
TRUST BOARD MEETING AGENDA – PUBLIC
Date: 28 July 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 30 June 2015
To approve the minutes of the Board of Directors

BG 3

1.03 Rolling Action Tracker
To discuss any outstanding actions

BG 14

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

BG/AK Verbal

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

BG Verbal

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

MW 23

ITEMS FOR CONSIDERATION

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

LG Presentation

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

All 28

1.55 Board Assurance Framework – qtr 1 review 2015/6
To discuss and approve the proposed scores, controls and assurances provided

MW 92

2.05 Nursing Strategy 2015 - 2017
To note the Nursing Strategy 2015 – 2017 and reporting arrangements going 
forward

LG 98

2.15 Safe Staffing June 2015
To note the report and acknowledge the work being undertaken to further 
strengthen the Trust’s position

LG 124

2.20 Achievement of 4 Hour Emergency Care Standard
To note the actions and progress taken whilst noting the on-going risk to delivery

DMcL 132

2.30 Never Events and Serious Incidents Annual Report
To note the content of the report and to be assured that the Quality Governance 
Committee has requested that the Divisions be charged with identifying key 
lessons and to share experiences to improve patient safety

LG 138

2.40 Complaints & PALS Annual Report 2014/15
To consider the information contained within the paper

LG 143

2.45 Infection Prevention & Control Annual Report
To note the assurance provided in the paper

PW 153

2.50 Medical Annual Appraisal and Revalidation
To approve the progress report and to continue to support the systems, policies 
and procedures to meet the requirements for revalidation

PW 172

3.00 Patient Safety and Mortality Quarterly Update
To note performance

PW 198

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

JHG/RE 210

3.15 LCRN Quarterly Performance
To note this Q1 performance report for the CRN NWC

PW 215
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3.25 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 219

CONCLUDING BUSINESS

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

BG Verbal

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

BG Verbal

Code of Conduct & Glossary of Terms
For information

All 224

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 30 June 2015 at 1pm

Conference Room, Royal Liverpool University Hospital

Present: Mr Bill Griffiths   Chairman   
Mr Aidan Kehoe   Chief Executive
Prof. Bob Burgoyne 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
Mr Geoff Stewart   Non-Executive Director
Mr Neil Willcox Non-Executive Director
Dr Peter Williams Medical Director

 
In attendance:   Miss Helen Jackson Director of Strategy and Transformation  

Ms Donna McLaughlin Director of Operations
Mrs Helen Shaw   Director of Communications and 

Marketing
Mr David Walliker Director of IT

Officers attending: Mrs Alison Ewing Clinical Director of Pharmacy & Therapies
Mr Paul Skipper Assistant Director of Pharmacy
Mrs Rita Doyle End of Life Care Programme Manager
Mr Mark Grimshaw Corporate Governance Manager (Minutes)

            
Apologies: Mr Mike Eastwood Non-Executive Director

  Mrs Madelaine Warburton Associate Director of Corporate Affairs
  
 

15/71 Introduction, Apologies and Declaration of Interest 

Mr Griffiths welcomed members of the public (9), governors (4) and staff (2) to the 
meeting. 

No interests declared.  

15/72    Minutes of the Trust Board Meeting held on 26 May 2015 

The minutes of the meeting held on 26 May 2015 were agreed as a true and 
accurate record.

15/73 Rolling Action Tracker

15/14 – Trust-wide Acuity Study and Safe Nurse Staffing Compliance – Mrs 
Edwards noted that a paper was scheduled for the July Resources and 
Performance Committee. An update would be provided to the Board if deemed 
appropriate.
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14/281 – Safe Staffing Monthly Update – Ms Grant explained that significant work 
continued with the Finance, Workforce and Nursing Teams to ensure the alignment 
of information on staffing numbers. It was hoped that this would be completed for 
the July Board.

14/279 – Corporate Objectives 2015/16 – Mrs Shaw reported that a paper had 
been produced for discussion at the Executive Team meeting which proposed the 
inclusion of performance against corporate objectives in the board pack. It was 
hoped that this could be completed for the July Board.

14/275 – Trust Executive’s Report – Mr Walliker reported that the Trust had been 
unable to receive feedback on the unsuccessful Nursing Technology Fund bid. The 
Trust would be carrying out its own analysis. It was agreed to remove the action.

14/163 & 13/156 – Trust Executive’s Report – Are we using our resources 
effectively and efficiently? – Mr Graham reported that the format of the finance 
report remained under review.

