in all services 
registered with CQC. With this in mind RLBUHT must make accelerated progress to ensure that MCA / BIA and DoLs principles are 
embedded within the organisation.
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4 Findings

4.1 The voice of the child, young person and vulnerable adult

4.1.1 A key line of enquiry within the revised framework for CQC inspection is “Children and young people are encouraged to regularly share 
their views and experiences in evaluating the quality and impact of local health services.” Research says that Looked After Children and 
Young People want to be treated in the same way as other children and young people, but it is known that the NHS can only effectively 
meet their needs when it has systems and processes to actively track and target their health needs. The challenge is to involve children 
and young people and their carers in local arrangements so that their needs are met without making them feel different. 

4.1.2 Structures for securing the voice of the child, young person and vulnerable adult are in development in RLBUHT. As Executive Lead, the 
Chief Nurse will implement the RLBUHT Patient Experience and Involvement Strategy. It is crucial that safeguarding adults and children 
is represented within this work and safeguarding provision within RLBUHT should reflect this.

4.1.3 It is not obvious yet at service level whether the voice of the child, young person and vulnerable adult (verbal and non-verbal) is heard. 
It was not evident during the review that operational / service delivery leads take into account the need to safeguard when planning 
service delivery. Further to this it is evident that service development is not effectively informed by views of children & families.

4.1.4 RLBUHT Safeguarding Service also needs to change and adapt to demonstrate that positive outcomes for children, young people and 
vulnerable adults within the RLBUHT footprint are at the centre of delivery.  This is a priority area for RLBUHT Safeguarding Service.

Key Findings: The voice of the child, young person and vulnerable adult

 Structures for securing the voice of the child, young person and vulnerable adult are in development in RLBUHT. As Executive Lead, 
the Chief Nurse will implement the RLBUHT Patient Experience and Involvement Strategy. It is crucial that safeguarding adults and 
children is represented within this work and safeguarding provision within RLBUHT should reflect this.

 It is not obvious yet at service level whether the voice of the child, young person and vulnerable adult (verbal and non-verbal) is 
heard. It was not evident during the review that operational / service delivery leads take into account the need to safeguard when 
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planning service delivery. Further to this it is evident that service development is not effectively informed by views of children & 
families.

 RLBUHT Safeguarding Service also needs to change and adapt to demonstrate that positive outcomes for children, young people 
and vulnerable adults within the RLBUHT footprint are at the centre of delivery.  This is a priority area for RLBUHT Safeguarding 
Service

4.2 Vision, strategy, leadership and capacity to improve

4.2.1 Following the death of baby Peter in 2007 Lord Laming conducted a further inquiry. His subsequent report underlined the crucial 
importance of strong leadership nationally and locally with clear accountabilities. 

4.2.2 In addition to this a key line of enquiry within the CQC framework for inspection is “Health leadership and assurance of local 
safeguarding arrangements”.

4.2.3 Effective leadership underpins the efficient and safe running of any clinical practice. Safeguarding leadership requires stability. 

4.2.4 Clarity is held by the Chief Nurse regarding the line of accountability for safeguarding within the Trust. 

4.2.5 Senior management leads articulated enthusiasm and commitment with a sense of ambition to improving safeguarding within the 
Trust. It was recognised that continuity in senior oversight of safeguarding within the Trust was lacking due to successive changes in 
senior management posts. In addition, there is very little evidence that a culture exists where ‘safeguarding is everybody’s business’ 
within RLBUHT . Development / remedial work is required to nurture a high level of engagement in the continuous improvement 
journey in safeguarding provision within RLBUHT. This level of commitment is evident at Executive level but needs to infiltrate across 
the directorates and service areas within RLBUHT.

4.2.6 In recognition of lack of continuity and oversight of safeguarding, the Chief Nurse is planning significant changes to address the 
structural and leadership anomalies. An appointment to an Assistant Chief Nurse post is imminent. It is anticipated that the Assistant 
Chief Nurse will then provide management oversight and support for safeguarding within the Trust. 
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4.2.7 RLBUHT Named and Lead safeguarding professionals have a strong commitment to constant improvement, development of the service 
and ‘doing things differently’. However safeguarding capacity at this level is severely compromised due to historical lack of investment 
combined with absence of clerical infrastructure and, as a result, proactive work has suffered. This needs to be addressed through 
significant investment and then proactively driven using a transformational approach. A programme of coaching and team 
development would be an asset to RLBUHT improvement journey and would support future changes in the model of safeguarding 
delivery within RLBUHT

4.2.8 The Chief Nurse has started to make significant changes to address the structural and leadership anomalies. An Assistant Chief Nurse 
post has been re-designed to incorporate the safeguarding portfolio and it is expected that an appointment to this post will be made in 
the near future. 

4.2.9 The dedicated resource for safeguarding within RLBUHT supports the core safeguarding agenda but falls short when it comes to other 
safeguarding priority areas. This is clearly due to historical lack of investment and the legacy of inadequate safeguarding arrangements. 
The demands and complexities of the safeguarding adults agenda is growing and changing, existing statute such as Mental Capacity Act 
& Deprivation of Liberties (MCA/DoLs) makes significant service demands on health organisations and forthcoming statute (Care Act 
2014) is also on the horizon for implementation.  The development of a new model of delivery is clearly required. This is discussed 
further within section 4.5 of the report. In addition, an options appraisal paper has been developed and will be presented separately to 
this report.

4.2.10 It is of note that a strong message came through from all staff interviewed that RLBUHT Chief Nurse and Deputy Chief Nurse are 
extremely supportive of the safeguarding agenda and allow easy access for advice, support and resolution of complex issues. 

4.2.11 Very experienced and highly motivated Named and Lead Professionals are in post. The peer review identified excellent collaborative 
team work in a number of areas. Indeed, many of those interviewed cited the excellent work of the Named Professionals and Lead 
Professionals and the impact and support that this had provided for those working across RLBUHT.  People were able to describe 
outcomes that had been delivered by this collaborative working including changes in clinical practice. However, there is need for 
accelerated improvement in a number of areas including MCA & DoLs; Think Family and Post Savile arrangements.

4.2.12 There are a number of primary tasks involved with leadership provision:
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1) Set direction, mission, goals, vision and purpose
2) Build commitment, motivation and teamwork
3) Confront challenges, change and turbulence

4.2.13 RLBUHT has not developed a comprehensive safeguarding strategy. It is now time for RLBUHT to address this gap through the 
development of a clear vision for safeguarding provision within RLBUHT. To translate the vision into action, it is essential that a detailed 
safeguarding strategy and business plan for the future (2015 – 2017) is now developed so that medium and longer term aims are 
achieved. It is crucial that the strategy is constructed to drive innovation, full engagement and growth. The aims of such a strategy 
would be:

- To provide services to ensure, first and foremost that children and adults at risk of abuse are safe
- To ensure that statutory functions of RLBUHT are met
- To encourage, embed and maintain the best safeguarding practice across RLBUHT
- To ensure continuous improvement and compliance with national and local policies
- To develop and implement systems for quality monitoring that are robust, auditable and effective
- To raise awareness about safeguarding
- To effectively contribute to multi-agency approaches such as MAPPA, MARAC, MASH, CSE and PREVENT 
- To ensure continued partnership working and contribution to the work of the Local Safeguarding Children 

Board(s) and Local Safeguarding Adults Board(s)
- To ensure that all staff understand that safeguarding is everyone’s business 
- To learn the lessons and good practice from serious case reviews, domestic homicide reviews, significant incident 

learning processes, local and national enquiries

The Priorities within the safeguarding strategy would be: 
- To ensure that safeguarding practice reflects the views of children, young people and vulnerable adults
- The further development of systems to ensure data on activity, trends and outcomes is available and robust  
- The further development of monitoring systems for quality of safeguarding training and compliance rates
- The further development of RLBUHT safeguarding service and wider workforce understanding and capability to 

respond to statutory responsibilities
- Strengthen processes and systems to ensure effective contribution to partnership arrangements
- Evaluate outcomes of all Serious Case Review and Domestic Homicide Review action plans to receive assurance 

that learning is achieved and practice has improved
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- Provide a central point of reference for RLBUHT to ensure that performance is monitored and to ensure that 
safeguarding within RLBUHT is ‘everybody’s business’

- The key priorities outlined in the strategy will be developed into a business plan which will be reported against 
through RLBUHT Safeguarding Group

- The vision will be delivered through implementing the business plan and working alongside existing partnerships 
for both children and adult safeguarding. This will be monitored and reviewed by the Chief Nurse

- A time scale will be agreed against each priority within the business plan, and a responsible lead identified 
throughout 

- It is crucial that the business plan will develop and emerge over time to include additional activity as required 
through any review processes or changes to either local or national guidance or requirements

- Engagement with the public through existing consultation mechanisms across partnerships within the 
safeguarding boards will provide feedback on the effectiveness of the strategy and business plan

4.2.14 The safeguarding strategy must have clear links to the RLBUHT clinical strategy. It is crucial to drive change and a collaborative 
ownership of safeguarding throughout the organisation by ensuring that all service divisions are engaged and consulted throughout the 
strategy development. It is crucial that the objectives within the strategy are underpinned through the development of a safeguarding 
service business plan. The business plan must describe quality standards, markers for success, a safeguarding workforce plan and a 
clear performance management framework

4.2.15 Launch of the strategy should be formal to enable the safeguarding service to celebrate their improvement journey and look forward to 
further success

Key Findings: Vision, strategy, leadership and capacity to improve
 Senior management leads articulated enthusiasm and commitment with a sense of ambition to improving safeguarding within the 

Trust. It was recognised that continuity in senior oversight of safeguarding within the Trust was lacking due to successive changes in 
senior management posts. In addition, there is very little evidence that a culture exists where ‘safeguarding is everybody’s business’ 
within RLBUHT 
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 Development / remedial work is required to nurture a high level of engagement in the continuous improvement journey in 
safeguarding provision within RLBUHT. This level of commitment is evident at Executive level but needs to infiltrate across the 
directorates and service areas within RLBUHT

 In recognition of lack of continuity and oversight of safeguarding, the Chief Nurse is planning significant changes to address the 
structural and leadership anomalies. An appointment to an Assistant Chief Nurse post is imminent. It is anticipated that the 
Assistant Chief Nurse will then provide management oversight, strategic leadership and support for safeguarding within the Trust.  

 RLBUHT Named and Lead safeguarding professionals have a strong commitment to constant improvement, development of the 
service and ‘doing things differently’. However safeguarding capacity at this level is severely compromised due to historical lack of 
investment combined with absence of clerical infrastructure and proactive work has suffered. This needs to be addressed through 
significant investment and then proactively driven using a transformational approach. 

 A programme of coaching and team development would also be an asset to RLBUHT improvement journey and would support 
future changes in the model of safeguarding delivery within RLBUHT

 The Chief Nurse has started to make significant changes to address the structural and leadership anomalies. An Assistant Chief 
Nurse post has been re-designed and it is expected that an appointment to this post will be made in the near future. 

 The dedicated resource for safeguarding within RLBUHT supports the core safeguarding agenda but falls short when it comes to 
other safeguarding priority areas. This is clearly due to historical lack of investment and the legacy of inadequate safeguarding 
arrangements. The demands and complexities of the safeguarding adults agenda is growing and changing, existing statute such as 
Mental Capacity Act & Deprivation of Liberties (MCA/DoLs) makes significant service demands on health organisations and 
forthcoming statute (Care Act 2014) is also on the horizon for implementation.  An options appraisal has been developed and will 
be presented separately to this report.
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 RLBUHT has not developed a comprehensive safeguarding strategy. It is now time for RLBUHT to address this gap through the 
development of a clear vision for safeguarding provision within RLBUHT. To translate the vision into action, it is essential that a 
detailed safeguarding strategy and business plan for the future (2015 – 2017) is now developed so that medium and longer term 
aims are achieved

 The revised safeguarding strategy must have clear links to the RLBUHT clinical strategy

 It is crucial to drive change and a collaborative ownership of safeguarding throughout the organisation by ensuring that all service 
divisions are consulted throughout the strategy development

 The objectives within the strategy must be underpinned through the development of a safeguarding service business plan. The 
business plan must describe quality standards, markers for success, a safeguarding workforce plan and a clear performance 
management framework

 Launch of the strategy should be formal to enable the safeguarding service to celebrate their improvement journey and look 
forward to further success

4.3 Governance, accountability and risk management

4.3.1 Accountability in safeguarding at Trust Board and senior management level needs clarification and re-enforcement. There is an over 
reliance on individuals rather than well embedded systems and processes which have been tested for both impact and outcome and 
this needs urgent attention

4.3.2 It was reported that RLBUHT Safeguarding Group has been in place for some time as part of the RLBUHT governance and reporting 
structure. Although the terms of reference for this group was not available, those interviewed said that the group reports into the 
RLBUHT Patient Safety Committee. This should allow Board scrutiny and challenge but there is no real evidence of this.

Peer�Review�Report�RLBUHT�Fina
Overall�Page�123�of�255
Page�23�of�46

http://www.eshareuk.com


PEER REVIEW REPORT RLBUHT FINAL REPORT 16TH JANUARY 2015 

LINDA WILLIAMS 24

4.3.3 The terms of reference for a RLBUHT Safeguarding Group needs to be reviewed and revised to bring the role and function of the group 
to the fore and assist board scrutiny of safeguarding arrangements. Annual reporting is important but is not sufficient to provide 
ongoing board assurance. The RLBUHT Safeguarding Group must report to the Board via the Patient Safety Committee at least 
quarterly highlighting safeguarding risks within RLBUHT together with progress against the safeguarding improvement plan. 

4.3.4 Membership of this group also needs to be revised and extended to ensure that the business and responsibilities of safeguarding is 
shared with all divisions within RLBUHT at a sufficiently senior level. Safeguarding risks and control measures must be monitored by this 
group. Once the membership has been extended, the model of meetings incorporating group development / strategic sessions will 
assist in the further development of strategic collaborative work / collaborative action plans and ensuring that the ethos “safeguarding 
is everybody’s business” is embedded throughout the organisation. It is intended that business meetings of this group should sustain to 
support safeguarding assurance processes. However, a number of development sessions should also be held twice a year. Development 
‘topics’ for the group for the coming year could include:

- RLBUHT Safeguarding Strategy development
- Post legislative scrutiny of MCA & DoLS / how does RLBUHT embed the Act into practice?
- Care Act 2014 – what does it mean for RLBUHT, what are the resource implications? 

4.3.5 From a reporting perspective, a safeguarding data set / safeguarding dashboard must be configured and agreed in line with the revised 
safeguarding strategy and business plan. The content of annual reports for safeguarding must be quality driven and reflect existing 
activity and outcomes. This will enable RLBUHT to account to the public, safeguarding commissioners and multi-agency Safeguarding 
Boards on the quality and performance of RLBUHT safeguarding arrangements. It is important that annual reports for safeguarding 
must be accessible to the public.

4.3.6 A yearly audit plan must be agreed by the RLBUHT Safeguarding Group. Progress against action plans resulting from audit must 
continue to be monitored by this group and assurance gained that the audit loop has been closed

4.3.7 RLBUHT core safeguarding policies and procedures are up to date and evidence based. Audit of policy is in place. However, the review 
found that, although multi-agency policies may exist, there are a small number of single agency policies not yet in place. Examples of 
these are as follows:

 Fabricated and/ or induced illness, children
 Forced marriage and ‘so-called’ honour based violence
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 RLBUHT management of allegations against professionals ( and associated training package for managers)

Key Findings: Governance, accountability and risk management

 Accountability in safeguarding at Trust Board and senior management level needs clarification and re-enforcement. There is 
an over reliance on individuals rather than well embedded systems and processes which have been tested for both impact 
and outcome and this needs urgent attention

 The terms of reference for a RLBUHT Safeguarding Group needs to be reviewed and revised to bring the role and function of the 
group to the fore and assist board scrutiny of safeguarding arrangements

 The annual safeguarding report has only recently started to be presented to the Trust Board. There is lack of evidence of Board 
scrutiny of safeguarding arrangements and activity within the Trust. In addition, the Trust Board has not received safeguarding 
training. This is unacceptable and needs to be addressed as an urgent priority.

 The content of annual reports for safeguarding must be quality driven and reflect existing activity and outcomes. This will enable 
RLBUHT to account to the public, safeguarding commissioners and multi-agency Safeguarding Boards on the quality and 
performance of RLBUHT safeguarding arrangements

 The terms of reference for a RLBUHT Safeguarding Group needs to be reviewed and revised to bring the role and function of the 
group to the fore and assist board scrutiny of safeguarding arrangements

 Annual reporting is important but is not sufficient to provide ongoing board assurance. The RLBUHT Safeguarding Group must 
report to the Board via the Patient Safety Committee at least quarterly highlighting safeguarding risks within RLBUHT together 
with progress against the safeguarding improvement plan

 The membership of RLBUHT group also needs to be revised and extended to ensure that the business and responsibilities of 
safeguarding is shared with all divisions within RLBUHT at a sufficiently senior level

Peer�Review�Report�RLBUHT�Fina
Overall�Page�125�of�255
Page�25�of�46

http://www.eshareuk.com


PEER REVIEW REPORT RLBUHT FINAL REPORT 16TH JANUARY 2015 

LINDA WILLIAMS 26

 Safeguarding risks and control measures must be monitored by this group 

 A model of meetings incorporating group development / strategic sessions will assist in the further development of strategic 
collaborative work / collaborative action plans and ensuring that the ethos “safeguarding is everybody’s business” is embedded 
throughout the organisation

 A safeguarding data set / safeguarding dashboard must be configured and agreed in line with the revised safeguarding strategy 
and business plan

 A yearly safeguarding audit plan must be agreed by the RLBUHT Safeguarding Group. Progress against action plans resulting from 
audit must continue to be monitored by this group and assurance gained that the audit loop has been closed

 There are a small number of single agency policies not yet in place. This is a risk for RLBUHT. Details within 4.3.7

4.4 Quality improvement, learning and workforce development

4.4.1 Safeguarding training is a mandatory requirement within RLBUHT. A significant improvement in training compliance is required 
throughout the Trust as the present level of training compliance is inadequate and does not comply with national standards.

4.4.2 A key line of enquiry within the revised framework for the CQC inspection of safeguarding is “Workforce planning is highly developed, is 
responsive to changes in demand and gaps in organisational capacity are effectively managed.” The Safeguarding Children and Young 
People Roles and Competences for Healthcare Staff Intercollegiate Document 2014 (Royal College of Paediatrics and Child Health) has 
been revised and is now available. This guidance incorporates a national formula for allocation of Named Professionals resource within 
NHS organisations. A brief synopsis of the formula is attached to this document as Appendix 3. 

4.4.3 All training programmes need regular review and update to allow learning to take place based on current evidence and to reflect the 
needs of the workforce working within an increasingly complex environment. Now that the Intercollegiate Document 2014 has been 
revised and the Care and Support Act is ‘on the horizon’, it is timely for a review of the RLBUHT training strategy and competency based 
programme. The revised training strategy must have clear links to RLBUHT safeguarding strategy and safeguarding supervision policy.
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4.4.4 The intercollegiate document is clear about the training needs and core competence requirements of the Board members: “all Board 
members should have Level 1 core competencies in safeguarding and must know the common presenting features of abuse and neglect 
and the context in which it presents to health care staff. In addition Board members should have an understanding of the statutory role 
of the Board in safeguarding including partnership arrangements, policies, risks and performance indicators; staff’s roles and 
responsibilities in safeguarding; and the expectations of regulatory bodies in safeguarding”. This will require a tailored package to be 
delivered which encompasses level 1 knowledge, skills and competences, as well as Board level specific as identified in section B, page 
73 of the guidance. It is of note that this programme must be developed to ensure that safeguarding adults principles and practice is 
included to ensure that RLBUHT Board members are trained across the whole safeguarding agenda.

4.4.5 The Intercollegiate document also recommends that Boards should consider the allocation of the title safeguarding 
champion to a Non-Executive Director (NED) board member to ensure the organisation discharges its safeguarding 
responsibilities appropriately and to act as a champion for children, young people and vulnerable adults. Key 
Responsibilities of the Non-Executive Director Board lead are to ensure appropriate scrutiny of the organisation’s 
safeguarding performance and to provide assurance to the Board of the organisation’s safeguarding performance.

4.4.6 To best support the clinical decision making of front line staff when dealing with the complexity of cases, training in MCA & DoLs should 
be incorporated into the RLBUHT mandatory training requirements/policy and all RLBUHT staff should have received up to date 
training within a realistic time frame. 

4.4.7 It is recognised that working in the field of Safeguarding Children entails making risky professional judgements. It is demanding work 
that can be distressing and stressful. Working Together to safeguard Children (2010) states: “organisations must provide appropriate 
supervision and support for staff, including undertaking safeguarding training”: and “all professionals should have regular reviews of 
their own practice to ensure they improve over time”. Formal safeguarding supervision does not happen within the hospital setting 
although ward based nurses deal with safeguarding incidents on a regular basis. This is a gap and presents risks for patients, 
practitioners and for the organisation. This assists in providing scrutiny of case management, clinical de-brief and provides learning 
opportunities for practitioners.

4.4.9 A model of peer review for medical staff has been implemented in other NHS Trusts. This is an excellent example of safeguarding case 
supervision and is highly valued by medical staff who have access to this additional safeguarding support. Peer groups usually meet 
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quarterly. 

4.4.10 Enabled reflection on clinical decision making together with expert scrutiny and constructive challenge is crucial for the safety of 
children and young people. 

4.4.11 A safeguarding children supervision policy is in place within RLBUHT. In general, the peer reviewer found this policy not up to date 
regarding the complexity of safeguarding case now presenting for management. In addition, the policy does not include supervision 
requirements for adult safeguarding, including MCA. This presents a risk for RLBUHT and, as such, is a priority area. Safeguarding 
children and adults case supervision must be managed as a mandatory requirement. The policy guiding this must be prescriptive, clear 
and reflective of statutory and policy requirements. 

4.4.12 The reviewer also suggests that separate supervision policies are generated for safeguarding children and safeguarding adults OR to 
generate one document with distinctly separate sections on safeguarding children supervision and safeguarding adults supervision 
respectively so that front line practitioners and their supervisors and managers are absolutely clear about their role in supervision and 
their responsibilities. 

Key Findings: Quality improvement, learning and workforce development
 A significant improvement in training compliance is required throughout the Trust as the present level of training compliance is 

inadequate and does not comply with national standards.

 The Intercollegiate Document 2014 has been revised and the Care Act is ‘on the horizon’.  It is timely for a review of the RLBUHT 
training strategy and programme. The revised training strategy must have clear links to RLBUHT safeguarding strategy and 
safeguarding supervision policy. The revised intercollegiate document must be used to inform the levels of training and core 
competence required by RLBUHT staff

 All RLBUHT Board members should have Level 1 core competencies in safeguarding and must know the common presenting 
features of abuse and neglect and the context in which it presents to health care staff. In addition Board members should have an 
understanding of the statutory role of the Board in safeguarding including partnership arrangements, policies, risks and 
performance indicators; staff’s roles and responsibilities in safeguarding; and the expectations of regulatory bodies in 
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safeguarding”. This will require a tailored package to be delivered

 RLBUHT Board should consider the allocation of the title /role ‘safeguarding champion’ to a Non-Executive Director 
(NED) board member to ensure the organisation discharges its safeguarding responsibilities appropriately and to 
act as a champion for children and young people. Key Responsibilities of the Non-Executive Director Board 
lead are to ensure appropriate scrutiny of the organisation’s safeguarding performance and to provide assurance to 
the Board regarding safeguarding performance

 Training in MCA & DoLs should be incorporated into the RLBUHT mandatory training requirements/policy. 

 Risk management strategies must include the provision of the requisite level of support and supervision of cases 

 Formal safeguarding supervision does not happen within the hospital setting although ward based nurses deal with safeguarding 
incidents on a regular basis. This is a gap and presents risks for patients, practitioners and for the organisation although it is 
recognised that this will present a capacity issue for the present safeguarding specialist resource

 RLBUHT Safeguarding Supervision policy is not policy not up to date regarding the complexity of safeguarding case now presenting 
for management. In addition, the policy does not include supervision requirements for adult safeguarding, including MCA. This 
presents a risk for RLBUHT and, as such, is a priority area. Safeguarding children case supervision must be managed as a 
mandatory requirement. The policy guiding this must be prescriptive, clear and reflective of national safeguarding statutory and 
policy standards

                                             
4.5 Efficient/effective use of safeguarding resources to meet current requirements and future challenges operationally

4.5.1 The present RLBUHT safeguarding service structure and reporting arrangement is detailed within appendix 2 of this report. 
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4.5.2 There is a wealth of experience and specialist knowledge and skills held by the Named and Lead Safeguarding Professionals as well as a 
high level of safeguarding leadership and credibility. However, there is an over reliance on individuals rather than well embedded 
systems and processes which have been tested for both impact and outcome and this needs urgent attention. There is evidence that 
areas such as Think Family, Forced Marriage and post Savile arrangements are not yet embedded. Although PREVENT does not sit 
within the safeguarding portfolio within RLBUHT, this is behind schedule and needs accelerated progress. 