14/130 – Trust Executive’s Report – Finance – Board to undertake a regular 
review of Board papers to assess whether financial implications have been stated 
explicitly.

14/07 – BAF – Mr Walliker reported that the pilot project using alternative software 
had commenced. The lessons learned were currently being reviewed and an 
update would be provided to the July Board.

13/157 – Strategic Initiatives - Performance – Update to be provided for July 
Board.

12/110 – Corporate Performance Report – Ms Grant noted that the Board report 
now included key themes from complaints and the actions being taken. An Annual 
Complaints Report was scheduled for the July Board which would provide more 
detail. It was agreed to remove the action. 

Chair’s Logs Received

Resources and Performance Committee (2 June 2015) – PFHR Business Case 
– Mr Walliker explained that the risk report regarding the Medical Records 
department had been included in the PFHR Business Case which was scheduled 
for consideration in the closed meeting.

Chair’s Logs Delegated

Resources and Performance Committee (March 2015) – Operational Plan – 
The Board noted that the Plan had been submitted. 
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15/74 Urgent Matters Arising

 None noted.

15/75 Chair’s Update

None noted.

15/76 Assurance Report from Committees

Mr Grimshaw 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.   

On behalf of the Resources and Performance Committee, Mr Killworth noted that 
the Paper Free Health Record Business Case was considered and a 
recommendation had been made to the June Board.

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

15/77 Patient Story

Rita Doyle provided the background to a patient who had been admitted to the 
Royal Liverpool Hospital in an acutely unwell condition. The patient had difficulty 
swallowing and had therefore been transferred to Ward 2Y in order for a 
nasogastric tube to be inserted to allow for the administration of Parkinson’s 
medications. The patient had been too unwell to pass the tube and consequently 
the medication had changed to a patch. After being kept comfortable, the patient 
continued to deteriorate and sadly passed away on 22nd December 2014. 

A letter was received from the patient’s wife which was marked for information and 
not as a complaint. The letter complimented the staff on Ward 2Y but noted 
frustration with the time it took to administer the Parkinson’s medications and with 
the way her husband’s mouth was not cleaned in his final stages. The letter was 
passed to the managers on A&E and Ward 2Y for information. A second letter was 
received expressing disappointment that a response had not been forthcoming to 
the first letter. A formal complaint was opened and a response sent to the patient’s 
wife.

Noting the lessons learnt the Trust was now committed to acknowledging all letters 
and providing information on the action being taken. Additionally, a mouth care 
policy was in development. Once this had been rolled out, the wife of the patient 
would be updated.

Mr Griffiths queried how much faster the Trust was in responding to letters. Ms 
Grant noted that following the implementation of an electronic system, automatic 
triggers meant that a letter was produced immediately which outlined the actions 
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that would be taken. If an issue required further exploration, this would be included 
in the acknowledgment letter. 

Mr Kehoe noted that the original letter had not been received as a complaint and 
therefore queried if the Trust was adept at acting on issues raised for information. It 
was suggested that the importance of reviewing the content of issues raised rather 
than simply classifying them as complaints or not should be communicated Trust 
wide.

Action: For an item to be considered at Team Brief on the importance of 
reviewing the content of all issues raised, rather than just those classified as 
complaints.

Mrs Shaw queried whether the Trust had made improvements in answering 
complaints in an understandable way. Ms Grant noted that the two new managers 
recently recruited to the Complaints Team had been asked to focus on this issue.

Referring to the issue regarding mouth care, Mr Graham questioned how the Trust 
identified and acted upon similar issues. Ms Grant explained that there was an 
escalation process in place for nurses. This was being further strengthened by the 
development of a ‘red flag’ process which was being piloted in one medical and one 
surgical ward. Lessons learnt were also considered at perfect ward meetings and a 
module on end of life care was being developed for inclusion in the RLB Nurses 
Programme.  

The Board noted the presentation.

15/78 Trust Executive’s Report

  Directors highlighted key issues relating to their reports.

Miss Jackson noted the updated dashboard for the 2018 Transformation 
Programme. Attention was drawn to the fact that construction for the new hospital 
remained behind schedule by c.18.5 weeks. The target date to complete level 7 
had been set at 14 September 2015 which was 22 weeks behind schedule 
Construction continued to be closely monitored. With regards to the Accelerator, a 
funding shortfall of £2.5m had been identified. However, LSTM had confirmed an 
additional £1m of funding for capital expenditure and costs had been reduced by 
£0.6m. Progress had been made on the Partnership Agreement and Agreement for 
the Lease with LSTM. Mr Killworth queried the Trust’s progress against the 
milestones in the Project Agreement. Miss Jackson noted that good discussions 
had taken place with Chrysalis.

In terms of Capital Expenditure, Mr Graham reported that the funding for the 
Vascular Fixed radiology Kit had been processed.

Ms Grant noted that the Trust had seen a steady reduction in falls that cause 
moderate to severe harm. The trend for falls and general incidents, however, was 
upwards. This was attributed to an increase in reporting which was indicative of an 
open culture. There had been an increase of 21% in the reporting of falls. The RCA 
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completion rate for the year to date was 100% with an increased incident reporting. 
Mr Stewart extended his congratulations to the teams and individuals involved. A 
positive response to the RLB Nurse programme was also noted. Mr Killworth 
queried whether more information could be provided on the RIDDOR incident which 
occurred in May 2015. Ms McLaughlin explained that two staff employees who had 
been exposed to the Category 3 Level substance had not been harmed but the 
Trust was investigating the systems through the Health and Safety Group.  

With regard to treating patients quickly, Ms McLaughlin provided an update on 
national changes to performance targets. A letter had been received on 24th June 
from the TDA which stated that the contract sanction for the 18 weeks RTT target 
would be removed with trusts only being required to report on incomplete pathways 
and the 52 week maximum wait. Ms McLaughlin noted that a more detailed update 
on the changes relevant to the Trust would be provided at the July Board.

In terms of ward quality, Ms Grant noted the improvements made in Wards 3a and 
5y. Both wards had been challenged by sickness and nursing vacancies but these 
issues were being actively managed.

Mr Graham drew attention to Professor Sir Munir Pirmohamed who had been given 
a knighthood in the Queen’s Birthday honours. Professor Pirmohamed had 
established an international reputation for his work in the field of clinical 
pharmacogenetics. Mr Kehoe noted that the MHRA had confirmed the CRU had 
been awarded Phase 1 Re-Accreditation for a further two years (May 2015-May 
2017). This would help to establish a platform for future growth in the life sciences.

Mrs Edwards noted the reduction in sickness (4.8% in April compared to 5.22% in 
March). The rolling average was 5.45%. It was noted that Surgery had the highest 
sickness rate (6.03%). Assurance was provided that work was on-going to improve 
this. The trend for mandatory training was upwards with 81% booked onto training. 
The Trust continued to work towards the target of 95%. Mr Willcox queried the 
reasons behind attendance at mandatory training. Mr Kehoe explained that it had 
been challenging for staff to be released.  As a result, the Trust was exploring 
different delivery methods and ensuring that ownership for attendance was 
devolved to the divisional level. Mr Stewart questioned the proportion of long term 
sickness in the overall sickness figures. Mrs Edwards reported that in the Surgery 
Division, long term sickness (> 3 months) constituted the majority of sickness 
absence. The Trust was ensuring that the Sickness Policy was being appropriately 
applied.

With regard to finance, Mr Graham reported that the Trust had a plan to deliver a 
surplus of £4.2m. At Month 2, the Trust was £0.5m behind plan mainly due to 
excess pressure on pay. Despite this, the Trust was still forecasting delivery of the 
financial plan. Cash balances were £43.8m against a plan of £35.8m. Contributing 
to this was £16m received from NHS England in relation to the transitional funding 
agreed to support the New Royal. This was not expected to be received in full at the 
start of the financial year. Offsetting the favourable variance was £5.4m of undrawn 
public dividend capital (PDC) and cash outlay on capital being £2.9m behind plan. 
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Mr Graham added that the Trust continued to focus on the delivery of the QEP 
programme. Mr Stewart commented that 45% of debtors over 90 days overdue 
appeared high. Mr Graham reported that an exercise was underway to re-appraise 
debtors and put in place payment plans. Additionally, positive discussions had been 
held with the University of Liverpool regarding outstanding payments. Mr Willcox 
sought assurance that the Trust was taking steps to ensure that the QEP 
programme was on plan. Mr Graham stated that the Trust had met its target for 
Month 2 and was working towards meeting the stretch target.