4.5.3 The dedicated resource for safeguarding within RLBUHT supports the core safeguarding agenda but falls short when it comes to other 
safeguarding priority areas. This is clearly due to historical lack of investment and the legacy of inadequate safeguarding arrangements. 
The demands and complexities of the safeguarding adults agenda is growing and changing, existing statute such as Mental Capacity Act 
& Deprivation of Liberties (MCA/DoLs) makes significant service demands on health organisations and forthcoming statute (Care Act 
2014) is also on the horizon for implementation.  The development of a new model of delivery is clearly required. 

4.5.4 The Named Nurse and Named Doctor posts are statutory and must sustain. The capacity allocated to the RLBUHT Named Nurse post is 
inadequate and does not comply with the standards set within the newly revised Intercollegiate Guidance (March 2014). 

4.5.5 An options appraisal paper has been developed and will be presented separately to this report. Options include the need for 
substantive administrative and clerical support. A number of non-clinical duties are being managed by clinical members of the 
safeguarding team. This must stop. There are also practices within the service that must be reviewed, changed and streamlined to 
allow the Named and Lead Professionals freedom to grow and develop.

4.5.6 It is important to make every effort to re-define strategic portfolios as part of the safeguarding improvement plan. The following list is 
an example of strategic safeguarding portfolio ‘lead’ or ‘link’ areas:

 Voice of child, young person and vulnerable adult lead
 MCA & DoLs (adults and children) lead 
 Safeguarding training lead 
 Safeguarding Supervision lead 
 Safeguarding policies and procedures lead
 MARAC lead 
 Safeguarding audit lead
 Safeguarding ‘dashboard’ and data lead
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 Implementation of actions and learning from serious case reviews, domestic 
homicide review, safeguarding critical incident review lead

 Female genital mutilation lead
 Forced marriage and ‘so called’ honour based violence lead
 Prevent lead
 Child Sexual Exploitation lead 
 Mental health link
 Learning Disabilities link
 MAPPA link
 MASH link
 Looked After Children safeguarding link

4.5.6 An initiative designed to complement and provide infrastructure to the finite resource within the safeguarding adults area would be a 
development programme for RLBUHT Matrons. This programme would include monthly group supervision sessions when matrons 
bring safeguarding cases to the group for discussion and analysis. This initiative is an excellent example of vision and leadership 
together with appropriate workforce development. This initiative must be a distinct component within the safeguarding strategy, when 
revised.

Key Findings: Efficient/effective use of safeguarding resources to meet current requirements and future challenges operationally
 There is a wealth of experience and specialist knowledge and skills held by the Named and Lead Safeguarding Professionals as well 

as a high level of safeguarding leadership and credibility. However, there is an over reliance on individuals rather than well 
embedded systems and processes which have been tested for both impact and outcome and this needs urgent attention. There is 
evidence that areas such as Think Family, Forced Marriage and post Savile arrangements are not yet embedded. Although 
PREVENT does not sit within the safeguarding portfolio within RLBUHT, this is behind schedule and needs accelerated progress. 

 The dedicated resource for safeguarding within RLBUHT supports the core safeguarding agenda but falls short when it comes to 
other safeguarding priority areas. This is clearly due to historical lack of investment and the legacy of inadequate safeguarding 
arrangements. The demands and complexities of the safeguarding adults agenda is growing and changing, existing statute such as 
Mental Capacity Act & Deprivation of Liberties (MCA/DoLs) makes significant service demands on health organisations and 
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forthcoming statute (Care Act 2014) is also on the horizon for implementation.  The development of a new model of delivery is 
clearly required. 

 The Named Nurse and Named Doctor posts are statutory and must sustain. The capacity allocated to the RLBUHT Named Nurse 
post is inadequate and does not comply with the standards set within the newly revised Intercollegiate Guidance (March 2014). 

 An options appraisal paper has been developed and will be presented separately to this report. Options include the need for 
substantive administrative and clerical support. A number of non-clinical duties are being managed by clinical members of the 
safeguarding team. This must stop. There are also practices within the service that must be reviewed, changed and streamlined to 
allow the team freedom to grow and develop

 It is important to make every effort to re-define strategic portfolios to allow the Named and Lead Safeguarding Professionals to 
grow and develop

 An initiative designed to complement and provide infrastructure to the finite resource within the safeguarding adults area would 
be a development programme for RLBUHT Matrons. This programme would include monthly group supervision sessions when 
matrons bring safeguarding cases to the group for discussion and analysis. This initiative is an excellent example of vision and 
leadership together with appropriate workforce development. This initiative must be a distinct component within the 
safeguarding strategy, when revised.

5. Recommendations

Recommendation 1: 
RLBUHT Assistant Chief Nurse to strategically lead the development of a two year action plan (2015-17) for capturing the views of 
children, young people and vulnerable adults in line with RLBUHT Patient Experience and Involvement Strategy to ensure that future 
service provision reflects those views. The draft action plan should also be agreed at the RLBUHT Safeguarding Group and progress 
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monitored by this group. 
Recommendation 2:
RLBUHT Chief Nurse to commission a safeguarding awareness workshop for RLBUHT senior managers. The workshop will provide 
awareness of management and leadership responsibility and facilitate the ethos “safeguarding is everybody’s business” and include 
an overview of current safeguarding assurance processes.
Recommendation 3: 
A programme of coaching and development to be developed and provided for the safeguarding named and lead professionals using 
transformational leadership principles and practice.
Recommendation 4:
In order to address the safeguarding capacity issues, address the areas of risk and increase safeguarding training capacity, RLBUHT 
Chief Nurse to agree the future optimum safeguarding structure within RLBUHT. The options appraisal paper should be used to 
inform this work.
Recommendation 5:
In conjunction with Named and Lead Professionals, RLBUHT Assistant Chief Nurse to develop a RLBUHT Safeguarding Strategy. This 
will be no more than a two year strategy and will be developed in line with national and local strategic safeguarding priorities to 
include the Care Act 2014 and the findings and recommendations post legislative scrutiny of the Mental Capacity Act and Deprivation 
of Liberties Safeguards.

A consultation plan will be agreed by the RLBUHT Safeguarding Group to include consultation with established patient experience 
groups and local Safeguarding Boards. Once final, the strategy should be launched formally.

The strategy document will have clear links to RLBUHT clinical strategy / quality strategy and operational plan.
Recommendation 6:
In collaboration with the RLBUHT Named and Lead Safeguarding Professionals and CCG commissioning leads, RLBUHT Assistant Chief 
Nurse to strategically lead the development of a RLBUHT safeguarding dashboard. The data set to be agreed and systems for 
capturing data established. Quality standards will be integral to the dashboard. 
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Recommendation 7:
RLBUHT Assistant Chief Nurse to lead the development of a two year safeguarding business plan. The business plan will set out a plan 
to achieve the aims and objectives within the safeguarding strategy and include risks and controls and financial modelling. A 
performance management and reporting framework will be articulated within the business plan.
Recommendation 8:
RLBUHT Chief Nurse to review and revise the Safeguarding Group terms of reference to bring the role and function of the group to 
the fore and assist board scrutiny of safeguarding arrangements. Membership of this group also needs to be revised and extended to 
ensure that the business and responsibilities of safeguarding is shared with all divisions within RLBUHT at a sufficiently senior level. 
The group will report to RLBUHT Board quarterly via RLBUHT Clinical Governance Committee.
Recommendation 9:
RLBUHT Safeguarding Group chair to change the model of group meetings to incorporate regular strategic development time-out in 
order to allow RLBUHT to keep abreast of strategic and policy changes.
Recommendation 10:
RLBUHT Chief Nurse to ensure that future safeguarding annual report content will be quality and activity driven making use of the 
newly developed safeguarding dashboard. Reports will be presented to the Trust Board for challenge and scrutiny and subsequently 
made available to the public. 
Recommendation 11:
RLBUHT to appoint a lead from within the service who will strategically lead the development of a robust safeguarding audit plan for 
2015-16 and ensure that the plan continues to be agreed and monitored by the RLBUHT Safeguarding Group.
Recommendation 12:
RLBUHT to appoint a lead from within the service who will strategically lead a gap analysis of policies (safeguarding related) required 
by RLBUHT and lead the development of those policies. This could be through a time limited task and finish group.
Recommendation 13:
RLBUHT to appoint a lead from within the service who will strategically lead the review and revision of the RLBUHT Safeguarding 
Training Strategy in line with the Intercollegiate Document 2014 and in line with findings and recommendations from the post 
legislative scrutiny of the Mental Capacity Act and Deprivation of Liberties Safeguards. RLBUHT Safeguarding Training competency 
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based programmes to be revised in accordance.
Recommendation 14:
RLBUHT Assistant Chief Nurse to ensure that all RLBUHT Board members have completed Level 1 core competencies in safeguarding 
so that they know the common presenting features of abuse and neglect and the context in which it presents to health care staff. 

In addition, RLBUHT Chief Nurse to commission the development and delivery of a bespoke safeguarding training programme for the
RLBUHT Board, in line with guidance from the Intercollegiate Document 2014. It is of note that this programme must be developed
to ensure that safeguarding adults principles and practice is included to ensure that RLBUHT Board members are trained across the
whole safeguarding agenda.

This training session should be delivered as a matter of urgency and should identify the benefits of Non-Executive Director acting as 
Champion for safeguarding.
Recommendation 15: 
Training in MCA & DoLs should be incorporated into the RLBUHT mandatory training requirements/policy and a realistic target set to 
ensure that all RLBUHT staff are trained before March 2015. It is suggested that the Trust Dementia Specialist Nurse should lead this.
Recommendation 16:
RLBUHT Assistant Chief Nurse to strategically lead the revision and review of the model of safeguarding supervision across RLBUHT.  
This will include the production of infrastructure documents such as policies, training needs analysis and implementation plan. This 
could be through a time limited task and finish group.
Recommendation 17: 
RLBUHT Assistant Chief Nurse to work with RLBUHT Named and Lead Safeguarding Professionals to re-define the safeguarding 
priority areas for RLBUHT and allocate leads and links from within the service, with clear accountability and a robust performance 
management framework for this.
Recommendation 18:
In conjunction with operational leads, RLBUHT Chief Nurse to commission a safeguarding development programme for RLBUHT 
Matrons with an emphasis on MCA / BIA / DoLs. The programme would include monthly group supervision sessions when matrons 
bring safeguarding cases to the group for discussion and analysis. This initiative must be a distinct component within the 
safeguarding strategy, when revised.
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Recommendation 19:
Although PREVENT does not sit within the safeguarding portfolio within RLBUHT, this is behind schedule and needs accelerated 
progress. It is therefore recommended that the Chief Nurse is in receipt of a comprehensive update report with an associated 
remedial action plan.

6. Next steps: Action Plan for Consideration
Actions Timescales RAG

1 1st Draft of Report for comments to Review Commissioning Officer for comments. 5/1/15
2 Comments back to report author 16/01/15
3 2nd draft report complete and sent to Commissioning Officer for agreement 16/01/15
3 Final draft to Commissioning Officer. Recommendations Agreed 16/01/15
4 Report and recommendations agreed by RLBUHT Chief Nurse
5 Action Plan agreed for implementation 
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Appendix 1

Safeguarding Adults, Children and Young People 
Peer Review for the Royal Liverpool & Broadgreen University Hospital NHS Foundation Trust
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Terms of Reference 
This review has been commissioned by Lisa Grant, Chief Nurse, and is to be conducted by Linda Williams, Clinical Lead 
Safeguarding Practice and Tina Welford, Safeguarding Consultant.

1. Aim

The overall aim of this review is to enable the Royal Liverpool & Broadgreen University Hospital NHS Foundation Trust to reflect on 
and improve safeguarding services for vulnerable adults, children and young people.
The review will be structured around key themes as follows:

1) The voice of the vulnerable adult, child and young person
2) Vision, strategy and leadership and capacity to improve
3) Governance, accountability and risk management
4) Quality improvement, learning and workforce development
5) Efficient and effective use of safeguarding resources to meet current requirements and future challenges operationally

It is the aim of the peer review team to ensure that the safeguarding review is a 
positive experience for the Royal Liverpool & Broadgreen University Hospital NHS 
Foundation Trust and that the review approach remains that of a ‘critical friend’.

2. Objectives / Themes

 To recognise strengths and identify areas for improvement
 To assess that scrutiny and challenge is effective through internal governance and risk processes
 To review the efficient and effective use of safeguarding specialist resources
 To provide analysis on safeguarding capacity within Royal Liverpool & Broadgreen University Hospital NHS Foundation 

Trust using a benchmarking approach 
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 To review the systems and processes in place that underpin the development of a sufficiently skilled, trained and supported 
workforce

 To assess whether governance is integral to the Trust’s safeguarding arrangements
 To review efficiency and effectiveness of action planning following serious case reviews, management reviews, child death 

reviews, domestic homicides, serious incidents and upheld safeguarding adults cases
 To provide analysis on supervision arrangements for both safeguarding adults and safeguarding children. Is there a culture 

of reflective practice and learning that leads to improved clinical practice and service delivery?
 To review the Trust’s contribution to partnership boards under the auspices of national guidance 
 The principles of equality and diversity will be integral to this review
 In addition the Commissioning Officer may identify specific areas for particular examination or add additional themes or key 

lines of enquiry

3. Methodology
3.1Key personnel to be interviewed could include:

 Chief Nurse 
 Deputy Chief Nurse
 Medical Director
 Divisional Managers
 Adult Safeguarding Lead
 Named Doctor
 Named Nurse Children & Adults
 Specialist Nurses Safeguarding
 MCA Lead
 A selection of Matrons and Ward Managers
 A selection of front line staff / ward staff

List above not exclusive. Further personnel to be agreed with the Commissioning Officer

3.2The following documents to be reviewed:

Royal Liverpool & Broadgreen University Hospital NHS Foundation Trust:
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 Safeguarding Strategy 
 Service specifications including quality indicators for safeguarding 
 Terms of Reference Safeguarding Committee 
 Safeguarding annual reports 2012/13 and 2011/12 (Children and Adults)
 Information sharing protocols
 Child Sexual Exploitation Action Plan (Health)
 Safeguarding Training Strategy and impact evaluation including MCA & Deprivation of Liberty Safeguards
 Board response to the Gateway letter18350 (Nov. 12) (Savile allegations)
 Safeguarding policies including supervision policy
 Safeguarding procedures
 Serious case reviews action plan
 Domestic violence and abuse policy
 Safeguarding audit reports and improvement plans for 2013/14
 Safeguarding audit plan for 2014/15
 Safe recruitment policy and procedures
 Allegations against professionals policy and procedure
 Section 11 audit or equivalent and action plan reports
 MAPPA procedure
 MARAC procedure
 Whistle-blowing policy
 Prevent plan

4 Time-scales
 It is proposed that the review will commence by the end of September 2014. It is anticipated that the review will take 12 days 

including preparation, intelligence and data collection, analysis and report production.
 A first draft report will be available by end October 2014 and will incorporate a clear statement of strengths, priorities and risks 

and a remedial action plan for consideration by Royal Liverpool & Broadgreen University Hospital NHS Trust Board.

5. Confidentiality

All data and intelligence gathered during this review will be strictly protected according to NHS Information Governance 
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requirements. Draft and final reports will be the property of Royal Liverpool & Broadgreen University Hospital NHS Foundation 
Trust and will not be shared outside that organisation unless there are public safety issues that require escalation. Information 
gleaned during the review will not be attributable to individuals within the final report.

6. Review Preparation

It is vital for the credibility of the review that a climate of trust in which people feel that they can be open and honest is 
established. With this in mind, a discussion will be held with the commissioning officer regarding preparation requirements. 

Appendix 2

RLBUHT Safeguarding Structure July 2014
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Chief Nurse

Exec Lead

Deputy Chief Nurse

Delegated Responsibility

AED Matron / Named
Nurse ChildrenNamed DoctorSafeguarding Adults

Lead Professional

Appendix 3

The Safeguarding Children and Young People Roles and Competences for Healthcare Staff Intercollegiate Document 2014 (Royal College of 
Paediatrics and Child Health) has been revised. This guidance incorporates a national formula for allocation of Named Professionals resource 
within NHS organisations. 
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Below is the guide to the minimum resources required for the Named Professional roles:

NAMED SAFEGUARDING DOCTOR’S PROGRAMMED ACTIVITITES* PER YEAR

Activity * A ‘Programmed Activity’ (PA) is equal to 
approximately 4 hours of work.

Meetings 
per annum 
(in PAs)

Admin
per annum (in 
PAs)

Notes

LSCB subcommittees 4 2
Health Professionals’ Advisory Group 4 2
Trust/Organisation safeguarding 
committee 4 2

Serious Case Reviews 6 6
This equates to 
participating in one 
Review per year

Training 12 12
Quality Assurance; e.g. Audit etc 6 6
Peer review 12
Meeting with designated personnel 12
Sub-Total 60 30 = 90

Total

Total per annum (PAs) = 90
2-2.5 Programme Activities (PAs) per 
week
(Calculated within 42 working weeks)
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NAMED NURSE FOR SAFEGUARDING CHILDREN AND YOUNG PEOPLE

For acute health care organisations

A minimum of 1 dedicated WTE* Named Nurse for safeguarding children and young people for each 
health care organisation with dedicated clinical nurse safeguarding specialists for each additional 
site

A minimum of 0.5WTE dedicated administrative support

For community health care organisations

A minimum of 1 dedicated WTE* Named Nurse for safeguarding children and young people for a 
child population of 70,000

A minimum of 0.5WTE dedicated administrative support

*While it is expected that there will be a team approach to safeguarding children and young people 
the minimum WTE Named Nurse may need to be greater dependent upon the numbers of serious 
case reviews, the requirement for attendance at safeguarding committees, the requirement to 
provide safeguarding supervision for other practitioners, the local deprivation indices, the local child 
population and the number of children subject to child protection plans, the size of the organisation 
and whether it provides tertiary services.

Appendix 4
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Profile
Linda Williams

Clinical Lead Safeguarding Practice
Honorary Associate Lecturer, Edge Hill University

Linda worked in the NHS for 41 years before joining Edge Hill University as Clinical Lead for Safeguarding Practice / Honorary Associate Lecturer 
in 2013. 
Linda trained as a Registered Nurse, Registered Midwife and Registered Health Visitor. Following ten years as a Midwifery Sister in Liverpool 
and thirteen years as a Health Visitor in Wirral, she held a number of senior management posts within the NHS including Primary Care Nurse 
Adviser at Health Authority level, Executive Nurse of a Primary Care Trust, Associate Director of Nursing and Head of Safeguarding within a 
large PCT, then Community NHS Trust. Within her senior roles Linda held strategic and operational responsibility for Safeguarding Adults, 
Safeguarding Children, Looked After Children and held clinical leadership responsibility for adult offender health and youth offending health 
provision for a significant period of time and led demonstrable and substantial improvement in these clinical areas including the development 
of a safeguarding adults nursing team to work in partnership with a Local Authority to improve standards of clinical care within local nursing 
homes.
Linda was an active member of the Liverpool Safeguarding Children Board (LSCB), Liverpool Safeguarding Adults Board (LSAB) and Liverpool 
Youth Offending Management Board for a number of years and, more recently, was a member of the Sefton LSCB, Sefton LSAB, Sefton Youth 
Offending Management Board and Sefton Corporate Parenting Board. 
Linda was selected to participate in the National Programme, ‘Improving the Quality of Children’s Serious Case Reviews through Support and 
Training’ (NSPCC, Sequeli, Action for Children) and has participated in associated workshops in 2013 including ‘Systemic Reviews 
Methodology’.

Linda has co-trained with Named Professionals to deliver training to NHS Trust Boards and to train local General Practitioners at level three 
safeguarding children. She also delivered safeguarding adults and children training to a number of Forensic Medical Examiners contracted to 
work in a Sexual Assault Referral Centre. More recently, she was invited by Mersey Deanery to deliver training to GPs in the management of 
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allegations against professionals. On behalf of Edge Hill University, Linda has been commissioned by a number of Clinical Commissioning 
Groups and NHS Trusts to conduct safeguarding children and adults and looked after children peer reviews. All reviews have led to the 
formulation of significant and evidence based improvement plans.  Linda is passionate about improving safeguarding practice and improving 
positive outcomes for vulnerable children and adults and has specific interest and high level expertise in Safeguarding Leadership, Safeguarding 
Governance and in Safeguarding Supervision.

willialm@edgehill.ac.uk  / 07787916289

Profile
Tina Welford

Tina has significant experience of working in both the private and public sector in a variety of roles including operational and latterly 
strategic director level posts. Tina held the positions of Nurse Fellowship at the RCN for a year, Assistant Director of Training and 
Development and Assistant Director of Patient and Nursing Services in a large acute trust. Latterly as a children services inspector at the 
Care Quality Commission and OFSTED. Tina has experience of working with seven different regulators.
She set up her own company- ECLM LTD - providing coaching, leadership and management training and development some years ago. ECLM 
Ltd has since expanded, including: provide health, social care and education sector and safeguarding training and development, mock 
regulatory inspections and business turnaround support.
Tina delivers a range of bespoke training and development opportunities include governance and regulation, in health, social care and 
education settings.  Tina teaches and assessors at levels 1-7, including QCF awards and equivalent awards in leadership and management, 
health and social care sector classroom assistants and children and young people workforce. Tina holds a number of associate lecturer posts 
at universities. Tina has delivered the Edgehill University executive safeguarding adults and children course as well as bespoke training for 
local safeguarding children and adult boards. Programmes include safeguarding children or adults and child protection basic awareness, 
bespoke child protection training for professionals, such as health and social care practitioners, school teachers include designated and 
head teachers, sports organisations, religious groups and charities. Tina also works as an associate university lecturer for a range of 
bachelor and master health care degree award programmes.

Tina’s work focuses on change and reform in and across organisations. An energetic and enthusiastic facilitator bringing constructive 
challenge and support to all her projects.
She has particular expertise in the design and delivery of organisational development programmes including, executive, individual and 
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team coaching as well as a range of bespoke health and social care based training.
Tina provides independent investigatory services into complaints, whistleblowing and harassment and grievance cases to the public, local 
government, education and private sectors. Consultancy and governance reviews, business turnaround, preparing for registration and 
inspection for all service types and regulated activities as well as the specialist inspection of safeguarding/child protection and looked after 
children services by the Care Quality Commission are further areas of expertise. This work spans national and local providers/services whilst 
working in politically sensitive, complex settings.
Tina works with boards and senior teams designing interventions to support changes in services, culture and leadership. Clients have 
included the NHS, local government, the education sector from HEIs to consortia and individual schools and individual contracted clients.

tinawe.eclm@gmail.com  07710256529

Tina Welford MInst.LM, AfIL. PGCECLM, Ba(hons), RGN, DPSN, FETC, CPD.  Director ECLM Ltd.
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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 – March Board 2015

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 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, to provide support to resolving 

promptly issues arising as part of the assessment process and to support provision of updates to the 
IBP.  

ii. Accountability Framework – To review the proposed submission and confirm approval to submit.
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1. FT Process 
a. Phase 2 Progress - Phase 2 of the Monitor assessment process is under way. A series of meetings has 

already taken place covering the QGM, performance, workforce, estates, QEPs, LTFM, IT, patient 
safety, Surgical division, Medicine division, strategic planning and risk management.  Monitor have 
also met with Liverpool CCG and will have spoken to other parties including both internal and 
external auditors.

b. A series of meetings with non-executive members is planned for mid-May. They will also at this time 
talk through downsides and mitigations.

c. Board-to-board with Monitor is arranged for 10th June in London, with targeted authorisation on 1st 
August.

d. Reporting Accountants - The Reporting Accountants (E&Y) assessment is underway for Monitor’s 
appraisal. This relates to Working Capital Balances and Financial Reporting Procedures. 
i) The working capital assessment considers the projections prepared by trust management 

within the Long Term Financial Model for the period to 31 March 2017. 
ii) The financial reporting procedures report considers both existing and proposed governance 

arrangements.  
e. A series of one to one meetings have been conducted with board members as part of this process.
f. LTFM - Discussions have been ongoing with Monitor on the detail of the LTFM. A revised LTFM 

reflecting, as far as possible, the current year outturn and current contracting negotiations has been 
agreed with Monitor.

g. IBP – Monitor have requested that the Finance chapter of the IBP is updated and approved at April 
Board (to reflect the updated LTFM) and the Risks chapter (including sensitised and mitigated 
financial outputs) reviewed at the May R&P meeting prior to the downsides and mitigations meeting 
in mid-May.

h. Approval of the refreshed IBP is planned for May board.

2. 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 2 contains the March certification content drafted for submission by 30th April. The actual 

submission is made on-line on the NTDA website.

3. CONCLUSION AND RECOMMENDATION
The Board is requested to:
i. Monitor process – To note the timetable for FT authorisation, to provide support to resolving 

promptly issues arising as part of the assessment process and to support provision of updates 
to the IBP.  

ii. Accountability Framework – To review the proposed submission and confirm approval to 
submit.

TB_Report�15-04�Apr�15�v1.docx
Overall�Page�148�of�255
Page�2�of�5

http://www.eshareuk.com


RLBUHT BOARD PACK

TITLE: FT Progress / NTDA 

AUTHOR: Mark Thorne,
Jim Bluett-Duncan

Appendix 1 – Project Plan Overview
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 Appendix 2 – Accountability Framework – Draft submission for March 2015

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

MARCH 2015 - 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 
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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: 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.

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

MARCH 2015 - 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.
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Key stakeholders: Our compliance with: 
xx Patients ☐x Regulators (PCT/SHA, Monitor, CQC etc) 
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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 research that crowding in ED departments can impact on mortality.  This paper 

articulates performance during March.  The trust did not achieve the standard for March and has also failed the year, 

and performance has continued to be challenged during April. 

This paper provides an overview of the operational plan to achieve this standard for 2015-16. 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 How did the trust perform in March? 

 What actions are being taken to address under performance and what is the operational plan for 2015-16? 

 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 and to agree to the performance trajectory for 2015-6. 
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TITLE: ACHIEVEMENT OF 4 HOUR EMERGENCY CARE STANDARD 

STANDARD AUTHOR: DONNA McLAUGHLIN 

MAIN REPORT:  

1. Introduction and Purpose 
 
During 2014-15 112,690 patients were treated by the trust as emergency patients and 105,383 were 

treated within 4 hours. The trust did not achieve performance for March at 92.02%.  The trust did not 

achieve quarter 4 (92.31%), and annual performance was below 95% at 93.52%. The purpose of this 

report is to analysis the reasons behind this performance and to agree the operational approach for 

2015-16 including a performance trajectory which will be shared with the TDA and Monitor. 

2. Results 

In common with the country RLBUHT has experienced significant pressure within the ED department.  
The graph below shows the 4 hour emergency access weekly performance (April to 28th March 2015) 
 

WEEKLY PERFORMANCE BAR CHART 

 

The reporting period for  March was 1st March to 28 March.    
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The chart below shows the breach reasons for 2014-15 (expressed as a % and by actual patient numbers)

 

3. Analysis 
 

 
The predominant reason for breaching 4 hours is waiting for a bed, followed by ED review when the 
department is crowded with inpatients.  The “Royal ED crisis” is two-fold, an increase in dependence of 
patients and the lack of egress for patients requiring beds. 
 
 

 
In table 1;  the Trust continues to see more patients with increased acuity. The proportion of resus/majors 
has increased and is now averaging around 124/day these compared to 109/day two years ago.   Similarly, as 
is shown in the table 2 the number of patients over 75 attending ED is also increasing.   

Beds ED Dr Other Total Beds %

Apr-12 120 134 118 372 32.3%

May-12 49 102 107 258 19.0%

Jun-12 144 75 136 355 40.6%

Jul-12 138 98 139 375 36.8%

Aug-12 202 138 240 580 34.8%

Sep-12 130 103 97 330 39.4%

Oct-12 195 37 75 307 63.5%

Nov-12 228 82 120 430 53.0%

Dec-12 223 70 83 376 59.3%

Jan-13 267 125 96 488 54.7%

Feb-13 368 148 190 706 52.1%

Mar-13 296 91 92 479 61.8%

Apr-13 388 160 133 681 57.0%

May-13 310 72 109 491 63.1%

Jun-13 86 8 33 127 67.7%

Jul-13 159 37 49 245 64.9%

Aug-13 160 71 86 317 50.5%

Sep-13 363 159 129 651 55.8%

Oct-13 440 142 134 716 61.5%

Nov-13 500 77 123 700 71.4%

Dec-13 258 133 143 534 48.3%

Jan-14 625 46 119 790 79.1%

Feb-14 218 96 80 394 55.3%

Mar-14 293 106 127 526 55.7%

Apr-14 409 117 97 623 65.7%

May-14 500 171 160 831 60.2%

Jun-14 203 98 106 407 49.9%

Jul-14 269 107 139 515 52.2%

Aug-14 141 53 102 296 47.6%

Sep-14 172 140 148 460 37.4%

Oct-14 389 193 168 750 51.9%

Nov-14 143 91 122 356 40.2%

Dec-14 491 270 162 923 53.2%

Jan-15 476 173 190 839 56.7%

Feb-15 225 176 202 603 37.3%

Mar-15 378 148 182 708 53.4%

Beds
54%

ED Dr
22%

Other
24%

Breaches by Reason (Apr12-Mar 15)

12/13 13/14 14/15 12/13 13/14 14/15 12/13 13/14 14/15

Apr 3298 3505 3477 3755 3906 3888 7053 7411 7365

May 3379 3376 3689 4252 4112 3987 7631 7488 7676

Jun 3135 2978 3545 3990 3935 3813 7125 6913 7358

Jul 3310 3220 3709 4165 4319 4052 7475 7539 7761

Aug 3340 3293 3613 4144 3956 3918 7484 7249 7531

Sep 3157 3327 3720 4120 3920 4031 7277 7247 7751

Oct 3342 3319 4022 4319 4059 3943 7661 7378 7965

Nov 3216 3302 3941 3944 3744 3880 7160 7046 7821

Dec 3315 3479 4022 3982 3735 3484 7297 7214 7506

Jan 3443 3639 4066 4058 3718 3421 7501 7357 7487

Feb 3329 3386 3655 3700 3459 3379 7029 6845 7034

Mar 3541 3897 4042 4192 4189 3775 7733 8086 7817

Total 39805 40721 45501 48621 47052 45571 88426 87773 91072

Yr on Yr +2.3% +11.7% -3.2% -3.1% -0.7% +3.8%

Change since 12/13 +14.3% -6.3% +3.0%

12/13 13/14 14/15 12/13 13/14 14/15

Apr 886 988 948 542 617 619

May 936 934 983 594 600 637

Jun 850 853 987 510 522 646

Jul 861 938 983 477 539 645

Aug 876 938 942 535 571 627

Sep 888 887 980 538 520 650

Oct 865 844 1004 514 541 671

Nov 868 870 919 542 556 646

Dec 923 998 1157 593 673 751

Jan 979 961 1091 598 618 760

Feb 921 845 968 580 562 653

Mar 1005 1086 1083 618 704 679

Total 10858 11142 12045 6641 7023 7984

Yr on Yr +2.6% +8.1% +5.8% +13.7%

Change since 12/13 +10.9% +20.2%

Majors (inc Resus) Minors Total Attends

ED Attends > 75 Atts Age 75 Adm via ED
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(1,754) 

(3,946) 

(1,607) 

Table 1: Number of patients attending the ED 

who are triaged into major or resus category 

from April 2012 to March 2015. 

Table 2: Number of patients over 75 attending 

ED department by month from April 2012 to 

March 2015. 
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As has been reported in previous Board papers the number of patients whose care could be met in an 
alternative setting continues to be high and shows an increasing trend over the last 12 months, as shown by 
the table on the right. (Table 3) The table on the left (Table 4) shows the % of patients who are ready for 
discharge who are waiting community / social services assessment or placement.  This demonstrates the 
improvement of the internal processes.  The trust is struggling to achieve the 4 hour standard because of 
increased acuity and flow is restricted as the wards are filling up with long stay patients due to combination 
of high dependency and delays awaiting services/assessments.    
 
The trust has issued Liverpool CCG with a contract query on the 17th March due to the increase in ED 
attendances which when taken with the increase in patients ready for discharge but unable to be discharged 
is directly impacting upon the Trusts ability to deliver the 4 hour standard and is outside the trust ability to 
manage.  The CCG initial response to this contract query is to be scrutinised at the contract meeting on the 
25th April 2015. 
 
4. Operational Plan for 2015-16 

The operational plan for 2015-16 at high level contains the following elements, which are shown with 

in risk order (lowest risk to delivery at the top, highest risk at the bottom): - 

 

Scheme Potential 

Capacity 

April May June Sept Dec Jan 

ED assessment area 6 6 6 6 6 6 6 

Frailty Unit* 3 3 3 3 5 6 7 

Palliative Care Unit 12 0 0 12 12 12 12 

Ward 4x (escalation) 22 0 0 -22 -22 -11 0 

2012 2013 2014 2015

M01 January 18.5% 18.4% 16.5% 18.8%

M02 February 17.7% 15.2% 17.8% 21.3%

M03 March 16.4% 15.5% 16.3% 19.3%

M04 April 19.2% 16.1% 15.9%

M05 May 21.1% 15.9% 17.2%

M06 June 18.1% 14.4% 15.7%

M07 July 16.7% 16.3% 15.3%

M08 August 18.6% 14.5% 14.5%

M09 September 15.2% 15.7% 16.8%

M10 October 16.9% 15.8% 17.9%

M11 November 18.0% 17.8% 16.6%

M12 December 17.7% 18.9% 18.9%

2012 2013 2014 2015

M01 January 43.6% 65.3% 55.3% 71.3%

M02 February 40.1% 57.8% 60.3% 70.4%

M03 March 38.5% 58.1% 65.8% 73.1%

M04 April 38.0% 55.6% 61.7%

M05 May 39.0% 54.3% 69.0%

M06 June 45.1% 62.8% 73.0%

M07 July 46.0% 62.2% 72.7%

M08 August 50.5% 68.1% 71.3%

M09 September 44.4% 63.3% 67.9%

M10 October 45.7% 64.1% 71.3%

M11 November 55.9% 65.2% 70.4%

M12 December 53.5% 60.7% 73.1%

Community Delays as % of All RFD Statuses

RFD as % of All Patients
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2012 2013 2014 2015

M01 January 18.5% 18.4% 16.5% 18.8%

M02 February 17.7% 15.2% 17.8% 21.3%

M03 March 16.4% 15.5% 16.3% 19.3%

M04 April 19.2% 16.1% 15.9%

M05 May 21.1% 15.9% 17.2%

M06 June 18.1% 14.4% 15.7%

M07 July 16.7% 16.3% 15.3%

M08 August 18.6% 14.5% 14.5%

M09 September 15.2% 15.7% 16.8%

M10 October 16.9% 15.8% 17.9%

M11 November 18.0% 17.8% 16.6%

M12 December 17.7% 18.9% 18.9%

2012 2013 2014 2015

M01 January 43.6% 65.3% 55.3% 71.3%

M02 February 40.1% 57.8% 60.3% 70.4%

M03 March 38.5% 58.1% 65.8% 73.1%

M04 April 38.0% 55.6% 61.7%

M05 May 39.0% 54.3% 69.0%

M06 June 45.1% 62.8% 73.0%

M07 July 46.0% 62.2% 72.7%

M08 August 50.5% 68.1% 71.3%

M09 September 44.4% 63.3% 67.9%

M10 October 45.7% 64.1% 71.3%

M11 November 55.9% 65.2% 70.4%

M12 December 53.5% 60.7% 73.1%

Community Delays as % of All RFD Statuses

RFD as % of All Patients
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Table 3: % of inpatient population 

whose needs could be met in an 

alternative setting (RfD) 

Table 4: of the patients who are ready 

for discharge, % of delays due to 

community / social care issues 
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Critical Care Expansion 2 0 0 0 2 2 2 

Reduction in RfD- Hospital at Home 

/ Best interest* 

6 3 3 6 6 6 6 

Reduced LOS due to 7 day 

respiratory* 

6 0 0 0 6 6 6 

Transfer LR to BGH 8 0 0 8 8 8 8 

Improved internal flow – 8:30 ward 

rounds, Toolkit embedding* 

6 6 6 6 8 8 8 

Reduced LOS due to Internal 

Medicine Floor/GIM* 

12 0 0 0 6 12 12 

Additional gains in the reduction of 

RfD patients* 

 0 0 12 12 12 12 

Day case beds 6 6 6 6 -6 -6 -6 

Total  24 24 31 43 61 79 

Demand at current occupancy (98%)  38 38 32 44 50 65 

Gap   -14 -14 -1 -1 +11 +14 

 

(*) Bed equivalent schemes 

 

This plan is based on averages and does not take into account the variation in discharges/admissions 

throughout the week and within the day with the Sun – Tuesday being the most challenging days and 

increased pressure.  

 

ED Assessment Area- Additional investment has been made into ED to create a dedicated emergency 

triage area within the ground floor – “the Hub”.  A new triage system “Pit-stop triage” was introduced 

in mid- March. These new clinical processes surrounding the hub require time to bed in and will be 

formally evaluated through staff engagement sessions at the end of April.  The ED nursing vacancies 

have been filled with new recruits starting this week. The accommodation changes on the ground floor 

have released 6 additional beds. 
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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 since December and from 

February the service extended over the 7 days.  The additional LOS savings are from the extension of 

the hours of the unit opening and as the service becomes more established. 

 

Academic Palliative Care Unit - This is due to open in June/July and will create 12 additional beds on 

4Y.  This will also improve the discharge pathway for palliative patients which will bring additional LOS 

benefits, which have not been included at this stage. 

 

Escalation Ward - 4x was opened in September initially as an elective ward, and then as the winter 

escalation ward.  The intention is to close this in June to accommodate the medical examinations.  This 

will be re-opened in December as part of the General Internal Medicine Floor. 

 

Hospital at Home / Best Interest- There has been a reduction in the LOS of patients who are waiting 

homecare packages, due to a winter scheme which the trust initially purchased via an independent 

homecare provider.  Liverpool City Council are now providing this service in house.  There has been an 

increase in the number of patients who require Best Interest (BI) to inform discharge decisions.  The 

Trust has trained 30 members of staff last week to become BI assessors rather than rely on expertise 

from external agencies. This will reduce LOS for this category of patient. 

 

Respiratory Medicine - 2 additional Consultant Respiratory Physicians have been appointed.  This will 

enable the directorate to move to senior review of every inpatient every day, with a corresponding 

reduction in LOS. 

 

Transfer of  Limb reconstruction orthopaedic activity to BGH – A  business case was approved last 

year for this service to move to BGH. The necessary estates work is being planned and staff are being 

recruited.  This will also assist with the achievement of 18 weeks in orthopaedics.   

General Internal Medicine (GIM) Floor – 7 day - This is a radically different way of managing short 

stay/general medical conditions, the development and implementation of this facility, 92 beds, is vital in 

supporting the delivery of a true seven day patient centric service.  Implementation is being delivered 

through a multi-professional task force group with a number of key objectives, for example to:-  

 ensure twice daily ward rounds happen consistently seven days a week for all patients  

 improve patient outcomes for example, by providing speciality care at the point of need by timely 
onward referral 
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 reduce length of stay 
 

The on-going recruitment of consultant posts, the appointment of a strong nursing and management team is 

imminent to assist in the success of this initiative by September 2015.  This facility will support the 

organisation in improving and maintaining key performance indicators.  This approach was piloted during 

Winter 2014/15 using agency doctors. 

 

Further gains from reducing the Ready For Discharge (RFD) list -  the greatest capacity gain will be 

from this cohort of patients.  The reasons for the delays fluctuate and are analysed with corrective 

schemes put in place. 

Ideas currently being discussed with external colleagues include: 

- Improving response times from community partners by upskilling our own staff to undertake these 
assessments 

- Improved response times from mental health services particularly at weekends 
- Dedicated case manager for out of area complex cases – this is a small number of patients who 

disproportionally stay longer passed their  
 

Day Case Beds- In extremity day case areas remain open for emergency patients.  This is a last resort 

as this disrupts planned care, particularly in gastroenterology.   

Gap 

There are daily discussions to manage the capacity ‘gap’, which includes increase in outlying patients 

(medical patients in surgical wards); reduction if cancellation of elective cases.  Ultimately, the 4 hour 

target remains compromised whilst there is a capacity gap. The consistent achievement of the target is 

more attainable when bed occupancy levels are less than 95%. 

5. Performance Trajectory 2015-16 
The operational plan has been converted into a performance trajectory which is contained within the 
appendices.  This shows performance as type 1 (Emergency Department activity); Type 2 (Emergency 
patients who are managed in a single discipline ED equivalent e.g. St Pauls Primary Care Centre) and Walk In 
Centre activity.   Aintree hospital has been reallocated Walk In Centre activity . This is based on a governance 
arrangement which we also share.   At a meeting on the 17th April 2015 Liverpool Community Trust agreed in 
principle to adopt the same approach.  This has yet to be formalised with NHS England. 
 
A paper to  June’s board outlined the performance management arrangements.  These remain in place with 

the fortnightly overview and scrutiny meeting chaired by the Director of Operations remains to oversee the 

delivery of the 4 hour improvement actions.  Membership of this group includes the TDA and Liverpool 

CCG.  The minutes of this meeting are reported into Resources and Performance Committee through the 

operational performance paper. 
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6. Key Risks 
The Board Assurance Framework – Managing Demand was increased to 20 in November 2014.  In addition 

the following risks are brought to the board attention: 

 Lack of confirmation of the resilience funds and contract offer which support a number of the 
schemes which are included in the operational plan. 

 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 in ED and critical 

care nursing staff are of particular note 
 Continued reduction in social care/ community support due to pressure on local authority budgets. 
 Potential double counting of LOS efficiency from these plans and the transformation programme. 
 Outcome of the contract query issued to Liverpool CCG. 
 Lack of agreement with NHS England regarding Walk In Centre activity. 
 Decline in NWAS turnaround times due to ED being overcrowded.  

 

7. 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 approve; 

i)  the operational plan for 2015-6 whilst noting the absence of a contractual settlement and 

resilience funding which is required to finance these plans.  

ii) The 4 hour performance trajectory contained in the appendix.  An update on the Walk In centre 

activity will be given to the meeting. 
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Appendix 1:  4 hour Performance Trajectory  

 

 

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

W
k0

1

W
k0

3

W
k0

5

W
k0

7

W
k0

9

W
k1

1

W
k1

3

W
k1

5

W
k1

7

W
k1

9

W
k2

1

W
k2

3

W
k2

5

W
k2

7

W
k2

9

W
k3

1

W
k3

3

W
k3

5

W
k3

7

W
k3

9

W
k4

1

W
k4

3

W
k4

5

W
k4

7

W
k4

9

W
k5

1

RLBUHT Emerg Access Performance Trajectory (WICs Added from May) 

150421�DMc�4�hour�Emergency�Ca
Overall�Page�160�of�255
Page�9�of�9

http://www.eshareuk.com


RLBUHT BOARD PACK

[Type text]

TITLE: Trust wide Acuity Study and Safe Nurse Staffing Compliance AUTHOR: Lisa Grant

FOCUSED REVIEW: REFERENCE INFORMATION

Purpose of paper Key facts
X For assurance Sponsor: Lisa Grant, Chief Nurse

☐ To note
Service line affected: Trust
Date of board meeting to discuss this paper: 28/04/2015

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:
√ 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 

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            
The National Quality Board’s guidance, entitled ‘How to ensure the right people with the right skills are in the right 
place at the right time’ was published in November 2013 and the Trust have undertaken a significant amount of work to 
ensure each of the expectations set out are met.
This report is intended to share the outcome of the nursing establishment review that have been completed utilising an 
acuity and dependency tool developed by the Association of UK University Hospitals (AUKUH) entitled the ‘Safer 
Nursing Care Tool’ (SNCT).

2. QUESTION(S) ADDRESSED IN THIS REPORT                                  
- Are the nurse to patient ratio on each shift set by the Chief Nurse correct based on the Safer Nurse Tool 

outcome and professional judgement?
- What are the current risks associated with achieving the nurse to patient ratio?
- What is the senior nursing teams doing to address current vacancies?
- What is the result of the March UNIFY data of planned and actual staffing numbers

3. CONCLUSION AND RECOMMENDATION                            
The conclusion of the report is that the ratios set by the Chief Nurse across the trust are fit for purpose based on the 
safer care tool results and professional judgement made. However the report notes that the increase in bed bases over 
the last year combined with the business case to increase nursing numbers in September 2014 has resulted in currently 
over 100 nurse vacancies. The paper outlines the work being undertaken to address the issues associated nationally 
with nurse recruitment and is in discussions with the Trust Development Authority to pilot a new model that would 
utilise a different combined multi-disciplinary team establishment. The Trust undertakes a Matron staffing meeting 2 
times a day to ensure ward staffing is safe and appropriate. 
The Trust Board is asked to consider the findings of this paper and support the direction of travel with regards to 
continued monitoring of patient dependency and a fit for purpose workforce to provide effective patient care.
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Trust wide Acuity Study and Safe Nurse Staffing Compliance

April 2015

Report and Analysis

1. Introduction/Background

High patient acuity and dependency linked to low staffing levels can have a profound 
impact on the quality of patient care, as demonstrated through enquiries into failures 
at Mid-Staffordshire NHS Foundation Trust and the Keogh Reviews. 

Therefore, up-to-date information on patient acuity and dependency has been collated 
which will now form part of the six monthly review procedure for ward nursing 
establishments at the Royal Liverpool and Broadgreen University Hospitals.  

Using the Association of UK University Hospitals (AUKUH) ‘Safer Nursing Care Tool’ 
(SNCT), the Trust measures the acuity and dependency of all inpatients over a four 
week period, twice each year, during a winter and summer period.  During each study 
the data is collected Monday-Friday to allow for the capture of data during periods of 
increased surgical activity. 

The Ward Manager (or deputy) of each ward scores the acuity of the patients under 
their care and all returned data is assessed for accuracy by the Nursing Quality and 
Audit Lead. This ensures stringent quality control prior to submission into the SNCT 
database.  

The SNCT contains defined classifications of levels of care and measures the acuity 
and dependency of those patients whose needs are met through normal ward care 
(Level 0), through to those patients who require advanced respiratory support and 
therapeutic support of multiple vital organs (Level 3). (Basic definitions of levels of 
care can be found at the top of Appendix 1)

A key principle of the Trust’s framework for assessing nurse staffing requirements is 
the triangulation of SNCT data with ward/department activity and nurse sensitive 
quality indicators. This then creates an acuity and dependency diagnostic for each 
ward/department.  A key to the ward/department diagnostics can also be found in 
Appendix 1. 

The Chief Nurse has implemented a more formal approach to applying professional 
judgement, by setting up meetings with each Ward / Departmental Manager to discuss 
the current nurse staffing allocation in order to confirm that this is fit for purpose. 

Acuity�and�dependency�staffing
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This paper provides the results and analysis of the third RLBUHT Patient Acuity Study 
which was completed during February 2015 along with an overview of establishments 
and findings of the professional judgement framework recently applied. 

2. Patient Acuity Summary

Table 2 - Comparison of Patient Acuity Study Results – July 2014 and February 
2015

Parameter July 14 February 
2015 Increase/Decrease

Total Number of Assessments 
Completed 15095 15691

Number of Level 0 Assessments 6159 40.80
% 6020

38.36
%

Number of Level 1a Assessments 3387 22.43
% 4342

27.67
%

Number of Level 1b Assessments 5111 33.85
% 4686

29.87
%

Number of Level 2 Assessments 431 2.86% 633
4.04

%

Number of Level 3 Assessments 7 0.06% 10
0.06

%

There has been an increase in assessments completed during the February 2015 
audit, of which there appears to be an increase of admissions via the Emergency floor 
and the elective program. We have also included, for the first time Ward 10Z/7X which 
will automatically increase the number of assessments. There has also been an 
increase in the bed base for Wards 5X, 5B and HEC, plus the use of day-case units 
for patients who required overnight admission and the opening of the winter resilience 
Ward 4X. 

There continues to be a high number of patients who are in a stable condition but 
have an increased dependence on nursing support within the Trust, although a slight 
reduction from July 2014 audit was noted. In the main, this is due to the number of 
elderly, frail and ‘nursing dependent’ patients admitted to our wards and ongoing 
issues relating to the safe discharge of vulnerable patients.  Of those wards audited, 
15 wards showed an increase in the number of patients reliant on enhanced nursing 
support, 10 wards showed minimal change and 12 wards showed a decrease in the 
level of dependency compared to the last audit. 