Noting that the Trust was behind plan for EBITDA, Mr Killworth questioned whether 
the Trust was taking sufficient action to control its cost base. Mr Graham reported 
that the Trust was focusing on cost control and would start the process of 
requesting recovery plans earlier in the year should they be necessary. Mr Kehoe 
referred to Lord Carter’s review of efficiencies in hospitals and queried whether the 
recommendations would be considered by the Trust. Mr Graham confirmed that a 
report was in development which would be considered by the Resources and 
Performance Committee and the Board.

Providing an update on IT, Mr Walliker reported that the procurement process for 
the EPR system was progressing well. An EPR Programme Group meeting was 
scheduled for 17th July in which a preferred supplier would be identified or more 
information would be requested. The JAC upgrade had been carried out and whilst 
it had started and finished to schedule, there had some challenges from both a 
communication and technical aspect. A full RCA had been undertaken and the 
lessons learnt would be reported to the Executive Team. A two day departmental 
event had been organised in July to discuss the refresh of the Trust’s IT Strategy.

 Dr Williams highlighted that there had been a clinical audit demonstrating red 
assurance for oxygen prescription. A working group was exploring how to improve 
adherence and a re-audit was planned for October 2015.  

The Trust Executive reports were noted.  

15/79 Achievement of 4 Hour Emergency Care Standard

Ms McLaughlin reported that in May 2015, 4 hour performance was at 93%, which 
was an improvement from April. At the end of May, the Trust, although not 
achieving the standard, had achieved the improvement trajectory approved by the 
Board. Performance had improved into June. It had also been agreed with 
Liverpool CCG and Liverpool Community Trust that the Trust could include Walk in 
Centre activity from 1 June 2015.

For future months, Ms McLaughlin explained that the figures would be reported in 
three different ways:

 For the whole site with Walk In Centre Activity included
 Just A&E performance
 As reported historically to enable comparison.

Public�Board�meeting�30�06�201
Overall�Page�8�of�228
Page�6�of�11

http://www.eshareuk.com


7

The closure of the Escalation Ward (4X) was noted and attention was drawn to the 
implementation of the electronic whiteboards which were in place in all inpatient 
wards. This would enable improvements to internal patient flow and work was on-
going to embed a new culture into teams.

The Board noted the performance for May 2015 against trajectory, the risks that 
were not yet fully mitigated and the plans to address.  

15/80 Medicine Management Annual Report

Mrs Ewing and Mr Skipper attended to present the annual report for medicine 
management and to provide an update on the progress made within the medicines 
management agenda. It was noted that 2014/15 had been a successful year for the 
Trust with a high score being achieved on the TDA medicines optimisation 
benchmarking tool. In terms of challenges, maternity leave, sickness and staff 
turnover had adversely affected pharmacy technician staffing numbers. This was 
being closely monitored. The Trust’s reputation for medicine management had been 
externally recognised and the team had been asked to assist the Liverpool 
Woman’s Hospital with their processes.

Mr Willcox sought assurance that the financial aspects of medicines management 
were being adequately controlled. Mrs Ewing confirmed that good systems and 
rigorous controls were in place. The Trust also benchmarked costs and undertook 
regular audits and meetings with the finance team. Mr Graham added that the Trust 
was continually looking to make improvements and Lord Carter’s review would be 
considered within this context.

Mr Graham commended the quality of the report and extended congratulations to 
the staff involved. In terms of the antibiotic point prevalence audit which had scored 
a ‘red’ rating, it was queried what action plans were in place. It was noted that 
performance over time was improving and that an audit was being performed 
monthly.

The Board received the Medicines Management Annual Report and the 
Accountable Officer’s Report.

15/81 Annual Plan 2015/16 CRN NWC

Dr Williams explained that the 2015/16 Annual Plan had been signed and submitted 
to the NIHR CRN CC on 17 June 2015 on the assumption that it had been 
considered and approved simultaneously with the CRN NWC Annual Report 
2014/15 at the May Board. Retrospective approval was therefore requested.

Mrs Shaw noted the objective relating to increasing the proportion of studies in the 
NIHR CRN Portfolio delivering to recruitment time and target and queried whether 
this represented a risk to the Trust. Dr Williams explained that it was challenging for 
the Trust to recruit due to the nature of the studies. There was a need therefore to 
broaden the intake of patients by liaising with other trusts.
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The Board provided retrospective approval to submitting the 2015/16 Annual Plan 
to the NIHR CRN CC.