Further comparison between the July 2014 and February 2015 studies has revealed 
that 18 wards showed an increase in patients who were acutely ill, requiring 
intervention or were unstable, 8 wards showed minimal change, and just 11 wards 
showed a decrease in the total number of acutely ill patients.    
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3. Recommended Establishments versus Actuals

The Safer Nursing Care Tool allows for measurement and comparison between 
funded Whole Time Equivalent (WTE) and the average/estimated WTE on duty for 
each ward during the study period.  

During the July 2014 study, there was a deficit between the funded and recommended 
establishments for each ward. However, following a Trust wide review of nursing 
establishments, taking into account the increase in patient acuity and dependency, 
investment was agreed to enhance night time establishments and provide a nursing 
establishment that supported a ratio of one registered nurse to a maximum of eight 
patients in a general ward area. 

The average total funded establishment per ward has therefore increased to meet with 
the recommended nurse staffing numbers set out and this review confirms that the 
trust has a nursing establishment that meets the requirements set out in the Safer 
Nursing Care Tool and ready to meet the increased acuity and dependency needs of 
patients. This is a significant step forward and a positive position for the Trust.

Table 3 - Recommended Nurse Staffing Numbers

Total Funded 
WTE

Average WTE on 
duty during the 
study period

Recommended 
WTE

Average per Ward 
July 2014

30.65 29.30 32.37

Average per Ward 
February 2015

33.21 28.95 31.67

During the February 2015 study, whilst the funded establishment met with national 
recommendations, there was a deficit between the total funded nursing establishment 
and the average WTE actually on duty. 
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Individual Directorates have been tasked to investigate the reasons for this; but likely 
causes include staff absence due to sickness, nursing staff on study leave, allocated 
annual leave and vacant nursing posts. Vacant posts, in the main, are due to the 
recent night uplift for the wards and extensive recruitment is underway to reduce the 
total number of nursing vacancies. 

Whilst the establishments are now agreed and compliant with national 
recommendations, the challenge is to recruit appropriate numbers of nursing staff to 
fill the enhanced vacancy rate as a result. There are currently over 100 nursing 
vacancies within the trust which is approximately 4.4% of the total nursing workforce. 
This has been captured on the risk register and is due to the additional beds that have 
opened within year (Ward 4X, relocation of HEC, AED additional bed base) and the 
approval of a business case on the Broadgreen site with regards to Ward 3. In 
addition to this, the trust has an 8% turnover with regards to the nursing workforce 
which equates to approximately 50 vacancies at any point in time

Many organisations across the region are currently enhancing their nursing numbers, 
yet nurse graduate numbers do not reflect this and expect to remain insufficient to 
meet the current demand. Therefore, the Trust are working closely with NHS England 
to explore the options open to the trust for overseas recruitment, as well as targeting 
Universities to recruit ‘soon to graduate’ nursing students. The nursing teams have 
also attended national job fairs and are running internal evening recruitment events, 
welcoming applicants to come into the Trust to discuss opportunities and their ongoing 
development as well as continuing to run weekly interviews for those applying via NHS 
Jobs.

4. Contact hours (Care Contact Time)

In November 2014, a guide was issued by Jane Cummings, Chief Nursing Officer 
England, for providers and commissioners to identify ‘care contact time’, as part of the 
drive to deliver safe and effective care. This was supported by the National Quality 
Board and has now sits alongside the recommendations set out in the document “How 
to ensure the right people, with the right skills, are in the right place at the right time”.

In undertaking their duties as a nurse, it is acknowledged that a range of elements 
make up the role, some involving direct care and others indirect care. All of these are 
important factors in ensuring that patients receive the best possible experience with 
good outcomes. The tool helps organisations assess which indirect aspects can be 
brought closer to the patient i.e. documentation, and therefore helps to promote 
discussion in defining the best model of care and also in designing new roles and 
responsibilities to support the trained nurse. 
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During February’s Acuity and Dependency Audit, this additional component was 
added to the study, to complete ‘Care Contact Time’. This involved observing each 
Registered Nurse (hour per nurse) over a four hour period between 10.00 and 14.00.

The audits were completed with the assistance of Student Nurses from the University 
of Liverpool, Liverpool JMU and Edge Hill, who currently work within each of the 
clinical areas involved. The audits were overseen by the Nursing Quality Audit Lead 
who ensured that they were completed accurately with a standardised approach.

The level of registered nurse care contact time was variable from nurse to nurse and 
ward to ward, however the range of contact hours was from 6.6% through to 93.3% 
per nurse.

A total of 37 inpatient wards were included in the audit with a total of 129 activities 
completed for analysis.

The Trust average direct patient contact time per Registered Nurse equated to 40.4% 
of time spent.

It ought to be recognised that appropriate Care Contact Time will vary according to 
patient dependency and speciality, but common themes that took staff away from 
giving direct time to care were; motion (looking/collecting/returning an item), nurse 
handover, communication away from the patient e.g. phone calls, discussions and 
leadership duties which included bed meetings. 

The senior team are currently reviewing the model of care in preparation for the move 
to the new hospital. This will involve engagement with the nursing workforce to 
establish what improvements can be made in order to enhance the care contact time 
in all areas. A pilot is also in discussion working with the Trust Development Authority 
to model an establishment that may not reflect a pure nursing workforce. This would 
create an opportunity to trial different roles to support the function of the ward and 
ensure that patient care is maximised at all times. 

5.  Unify Safe Staffing Data

Unify safe staffing data was collated for the month of March 2015, details of which can 
be found at Appendix 3. In March we have reported eight wards with a fill rate of less 
than 80% across one shift group compared to seven wards in February. However, 
overall, compliance with the trust fill rate (planned staffing versus actual) remains and 
this has improved for the second consecutive month.
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6. Limitations of the Study

Although there is now national consensus and guidance for the use of the SNCT to 
inform future nursing establishments, there is no one solution to determine safe 
staffing and therefore triangulation of methods is essential.  The recommended WTE 
nursing establishments outlined in this report should not be used in isolation to 
determine staffing levels but should form part of a process which includes 
benchmarking with other organisations and professional consultation.

Therefore, the following limitations / exceptions are highlighted below to provide 
assurance that whilst these areas may not be ‘flagged’ with any issues, there is 
acknowledgement internally that further work needs to be done to ensure 
establishments are fit for purpose;  

 The recommended nursing establishment data from the two assessment wards 
(Medical Assessment Unit and Surgical Assessment Unit) are flawed, as the SNCT 
does not take into account nursing activity related to patient flow; i.e. activity relating to 
the multiple admissions, discharges and transfers within patient assessment areas 
(hence difficulties in capturing the most acute or dependent patient), and ward 
attenders. During the February 2015 audit, the Acute Medical Unit had 65 ward 
attenders which will not have been factored into the study as the existing tool 
examines the ratio of staff to admitted patients only.

 Ward 9B (renal day ward) also had Trust escalation beds open above their 12 funded 
beds during the period of the audit, as well as seeing an increase in their ward 
attender activity (an increase of more than one hundred attenders per month 
compared to the last review six months ago). These patients require complex 
treatment during their admission, which is not reflected in the acuity data collected, 
giving ward 9B a dual role.

 All the Enhanced Recovery areas within the Surgical Division do not have a separate 
nursing establishment, along with the NIV Unit within respiratory. Therefore the acuity 
and dependency for all of these areas is included in the ward analysis that these areas 
are aligned to.

7. Next Steps

Sensitive management and feedback of the results through each Division to individual 
Directorates and Wards is required and the Chief Nurse / Deputy Chief Nurse are 
meeting with all Ward Managers and Matrons to ensure professional judgement is 
continuously considered in relation to the nursing establishments in place and that 
there is agreement that these establishments are able to meet the needs of patients 
within their clinical area.
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Thus far, all wards have confirmed this to be the case and appreciate the on-going 
review, applying a standardised framework. 

The AUKUH recommend acuity and dependency measurement during both summer 
and winter periods to enable the organisation to identify trends across seasons and 
respond to changing demographics and healthcare needs. Therefore, this audit will be 
repeated in July and any changes highlighted through Trust Board.

Work is underway to explore how certain tasks and processes can be removed or 
adjusted in order to enhance the number of hours nurses spend directly with patients. 

As part of the acuity and dependency review undertaken in July, this will be re-visited 
to ensure improvement is made. Currently, there is only limited reference material 
available to measure the organisation against however as other organisations begin to 
examine this, it will be possible to understand how we compare nationally. The nursing 
team will continue to examine ways to ensure nurse to patient contact time is 
maximized. 

8. Recommendation

The Trust Board is asked to consider the findings of this paper and support the 
direction of travel with regards to continued monitoring of patient dependency and a fit 
for purpose workforce to provide effective patient care. 
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Acuity Study February 2015 - Key and Data Sources for Appendices 3 & 4

PARAMETER DEFINITION

Levels of Care Number audited patients assessed as requiring Level 0, Level 1a, 
Level 1b and Level 2 care

Level 0 Needs are met through normal ward care
Level 1a May be acutely ill requiring intervention, or may be unstable
Level 1b In a stable condition but have an increased dependence on nursing 

support
Level 2 May be managed within clearly identified Level 2 beds resourced with the 

required staffing level OR may require transfer to a High Dependency Unit

Nursing Establishment 
Whole Time Equivalent 
(WTE)

A comparison of the funded, estimated and recommended nursing 
establishment WTE during the duration of the Acuity Study 

Funded WTE The actual number of WTE staff funded for the ward during the period of 
the study

Average WTE The WTE establishment required based on the average patient acuity 
during the period of the study 

Estimated WTE The effective WTE staff establishment based on the staff recorded as 
present on each shift during the period of the study 

Recommended WTE The WTE staff establishment required for the ward based on the patient 
acuity scores over the period of the study taking into account the daily 
variation in scores.  Setting staffing at this level takes into consideration 
the daily variation in patient acuity levels.

Complaints The number of complaints registered for each ward during the period 
of the Acuity Study

Patient Harms Patient Harms registered and reported through Datix for each ward 
during the period of the Acuity Study

MRSA Bacteraemia All harms from hospital acquired MRSA bacteraemia
CDT All harms from hospital acquired Clostridium difficile toxin 
All Falls All inpatient falls 
PU All harms from grade 2-4 hospital acquired pressure ulcers 
Drug Errors All drug and medication errors (reported via EPMA) 

Activity The total number of patient admissions and discharges, and the bed 
occupancy level on each ward during the period of the Acuity Study

Admissions The number of admissions/transfers into the ward (data from SIGMA)
Discharges The number of discharges/transfers out from the ward (data from SIGMA)
Bed Occupancy The bed occupancy percentage based on the funded beds for each ward

Appendix 1
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Safe staffing report

Purpose 

To present the safe staffing report for March 2015.
 

Presented by: Lisa Grant: Chief Nurse.

For assurance 

For information

For decision

1. Introduction and Background of report

This report provides an update in relation to safe staffing in the Trust for the month of March 
and the content adheres to the guidance set out by the National Quality Board. 

  
This month we have seen an improvement in the number of areas that highlighted a fill rate of 
less than 80% and report areas in March which fell beneath 80% fill rates on one or more shift 
as follows:

 8Y, ESAU,  POCCU, 7A, 3A, 9Y, 8HDU and 9HDU

A full analysis of our fill rates is provided below. 

2. Trust level fill rate – March 2015. 

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 97.4% 99.7% 99.6% 115.5%
RLH              94.2% 99% 97.7% 111.8%
Trust 
total. 95.8% 99.35% 98.65% 113.65%

3. Comparison from the previous month: 

In March we have reported eight wards with a fill rate of less than 80% across one shift group 
compared to seven wards in February. However, overall, compliance with the trust fill rate 
(planned staffing versus actual) remains and this has improved for the second consecutive 
month. 
The sickness rate in March has seen an increase of 0.10% for nursing from February’s 
performance with the March sickness rate currently at 5.74%. Matrons and Ward Managers 
are proactively addressing sickness rates locally at ward level.

Appendix 2
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Full report

Section one: Fill rate data

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. 

1. March safe staffing overview

Specialty 1 Specialty 2

Total 
monthly 
planned staff 
hours

Total 
monthly 
actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

2A
430 - GERIATRIC 
MEDICINE 314 - REHABILITATION 1552 1477 1074.5 1124.5 589 589 589 586 95.2% 104.7% 100.0% 99.5%

2B
430 - GERIATRIC 
MEDICINE

1627.5 1688.83 1627.5 1269.5 589 579.5 589 573 103.8% 78.0% 98.4% 97.3%

2X
430 - GERIATRIC 
MEDICINE

1178 1225 1397 1371.8 589 579.5 399 608 104.0% 98.2% 98.4% 152.4%

3A 320 - CARDIOLOGY 2025 1987.5 1320 1320 876.06 668.82 584.04 791.28 98.1% 100.0% 76.3% 135.5%

3X
350 - INFECTIOUS 
DISEASES

1162.5 1025 1162.5 1183 584.04 584.04 292.02 292.02 88.2% 101.8% 100.0% 100.0%

3Y
350 - INFECTIOUS 
DISEASES

1395 1152.5 1395 1382.5 620 620 620 630 82.6% 99.1% 100.0% 101.6%

4A
110 - TRAUMA & 
ORTHOPAEDICS

1324 1259 1055.5 1010.5 647.9 647.9 620 600 95.1% 95.7% 100.0% 96.8%

4B
110 - TRAUMA & 
ORTHOPAEDICS

2256.5 2192 1690.5 1714.5 1196.5 1196.5 730 710 97.1% 101.4% 100.0% 97.3%

5B
100 - GENERAL 
SURGERY

2015 2127.7 1162.5 974.7 976.5 820.5 666.5 780 105.6% 83.8% 84.0% 117.0%

2Y
326 - ACUTE INTERNAL 
MEDICINE

400 - NEUROLOGY 1891.5 1936.5 1577 1807 866.64 866.64 584.04 593.46 102.4% 114.6% 100.0% 101.6%

5A
100 - GENERAL 
SURGERY

1937.5 2186 1162.5 1005 1302 1228.5 651 569.5 112.8% 86.5% 94.4% 87.5%

5X 300 - GENERAL MEDICINE
301 - 
GASTROENTEROLOGY

1560 1504.5 1627.5 1600 589 589 589 814.5 96.4% 98.3% 100.0% 138.3%

5Y 300 - GENERAL MEDICINE
301 - 
GASTROENTEROLOGY

1560 1500 1162.5 1372.5 589 579.5 589 664.5 96.2% 118.1% 98.4% 112.8%

6A 361 - NEPHROLOGY 1860 1583.7 700.5 742 666.5 667.5 666.5 671.5 85.1% 105.9% 100.2% 100.8%

6X [REC]
340 - RESPIRATORY 
MEDICINE

2790 2587.5 1162.5 1410 876.06 885.48 876.06 866.64 92.7% 121.3% 101.1% 98.9%

6Y
340 - RESPIRATORY 
MEDICINE

1860 1777.5 1162.5 1095 584.04 584.04 584.04 546.36 95.6% 94.2% 100.0% 93.5%

7A 300 - GENERAL MEDICINE 302 - ENDOCRINOLOGY 2092.5 1679 1627.5 1759 883.5 683.5 573.5 946.75 80.2% 108.1% 77.4% 165.1%

7B 300 - GENERAL MEDICINE 1627.5 1481 1395 1776.6 573.5 573.5 573.5 1261 91.0% 127.4% 100.0% 219.9%

7Y
303 - CLINICAL 
HAEMATOLOGY

1395 1379.5 651 634.5 651 651 325.5 335.5 98.9% 97.5% 100.0% 103.1%

8A
100 - GENERAL 
SURGERY

2057.5 1899.5 1145 969.25 999 973.5 649.5 589.25 92.3% 84.7% 97.4% 90.7%

8HDU
192 - CRITICAL CARE 
MEDICINE

3720 3592.5 930 577.5 2604 2415 325.5 325.5 96.6% 62.1% 92.7% 100.0%

8X
100 - GENERAL 
SURGERY

2582.5 2475.5 1485 1535.5 1302 1218 971 1095 95.9% 103.4% 93.5% 112.8%

8Y
100 - GENERAL 
SURGERY

1627.5 1965 1162.5 582.5 666.5 666.5 654 548.5 120.7% 50.1% 100.0% 83.9%

9A
100 - GENERAL 
SURGERY

1560 1222.5 465 415 596.75 596.75 0 0 78.4% 89.2% 100.0% #DIV/0!

9HDU
192 - CRITICAL CARE 
MEDICINE

361 - NEPHROLOGY 1395 1260 112.5 0 573.5 573.5 286.75 222 90.3% 0.0% 100.0% 77.4%

9X [3B]
305 - CLINICAL 
PHARMACOLOGY

1695 1485 1395 1618.77
584.04 584.04 584.04 781.86

87.6% 116.0% 100.0% 133.9%

9Y
100 - GENERAL 
SURGERY

1661.5 1400.5 385 267.5 620 620 0 210 84.3% 69.5% 100.0% #DIV/0!

10Z and 7x
303 - CLINICAL 
HAEMATOLOGY

370 - MEDICAL 
ONCOLOGY

1856.5 1836 783 681 1302 1281 651 525 98.9% 87.0% 98.4% 80.6%

ITU
192 - CRITICAL CARE 
MEDICINE

8910 8842.5 942.5 877 6247.5 6195 231 231 99.2% 93.1% 99.2% 100.0%

POCCU
192 - CRITICAL CARE 
MEDICINE

1755 1385 465 312.5 976.5 976.5 0 0 78.9% 67.2% 100.0% #DIV/0!

ESAU
100 - GENERAL 
SURGERY

1395 1162 930 540 651 651 325.5 325.5 83.3% 58.1% 100.0% 100.0%

AMU
326 - ACUTE INTERNAL 
MEDICINE

5445 4891.85 1725 1718 2628.18 2449.2 1083.3 1092.72 89.8% 99.6% 93.2% 100.9%

4x
110 - TRAUMA & 
ORTHOPAEDICS

1420 1225 1070 1070 664 664 589 589 86.3% 100.0% 100.0% 100.0%

CCU 320 - CARDIOLOGY 930 922.5 465 450 584.04 574.62 292.02 254.34 99.2% 96.8% 98.4% 87.1%
HEC 320 - CARDIOLOGY 2325 2000 465 578.5 876.06 876.06 283.34 274.2 86.0% 124.4% 100.0% 96.8%

Ward 5 BGH
110 - TRAUMA & 
ORTHOPAEDICS

314 - REHABILITATION 1115 1110.45 930 1125 620 620 310 560 99.6% 121.0% 100.0% 180.6%

Ward 4 BGH 330 - DERMATOLOGY 783.6 783.6 255.7 255.7 126.65 126.65 126.65 126.65 100.0% 100.0% 100.0% 100.0%
Ward 2 BGH 120 - ENT 101 - UROLOGY 992 946 505 485 588 577.5 168 168 95.4% 96.0% 98.2% 100.0%

Ward 1 BGH
110 - TRAUMA & 
ORTHOPAEDICS

1268.95 1268.95 943.5 943.5 682.5 682.5 336 336 100.0% 100.0% 100.0% 100.0%

Ward 8 BGH 400 - NEUROLOGY 314 - REHABILITATION 1395 1303 1627.5 1439.5 589 589 480.5 450.5 93.4% 88.4% 100.0% 93.8%

ED
180 - ACCIDENT & 
EMERGENCY

7207.5 6675.5 465 1359.5 3720 4019 310 602.5 92.6% 292.4% 108.0% 194.4%

86207.05 81402.58 42765.7 42353.82 42450.46 41523.74 19758.8 22147.53 94.4% 99.0% 97.8% 112.1%

Average fill 
rate - care 

staff (%)

Average fill 
rate - 

registered 
nurses/midwiv

es  (%)

Average fill 
rate - care 

staff (%)

Average fill 
rate - 

registered 
nurses/midwiv

es  (%)

Care StaffMain 2 Specialties on each ward

Ward name

Registered 
midwives/nurses

Registered 
midwives/nurses

Care Staff
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2. Reviewing and publishing of the data

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.

3. 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 March are:

 Of the 40 areas reviewed [the remit is for every inpatient designated ward to be included] there 
were 8 areas where less than 80% fill rates were identified across at least one shift [Day or Night]. 

 From January 2015 we started to collect A&E data for safe staffing. Whilst this will not be 
submitted nationally, as it is not currently a requirement, it will be included in this report moving 
forward so as to apply the same level of scrutiny within this setting in order to address any 
potential shortfalls.

4. 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 March and highlighted on the table overleaf.

 % 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.
 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.

Analysis has been undertaken of each of the eight wards and outlined as follows:
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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 
rate 
March

Harm 
Free 
Care.

NQI 3 
Month 
performance

Falls 
mod to 
severe 
harm. 

Grade 2-4 
hospital 
acquired 
pressure ulcer 
grade 2-4

ward 
based 
complaint 
March

HCAIs in 
past  
month

FFT net 
promoter score

9HDU 90.3% 0% 100% 77.4%
2.9% 1 4.11% 100%

G/NA/G
0 0 0 0 na

3A 98.1% 100% 76.3% 135.5%
18.6% 7.30 3.53% 93.55%

G/N/A
0 0 0 1 53

POCCU 78.9% 67.2% 100%         0% 0 0 1.51% 100% G/G/NA 0 0 0 0 na

8Y
120.7% 50.1% 100% 83.9%

29.8% 7.65 0.38% 88% A/G/G 0 0 0 1 38

7A
80.2% 108.1% 77.4% 165.1%

20.4% 6.55 5.18% 83.87% G/G/G 0 0 4 0 89
ESAU 83.3% 58.1% 100% 100% 4.1% 1 0.15% 100% G/G/G 0 0 0 0 N/A
8HDU 96.6% 62.1% 92.7% 100% 6.08% 3 5.08% 83.33% G/G/NA 0 0 0 1 50
9Y 84.3% 69.5% 100% 0% 0 0 11.1% 100% G/G/G 0 0 4 0 84

Key for WQI. 

R = Red rating [Less than 75%].
A = Amber rating [75% - 89%].
G = Green Rating [> 90%].
N/A = no audit conducted in month.

Acuity�and�dependency�staffing
Overall�Page�173�of�255
Page�12�of�17

http://www.eshareuk.com


Royal Liverpool and Broadgreen University 
Hospital NHS Trust

Patient Acuity Study Feb 2015, Trust Board Report April 2015                 
13

Ward 7A. The ward reported a low fill rate for RGNs of 77.4% on night duty; the HCA fill rate was 
165.1% as a result of the need for close patient observation but the high number of vacancies in 
this area has had a direct impact on the ability to staff the ward effectively. Where registered nurse 
shifts were unable to be filled by the temporary staffing resource, HCAs were allocated at times to  
enhance the number of staff working on the ward. Vacancies on ward 7A are currently at 6.55 WTE 
band 5 posts (1 post has been recruited). The remaining vacancies will be actively recruited via the 
next bulk interview process. Actions have been taken for ward areas to advertise and recruit staff 
independently, away from the block recruitment in order to attract staff to their given speciality, but 
this ward will also remain a high priority for upcoming recruitment events. Overall sickness rates for 
this ward area: 5.18%. Performance on 7A has remained good with monthly ward audits for the 
past 3 months attaining a green rating. The Chief Nurse has met with the Ward Manager last month 
to discuss options in order to enhance staffing numbers whilst recruitment takes place and a series 
of actions have been agreed, which has shown an improvement from last month’s fill rate.

Ward 8Y: The ward reported low HCA fill rate on day duty of 50.1 % and the RGN fill rate is higher 
on the ward at 120.7% as Band 5 allocation was increased so as to enhance the total number of 
staff working on the ward area. Vacancies on this ward are 4.85 WTE band 5 staff, which is an 
improved position compared to last month, and 2.8 WTE band 2 HCAs (2 have been recruited). 
Performance on ward 8Y has remained good with monthly ward audits for the past three months 
rated as green. Sickness has improved from last month data and is at just 0.38% for the month.

Ward 9HDU: The ward reported a low HCA fill rate on night duty of 77.6% although the fill rate for 
RGN is 100%. All shifts remained safe throughout the month due to changes in dependency of 
patients leading to less staff being required. Performance indicators were Green for the last 2 
months. There are no current vacancies and the sickness rate is 4.11%.

Ward 3A: The ward reported a low RGN fill rate on night duty of 76.3%. 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 sickness levels on 3A have 
improved over the last month with current levels at 3.53%. Overall, performance has remained 
green for this ward area, although the vacancies remain high at 4.15 WTE band 5 posts (1 
recruited) and 1 HCA post vacant. Proactive recruitment is underway in order to close the number 
of vacancies as quickly as possible.

Ward ESAU: The ward reported a low HCA fill rate on day duty of 58.1% although the 
establishment only allocates one HCA during the day, hence this gap having a bigger impact on the 
overall percentage. The levels of sickness are low at 0.15%. Overall performance has remained 
green for this area and current vacancies stand at 1 RGN post.

Ward POCCU : The ward reported a low HCA fill rate on night duty of 77.4%. Registered nurse 
shifts where 100% on night shifts. Support is given from ITU, 8HDU to bridge the staff gaps during 
the out of hour’s period. Overall, performance has remained green for the area and they currently 
have no vacancies.

Ward 8HDU :  The ward reported a low fill rate of HCAs on day duty of 62.1% although all shifts 
where deemed safe. Sickness has been an issue with high proportion of sickness from the HCA 
staff group. Sickness levels for the month are 5.08% but the ward is proactively managing their 
sickness via the HR policy. Performance remains green for this area.

Ward 9Y: The ward reported a low fill rate of HCAs on day duty of 69.5%. The ward has a high 
sickness rate at 11.1% which has remained high for the 3rd consecutive month. HCA sickness has 
remained an issue due to long term sickness episodes but the Matron and Ward Manager are 
actively managing the sickness with support from the HR department. Performance has remained 
green although the ward has four ward based complaints for the month which the ward manager is 
currently investigating.
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5. Report summary and recommendations

Sickness levels are high in 3 of the ward areas who reported low fill rates. Assurance has been 
given that respective HR policies and procedures are being adhered to with the management of 
sickness policy for all ward staff.

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. 

Performance remains green in all the ward areas which are below the fill rate.

Active recruitment is continuing with student recruitment taking place, with recruitment events 
scheduled across the UK over the coming weeks.
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APPENDIX 3
NURSE STAFFING RATIOS

Ward No of Beds Registered 
Nurses 
(WTE)

Unregistered 
Nurses
(WTE)

WTE 
per

Ratio
bed

Trained nurse to 
bed ratio early

Trained nurse to 
bed ratio late

Trained nurse to 
bed ratio night

ED
Minors 15
Majors 16
Resus 8
FOBS 6+6 
Chairs

95.94 12.21 1.88 0.23 1:3.5 1:3 1:3

AMU
35+4 Con 
rooms
MOBS 4 + 6 
chairs

60.26 19.1 1.4 0.36 1:4 1:3.75 1:5

Cardio’ 
floor 3

4 level 2 pts 12.10 0.0 3.0 0.0 1:2 1:2 1:2

Medicine Cardio’ 
floor 3

12, 2 T + 2 
Chairs

23.8 1.0 1.4 0.7 1:4 1:4 1:5

2A
24 currently 17.31 14.12 0.72 0.58 1:6 1:6 1:6

2B
23 19.89 14.54 0.86 0.63 1:6 1:7.5 1:8

2X
22 16.76 15.54 0.76 0.70 1:7 1:7 1:7

ASU
29 24.47 19.93 0.84 0.68 1:6 1:6 1:7

3A
31+8 D/C 21.35 12.6 0.68 0.40 1:6 1:7 1:8

3X
13 13.8 7.6 1.06 0.58 1:4 1:6.5 1:6.5

3Y
19 15.1 11.88 0.79 0.53 1:6 1:9 1:9

5X
24+2 enh 
care

17.75 12.88 0.68 0.49 1:6.5 1:8 1:8

5Y
19+4D/C 22.08 15.52 1.13 0.67 1:6 1:7 1:7

6A 23 19.4 8.56 0.84 0.37 1:6 1:6 1:11 twilight shift to 
support
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6B 33 40.57 11.25 1.22 0.34 1:3 1:3 1:3

6X 24 23.75 11.85 0.99 0.49 1:6 1:6 1:8

6Y 25 25.48 12.6 1.01 0.5 1:6 1:6 1:8

NIVI 4 included in 
6x/y

n/a n/a n/a 1:2 1:2 1:2

7A 31 20.55 12.8 0.66 0.41 1:6 1:7 1:7

7B 25 17 13.49 0.68 0.53 1:8 1:6 1:8

7Y 20 18.4 6.63 0.92 0.33 1:5 1:5 1:6

9B 
daycare

12+12 chairs 20.93 3.43 0.87 0.14 1:4 1:4 1:6

9HDU 5 (level 2 pts) 14.82 2.5 2.96 0.5 1:1.5 1:1.5 1:2.5

9X 23 17.35 11.4 0.75 0.49 1:6 1:7 1:8

10Z 8 16.3 4.34 2.0 0.5 1:2.5 1:2.5 1:4

BGH 4 8 mon-fri 7.42 4.0 0.92 0.5 1:3 1:8 1:8

BGH 8 20 14.40 15.68 0.72 0.78 1:6 1:6 n/a

4A 25 19.18 13.68 0.76 0.54 1:6 1:8 1:8

4B 22 24.3 17.13 1.1 0.77 1:5.5 1:5.5 1:11 with NOFU for 
support

NOFU 8 included in 
4B

n/a n/a n/a 1:4 1:4 1:4

5A 17 24.69 14.4 1.4 0.84 1:4 1:4 1:8

PERU 8 included in 
5A

n/a n/a n/a 1:4 1:4 1:4

5B 28 24.49 11.0 0.87 0.39 1:5 1:5 1:7

8A 17 27.0 13.37 1.5 0.78 1:6 1:6 1:8

VERU 8 included in 
8A

n/a n/a n/a 1:4 1:4 1:8

8HDU 
level 2

12 currently 54.16 6.03 4.5 0.5 1:1.5 1:2 1:2

8X 24 28.75 15.8 1.2 0.65 1:5 1:6 1:8

FACRU 6 included in 
8X

n/a n/a n/a 1:6 1:6 1:6

Surgery MACRU 6 included in 
8X

n/a n/a n/a 1:6 1:6 1:6
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8Y 25 29.44 13.55 1.2 0.54 1:6 1:8 1:8

9A 14 17.4 2.0 1.2 0.14 1:3.5 1:5 1:7

9Y 16+5 d/w 21.58 3.4 1.02 0.16 1:4 1:5 1:7

11Z 
SDA/DC

10 spaces 7.52 5.16 0.75 0.51 1:3 1:5 n/a

ESAU 14 14.52 7.0 1.0 0.5 1:5 1:5 1:7

BGH 1 28 24.71 9.8 0.88 0.35 1:6 1:6 1:9

BGH 2 13 14.64 8.76 1.1 0.67 1:4 1:4 1:6.5

BGH 5 15 14.0 9.6 0.9 0.68 1:5 1:7.5 1:7.5

BGH 
DCU

19 9.01 1.8 0.47 0.09 1:6 1:6 n/a
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EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT
Workforce costs account for over 60% of the total expenditure within the Trust and are therefore 
significant to the delivery of the long term financial model. Temporary staffing costs need to be 
effectively controlled to ensure that workforce costs demonstrate value for money. 

The Trust has a strategic objective to develop a world class workforce and has made a commitment 
to ensure that established staffing numbers are maintained to ensure the ongoing quality of staff to 
delivery exceptional care to patients.

2. QUESTION (S) ADDRESSED IN THE REPORT
 This report seeks to address the following questions:
 What was the cost of agency, bank and overtime to the Trust in 2014/15?
 To what extent have costs increased over the last year?
 What are the main reasons for the increased cost?
 What actions are being taken to reduce temporary staffing costs in the future?

3. QUESTION (S) ADDRESSED IN THE REPORT
The Board is asked to consider the report
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INTRODUCTION & BACKGROUND OF REPORT
This report has been prepared for consideration at Resources and Performance Committee in May. 
It sets out the year to date position on the expenditure associated with the use of temporary staff 
time including agency, bank, locums and overtime. In light of the increase in agency usage this 
report has been escalated to the Board

KEY ISSUES AND EXCEPTIONS
The graph below plots the number of whole time equivalent (wte) contracted staff against 
expenditure on temporary staff time.
Contracted staff has increased by 683.33 wte since April 2013 and 398.95 wte from April 2014. 
Spend on temporary staff time has also increased by 25% when comparing the forecast outturn for 
2014/15 with 2013/14. 
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Table 1 analyses expenditure between agency, bank, locum and overtime. The most significant 
increase in spend from 2013/14 is on agency staff with a 45% increase. 
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The largest area of spend is on administration and clerical agency staff. The year to date spend for 
2014/15 is £2,420k with similar expenditure levels in 2013/14; £2,230k. Highest levels of spend are 
in the Information Directorate and Information Services at £442k and £400k respectively. Agency 
staff are being used to validate the 18 weeks position, to provide capacity in the coding department 
and in health records in the Information Directorate. Information Services are using agency on a 
short term basis following a reorganisation, the majority of these posts will be recruited to on a 
permanent basis

£1,800k has been spent on nursing agency for the year to date with a forecast outturn estimated at 
£1,963k. This is a 91% increase on 2013/14 expenditure levels. The main reason for the increase in 
agency staffing has been to support an increase in critical care beds, Ward 4X and theatre nurses. 
There is a national shortage of critical care and theatre nurses.

Table 1: Summary of expenditure on temporary staff spend

The directorates with the highest spend on temporary staff time are:

Agency

£000’s

Bank 
£000’s

Locum

£000’s

Overtime

£000’s

Total

£000’s

Theatres/Anaesthetics 880 28 333 368 1,609

ITU 421 594 323 16 1,354

General Surgery 339 401 356 204 1,300

Orthopaedics 63 179 663 255 1,160

2013/14

£000’s

2014/15

Year to Month 
11

£000’s

2014/15 
Forecast 
outturn

£000’s

% increase from 
2013/14

% 

Agency Staff 5,650 7,514 8,197 45%

Bank Staff 5,293 5,253 5,731 8%

Locum Staff 3,147 3,196 3,487 11%

Overtime 2,475 3,042 3,319 34%

TOTAL 16,565 19,005 20,734 25%
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The theatres/anaesthetics department are successfully recruiting substantively to vacancies, but 
temporary staff are still required to cover vacancies and long term sick leave.

ITU have expanded the number of beds provided, which has required additional staff. Substantive 
recruitment is underway and vacancies are being covered through the use of temporary staff. Due 
to the increase in beds the additional costs are offset by an increase in clinical income.

Due to the increase in activity over the winter period, general surgery has released substantive staff 
to escalation areas and backfilled with agency, bank and overtime.

The use of locums in the Orthopaedics Directorate is due to gaps in the junior medical rota.

The trend towards an under-supply of some nursing posts is likely to continue. In the last 3 years 
the number of nurses recruited from abroad has tripled as all Trusts are responding to safe staffing 
requirements and are under increasing pressure to meet demand.

4. ACTIONS TAKEN TO REDUCE SPEND
There has been a review of staff bank usage with the following outcomes:

 rates paid for bank staff have been reviewed to secure an increase in the supply of staff on 
the bank to avoid the more costly option of agency staff

 workforce plans are being developed in all areas as part of the business planning process.
 an escalation procedure was issued to the divisional staff in January to underpin staffing 

decisions (part time must be offered extra bank hours, before other bank shifts are filled 
with overtime and agency only being used as a last resort).

 Consideration is also being given to paying bank staff weekly to encourage bank fill rates 
from existing staff.

Turnaround times for recruitment have improved. The average time to recruit is 11 weeks, there is 
a continued focus on filling vacant substantive posts and recruitment drives have been undertaken 
including recruitment from Europe.

HR Policies are being robustly applied to address sickness levels. 

A revised Agency Policy has recently been approved and is now being implemented and embedded.

A further review of pay enhancements, bank and agency usage will identify where and how changes 
in staffing usage can be made. This will include consideration of NHS Professionals (NHSP). This 
agency is aligned to the Department of Health and has reduced agency spend in trusts nationally 
and across the region.

Clear establishment figures are being confirmed for every area for the start of the new financial 
year.
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5. IMPACT ON STRATEGIC OBJECTIVES AND RECOMMENDATIONS
The Board is asked to note the actions being taken to reduce expenditure on temporary staff and 
accept the report for information and assurance
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EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            
This paper forms part of the quarterly update that is provided to Board.

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                             

 Mortality as measured by SHMI and HSMR within expected parameters.  
 Overall performance and proposed/embedded process improvement in various aspects of patient safety and 

clinical deterioration
 Recommendation that the Board note performance.
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MAIN REPORT: Mortality and Patient Safety

Mortality

Dr Foster Mortality Data Update – Dec 13 – Nov 14

Crude Mortality
Dec13 to Nov14 Crude rate Expected rate

Crude mortality 1.41% 1.56%

Figure 1, Crude mortality

Figure 2, Crude mortality, excluding daycases

Dec13 to Nov14 Crude rate Expected rate
Crude mortality excluding daycases 2.71% 3.08%
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HSMR

Dec13 to Nov14 Relative risk Low confidence 
Interval

High confidence 
Interval

HSMR 93.25 87.87 98.87

Figure 3, HSMR

HSMR relative risk is currently reported at 93.25 and within expected range.

SHMI
1.05 (published April 2015, within expected range, period October 13-October 14). The analysis was 
based on 1832 deaths within 30 days of admission to the Trust. 73% deaths occurred in the hospital 
27 % in the community. Top causes of death were Pneumonia 322, Sepsis 83, Acute 
cerebrovascular disease 80, Acute Kidney injury 74, Aspiration pneumonitis 61.

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

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 proactively audit and review the alerts to 
understand any potential changes in practice, where applicable. 

1. A previous alert on ‘Peripheral and Visceral Atherosclerosis has prompted an audit by the 
Vascular Surgery directorate. 24 patient deaths have been reviewed to date. 21 were 
emergency admissions and only 3 elective. There was no operative intervention in 12 
patients. The commonest cause for admission was critical ischaemia of a limb 9 or non-
viable limb (gangrene) 3. Nine patients who presented with abdominal symptoms were 
include in this group but only 3 were diagnosed as having acute  ischemia of the bowel on 
admission. This is a heterogeneous group and only about half were cared for by vascular 
surgery. No failures of care leading to an avoidable mortality have been identified to date.

2. Further work linked with mortality in ‘elective’ and ‘non-elective admissions’ will commence. 
Having initially identified that the Trust is above average in ‘elective’ admissions through the 
recent mortality indicators. This issue has been noted previously and analysis provided in the 
Patient safety and Mortality reports. We found that many of these patients were  tertiary 
referral patients who and are therefore not actually true elective patients but under the 

Fig 3
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present coding rules are allocated to the ‘elective’ group. The outcome of this work will be 
presented at the next meeting. 

Mortality Peer Review (MPR) Process

Division Actual 
deaths

Total Mortality 
Peer Review 
completed

Completion 
rate as of July 
‘14

Completion 
rate as of 
October ‘14

Completion 
rate as of 
January ‘15

%difference 
in 
completion

Medicine 1827 1394 68% 76% 78% 2%
Surgery 494 385 83% 80% 76%    4%

Trustwide 71% 78% 77% 1%

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 
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. 

In order to provide further assurance to the review process, a weekly meeting has been established, 
the Mortality Quality Assurance Group that will review random case notes to assess the decision 
made in the previous MPR process and also utilise NCEPOD criteria to assess quality of care.

Deteriorating Patient

‘2222’ Call Breakdown

The chart above demonstrates a breakdown of ‘2222’ calls from January 2013 through to December 
2014. The total number of calls above refers to the total number of calls which have been 
categorised. On average the nature of 4-5 calls per month are unable to be ascertained.

A review of the Cardiac Arrest team was undertaken early in 2014, the following key changes have 
been or are in the process of being implemented. 

Fig 1
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• May 2014 The Cardiac arrest Team was renamed the Medical Emergency Team to 
encourage staff to request the team attend to deteriorating patients as well as those in cardiac 
arrest.
• Dec 2014 The new observation chart including the National Early Warning System (NEWS) 
was implemented throughout the surgical division
• Mar 2015 The new observation chart will be implemented throughout the organisation.

The total number of calls has increased significantly, which was to be expected along with a large 
increase in medical emergency calls while the number of true cardiac arrests has remained fairly 
constant, with the exception of December when the trust was extremely busy.

BGH Transfers group

Within the past 12 months : 2 serious incidents have occurred onsite which have been fully 
investigated and actions taken.

All other transfers have been safe and appropriate transfers. There have been no incidents reported 
resulting in RCA and have been fully reviewed via the BGH transfer group.
The trust has seen a decrease in transfers, for Q4 : 16 transfers have taken place, averaging 4.5 
transfers per month on contrast to Q3 which seen 37 transfers averaging 9.5 transfers per month.

Sepsis

This work forms part of Advancing Quality (AQ), regionally led by Dr Nsutebu.
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Sepsis AQ Compliance

Composite Process Score – count of all measures achieved
Appropriate Care Score - % of patients who have received all outcome measures in a timely manner

Further achievements have also been realised since the last update to Trust Board - 
 Continued compliance with ‘sepsis 6’ through the Advancing Quality work programme  with 

on average 58.82% of patients receiving  appropriate care - a 4 fold increase compared to an 
audit in 2012 and we are now the third best performers across the region. We plan to 
improve this to >80% and maintain it throughout the year. 

 Mortality for patients with septic shock reduced by 15%
 Length of stay reduced from 23 days to 20 days for patients with sepsis saving over 2000 

bed days for the Trust with an efficiency saving of just over £400k per annum

Sepsis is the 3rd leading cause of mortality after heart attacks and stroke – 35% in-hospital mortality 
and responsible for over 37000 deaths a year in the UK. Sepsis is currently a high priority on the 
political and NHS agenda locally, regionally and nationally. It forms part of the regional AQ 
programme and a national CQUIN has been introduced for 15/16 – in which the Trust will be 
required to achieve demanding objectives and 0.25% of our Trust income will be dependent on 
meeting this CQUIN.

Further work will also be conducted during 2015;

 Engagement with community, GPs and NWAS
 Management of performance relating to AQ and CQUIN targets
 Introduction of blood culture packs
 Increased recruitment of sepsis nurses
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Patient Safety

VTE

The above chart illustrates continued compliance with VTE assessment target.

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 led by haematologists to manage RCAs 
and to identify key areas of improvement, reporting through Patient Safety
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 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

Falls per thousand bed days 2013/2014 comparison with 2014/2015
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Moderate to severe harm comparison 2013/2014 against 2014/2015

From the most recent data it is encouraging that the number of incidents reported is increasing. 
However, the above chart also illustrates that moderate to severe harm has also increased on last 
year. 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.

Please also note that to date (mid-April) there have been no falls resulting in moderate to severe 
harm since March.

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– March 2015 – currently being trialled on 2B, 4B and NOFU. This 
is in parallel to concentrated improvement initiatives. The findings of the pilot will report back 
into the Senior Nursing Team in April. To date the findings appear to be very positive.  

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 learned. The key aims are to;
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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
 Reduction in missed/delayed doses of critical medicines.

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.
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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

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, for which external funding has been sourced -  June ‘15

Introduction of an interactive Patient Safety dashboard available on the Intranet – June ’15. 
Apeendix 1

Introduction and implementation of the Patient safety Strategy on a page – April ’15 (upon 
Patient Safety committee sign off) – Appendix 2
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Vision To reduce mortality and avoidable harm through continuous learning and improvement

Themes Collaboration and 
engagement

Paper free Data Training and 
education

Recognition Communications of 
themes

Patient Safety Strategy 2015 - 17

Objectives by domain

Mortality Reduce mortality and save 200 lives >95% compliance with Mortality Peer Review 
process

Use of global trigger tool and NCEPOD to audit 
quality of care

Deteriorating Patient 30% reduction of cardiac arrests 100% of Broadgreen transfers to be sage and 
appropriate with an overall 40% reduction

Implementation of NEWS throughout the Trust 
via Electronic Patient Management

Sepsis Reduce mortality for severe sepsis and septic 
shock by 20% by 2017

Improve AQ sepsis measure set compliance to 
>80% by 2017

Ensure that >50% of patients with sepsis in 
the Royal receive antibiotics within one hour of 
diagnosis by 2017

VTE Continued 95% compliance with Trust wide 
assessment process

40% reduction in Hospital Acquired Thrombosis Review current policy from which Trust operates

Falls Reduce falls that cause moderate to severe harm 
by 20%

Reduction of falls that cause head injuries by 
20%

Reduce repeat fallers by 30%

Tissue Viability The Trust will have no grade 3 or 4 hospital 
acquired pressure ulcers by 2017

Maintain improvement in reduction in Grade 2 
hospital acquired pressure ulcers

80% of staff from clinical areas should receive 
training on pressure ulcer prevention

Medicines Management No incidents relating to administration without 
prescription

50% reduction in incidents relating to missed/
delayed doses of critical medicines

No incidents relating to secondary doses of 
missed/delayed doses of critical medicines
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FOCUSED REVIEW: REFERENCE INFORMATION

Purpose of paper Key facts
     For assurance Sponsor: John Graham 

▃ To note
     For decision (To Approve / not approve 

Business Case) 
Service line affected: Trust

Date of board meeting to discuss this paper: 28/04/2015
Security marking: None
Please note, this report could be subject to FoI disclosure

Other forums where this has/will be discussed:
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Has this paper considered the following?

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 
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EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT

The Trust is required to develop a Board approved & Commissioner aligned one year plan for 2015/16 
including

• Strategic Context & Direction
• Quality & Safety Improvement approach
• Delivery of operational standards
• Workforce plans
• Financial and investment strategy
• Organisational relationships and capability

These plans set the framework for revenue and capital budgets within the Trust for 2015/16 and are required 
to be submitted to the TDA by the 14th May 2015. 

2. QUESTION(S) ADDRESSED IN THIS REPORT
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This paper presents the draft annual financial, activity and workforce plan for consideration by the Board, 
together with an outline of the key assumptions informing the plan. The documents set the framework for the 
annual revenue and capital budgets for 2015/16 and the documents proposed for the proposed accompanying 
narrative submission to the NHS TDA. The narrative documents are being revised to reflect the outturn 
position.

3. CONCLUSION AND RECOMMENDATION  

The Trust Board is asked to 

Discuss and approve the financial, workforce and activity plans for 2015/16.
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MAIN REPORT: 

1. STRATEGIC CONTEXT

NHS England and the five arm’s length bodies published the 2015/16 Planning Guidance on 19th December 
2014. This planning guidance was designed to deliver operational plans for Trusts and CCG’s for 2015/16. It 
set out the submission requirements and timescales together with the proposed business rules for 2015/16 
Contracting. At the time of publication the national tariff payment system for 2015/16 was in draft form and 
subject to the outcome of consultation. 

The TDA wrote to all NHS Trusts on 20th February 2015 outlining a number of changes to the submission 
timetable to reflect necessary changes arising as a result of the outcome of the national tariff payment 
consultation.

The deadline for draft Full Plan submissions was extended to 7th April and the Final Full Plan to 14th May. The 
draft submission due for May is presented to the Board today for review and approval with this paper. 

The Trust is required within the guidance to develop a Board approved & Commissioner aligned one year plan 
for 2015/16 including

• Strategic Context & Direction
• Quality & Safety Improvement approach
• Delivery of operational standards
• Workforce plans
• Financial and investment strategy
• Organisational relationships and capability

The published planning guidance builds on the NHS Five Year Forward View (summarised in a paper to the 
November 2014 Trust Board) and the guidance was summarised and presented to the Resources and 
Performance Committee on the 13th January 2015. Discussions regarding the development of the 2015/16 
contract were held at the Trust Board meeting on the 31st March 2015 and the Resources and Performance 
Committee on 7th April 2015.

The major challenges for the Trust in the updated published guidance were

 7 day Working – all providers to make further progress in 15/16 to implement at least 5 of the 10 
clinical standards for 7 day working  within resources available (16/17 contract will require compliance 
with 5 of the standards) therefore no new funding for 7 day working requirements.

 Specialised Commissioning – 15/16 tariff proposes 70:30 risk share of growth above 14/15 contract 
value – major shift in risk transfer to providers.

 Efficiency gain of 3.5% required.

 No material funding through tariff for modernisation costs (e.g. Francis, safer staffing etc.) 

 Core contract non elective admissions marginal rate risk share of 70:30 for growth above state 
baseline value.
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2. QUESTION(S) ADDRESSED BY THIS REPORT

This paper updates the Trust Board with the draft Full Plan for 2015/16.

3. ANALYSIS

Financial Plan – Key Outputs / Risks and Issues

The detailed financial plan is attached to this report with full TDA forms (called TRU forms and individually 
numbered – Attached as Appendix 1). The TRU forms will also set the Trust revenue budgets for 2015/16.

Key Assumptions – Income

Reflects the Trust offer made to commissioners at 1st April 2015 – currently contracts are not signed and 
further discussions are in progress regarding areas of difference between the Trust and Commissioners. The 
total value of items not agreed with CCG’s for the core contract amount to c. £5m at point of writing. An update 
on thso position will be provided at the meeting.