15/82 National Inpatient Survey 2014

Ms Grant presented the results of the 2014 National Inpatient Survey. It was noted 
that the results had previously been considered by the Quality Governance 
Committee on 3 June 2015 and it had been agreed that the action plan developed 
following the results would be included in the overall plan for patient experience.

There had been some improvement noted compared to the previous year’s survey 
and the Trust was focusing on maintaining this position and to further progress 
improvement in the amber and red sections of the results. The worst performing 
question related to patients’ views on the quality of care during their hospital stay. 
Attention would be focused on this area in future Listening Weeks.

Ms McLaughlin noted that Quality Health (agency managing the survey) had sent 
surveys to patients who were deceased. It was stated that improvements in this 
aspect were required.

Mrs Edwards highlighted that the Trust’s response rate (40%) was lower than the 
overall national rate of 47%. It was queried if steps could be taken to improve the 
response rate. Ms Grant stated that it was important to raise awareness with 
patients during the survey period and therefore steps were being taken to align the 
focus and dates of the Listening Weeks.

The Board noted the report.  

15/83 Data Quality Review – Assurance Matrix

The Board considered the update on the indicator review project which was 
reviewing all standard operating procedures (SOPs) for data and information which 
was reported externally from the Trust. 

Ms McLaughlin reported that the action plan relating to the project had been revised 
as certain indicators had required manual data collection. It was hoped that all 
indicators would have a completed SOP by the end of August. 

As part of the indicator assurance work, it was noted that each indicator would be 
assigned to a corporate objective and strategic aim along with being linked to an 
appropriate committee within the Trust’s governance structure.

Mr Willcox sought clarification on the membership of the Data Quality Assurance 
Group and to which body it reported to. Ms McLaughlin explained that she chaired 
the Group which was also constituted of operational leads for each indicator. The 
aim of the Group was to ensure that data inputted into and extracted out of the 
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system was robust. The Group reported to the Resources and Performance 
Committee.   

The Board noted the report, the progress made and the next steps in the project. 

15/84 Safe Staffing May 2015

Ms Grant provided an update in relation to safe staffing in the Trust for May. The 
month had seen an increase in the number of areas that highlighted a fill rate of 
less than 80% but this was attributed in the main to the Trust reporting against the 
enhanced establishment to achieve a 1 nurse to 8 patients ratio (day and night). 
Recruitment activities continued with the support of HR and it was noted that 50 
nurses had been recruited from Italy following attendance at a job fair.  

Ms Grant reported that the Matrons’ ‘Huddles’ had become more robust following 
moving to an electronic and ‘RAG’ rated system. Any red/amber items require a 
narrative to be provided on the actions being taken.

To provide additional assurance on effective nursing provision, the Trust was also 
piloting the NICE red flag system. Red flags included issues such as less than two 
registered nurses on a shift and the omission of any critical medications. The 
process was to be monitored three times a day and following a ‘red flag’, further 
analysis of the staffing establishment would be undertaken within 30 minutes to 
provide assurance that it was appropriate to meet the needs of the patients. 

Prof. Burgoyne queried the current shortfall in the nursing establishment. Ms Grant 
reported that this was approximately 200 nurses, which was reducing on a weekly 
basis. Mr Graham suggested that it would be useful if a table could be provided 
showing a month by month comparison of nurse staffing figures.

Action: To provide a table showing a month by month comparison of nurse 
staffing figures in future safe staffing reports.

The Board noted the report and acknowledged the work being undertaken to further 
strengthen the Trust’s position. 

15/85 Risk Management Action Plan

The Board considered the report which provided an outline of the work undertaken 
to date with regards to the implementation of the recommendations following the 
Deloitte review of risk management arrangements. Ms Grant noted that there were 
no concerns of note and that the action plan was on track.

The Board noted the progress with the Risk Management Action Plan.
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15/86 FT Progress / NTDA Report

The Board considered the update on progress with its application for FT status. Mr 
Graham reported that the Board to Board with Monitor took place on 10th June and 
this was followed up with a call with the Chief Executive and a high level financial 
review meeting during the week commencing 15th June. The Trust had agreed to 
provide a revised Long Term Financial Plan and this would be discussed with 
Monitor in August 2015. 

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. 