The contract offer reflects 2014/15 projected outturn activity and no provision for projected growth into 2015/16 
(this is consistent with the activity plan attached as Appendix 2).

No provision is made for the impact of risk share (at 70:30 trust: commissioners) of either non elective 
admissions on the core contract being above the stated contractual baseline or on specialist commissioning 
costs in excess of the stated base line value. The final value of his impact will be dependent upon actual 
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activity in 2015/16. Based on 2014/15 activity this risk is circa £1.1m on the core CCG contract and on 
Specialised Commissioning of circa £1.3m 

The income budgets also include anticipated income from a number of internally approved and in development 
business cases that are predicated on costs being covered by additional income. The following are included in 
both the income and expenditure budgets and will require close monitoring in year. 

 General Surgery 18 Week Business Case - £1.2m
 ITU Additional Beds - £3.2m
 Vascular 3 Session Day Business Case - £0.5m
 Academic Palliative Care Unit  Business Case - £2.5m
 PET CT - £1.2m
 Upper GI Income - £1.5m

Non patient income budgets have been set to reflect 2014/15 projected outturn, with the exception of the 
assumed income from the NHS England for the new hospital costs of £16.5m.

Form TRU64 part 1 outlines the detail of key movements in income assumptions from 2014/15 projected 
outturn to 2015/16 plan.

Key Assumptions – Expenditure

Prudent inflationary pressures have been modelled for pay (including incremental drift and pensions) and non 
pay.

Expenditure budgets have been set for the service developments outlined above.

An expenditure reserve reflecting the SOBC funding assumption of £16.5m has been set.

Expenditure levels have been set to reflect underlying activity levels for patient care at 14/15 projected outturn 
levels.

Modest revenue reserves have been created for 2015/16 and a separate reserve sheet is attached as an 
Appendix to this paper.

Form TRU64 part 2 outlines the detail of key movements in expenditure assumptions from 2014/15 projected 
outturn to 2015/16 plan.

Quality Efficiency Programme

The financial plan requires delivery in full recurrently of the 2014/15 QEP schemes in addition to new schemes 
for 2015/16 of £17.2m. The projected shortfall from 2014/15 at Month 11 is £4.1m making a requirement in 
2015/16 of £21.3m. The Trust will need to robustly monitor closely closedown of the 2014/15 shortfall outturn 
and delivery of the 2015/16 schemes. The 2015/16 schemes are outlined in TRU65.
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Capital Programme

The capital programme proposed for 2015/16 is c. £96.8m. The detail of this plan is outlined in TRU56, 
together with the capital cash management plan at TRU63.

Included within the capital cash management plan is a new PDC receipt of £63.0m relating to the planned PFI 
Prepayment included in the Capital programme of £63.0m. 

Workforce Plan

The TDA workforce planning template for 2015/16 is attached as an appendix. The report outlines a 
movement from a Planned WTE staff in post at 31/3/15 of 5,682.5 to 5,583.5; the reduction of 99.0 reflects the 
currently assessed impact of 15/16 QEP schemes.

Summary of Key Risks
The Trust is entering the most challenging financial year it has faced and the key risks will require close and 
robust monitoring and action through the financial year.

Financial reports to the Board and in particular to the Resources and Performance Committee will be required 
in year.

At point of plan approval the following are the key risks for the Board to note

 QEP Delivery – plan assumes 100% delivery of the full 2014/15 and 2015/16 programme
 Core Contract Non elective admission risk share – plan assumes no reduction in income
 Specialist commissioning activity growth risk share - plan assumes no reduction in income
 Activity assumptions in funded service developments – elements of the plan assume growth in activity 

above planned levels
 Baseline contract assumptions relating to items not agreed with CCG – c. £5m risk.
 Contract Sanctions (penalties) for failure to deliver contractual requirements. – plan makes no 

provision for penalties
 CQUIN delivery – plan assumes 100% achievement

4. CONCLUSION AND RECOMMENDATION

The Trust Board is asked to 

Consider and approve the financial, workforce and activity plans for 2015/16.  
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X Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights

Have we considered opportunity & risk in the following areas?                      
     Clinical x Financial x Reputation 
State: State: Preparation of Annual Accounts State: Annual Report & Accounts

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT

The Board of Directors is responsible for presenting a balanced and understandable assessment of the Trust’s 
position. This extends to information required to be presented by statutory requirements, including the 
accounting policies adopted for the preparation of annual accounts. 

2. QUESTION(S) ADDRESSED IN THIS REPORT        

The purpose of this paper is to provide information and assurance to those charged with governance and to 
seek approval of the accounting policies to be used for the preparation of the accounts for 2014/15. 

The Trust’s accounting policies include the critical judgments made by management when applying 
accounting treatments that have the most significant effect on the amounts recognised in the financial 
statements.  

The key sources of estimation uncertainty are also described to disclose the areas that have the most 
significant effect when recognising and measuring assets, liabilities, income and expenses. This includes 
information about the valuation of Land and Buildings, the calculation, probability and timing of provisions 
and annual leave accruals.  

Material changes to the Accounting Policies in Appendix A are in bold italic. 

3. CONCLUSION AND RECOMMENDATION  
The Audit and Assurance Committee will consider the Accounting Policies immediately prior to the Board and 
make a verbal recommendation to the Board in relation to their adoption, specifically in relation to the 
following:   
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 Approve the Accounting Policies in Appendix A for the preparation of the Trust’s statutory accounts 
for 2014/15  

 Approve the conclusion that the Trust’s Charitable Funds transactions should be consolidated for 
2014/15 under the adoption of IFRS 10 by HM Treasury which requires consolidation where 
management determine that control exists 

 Approve the conclusion that the Trust’s partnership working with Aintree University Hospitals NHS 
Foundation Trust in respect of Liverpool Clinical Laboratories meets the criteria of a joint operation 
under IFRS11 and requires the Trust to account for the assets the Trust controls, expenses and 
liabilities incurred and its share of income from the activities of the joint operation. 
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MAIN REPORT: 

1. STRATEGIC CONTEXT 
In accordance with International Accounting Standards and the Department of Health Manual for 
Accounts (MFA), the Trust is required to disclose the accounting policies that set out how it will 
recognise transactions and balances. 

2. QUESTIONS ADDRESSED BY THIS REPORT 
NHS Trusts Accounting Policies must meet the requirements of the DH MFA, which requires 
compliance with International Financial Reporting Standards (IFRS) and HM Treasury guidance, as 
directed by the Secretary of State for Health. This paper provides details of the model accounting 
policies provided by the DH MFA for 2015/15 in Appendix A, modified as appropriate to the Trust’s 
circumstances where a choice of accounting policies is permitted by the Manual for Accounts. 

3. ANALYSIS
The key areas for consideration and confirmation are: 

 consideration of whether the Trust, as corporate trustee has control over linked Charitable Funds 
 accounting arrangements for Liverpool Clinical Laboratories  

Consideration of control over Charitable Funds 
Previously under IAS 27 Consolidated and Separate Financial Statements the Trust considered the quantitative 
and qualitative aspects of materiality in respect of the Trust’s linked charity and decided not to consolidate 
charitable funds within the Trust’s statutory accounts. However, IFRS 10 Consolidated Financial Statements 
was adopted by HM Treasury for accounting periods after 1 April 2014 and established a single control model 
which requires management to determine whether an entity (the Trust’s linked Charity) is controlled by the 
parent (the Trust). 

Where management determine that control exists, consolidation is required by the parent. The Trust 
previously established that as the corporate trustee of the Royal Liverpool and Broadgreen University Hospitals 
NHS Trust Charitable Fund, it effectively has power to exercise control so as to obtain economic benefits. This 
demonstrates that the Trust acknowledges control over charitable funds and to comply with the relevant 
accounting standards, the Trust must consolidate Charitable Funds. 

Accounting arrangements for Liverpool Clinical Laboratories
The partnership working between the Trust and Aintree University Hospitals NHS Foundation Trust in respect 
of Liverpool Clinical Laboratories must be considered to determine the appropriate accounting arrangements 
under IFRS 11 Joint Arrangements.  The key characteristics of a joint arrangement are: 

 both parties are bound by a contractual arrangement 
 the contractual arrangement gives two or more of those parties joint control of the arrangement 

These characteristics are met in the case of Liverpool Clinical Laboratories with reference to the contract between 
the two organisations. 
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Further review of the contract confirms that the agreement does not create a separate legal entity and although 
the contract refers to a ‘contractual joint venture’, the substance of the agreement fulfils the characteristics of a 
‘joint operation’.  The characteristics of a joint operation include the right of each party to assets, obligations etc. 

Accounting for the arrangement as a joint operation means that the Trust will account for the assets it controls, 
liabilities and expenses incurred and its share of income from the activities of the joint operation and making 
appropriate disclosures in the annual accounts. 

                                       
4. CONCLUSION & RECOMMENDATION 

The Trust Board is recommended to accept the recommendation from the Audit and Assurance Committee to:
 Approve the Accounting Policies in Appendix A for the preparation of the Trust’s statutory accounts 

for 2014/15 subject to confirmation of accounting arrangements for partially completed spells 
 Approve the conclusion that the Trust’s Charitable Funds transactions are consolidated for 2014/15
 Approve the conclusion that the Trust’s partnership working with Aintree University Hospitals NHS 

Foundation Trust in respect of Liverpool Clinical Laboratories meets the criteria of a joint operation 
under IFRS11 and requires the Trust to account for the assets the Trust controls, expenses and 
liabilities incurred and its share of income from the activities of the joint operation. 
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EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT

The assumption that the Trust is a ‘Going Concern’ is a fundamental principle in the preparation of financial 
statements. International Financial Reporting Standards (IFRS) require an organisation’s directors to assess 
and satisfy themselves that it is appropriate to prepare financial statements on a going concern basis. 

The NHS TDA Accountability Framework also requires NHS Trust Boards to make a statement confirming 
their satisfaction that the Trust shall at all times remain a going concern, as defined by relevant accounting 
standards in fore from time to time. 

2. QUESTION(S) ADDRESSED IN THIS REPORT        

This paper sets out the following information to support the Trust Directors’ assessment and conclusion on 
going concern: 

 Relevant guidance on the Board of Directors’ assessment 
 Key assumptions and evidence supporting the Directors’ assessment

The Audit and Assurance Committee discussed the proposition that the Trust remains a going concern in 
accordance with relevant guidance and the key assumptions and evidence. The Committee considered the 
current position with regard to contracting discussions with commissioners as well as the forecasts and 
received assurance that the Trust was not forecasting a negative cash flow based on current assumptions. 

3. CONCLUSION AND RECOMMENDATION  

The Audit and Assurance Committee would recommend to the Trust Board that:
 The Trust prepares Financial Statements and Accounts on the assumption that the Trust is a Going 

Concern based on the rationale set out in this report 
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MAIN REPORT: 

1. STRATEGIC CONTEXT 
The assumption that the Trust is a ‘Going Concern’ is a fundamental principle in the preparation of 
financial statements. International Financial Reporting Standards (IFRS) require an organisation’s 
directors to assess and satisfy themselves that it is appropriate to prepare financial statements on a 
going concern basis. 

The NHS TDA Accountability Framework also requires NHS Trust Boards to make a statement 
confirming their satisfaction that the Trust shall at all times remain a going concern, as defined by 
relevant accounting standards in force from time to time.

2. QUESTIONS ADDRESSED BY THIS REPORT 
Appendix A sets out the key considerations and evidence considered as possible indicators of 
material uncertainty and the director’s assessment of going concern. 

3. CONCLUSION & RECOMMENDATION 
The Trust’s assessment of the evidence against each possible indicator of material uncertainty 
concludes that the directors have a reasonable expectation that the trust has adequate resources to 
continue in operational existence for the foreseeable future. For this reason, the directors continue to 
adopt the going concern basis in preparing the accounts. 

The Trust Board is recommended to:
 Approve the preparation of the Trust’s Financial Statements and Accounts on the assumption 

that the Trust is a Going Concern based on the rationale set out in this report. 

Appendix A 
Directors’ assessment of going concern

1. Guidance relating to the Going Concern Assessment 
1.1 The Department of Health Manual for Accounts states that concerns around ‘going concern’ status for 
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NHS Trusts will only arise if there is a prospect of services ceasing altogether.  This is based on 
guidance within the 2014-15 HM Treasury Financial Reporting Manual (FReM) which interprets ‘Going 
Concern’ for the public sector context as follows: 

 for non-trading entities, the anticipated continuation of the provision of a service in the 
future, as evidenced by inclusion of financial provision for that service in published 
documents, is normally sufficient evidence of going concern. However, a trading entity 
needs to consider whether it is appropriate to continue to prepare its financial statements 
on a going concern basis where it is being, or likely to be, wound up, 

 Sponsored entities whose statements of financial position show total net liabilities should 
prepare their financial statements on the going concern basis unless, after discussion with 
their sponsors, the going concern basis is deemed inappropriate, and 

 Where an entity ceases to exist it should consider whether or not its services will continue 
to be provided (using the same assets, by another public sector entity) in determining 
whether to use the concept of going concern for the final set of financial statements. 

1.2 International Accounting Standard 1 (IAS 1) Presentation of Financial Statements prescribes disclosure 
of any material uncertainties related to events or conditions that may cast significant doubt on the 
organisation’s ability to continue as a going concern. 

Possible indicators of material uncertainty include: 
 Substantial operating losses/net liabilities 
 Significant financial support/reliance on non recurrent items 
 Negative operating cash flows/excessive reliance on borrowing 
 High risk financial ratios/failure to achieve financial duties
 Significant improvements needed to estate
 Significant concerns about finance or quality raised by regulators 

2. Assessment of Going Concern: key considerations and evidence  
The following table sets out the considerations for possible indicators of material uncertainty and the 
director’s assessment. 

Consideration Evidence
 Substantial operating losses
 Net Liabilities 

 The Trust’s reported financial position during 2014/15, 
forecast position and 2015/16 plans do not include 
operating losses or net liabilities

 Significant financial support 
 Reliance on non-recurrent 

items

 The Trust has not required nor received significant 
financial support during 2014/15 and does not 
anticipate requiring financial support for the remainder 
of the financial year. In addition, the Trust’s initial 
financial plans for 2015/16 and the Long Term Financial 
Model (LTFM) do not include significant financial 
support. 

 The Trust was not reliant on non-recurrent items 
during 2014/15. 

Consideration Evidence
 Negative Operating Cash 

Flows 
 Excessive reliance on 

borrowing

 The Trust has positive operating cash flows during 
2014/15 and is forecasting a positive operating cash 
flow for the outturn position. The Trust’s initial 
financial plans for 2015/16 and beyond do not include 
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negative operating cash flows. 
 The Trust does not rely on borrowing. All borrowing 

(finance leases) is subject to an assessment around 
value for money and not solely on the impact on cash 
flow. 

 High risk financial ratios 
 Failure to achieve financial 

duties 

 The Trust’s Continuity of Services financial risk ratings 
are both level 4. 

 The Trust’s forecast for the 2014/15 outturn does not 
indicate any risk of failure to achieve financial duties 
and nor does the 2015/16 initial plan or the LTFM.  

 Significant improvements 
needed to estate

 The construction of the New Royal is progressing. 

 Significant concerns raised 
about finance or quality by 
regulators.

 No significant concerns have been raised about the 
Trust’s finances or quality by regulators. 

 Contracts for 2015/16  The national position around the tariff and the 
challenges faced by providers is well documented. The 
Trust has considered the options available and 
responded to commissioners within the required 
timescale. 

3. Conclusion
The Trust’s assessment of the evidence against each possible indicators of material uncertainty 
concludes that the directors have a reasonable expectation that the trust has adequate resources to 
continue in operational existence for the foreseeable future. For this reason, the directors continue to 
adopt the going concern basis in preparing the accounts. 
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GENERAL PURPOSE: REFERENCE INFORMATION

Purpose of paper Key facts
X For assurance Sponsor: Madelaine Warburton 

☐ To note
X For decision (no budget requested) Service line affected: Trust
☐ For decision (budget requested) Date of board meeting to discuss this paper: 28/04/2015
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 – April  15, QGC Apr 15,  Audit  & Assurance, Mar 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 its strategic 
objectives.  The BAF aligns principal risks, key controls, assurance and gaps in control against each strategic 
objective.   
2. QUESTION(S) ADDRESSED IN THIS REPORT        

The BAF was last considered by the Board in January 2015.  It has been updated to reflect additional 
controls/assurances to address gaps which have been identified as a result of continued monitoring and 
oversight of the delivery of the Trust’s objectives. The BAF has been considered by the Executive team, both 
individually and collectively as well as considered by the Quality Governance Committee and Audit and 
Assurance Committee (Resources and Performance and Transformation Committee will consider the BAF in 
May 2015).   Consideration of the BAF by the Board’s Committees enables the committee chairs and 
executive leads to provide an overview of how the committee has sought and considered assurances over 
the effective oversight of their assigned risks, using the BAF to inform the committee agenda to seek 
appropriate assurance.    

The review has again focussed on the outstanding gaps/negative assurance to ensure that all action have a 
deadline or date for substantive review.   In addition, following consideration of the BAF at the Board in 
January 2015 there are two additions to the BAF:

1) A timeline to demonstrate the current planned reduction of the risk during 2015/6.
2) A number of key metrics against each risk to demonstrate current performance against the Trust’s 

strategic objectives. The proposed metrics are for discussion by the Board as to whether they are the 
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most appropriate metrics for triangulation to demonstrate progress against strategic objectives.   
The metrics are in addition to the range of measures within the Board performance pack metrics. 
Some of the metrics are not RAG rated because either they are not yet reported (IT benefits 
realisation) or a target has not yet been set (falls). 

The BAF  has also been updated to reflect the discussions at the Board Development session in March 2015 
on the SWOT and PESTLE.   

The main changes are summarised below, with a full copy of the BAF available to Board members:  
LINK

1) Inability to effectively manage demand  
Origins
The impact of failure to consistently match resources to demand 24/7 and lack of reliable and effective 
data to support decision making has improved and reduced to amber. 

Controls 
The patient toolkit was implemented in January 2015 and has provided clarity with regard to roles, 
responsibilities and processes for managing patient flow.  The toolkit is now partially impacting on the 
mitigation of the strategic risk (now amber from red). 

Assurance 
Additional assurance has been obtained  through consideration of the Activity and Capacity Report (Trust 
Board March 15) an d the Bed Capacity Plan ( R & P April 2015)  as well as external assurance through 
ongoing monitoring of the Winter Plan with commissioners and the TDA.

Gaps in Control/Negative Assurance  
The quarterly divisional performance meetings have been re-focussed to monitor delivery against the 
Trust’s strategic objectives, as defined within the Performance Management Framework which was 
approved at the Board in March 2015.   Progress with delivery of the migration plan to reduce length of 
stay in outlying specialties will be monitored at these meetings and additional actions agreed.  Additional 
gaps in assurance relate to maximising use of outpatient clinics (presentation to R & P in February 2015) 
with action plan to reduce DNAs, implementation of interactive electronic info systems including 
whiteboard as well as ongoing discussions with commissioners to reduce attendances. 

Residual Risk Score 
It is suggested that the residual risk score remains at 20 albeit the Board may want to debate this 
recognising the achievement of the majority of targets in relation to timeliness of treatment of patients.  

2) Failure to develop a sustainable local health system 
Origins
Substantive progress has been seen in discussion with other provider Trusts across the local healthcare 
economy which was summarised in the report to the Board in March 2015.    The impact of this together 
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with increased certainty regarding long term position on comprehensive/ specialist services care centres 
have both been reduced to amber in respect of their ongoing impact on the strategic risk. 

Controls
In relation to controls the project arrangements for the transformation programme have been further 
developed although it is recognised that the overall programme management may require additional 
resources which is currently being scoped.   The FT Steering Group and its oversight of the FT Project Plan 
are both now assessed as green – effective control and reporting in place positively impacting on the 
mitigation of the risk and providing assurance to the Board in relation to the Trust’s readiness as it 
progresses with its application for authorisation. 

Assurance 
Progress with the migration path to the new hospital remains subject to monitoring at both the 
Transformation Committee and the Board recognising the significance of the issue and the need to 
ensure that progress is made.   

Gaps in Control/Negative Assurance 
Work is ongoing in relation to the development of an integrated communications and stakeholder 
engagement plan for the Transformation and service reconfiguration.  A comprehensive plan for re-
design of integrated pathways which will be progressed by the service redesign group.  

Residual Risk Score
It is recommended that the he residual risk score should remain at 15.  In accordance with the current 
plan it is anticipated that the risk score should reduce in/by quarter 4 based on the Trust achieving FT 
status, development and agreement to the OBC for Clatterbridge with substantive progress made in 
relation to reconfiguration discussion with other providers.  

3) Failure to deliver exceptional patient experience 
Controls/Reporting 
Perfect Ward reporting and oversight has been implemented across both divisions and provide a 
mechanisms for monitoring of performance at ward level and a forum for ensuring lessons are learned in 
response to incidents and complaints.  A bespoke performance dashboard is in place to provide effective 
oversight. 

Residual Risk Score 
With improved processes for effective discharge planning supported by effective communication with 
patients, improved handling of complaints and further strengthening of learning from incidents and 
complaints should reduce the residual risk score in quarter 3 from 12 to 9. 

4) Failure to develop world class workforce
Gaps in Control/Negative Assurance 
There is a continued focus on improving attendance at mandatory training, embedding a leadership style 
based on coaching and supporting staff leading to cultural change, reducing sickness absence and 
enhancing succession planning.    
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Residual Risk Score 
With an updated approach to improve attendance at mandatory training, continued focus on staff 
engagement and improved sickness levels should lead to a reduced residual risk score of 9 by quarter 4 
2015/6.  

5) Failure to maintain financial viability
Origin 
The impact of the non-delivery of the recurrent QEP target has increased (to red). 

Controls 
Recovery plans have been developed and monitored at R & P Committee. Work is ongoing to enhance 
financial monitoring including service line reporting and understanding of margins.  Finance and HR are 
working together to confirm agreed establishment levels for use across all reporting systems.   

Gaps in Control/Negative Assurance 
Strengthening of financial monitoring and control at divisional and directorate level supported by 
relevant training at divisional level is continuing.  The Trust is also improving its financial reporting 
including prospective trend analysis.

Residual Risk Score 
Recognising the continuing financial pressures the Trust does not expect to reduce the risk in 2015/6 
although efforts will continue to strengthen the existing controls and seek further assurance.

6) Failure to improve health and wellbeing of patient
Origins 
Impact of risk from poor clinical practice and hygiene/cleanliness resulting in increased HCAI has reduced 
to amber. 

Assurance 
Work continues to improve the Trust’s mortality review process.  A report was considered by Quality 
Governance Committee in February 2015. This work is continuing alongside work to ensure that the 
Mortality and Patient Safety Group is effective in providing assurance.  

Assurance 
Quality Governance Committee continues to monitor progress with a number of improvement plans 
including VTE, infection prevention and control and falls.   External assurance has been obtained in 
relation to falls, infection prevention and control and safeguarding. 

Gaps in Control/Negative Assurance 
Work is continuing to improve the Trust’s handling of complaints with a specific focus on the quality of 
response and the learning from complaints.    The Trust is also reviewing the outlier process to ensure 
that it is robust.
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Residual Risk Score

With implementation of the falls actions plan, together with improved infection prevention and control 
measures including ANTT training together with more extensive compliance with best practice guidelines 
should lead to a reduced residual score off 9 in qtr. 4.  

7) Failure to achieve national recognition for our research and innovation
Assurance
The Trust has recently been inspected by the MHRA for reaccreditation of the clinical research unit. The 
formal result is awaited. 

Control
A Shadow BRC has now been introduced.  

Residual Risk Score 
Although the hosting of the CRN brings an increased risk, it is not proposed to change the residual risk 
score at this stage. 

8) Failure to deliver effective IT systems to support delivery of Trust’s objectives
The Trust’s IMT Strategy and Plan together with its governance arrangements are being fundamentally 
re-written.  The BAF will be revisited once the revised arrangements have been discussed at the 
Executive and presented to the Board.    

9) Threat to Trust’s Reputation
Origins
The impact and likelihood of the risk to the Trust’s reputation is dependent on the risks on the BAF.  The 
impacts of the failure to deliver targets, media stories and the ongoing media attention have reduced to 
amber. 

Controls 
Proactive media strategy and liaison are now determined as green as effective controls. 

Residual Risk Score 
It is suggested that the residual risk score should be reduced to 12 reflecting the reduced impact of a 
number of key origins of the risk, improved controls and delivery of the majority of key performance 
indicators.    