15/87 Constitution

Mr Grimshaw explained that following approval of the Constitution in March 2015, 
Monitor had raised a small number of questions. These had been addressed and 
highlighted in the draft Constitution. The Board was asked to consider whether it 
wished to retain the exclusion relating to the disqualification of directors when an 
individual was a director of another NHS body (Annex 7, paragraph 3.8.1). Mr 
Graham asserted that it would be germane to remove the exclusion to provide the 
Trust flexibility to respond to the recommendations cited in the Dalton Review 
regarding organisational structure and to the local and national context in terms of 
collaborative working. Mr Griffiths acknowledged this point but noted that should the 
exclusion be removed, the Board would need to be aware of the potential for 
conflicts of interest as well as issues of capacity. It was agreed to draft a 
compromise provision that retained the exclusion but provided the Board with the 
flexibility to approve a joint director appointment.    

Action: To draft a compromise provision that retained the exclusion in Annex 
7, paragraph 3.8.1 of the draft Constitution but provided the Board with the 
flexibility to approve a joint director appointment.    
 
The Board approved the revised Constitution for submission to Monitor and also the 
delegation of authority to the Chief Executive and Associate Director of Corporate 
Affairs to approve any further changes to the Constitution, which would then be 
reported to the next Board meeting.

15/88 Chair’s Logs from Meeting

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

Transformation Committee – To receive a report on how Carillion was meeting their 
employment and sustainability commitments for the construction of the New Royal. 

15/89 Questions from Members of the Public

The Chair invited members of the public to ask questions. 
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Questions were asked with regards to the mechanical and electrical contractors 
used for the building of the New Royal on whether they were compliant with Joint 
Industry Board (JIB) employment guidelines. It was also queried whether Carillion 
were upholding their training and development commitments.

Miss Jackson noted that the Trust met with Carillion on a quarterly basis and that 
the issues raised in the questions had not been reported to date. Carillion had met 
with the Unions on the 10th June and the contents of this meeting would be reported 
to the Trust’s own meeting with Carillion and the Unions.

Mr Stewart requested that a report be presented to the Transformation Committee 
on how Carillion was meeting their employment and sustainability commitments for 
the construction of the New Royal.

Chair’s Log – For the Transformation Committee to receive a report on how 
Carillion was meeting their employment and sustainability commitments for 
the construction of the New Royal.

An update on the Hydrotherapy pool was requested. Miss Jackson explained that 
the business case had yet to be finalised but noted that it was on a capacity list for 
consideration which was monitored on a monthly basis. Mr Kehoe reaffirmed the 
Trust’s desire to deliver a Hydrotherapy pool but noted that it was a complex and 
expensive project. Work continued to try and find a solution. 

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 July 2015
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Action Tracker Report owner: Madelaine Warburton

ACTIONS INCLUDED ON THE PUBLIC AGENDA

Meeting 
Date

Item Action Owner Action Taken

Apr-15
15/10

Trust Executive's 
Report

For further explanation 
of the Chinese Alliance to 

be included in future 
Teaching reports

RE Included in Teaching Report 

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 On July 2015 Agenda

Apr-15
15/15

Update on use of 
temporary staff

For an update on the use 
of temporary staff to be 

brought back to the 
Board in June 2015 and 

for this to include 
information on the 
additional spend.

RE On July 2015 Agenda

CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH

Meeting 
Date

Item Action Owner Action Taken

May-15
15/41

Trust Executive's 
Report

To review whether the 
TDA had considered the 
potential issue of Trusts 
being held accountable 
for results in England 

when these could have 
been impacted by 

patients from Wales.

DMcL  The Board Pack reports on all 
patients treated by the Trust 
regardless of place of residence or 
registered GP.  The Trust has received 
confirmation from the TDA that they 
only performance manage us on 
English patients.  The referral to 
treatment standard for Welsh 
patients is 26 weeks regardless of the 
place of treatment.  The Trust now 
has separate waiting lists for English 
and non-English patients.    

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.
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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

Jun-15
15/87

Constitution To draft a compromise 
provision that retained the 

exclusion in Annex 7, 
paragraph 3.8.1 of the 
draft Constitution but 

provided the Board with 
the flexibility to approve a 
joint director appointment.

MW Jul-15

Jun-15
15/84

Safe Staffing May 
2015

To provide a table showing 
a month by month 

comparison of nurse 
staffing figures in future 

safe staffing reports.

LG Sep-15

Jun-15
15/77

Patient Story For an item to be 
considered at Team Brief 

on the importance of 
reviewing the content of all 

issues raised, rather than 
just those classified as 

complaints.

LG Sep-15

May-15
15/51

Health and Safety 
Quarterly Update

For the next Health and 
Safety Quarterly Update to 
include explanations of the 

potential impact of 
identified issues and the 

mitigating steps being 
taken.