3. CONCLUSION AND RECOMMENDATION                             

      To discuss and approve the proposed scores, controls and assurances provided. 
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Has this paper considered the following?                                                                                                           [Please tick all that apply] 

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

X Staff X Legal frameworks (HSE, NHS Constitution, Public Interest  
Disclosure Act) 

X Other (Students, Community, other HCPs)   
 

Have we considered opportunity & risk in the following areas?                       

X Clinical  Financial  X Reputation  

Quality and Patient Care and Services  Skilled and Competent Workforce 

 

EXECUTIVE SUMMARY: 

 

1. STRATEGIC CONTEXT                     

A key part of the Trust’s strategy is to develop a world class workforce. It is therefore essential that 
workforce policies are regularly reviewed and developed to ensure that they support this strategic objective. 
Agreement of this policy is one of the reserved powers of the Trust Board and the policy was last reviewed in 
2012. 
 
2. QUESTION(S) ADDRESSED IN THIS REPORT 
The following sections of the Disciplinary Policy have been reviewed and updated as follows: 

 Section 4 Principles extended to include reference to counter fraud 

 Section 4.6 Investigations – extended to provide further instruction and guidance  

 Section 4.7 Formal Action – Extended to provide clarity 

 Section 4.7.3 Failure to Attend meetings – new section 

 Section 4.7.4 Witness – new section 

 4.10.4 Professional Bodies – extended for clarity 

 Appendix 3 amended for clarity regarding panel members 
 
 

 
3. CONCLUSION AND RECOMMENDATION 
The Board is asked to consider and approve the Disciplinary Policy 
      
  
 
 
 
 

Purpose of paper Key facts 
 For assurance Sponsor: Ros Edwards 
 To note 
X For decision (no budget requested) Service line affected: Trust 
  Date of board meeting to discuss this paper:  28 April 2015 

  Security marking:  Not Restricted 

  Please note, this report could be subject to FOI disclosure 

Other forums where this will be discussed:  Executive Team Meeting, Joint Consultation Group, Corporate 
Management Team   
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TITLE: Disciplinary Policy 
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1. Policy Statement 
 

The Trust believes that disciplinary rules and procedures help to promote good employment relations as well 

as fairness and consistency in the treatment of all individuals. 

 

Managers and staff must at the same time refer to the separate ‘Capability Policy’ when dealing with issues 

relating to unsatisfactory performance, and to the ‘Sickness Absence policy’ for managing sickness absence 

issues. 

 

2. Aims and Objective  
 

The aim of this policy is to ensure that managers, employees, trade unions and staff organisations are aware 

of their rights and obligations in matters relating to discipline and dismissal and that disciplinary action is 

taken in a correct and fair manner throughout the Trust. 

 

3. Scope  
 

This policy applies to all employees of the Trust with the exception of Doctors and Dentists.  

 

In all disciplinary cases regarding Doctors or Dentists, managers are required to refer to the national 

Department of Health framework: “Maintaining High Professional Standards in the Modern NHS”. The 

distinction is here made between managing personal conduct issues internally, and within the Trust process; 

and managing professional conduct issues within the national framework. 

 

In all cases of alleged professional misconduct for all other professions, the professional head of service must 

be informed and may be requested to provide advice to any stage of the formal disciplinary process. 

 

4. Policy 

 

4.1 Background information 
 

disciplinary�policy�board�pape
Overall�Page�220�of�255
Page�3�of�30

http://www.eshareuk.com


RLBUHT BOARD PACK

 

3 
 

TITLE: Disciplinary Policy 

 

AUTHOR: Elaine Butchard 

 
Principles 

 

 the policy will be used primarily to help and encourage the employee to improve rather than just 
as a way of imposing a punishment, but may result in a necessary sanction. 

 

 the employee will be informed in writing of the complaint against them and provided with an 
opportunity to state their case before any decision is reached. 

 

 the employee will be informed in writing in advance that they will be invited to an investigatory 
interview 

 

 an employee who is subject to this policy, has the right to be accompanied by a recognised Trade 
Union representative or workplace colleague through all formal stages of the procedure 
including investigation interviews. Excludes circumstances where fraud, corruption and bribery is 
suspected and the member of staff is being interviewed under caution.  

 

 disciplinary action will not be taken until the facts of the case have been established and that 
action is reasonable in the circumstances. 

 

 an employee will not be dismissed for a first disciplinary offence, unless it is a case of gross 
misconduct. 

 

 the employee will be given a written explanation for any disciplinary action taken and this 
correspondence will outline expected improvement. 

 

 an employee has the right to appeal against any formal disciplinary sanction applied. 
 

 all issues will be dealt with thoroughly, consistently and as promptly as possible. 
 

4.2       Definition of Terms 
  

‘Misconduct’ - A breach of the rules of the Trust 

‘Gross Misconduct’ -  A serious breach of contractual terms of employment, such that 

this may warrant    summary dismissal. 

‘Disciplinary Hearing’ -  A meeting forum in which disciplinary action may be taken.  It may 

be a formal panel hearing with the investigating officer, manager, 
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 HR representative, employee and representative present only; or 

may involve more people, and potentially including witnesses. 

Formal disciplinary action must not be taken outside a formal 

disciplinary hearing. 

‘HR Representative’ - An appropriate level of professional Human Resources advice given 

the circumstances of each case. This may be a HR Advisor, HR 

Manager, HR Business Partner or Director of HR and OD. 

‘Summarily Dismissed’ -  Dismissal without notice 

‘Statement of Case’ - Trust management representative or employee’s bundle of 

documents to be presented at a formal disciplinary meeting. The 

bundle will comprise: agreed minutes, relevant correspondence 

and reports, any witness statements. Any patient records included 

in the statement of case must be anonymised to ensure 

confidentiality 

4.3 Assessing the Situation 

 

When a potential disciplinary matter arises, the line manager or supervisor in charge needs to ascertain as 

quickly as possible: 

- what has happened and any reasons 

- is there a continuing risk? and if so, is immediate action required to remove the source of the risk? 
 

By acting promptly, the relevant manager can clarify what the problem is before memories fade, and include 

anything those present have to say. It is important that written records are kept for later reference. 

 

Where any investigatory meeting is held solely to establish the facts of a case, it must be made clear to the 

employee involved that it is not a disciplinary meeting.   

 

Having established the facts, the relevant manager must decide whether to: 

 

- take no further action 
- deal with it informally, or 
- arrange for it to be handled formally using the appropriate procedure  
     (E.g. Disciplinary, Capability, Sickness Absence, Bullying and Harassment, Counter Fraud Policy and 

Response Plan).  
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Alongside any proposals for informal or formal action, recommended action may include: 

 

- counselling for related parties 
- mediation (either internal or external) 
- Other work place action. 

 

4.4 Informal action 

 

Cases of minor misconduct or unsatisfactory performance are sometimes best dealt with informally. A 

discussion is often all that is required to improve an employee’s conduct or performance.  These discussions 

should not be taking place on a regular basis. 

 

Managers are reminded to refer to the Trust Capability Policy when dealing with issues regarding 

unsatisfactory performance. 

 

The details of any corrective action proposed will be best clarified in writing, with proposed timescales and 

possible consequences of failing to improve.  

 

If it becomes clear during the course of an informal discussion or meeting that disciplinary action is called for, 

the meeting must be ended and a formal meeting arranged at which the employee will have the right to 

representation. 

 

If informal action does not bring about an improvement, or the misconduct or unsatisfactory performance is 

considered to be too serious to be classed as minor, the employee must be clearly informed that formal 

action will be taken. Any investigation will be deemed as formal and all employees have the right to union 

representation. 

4.5 Suspension 

 

If there is a potential continuing risk (to an individual, to other parties or to property) a brief period of 

suspension may be considered in certain cases for example;  
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 Gross Misconduct 

 Where relationships have completely broken down 

 Where the employee concerned may hinder an investigation 

 To allow an unhindered investigation   
 

A period of suspension must only be imposed after advice has been sought from Business HR and careful 

consideration of all options has been given, including any potential move to temporary duties elsewhere. All 

employees have a right to representation at this time and there is an expectation that the Trust will do its 

upmost to ensure a representative can be present by giving notice and time where necessary.  

 

The conditions of suspension should be detailed in writing providing a full rationale of the decision to 

suspend.  

 

Whilst any employee is absent from work due to suspension, a link manager, who will be someone other 

than the investigating officer, will be nominated as the main contact point for the individual to ensure that 

the situation is reviewed periodically and does not become unnecessarily protracted.  The line manager must 

ensure that the situation is reviewed at least every four weeks and that justification for any continued 

suspension must be reasonable and following a review of progress.  It must be made clear to all parties that 

the suspension is a neutral act and is not considered a disciplinary action. During any period of suspension, it 

is essential that the staff member’s health and wellbeing is maintained.  

 

Consideration may be given to temporarily redeploying the staff member during the investigation to reduce 

risk as an alternative to suspension.  

 

During periods of suspension, an employee is not permitted to discuss the details of the case with anyone 

other than the investigating officer. The staff member may identify potential witnesses to the investigating 

officer in order to allow them to be interviewed. The staff member should not compromise the position of 

any witnesses or the investigation. This could be considered a breach of confidentiality and may warrant 

disciplinary action in itself.  

4.6 Investigations 

 

In all cases a thorough investigation should be undertaken to establish the facts and prior to any disciplinary 

action. Prior to the formal investigation stage, there may be a need for initial enquiries simply to 

establish/clarify sufficient information from which the Manager will then decide whether they need to do 

anything about the matter and consequently the need to proceed to a formal investigation.  
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An investigating officer, of sufficiently senior status, who is external to the department and impartial and 

independent to the offence, may be appointed by the Manager who commissioned the investigation. Staff 

will be formally notified in writing by the Manager that the need for a formal investigation has been 

identified.  

 

The investigators role will be to establish the facts regarding the incident including the details of when and 

what happened, and who was involved in order to determine whether or not the employee may in fact have 

committed acts of misconduct that would warrant a disciplinary hearing. 

 

Investigatory Interviews  

 

All employees involved in any investigation will be expected to fully cooperate with the process. This includes 

making themselves available for any investigatory meetings within 5 working days of a request being issued 

by the investigating officer. 

 

Failure to attend an investigatory interview within this timeframe will result in the matter being escalated to 

the employee’s line manager unless there is a substantial reason as to the lack of availability for the meeting. 

Please note other work commitments will not be seen as a reasonable reason for delaying an investigatory 

interview. 

 

If the employee or their staff side representative or work colleague cannot attend on the proposed date, 

they may suggest another date, provided it is reasonable and not more than 5 working days after the date 

originally proposed. This limit may be extended by mutual agreement. 

 

All investigations must be seen as a priority due to the stress and upset that investigations cause individuals. 

 

Staff should be informed of their right to be accompanied by either a staff side representative or work 

colleague not acting in a legal capacity. In order to ensure that the process is not unduly delayed, in the case 

of a representative not being available for the meeting and in conjunction with a Staff Side Representative, 

staff should seek a suitable alternative, including other staff side representatives, or an work colleague not 

acting in a legal capacity. 
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The purpose of the investigatory interview is to gather any evidence including details of any witnesses to 

incidents. 

 

By the end of the investigatory interview the investigating officer should have a clear and detailed picture of 

the events surrounding the alleged incident(s). The investigating officer should write a detailed statement of 

the allegation, which the staff member is invited to sign to say that he/she is in agreement and amend where 

appropriate. 

 

Meeting witnesses 

 

The investigating officer will need to meet any relevant witnesses to the alleged incidents. By the end of each 

interview, the investigating officer should be able to write a detailed written statement of the witness’s 

involvement in the alleged incident(s), which they should be given the opportunity to check and sign to 

confirm agreement. 

 

Further meetings 

 

Where necessary in order to gain further information or clarification the investigating officer may convene 

additional meetings with the complainant, the alleged offender, or witnesses. 

 

Reviewing evidence and reaching a conclusion 

 

Upon conclusion of the investigation, the investigating officer should write a report containing; a review of all 

of the evidence gathered; a conclusion as to whether or not the allegation has been substantiated and 

recommendations for action as appropriate. 

 

A copy of the report and recommendations, including witness statements, will be shared with the Manager 

who commissioned the investigation for review. The manager will decide, based on the Investigating Officer’s 

conclusions and recommendations, whether they agree with the findings and proceed accordingly. All 

decisions will be subject to scrutiny by Business HR. 
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In cases where fraud, corruption and bribery is suspected the Trust’s local counter fraud specialist will be 

nominated as the investigating officer. 

 

Privacy and Confidentiality 

 

The right of all parties to privacy and confidentiality will be respected as far as possible at all times. Staff 

must not discuss the evidence or details of the incident with anyone other than the designated link manager 

and investigating officers. A breach of confidentiality, in itself, may warrant disciplinary action.  

 

4.7 Formal action 

 

Following completion of an investigation, where it is decided that there is a case to answer and there are 

reasonable grounds to believe that the employee has committed an act of misconduct, advice from the 

Business HR Team should be sought to ensure that a fair and consistent process is followed. The HR 

representative will attend all formal disciplinary hearings as a panel member.  

 

The Investigating Officer will write to the employee notifying them that a disciplinary hearing will be 

arranged in line with policy.  The letter should outline the following information: 

 

- An outline of what it is the employee is alleged to have done wrong and details of any complaint 

-     A request to attend a formal disciplinary hearing detailing the purpose of the hearing giving a  

minimum 7 working days’ notice 

- Give the employees written details of the nature of his or her conduct and explain that this will be 
discussed in full during the hearing 
 

- Notification of the employee’s right to be accompanied at the meeting 
 

- Arrangements for the exchange of any documents that will be produced at the meeting (exchange to 
take place ideally seven working days but no later than 3 working days before the formal meeting by 
mutual agreement) 
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Note: The person administering the process must ensure that a suitable venue is chosen, with an appropriate 

number of rooms to hold all parties in waiting and at a mutually convenient time. 

 

4.7.1     Exchanging Statements of Case 

 

The Trust management representative and the employee (or representative acting on their behalf) shall 

arrange for the exchange of Statements of Case, ideally seven working days but no later than 3 working days 

prior to a formal disciplinary meeting taking place by mutual agreement.   

 

4.7.2     Formal Disciplinary Hearing Format 

 

All formal disciplinary meetings must follow the format in Appendix 2. 

 

4.7.3    Failure to Attend / Requests for a Postponement of a Disciplinary Hearing 

 

Where the employee is unable to attend a disciplinary hearing with good reason, the hearing will be 

adjourned to another day. If an employee's staff side representative or work colleague cannot attend on a 

proposed date, the employee can suggest another date as  long as it is reasonable and is not more than 5 

working days after the date originally proposed for the hearing. The 5-day limit may be extended by mutual 

agreement. 

 

Where an employee requests the postponement of a disciplinary hearing this will be considered on its own 

merits. If there is a good reason for non-attendance the hearing will be re-arranged. If the employee has 

failed to attend two arranged hearings, a third hearing will be arranged. The chair of the panel must write to 

the employee confirming that failure to attend the third re-arranged hearing may result in the matter being 

dealt with in their absence. The disciplinary panel will make a decision based on the evidence available. 

 

This process may also be followed during the investigation stages.  

 

4.7.4   Witnesses 
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Witnesses may not be expected to be present at a formal hearing but should be available if they can assist 

towards a fair balanced outcome. Witnesses may be called by either the manager presenting the case or the 

employee and both parties will have the opportunity to raise points about any information provided by the 

witnesses. Where witnesses are to be called, advance notice must be provided on both sides. 

 

4.8     Deciding on an Outcome 

 

At the end of the hearing, the chair must decide whether disciplinary action is justified or not. Where it is 

decided that no disciplinary action is justified the employee will be informed. 

 

Other recommended action may include: 

  

- counselling for related parties 
- mediation (either internal or external) 
- Other work place action. 

 

The following actions may be applied: 

 

4.8.1 First Formal Warning  

 

A first formal warning will be issued for misconduct or unsatisfactory performance (or its continuance if it has 

previously been managed under Informal Action). 

 

The employee will receive confirmation of the decision in writing, including the following information: 

 

- The nature of the offence committed  

- An outline of the improvement or change in behaviour required 

- Timescales and reviews 

- Any support to be given 
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- Failure to improve could lead to further disciplinary action under this policy 

- Their right to appeal against the decision 

- A record of the warning will be kept, but must be disregarded for disciplinary  

  Purposes after a period of 12 months. This may be extended to 18 months in 

  exceptional circumstances*. The employee will be given the right to appeal    

  and will be informed of the reasons for extension in these situations. 

 

Refer to Appendix 4 – Management Authority to Issue Disciplinary Sanctions. 

 

*There may be occasions where an employee’s conduct is satisfactory throughout the period the warning is 

in force, only to lapse very soon thereafter. Where pattern emerges and/or there is evidence of abuse, the 

employee’s disciplinary record should be borne in mind in deciding how long any warning should last. 

 

4.8.2   Final Written Warning   

 

A final written warning will be issued for misconduct or unsatisfactory performance where there has been a 

failure to improve or change behaviour in the timescale set out at the first formal stage, or the offence is of a 

similar nature to the initial misconduct.   

 

It may also be appropriate to move directly to a final written warning where the offence is sufficiently serious 

because it is having, or is likely to have, a serious harmful effect on the workplace.  

 

The employee will receive confirmation of the decision in writing, including the following information: 

 

-the nature of the offence committed  

- An outline of the improvement or change in behaviour required 

- Timescales and reviews 

- Any support to be given 
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- Failure to improve could lead to further disciplinary action under this policy which may include dismissal. 

- Their right to appeal against the decision 

- A record of the warning will be kept, but must be disregarded for disciplinary  

  purposes after a period of 12 months.  This may be extended to 18 months  

  in exceptional circumstances. 

 

Refer to Appendix 4 – Management Authority to Issue Disciplinary Sanctions. 

 

4.8.3   Dismissal or other penalty  

 

If the employee’s conduct or performance still fails to improve, the final stage in the disciplinary process may 

be dismissal.  The decision to dismiss must only be taken by a manager with the relevant authority to do so. 

Refer to Appendix 4 – Management Authority to Issue Disciplinary Sanctions.     

 

The employee will receive confirmation of the decision in writing, including the following information: 

 

- the reasons for their dismissal 
- the date on which their contract of employment will be terminated* 
- their notice period* 
- their right to appeal against the decision. 

 

* in cases of gross misconduct no notice will be given 

 

In some cases which would normally result in dismissal, consideration may be given where there are 

exceptional mitigating circumstances to a penalty short of dismissal, such as demotion, downgrading or 

disciplinary transfer.  The employee will be issued with a final written warning.  

 

4.9 Dealing with gross misconduct 
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If an employee is considered guilty of gross misconduct, and thus potentially liable for summary dismissal, it 

is still important to establish the facts before taking any action. A short period of suspension may therefore 

be necessary.  The standard Trust disciplinary process will be followed, in that a formal disciplinary hearing 

will be convened, giving the employee the opportunity to present their case before a decision regarding any 

action is taken. 

 

Refer to Appendix 1 Disciplinary Rules 

 

4.10 Dealing with special situations 

 

Managers are required to discuss any special situations with Business Human Resources Services, before 

considering disciplinary action. 

 

4.10.1 Criminal Charges or Convictions not related to employment 

 

If an employee is investigated for, charged with or convicted of a criminal offence outside of work, 
this may not in itself be grounds for disciplinary action. The manager must establish the facts of the 
case and seek advice from a Human Resources representative. The main considerations should be 
whether the offence, or alleged offence, is one that indicates that the employee is unsuitable for 
their type of work, whether there has been or is likely to be damage to the reputation of the Trust 
and/or whether the Employee will be prevented from working due to any custodial sentence of 
legal restrictions following conviction. 
 
Where the employee’s conduct is the subject of a criminal investigation, charge or conviction the 
Trust will investigate the facts so far as it is able to do so before deciding whether to take formal 
disciplinary action. However, the Trust may not wait for the outcome of any prosecution before 
deciding what action, if any, to take. Where the Employee is unable or has been advised not to 
attend an investigation interview or disciplinary hearing or say anything about a pending criminal 
matter, the Trust may have to take a decision based on the available evidence.  
 

4.10.2 Disclosure and Barring Service (DBS) 

 

The Trust is responsible for ensuring that staff and volunteers who work with vulnerable adults or children 

are recruited and retained in a safe and reasonable manner. With this in mind, all new staff and current staff 

disciplinary�policy�board�pape
Overall�Page�232�of�255
Page�15�of�30

http://www.eshareuk.com


RLBUHT BOARD PACK

 

15 
 

TITLE: Disciplinary Policy 

 

AUTHOR: Elaine Butchard 

 
whose duties involve regular unsupervised access to vulnerable adults or children (in areas specified by 

legislation), will be required to disclose any criminal record.   

 

The Trust may exclude an individual on the basis of a criminal record, but will not do this without proper 

consideration. 

 

4.10.3 Issues relating to ‘Other Workers’ 

 

An assessment of the situation will be made using this procedure, and appropriate action taken. This may 

include seeking disciplinary action against the worker within their own organisation, or the termination of 

contracts. 

 

4.10.4 Professional Bodies 

 

 In certain cases the decision may be taken to notify the relevant professional body (e.g. NMC, GMC, and 

GDC) in accordance with the National Health Service Act 1977 Healthcare Professionals Alert Notices 

Directions 2006. Such notices are issued where there are reasonable grounds to believe that a healthcare 

professional poses a significant risk, as defined by the Professional Body, of harm to themselves, patients, 

staff or the public and may intend to continue in that employment or other work in the NHS. 

 

4.11 Appeals 

 

Employees have the right to appeal against any formal disciplinary action taken against them. Any appeal 

must be in writing, to the Director of Human Resources and Organisational Development, stating their 

grounds for appeal, and sent within 21 days of receipt of the letter confirming the original disciplinary 

sanction. 

 

Any appeal will be heard by an authority higher than that which took the original disciplinary decision, and in 

any case by an officer with no prior involvement in the case. The decision of the appeal panel is final and will 

be confirmed in writing. 
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Refer to Appendix 3 – Disciplinary Appeal Hearing Format. 

 

4.12 Keeping Records 

 

Copies of meeting records must be given to the employee including copies of any formal minutes that may 

have been taken by management at all meetings and jointly agreed.  

 

5.   Roles and Responsibilities 

 

5.1  Director of Human Resources and Organisational Development 

(HR&OD) 

 

The Director of HR & OD is responsible for ensuring that an appropriate Disciplinary policy and procedure is 

in place, which promotes good employment relations.   

 

The Director of HR & OD is also responsible for ensuring that managers are supported in the implementation 

of the policy and procedure and that it is reviewed and monitored regularly. 

 

5.2  Managers 

 

In addition to their responsibilities under the Code of Conduct for NHS Managers, line managers will not take 

any formal disciplinary action before first notifying a Human Resources representative, and advising the 

employee of their right to be accompanied at any formal disciplinary meeting. 

 

5.3  Staff  

 

All employees are required to comply with the working practices and policies within the Trust 
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5.4  Business Human Resources  

 

Business Human Resources have the responsibility to monitor the implementation of the policy and to 

ensure that procedures are managed fairly and consistently across the Trust.  Business Human Resources will 

provide guidance and support to line managers on the operation of this policy at all stages. 

 

An appropriate HR representative will attend all formal disciplinary meetings (given due consideration to 

circumstances). 

 

6 Associated Documentation and References 

 

6.1  Relevant Legislation and Guidance 

 

 Employment Act 2002 

 Trade Union and Labour Relations (Consolidation) Act 1992 

 Data Protection Act 1998 

 Computer Misuse Act 1990 

 ACAS Statutory Code of Practice on Disciplinary and Grievance (2009) 
 

6.2  Associated Policies and Guidance Documents 

 

To support effective implementation and understanding the following Policies and Documents are 

signposted for additional guidance. 

 

 Grievance 

 Capability 

 Sickness Absence 

 Bullying and Harassment 

 Internet and Email 

 Counter Fraud Policy and Response Plan 
 

6.3  Useful Contacts 
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Business Human Resources 

0151 706 4682 

 

Employment 

Employment@rlbuht.nhs.uk 

 

7.  Implementation - Training and Resources 

 

The Trust acknowledges the importance of awareness and skills training for managers to ensure the effective 

implementation of this Policy. Working in partnership, the Business Human Resources Service will provide 

appropriate support through a variety of means including formal skills training, informal Policy Briefings or 

Guidance Toolkits 

 

8. Monitoring and Audit 
 
The Business Human Resources Team will be responsible for the management of this policy, on behalf of the 

Joint Negotiating Group –HR Policy. The formal review of all HR Policies will be undertaken on two year basis 

in accordance with the Trusts HR Policy Review Programme. In addition, the effectiveness of this policy will 

be monitored by Business HR  and the policy may be reviewed and amended at any time if is deemed 

necessary. Notification of any changes to polcies will be communicated to all staff. 