DMcL

 

Sep-15

May-15
15/46

Annual Report 
2014/15

To explore the possibility of 
including a provision for 

electronic board meetings 
in the Trust’s Standing 

Orders

MW

 

Sep-15

May-15
15/43

Board Governance Self 
Certification

Mrs Grant to check that 
the Trust had taken 

appropriate action when 
being required to report 

individuals to the 
Disclosure and Barring 

Service.

LG

Update to be provided 
at the meeting.

Jul-15

May-15
15/40

Patient's Story To include the benefits of 
the RLB Nursing 

Programme in the monthly 
QEP update report to the 

Board.

LG Deferred until 
September 2015 whilst 

Quality Impact 
Assessment is 
undertaken.

Sep-15 
(Jun-15)

Apr-15
15/14

Trust wide Acuity 
Study and Safe Nurse 
Staffing Compliance

To undertake analysis of 
main drivers to make 
RLBUHT employer of 

choice.  

RE A paper has been 
produced for discussion 

at the July Resources 
and Performance 

Committee. An update 
to be provided to the 

Sep-15
(Jun-15)
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Board if deemed 
appropriate.

Apr-15
15/10

Trust Executive's 
Report

For a report on 7 day 
working to be scheduled 
for the July 2015 Board   

DM/LG Regular reports being 
received by 

Transformation 
Committee. Substantial 
paper scheduled to be 

received by the 
Committee in August. 

Board to decide 
whether a report to the 

Board is required.

Jul-15

Apr-15
15/10

Trust Executive's 
Report

To bring report to 
September 2015 Trust 

Board on the work of the 
Trust on staff engagement 

and the King’s Fund.

RE Sept-15

Apr-15
15/10

Trust Executive's 
Report

For a full overview of RD&I 
to be scheduled for a 
future Board meeting.

JHG Following discussion 
with RD Ops Director to 
be provided Sept/Oct 15

Oct-15 
(July-15)

Feb-15
14/281

Safe Staffing Monthly 
Update

To ensure alignment of 
information on staffing 

numbers.

LG/JHG/RE Significant work is 
underway to reconcile 
and maintain the safe 
staffing requirements 

with the budgeted 
establishment. Finance, 
Workforce and Nursing 

are aligning the 
requirements down to 

Ward level for the 
financial year 15/16. 

Finance is due to 
complete this work in 
June from Roster and 

Ledger information. The 
data will be uploaded in 

ESR in July.

Jun-15 
(May 15)

Feb-15
14/279

Corporate Objectives 
2015/16

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

corporate objectives.

RE / HS Board report/metrics to 
be revised in June 2015. 

The Director of 
Communications has 
produced a paper for 
discussion with the 

Executive team which 
proposes the inclusion 
of performance against 
corporate objectives in 

the boardpack. 
Discussion deferred 

from exec 8 July to 22 
July.

Jun-15 
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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 Patient questionnaire 
has been piloted in ED.  
4 other trusts (Aintree, 

St Helens and Knowsley, 
Wirral and Chester) 

have agreed in principle 
to also part take in this 
study.  A date is being 
co-ordinated for the 

study to take place, this 
is likely to be 

September due to the 
holiday season.

Oct-15 
(Jun-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 was extended to 
May 15 but due to the 
governance changes 

within the department 
including the 

introduction of the datix 
system to capture and 
monitor complaints an 
external review will be 

commissioned to be 
undertaken within 

quarter 2 to provide 
additional scrutiny and 

assurance.

Sept-15
(Jan-15)

Oct-14
14/163 & 

13/156

Trust Executive's 
Report - Are we using 

our resources 
effectively and 

efficiently?

To ensure figures in next 
month’s report are correct

JHG Noted that the finance 
section in the board 

papers remained under 
review and this had 
been extended to 

include other areas. It 
was noted that the 

updated reports would 
include tolerances.  
Reported in June 15 

that the format of the 
finance report remained 

under review.  
Following discussion 

agreed revised format 
to be used from Sept 

15.

Sept-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.

Sept-15 
(Jan-15)
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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. 
Board to undertake a 

regular review of Board 
papers to assess 

whether financial 
implications have been 

stated explicitly.

Sept-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. Reported that 
the pilot project using 
alternative software 

had commenced. The 
lessons learned were 

currently being 
reviewed and an update 

would be provided to 
the July Board.