 

Staff should be aware that the Trust intranet site version of this document is the only version that is 

maintained and controlled. Any printed copies should be viewed as ‘uncontrolled’ and as such may not 

necessarily contain the latest updates and amendments. 

 
9. Equality and Diversity  
 

The Trust is committed to an environment that promotes equality and embraces diversity in its performance 

as an employer and service provider. It will adhere to legal and performance requirements and will 

mainstream equality, diversity  and human rights  principles through its policies, procedures and processes. 

This policy should be implemented with due regard to this commitment. 

 

disciplinary�policy�board�pape
Overall�Page�236�of�255
Page�19�of�30

mailto:Employment@rlbuht.nhs.uk
http://www.eshareuk.com


RLBUHT BOARD PACK

 

19 
 

TITLE: Disciplinary Policy 

 

AUTHOR: Elaine Butchard 

 
To ensure that the implementation of this policy does not have an adverse impact in response to the 

requirements of the Equality Act 2010 this policy has been screened for relevance during the policy 

development process and a full impact assessment conducted where necessary after appropriate 

consultation. The Trust will take remedial action when necessary to address any unexpected or unwarranted 

disparities and monitor workforce and employment practices to ensure that this policy is fairly implemented.   

 

This policy and procedure can be made available in alternative formats on request including large print, 

braille, moon, audio cassette, and different languages. To arrange this please contact Business Human 

Resources in the first instance.  

 

The Trust will endeavour to make reasonable adjustments to accommodate any employee with particular 

equality and diversity requirements in implementing this policy and procedure. This may include accessibility 

of meeting venues, providing translation, arranging an interpreter to attend meetings, extending policy 

timeframes to enable translation to be undertaken, or assistance with formulating any written statements 

 

9.1      Recording and Monitoring of Equality & Diversity  

 

The Trust understands the business case for equality and diversity and will make sure that this is translated 

into practice. Accordingly, all policies and procedures will be monitored to ensure their effectiveness.  

  

Monitoring information will be collated, analysed and published on an annual basis as part of 

our Single Equality and Human Rights scheme.  The monitoring will cover all strands of equality legislation 

and will meet statutory employment duties under race, gender and disability.  Where adverse impact is 

identified through the monitoring process the Trust will investigate and take corrective action to mitigate 

and prevent any negative impact. 

  

The information collected for monitoring and reporting purposes will be treated as confidential and 
it will not be used for any other purpose. 
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Disciplinary Rules 

 

Disciplinary Rules are necessary for ensuring a safe and efficient workplace for all employees and workers 

within the Trust, and for maintaining good employment relations. 

 

The following are possible issues that would warrant disciplinary action: 

 

MISCONDUCT – 

a breach of the rules of the Trust: 

 

i) Incapability through alcohol/drugs or being under the influence of alcohol, non-medically 
prescribed drugs and or illegal drugs in the workplace. 

 

ii) disobeying reasonable management instructions 
 

iii) abuse of authority 
 

iv) unauthorised absence from duty and/or poor timekeeping 
 

v)  unacceptable behaviour or language 
 

vi) inappropriate use of email or internet including retaining received and forwarding to colleagues, 
emails containing offensive or obscene material 

 

vii) Failure to adhere to the mobile phone policy 
 

viii) misuse of Trust property or facilities 
 

ix) failure to adhere to agreed Trust policies and procedures, including own department protocols 
 

x) being an accessory to a disciplinary offence 
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This list is not exhaustive 

 

GROSS MISCONDUCT –  

a breach of contractual terms of employment, which may warrant summary dismissal: 

 

i) falsification or inaccurate statements in official documentation 
 

ii) ill treatment or wilful neglect of patients 
 

iii) unauthorised removal or possession of Trust property 
 

iv) theft from the Trust, its staff, patients or public 
 

v) serious incapability at work through alcohol/drugs or being under the influence of alcohol, non-
medically prescribed drugs and or illegal drugs in the workplace  

 

vi) sexual misconduct 
 

vii) violence or exceptionally offensive behaviour 
 

viii) a serious breach of confidence (excluding any protected disclosure  under the Whistleblowing policy) 
 

ix) fraudulent claims for reimbursement; travel claims, flexi time, time sheets 
 

x) Any offences under the Fraud Act 2006 and related legislation 
 

xi) falsification of qualifications or information used in support of an application for any post 
 

xii) deliberate damage to Trust property or facilities 
 

xiii) causing loss, damage or injury through serious negligence 
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xiv) serious breach of health and safety rules 
 

xv) serious insubordination 
 

xvi) unlawful discrimination 
 

xvii) bullying or harassment 
 

xviii) deliberately accessing internet sites containing offensive or obscene material  
 

xix) bringing the Trust into serious disrepute 
 

xx) serious malpractice under any professional code of conduct 
 

xxi) conviction of a criminal offence outside your working situation that substantially affects the 
performance of your employment 

 

xxii) undertaking private work without authorisation during hours when contracted to work for the Trust. 
 

This list is not exhaustive  
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Disciplinary Hearing Format 

 

All formal disciplinary meetings or hearings must follow the following format: 

 

1. Introductions 

 

 Introduce those present and their role.  

 Explain the purpose of the hearing – to consider whether disciplinary action must be taken in 
accordance with the Trust Disciplinary procedure. 

 Explain how the hearing will be conducted. 
 

2. Management Statement of Case – the applicant 

 

 The investigating officer will present the case. 

 Both the manager hearing the case and the employee (or their accompanying person) will be given 
the opportunity to ask questions of the investigating officer. 

 Management witnesses may be called, or a witness’s own written and signed statements read out.  
Both parties are entitled to ask questions of any witnesses, if present. 

 

3.         Employee Statement of Case – the respondent 

 

 The employee is given the opportunity to state their case in response to the management case and 
answer any questions that may have been asked. 

 Employee witnesses may be called, or a witness’s own written and signed statements read out.  
Both parties are entitled to ask questions of any witnesses, if present. 

 

A properly conducted hearing is a two way process. 

 

4. Summing Up 

 

The investigating officer and employee representative must now summarise the main points of the 

discussion after questioning is complete.  This allows all parties to be reminded of the issue, the 
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arguments put forward and to ensure that nothing is missed.  No new evidence may be introduced at 

this late stage. 

 

5. Adjournment 

 

It is good practice to adjourn before a management decision takes place.  This allows time for reflection 

and proper consideration of the issue. The hearing can also be adjourned at any time by either party. 

 

6. The decision 

 

The employee is asked to return to the hearing.  The decision is confirmed to the employee and they 

are informed of their right to appeal.  The decision will be confirmed in writing within seven working 

days of the hearing. 
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Appendix 3 

Disciplinary Appeal Hearing Format 

 

Any appeal will be heard by an authority higher than those who  took the original disciplinary decision and 

will be made up of new panel members with no prior involvement in the case. 

 

The purpose of any appeal hearing panel convened is to consider any evidence which the employee has 

submitted as their grounds for appeal.   

 

An appeal hearing must follow the format listed for a disciplinary hearing in Appendix 2, but the 

Employee Statement of Case for Appeal must be presented first.  Upon agreement of both parties 

beforehand, the format may be further amended as deemed appropriate, and in consideration of the 

evidence the employee has submitted for their appeal. The decision of the appeal panel is final and will 

be confirmed in writing. 
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Appendix 4 

Management Authority to Issue Disciplinary Sanctions 

 

Staff Group 

 

First Written Warning 

 

 

Final Written Warning 

 

Dismissal 

 

Chief Executive 

 

 

Trust Chairman 

 

Trust Chairman 

 

Trust Chairman with 

Non-Executive Members 

 

Directors 

 

Chief Executive 

 

Chief Executive 

 

Chief Executive with 

Trust Chairman/Non 

Executive Members 

 

Clinical Directors 

 

 

Chief Executive 

 

Chief Executive 

 

Chief Executive with 

Trust Chairman/Non 

Executive Members 

 

Consultant Medical 

and Dental Staff 

 

 

Chief Executive 

 

Chief Executive 

 

Chief Executive with 

Trust Chairman/Non 

Executive Members 

 

Other staff directly 

reporting to Chief 

Executive 

 

 

Chief Executive 

 

Chief Executive 

 

Chief Executive/Trust 

Chairman 

 

Staff directly reporting 

to: 

Directors 

Clinical Directors 

 

The appropriate: 

 

Director 

Clinical Director 

 

The appropriate: 

 

Director 

Clinical Director 

 

Chief Executive with the 

appropriate: 

Director 

Clinical Director 

disciplinary�policy�board�pape
Overall�Page�244�of�255
Page�27�of�30

http://www.eshareuk.com


RLBUHT BOARD PACK

 

4 
 

TITLE: Disciplinary Policy 

 

AUTHOR: Elaine Butchard 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Professional Advisers Professional Adviser Professional Adviser Professional Adviser 

 

All other staff 

 

 

 

Appropriately trained 

Line Manager 

 

Next Level Manager 

 

The appropriate: 

 

Director/Deputy 

Clinical Director 

Professional Adviser/Deputy 

Head of Department/Deputy 

Directorate Manager/Deputy 
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Appendix 5 

Monitoring Information 

 

Minimum 

requirement to 

be monitored 

Process for 

monitoring 

e.g. audit 

Responsible 

individual/ 

group/ 

committee 

Frequency 

of 

monitoring 

Responsible 

individual/ 

group/ 

committee for 

review of 

results 

Responsible 

individual/ 

group/ 

committee 

for 

development 

of action plan 

Responsible 

individual/group/ 

committee for 

monitoring of 

action plan and 

Implementation 

a. duties 
Policy 

content 

checked as 

part of 

regular 

policy review 

process. 

HR Policy 

Group 

Every 2 

years or 

earlier if 

needed 

Risk 

Management 

Sub 

Committee 

Business HR Risk Management 

Sub Committee 

b. statement by 

the 

organisation 

that 

harassment 

and/or bullying 

is not 

acceptable 

Policy 

content 

checked as 

part of 

regular 

policy review 

process. 

HR Policy 

Group 

Every 2 

years or 

earlier if 

needed 

Risk 

Management 

Sub 

Committee 

Business HR Risk Management 

Sub Committee 

c. process for 

raising concerns 

about 

harassment 

and/or bullying 

Review case 

management 

log and 

confidential 

monitoring 

forms 

HR Managers Quarterly Risk 

Management 

Sub 

Committee 

Business HR Risk Management 

Sub Committee 

d.  process to be 

followed once a 

concern has 

been raised 

Case 

management 

log 

Business HR Quarterly Risk 

Management 

Sub 

Committee 

Business HR Risk Management 

Sub Committee 

e.  

organisations 

expectations in 

Monitoring 

attendance 

Learning 

Department 

Monthly Risk 

Management 

Sub 

Deputy 

Director for 

Organisational 

Risk Management 

Sub Committee 
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TITLE: QEP END OF Q4 REPORT 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: 

28th April

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 communicate the final position for the 2014/15 QEP Portfolio; to detail the 
breakdown of the planned projects for delivery in 15/16 and the governance process to ensure 
accountability.
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. 2014/15 Final Position:
2. Plan for 15/16 
3. Quality Overview

3. CONCLUSION AND RECOMMENDATION                             
The Board will be asked to note the final position for 2014/15 and to approve the plan for 2015/16.
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MAIN REPORT: 

1. 2014/15 DRAFT MONTH 12 POSTITION

Trust Summary Status
In 2014/15 the draft Month 12 position is showing QEP achieved in year of £16m of which £10.8m (68%) are 
recurrent savings and full year savings of £13.1m.

Key improvements made in 2014/15 and lessons learned for 15/16
Improvements were made to the QEP process in 2014/15 however lessons learned for 14/15 will need to be 
applied in 15/16 to achieve the stretch target of £25.0m of savings.

Summary of key improvements made in 2014/15:
 Forward planning for 15/16 is 6 months ahead of the 14/15 planning process 
 Coordinated Business Planning timeline to align input/output across business planning, QEP, workforce planning, 

budget setting and transformation.
 Recognised Quality efficiencies, e.g. LOS savings, for the first time.  The definition of a Quality Benefits Model has 

taken significant effort and persistence from Managers, SIE team and Finance to analyse and quantify savings which 
previously wouldn’t have been recognised as QEPs but are key enabler to delivering longer term pay and non-pay 
savings.

 The QEP portfolio has extended its reach and incorporated regular monthly reviews and reporting of HR, Finance, 
IM&T, Nursing, Consultants, SIE and LCL where previously the core focus had been Operational Divisions.

 Rollout of a centralised QEP tracker on a MS SharePoint site, accessible by all project leads and enabling ease of 
reporting as well as the capture of future plans.  Supports ownership and accountability by the Directorate 
Manager/Budget Holder or Project Lead. 

 The QEP tracker enables milestone management and a history of status updates so that earlier commitments are 
visible and traceable.

 Implemented new Quality Impact Assessment and Post Implementation Reviews as required following feedback 
from Monitor. 

 A QEP home page is now searchable on the Intranet supplying details of who to contact as well as how to submit 
new ideas.

Lessons learned to be applied in 2015/16:
1. Bring forward the identification of 2016/17 stretch target earlier in the financial year: 50% by end of Q1 and 80% by 

end of Q2 to maximise the number of projects delivering full year savings form 1st April 2016.
2. Full transition from PMO to Project Leads for the maintenance of projects on Sharepoint leading to greater 

ownership and accountability.
3. Appropriate resourcing of priority projects.  Identify where investment in resource is required to deliver projects.  

Dedicated Project Managers for priority projects. Improved escalation to the Executive Sponsor where action is 
required to resolve project issues such as resourcing.

4. Further collaboration across all Trust Change programmes.  One governance process; prioritisation of resource 
capacity across all programmes

5. Recognition of Trust Wide savings has been a challenge hence all Trust Wide projects to define at Initiation stage 
the estimated value of savings by Division and then by Directorate at Close Out.

6. Simplified Quality Management.  Quality Impact Assessments and Post Implementation Reviews were new 
processes for 14/15.  The execution of these processes highlighted areas for improvement: the criteria for QIAs and 
how they are requested; the scope, template and simplification of the process for PIRs.  Both will be revised in Q1 of 
2015/16
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The QEP Governance process has been updated to reflect the above improvements and is available on 
Sharepoint for reference. 

2. QEP PLAN FOR 15/16

Targets and Plan by Directorate and Executive Sponsor
The LTFM QEP target for 15/16 is £17.2m or 4%.  The allocation of this target has been calculated based on 
the directorate 2014/15 recurrent baseline budgets with exclusions e.g. ISS contract.  QEP Enablement 
funding has been requested to the sum of £1.3m, it is non recurrent and it is expected that savings will be 
made to cover any investment from enablement and hence has been added to the total QEP for 15/16.

Plan for 15/16
As of 31st March, £15.6m or 63% of the 2015/16 £25.0m QEP stretch plan has been identified.  Actions being 
taken to identify the shortfall include:  wider engagement sessions; identification of opportunities 
highlighted by reference costs or service line analysis; known opportunities not yet estimated e.g. PET CT.

3. QUALITY OVERVIEW
Electronic approval of all QEP projects has been available since February 2015.  A quarterly meeting with the 
Chief Nurse and Medical Director has been arranged to review QEP project risk ratings; identify new Quality 
Impact Assessments or Post Implementation Reviews and review the progress of existing QIAs and PIRs.  
The QEP PMO will also complete a quarterly quality report to the Clinical Governance Committee from June 
2015.

Post Implementation Review status and detail has been reported monthly at R&PC.  Of 5 PIRs identified in 
14/15; 4 have been completed with 1 expected to complete a second audit review by 30th April 2015.  A 
further 3 have been identified from projects implemented in 14/15 and are due for completion at of Q1.

4. CONCLUSION & RECOMMENDATION
The Board will be asked to :

- Note the final 14/15 position
- Agree the plan for 15/16
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Board Code of Conduct    
This Code is written to support the Trust’s Standards of Personal and Business Conduct Policy. 
As members of the Trust Board we will adhere to the seven principles of Public Life (Nolan 
Principles):   1. Selflessness, 2. Integrity, 3. Objectivity, 4. Accountability, 5. Openness, 6. Honesty, 
and 7. Leadership.   

Our Board Code of Conduct has been defined against the Trust values and reflects how we will 
operate as the  Board of Directors.

Patient centred
We will:

 Ensure that the interests of our patients, in terms of quality of care and experience,  are 
central to all our decisions.  

 Ensure decisions are based on sound evidence and are clinically driven for the benefit of our 
patients.  

Professional 
We will 

 Maintain our professional competence including a sound understanding of the external 
environment, considering future risks and opportunities.  

 Operate as a unitary Board, positively  contributing to meetings and collectively supporting 
the implementation of decisions made by the Board

Open and Engaged 
We will 

 Actively listen to our patients, staff, colleagues, partners and external bodies and ensure 
that we adopt good practice and learn from our mistakes.

 Treat everyone fairly by active listening,  recognising the  skills and experience  of others,   
encourage diversity of views supporting each other through effective challenge,

Collaborative
We will: 

 Establish effective networks, contacts and partnerships both within and outside Trust, for 
the benefit of our patients valuing the contributions from others.  

 Operate as a unitary Board, with each member demonstrating the ability to think 
strategically and contribute to areas outside their specialist field.

Creativity
We will 

 Positively seek opportunities to maintain the sustainability of the Trust whilst managing risks 
in accordance with our risk appetite statement.  

 Create a culture of innovation both within the Trust and with external stakeholders to 
deliver our vision for a life science campus to improve the health and wellbeing of the 
population. 
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Glossary of terms

Acronym Term Definition
95th percentile The 95th percentile shows the result for 95% of patients.
Absenteeism % working days lost due to staff sickness.

A&E Accident & Emergency 
Department

Assesses and treats patients with serious injuries or illnesses.

Accountability The requirement to report and explain performance
Active pathway

AMI Acute myocardial infarctions Commonly known as a heart attack.
AHP Allied health professionals

Block patients
BAF Board Assurance 

Framework
A register of the major strategic risks to the Trust and what is being 
done to manage them.

BMT Bone marrow 
transplantation

A bone marrow transplant is a procedure that involves replacing 
damaged bone marrow with healthy bone marrow stem cells.

CAS Central Alerting System Provides safety alerts.
CAUTIs Catheter Associated Urinary 

Tract Infections
Urinary tract infections (UTIs) which are associated with the use of a 
urinary catheter.

CCG Clinical Commissioning 
Group

CCGs are groups of GPs that will, from April 2013, be responsible for 
commissioning/buying local health and care services.

CCSS Core Clinical Support 
Services

CDT Clostridium Difficile Toxin 
infection

Clostridium difficile infection is reported, based on detection of CDT 
that includes all samples except those where the patient has already 
been diagnosed in the previous four weeks. Measured as an absolute 
number of trust-attributable cases against an agreed trajectory.

CLRN Comprehensive Local 
Research Network

25 CLRNs cover the whole of England by region. They coordinate and 
facilitate the conduct of clinical research.

CPE Carbapenemase-producing 
Enterobacteriaceae

CPE is the name given to a group of bacteria that have become very 
resistant to antibiotics. Many of these bacteria usually live harmlessly 
in the gut of humans or that of animals and help to digest food. 
However, if they get into the wrong place such as the bladder or 
bloodstream they can cause infection.

CQC Care Quality Commission The Care Quality Commission (CQC) regulates all health and adult social 
care services in England.

CQUIN Commissioning for Quality 
and Innovation
Day cases An elective patient admitted during the course of a day for treatment 

that does not require the use of a hospital bed overnight.
DNAs Did Not Attends Outpatient appointments where the patient failed to attend.
DoH Department of Health
DVT Deep Vein Thrombosis Deep vein thrombosis (DVT) is a blood clot in a major vein that usually 

develops in the legs and/or pelvis.
EBITDA Earnings before interest, 

tax, depreciation and 
amortisation

A measure of the performance of the “underlying business” ie 
surplus/deficit from day to day operations.

EBITDA margin This compares the actual EBITDA to the income achieved.

Elective patients Patients for whom a procedure is performed by choice and planned.
ECIST Emergency Care Intensive 

Support Team
EDMS Electronic Document 

Management System
ESBL Extended Spectrum Beta-

Lactamase
The number of Trust attributes ESBL (Extended Spectrum Beta-
Lactamase) bloodstream infections reported, measured as an absolute 
number against an agreed trajectory.
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Acronym Term Definition
FT Foundation Trust
FY Full Year

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine.

Global trigger tool
H&S Health & Safety
HCA Health Care Assistant
HRG Healthcare Resource Groups

HSMR Hospital standardised 
mortality ratio

This gives the case-mix adjusted mortality rate of the “HSMR basket of 
diagnoses” (the diagnoses that account for 80% of all in-hospital deaths 
relative to the national average).

I&E surplus This is the retained surplus as a percentage of revised income.
Inpatients A patient who occupies a bed for at least one night.

LCRN Local Clinical Research 
Network

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient

Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs.

Level 2 complaints More formal complaints. 0-25 working day response time.
Level 3 complaints
Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 

easily realisable) assets.
Locums A person who temporarily fulfils the duties of another. 
Mandatory Training A 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.
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Acronym Term Definition
Outpatient A non-residential hospital patient i.e. a patient who visits a hospital, 

clinic or associated facility for diagnosis or treatment but does not stay 
for over 24hrs.

PAS Patient Administration 
System

PEMS Patient evaluation 
management system

Patient satisfaction survey response rates for patients included within 
the Advancing Quality Programme denominator.

PET Patient Experience Tracker Performance indicator based on the results of questions from the 
National Inpatients Survey selected by the Care Quality Commission.

PROMS Patient reported outcomes 
measures

Patient Reported Outcomes Measures, based on questionnaires which 
collect health status information from patients before and after an 
intervention.

Patient safety thermometer An internal survey or inpatients on a particular day each month to 
identify incidents of VTE, falls, pressure ulcers & CAUTIs. It does not 
include MRSA, CDT, MSSA, VRE or ESBL infections, or medication 
incidents, as they are not required by the DoH operating framework.

PbR Payment by results Payment by results is the rules-based payment system under which 
commissioners pay healthcare providers for each patient treated, 
taking into account the complexity of the patient’s healthcare needs.

PCT Primary Care Trust PCTs previously commissioned primary, community and secondary care 
from providers but are scheduled for abolition on 31.03.13.

Primary coding

PFI Private finance initiative A way of funding public infrastructure projects with private capital.
Prophylaxis Any medical or public health procedure whose purpose is to prevent, 

rather than treat or cure a disease.
QEP Quality Efficiency 

Programme
QOF Quality and outcomes 

framework
The Quality and Outcomes Framework (QOF) is a system for the 
performance management and payment of GPs.

Referred patients  Patients referred by a GP or another hospital.
RIDDOR Reporting of Injuries, 

Diseases and Dangerous 
Occurrences Regulations 

Workplace incidents that cause more than 7 day’s inability to carry out 
normal duties. Work related diseases and dangerous occurrences.

Responsibility The duty to deal with something
ROA Return on Assets An indicator of how profitable a company is relative to its total assets. 

Calculated by dividing a company’s annual earnings by its total assets.
ROI Return on Investments A performance measure used to evaluate the efficiency of an 

investment or to compare the efficiency of a number of different 
investments. To calculate ROI, the benefit (return) of an investment is 
divided by the cost of the investment.

RCA Route Cause Analysis 
RLBUHT Royal Liverpool & 

Broadgreen University 
Hospitals Trust 

R3m Rolling 3 months Looks at the average of the last 3 months.
Secondary coding
Spells A continuous period of inpatient care within the hospital.

SUIs Serious untowards incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises.

SQA Service quality assessment
SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 

fiscal policy as dictated by the Dept of Health at a regional level.
SHMI Summary hospital-level 

Mortality indicators
SHMI is a hospital-level indicator which reports on mortality at trust 
level across the NHS in England.
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Acronym Term Definition
TARN Trauma Audit and Research 

Network
TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage.

U’perf ward/dir Shows the number of underperforming wards or directorates.
TTO To Take Out
VRE Vancomycin-Resistant 

Enterococci
The number of Trust attributable VRE (Vancomycin Resistant 
Enterococci) bloodstream infections reported, measured as an absolute 
number against an agreed local trajectory.

VTE 
assessment

Venous thromboembolism The rate of admissions where an assessment for VTE (Venous 
thromboembolism) has been carried out based on the clinical criteria of 
the national tool, including those patient sets assessed using an agreed 
cohort approach.

YTD Year to date Year-to-date is a period, starting from the beginning of the current 
year, and continuing up to the present day. The year usually starts on 
January 1 (calendar year), but depending on purpose, can start also on 
July 1, April 1 (UK corporation tax and government financial 
statements), and April 6 (UK fiscal year for personal tax and benefits).
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