Sept-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

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 

Jul-15 
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awaited. Mr Graham 
stated that the report to 

the Resources and 
Performance 

Committee on the 
equipment replacement 
programme remained a 
work in progress. Miss 
Jackson added that the 
Trust was working to 

ensure that equipment 
was not being replaced 

unnecessarily.

RLBUHT�Public�Action�Tracker�J
Overall�Page�19�of�228
Page�6�of�6

http://www.eshareuk.com


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 

Well-Led Framework
King’s Fund and Staff Engagement
Coding
Project Shape
Health and Safety Quarterly Update
New hospital – assumptions, risks, impact, mitigation plans, LoS reduction.
IT Strategy
Working Capital Memorandum
QEP Programme Review
EPR
Board & Committees review
Service line reporting
MIAA Summary Report

September 
2015

Audit Committee Annual Report (initially requested for July 2015 Board)

Patient Safety & Mortality Quarterly Update
Annual Plan
Emergency Planning
Winter Plan
BAF
LCRN performance
Update on implementation of EDS
Emerging themes from PSW
Hotel Services Tender
QEP Programme Review
Trust’s 2025 Strategy
Current and potential future commercial relationships
Annual Deanery Visit & GMC survey
Sterile Services

October 
2015

Research and Development Strategy

QEP Programme Review
Health and Safety Quarterly Update

November 
2015

Board & Committees Review
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 Chair’s Log & Attendance Record   Report owner: Madelaine Warburton

Chair’s Logs Received

Committee (date 
& Chair)

Issues and lead 
officer

Receiving 
Body

Recommendation/ assurance / 
mandate to receiving body

Action

Transformation
18 June 2015

Geoff Stewart

Construction 
Programme

Helen Jackson

Trust 
Board

To raise the issue of the 
construction programme delay at 
Trust Board.

Noted 
under Trust 
Executive’s 
Report.

Transformation
18 June 2015

Geoff Stewart

Governance of 
Relationships

Trust 
Board

To ask Trust where the 
governance of relationships with 
the Liverpool Woman’s Hospital 
sits.

Chair’s Logs Delegated

Trust 
Board 
Date

Issues and 
Lead Officer

Receiving 
Body

Recommendation/ 
assurance / mandate to 
receiving body

Due 
Date

Action

March 
15

Migration Path 
Progress

Lead Officer: 
Helen Jackson

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

June-
15

A paper on migration 
path progress was 
presented at the 
Transformation 
Committee on 18th 
June.  Formal paper 
scheduled for 
September Board.

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 Development 
Session.

May 
2015

Review of 
2014/15 
Corporate 
Objectives

Lead Officer: 
Aidan Kehoe

Executive 
Committee

Executive team to discuss 
lessons learnt from the delivery 
of the 2014/15 Corporate 
Objectives and how to feed 
this into future planning.   

July-
15

Scheduled for 
Executive Committee 
on 22nd July 2015

June 
2015

Carillion – 
Training and 
Employment

Lead Officer: 
Helen Jackson

Transformation To receive a report on how 
Carillion was meeting their 
employment and sustainability 
commitments for the 
construction of the New Royal.

July-
15

Report scheduled for 
July 2015 
Transformation 
Committee. Update to 
be provided through 
Committee Report.
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Attendance Record

Executive Director/NED No of Board Meetings 
Attended*

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

* Includes 2 
extraordinary board 
meetings (13 April 
2015 & 2 June 2015)
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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: 28/07/2015

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 July 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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RLBUHT BOARD PACK

[Type text]

Assurance report from committees 
Mark Grimshaw 

MAIN REPORT: 

1) Transformation Committee – 18th June 2015

Considered

 Noted that the Construction Programme was 18 weeks behind schedule. A new 
Construction Director had started in July. A new completion date of 30 June 2017 
provided by Carillion. Update provided on design development, conversion of offices 
to wards, readiness for services move, equipment requirements and plans for 
artwork.

 Facilities Management Logistics – establishment of Logistics Manager role proposed.
 Service Redesign Update – Discussion around bed targets held. Noted that the 

Committee needed to keep track of internal and external influences. Monthly 
progress report requested.

 Health Economy Configuration Developments - Update provided on closer working 
with Clatterbridge Cancer Centre, Aintree and Liverpool Women’s. 

 Update on the Life Sciences Accelerator.
 2018 Programme overview.

2) Remuneration Committee – 30th June 2015

Considered

 Chief Executive Performance Rating – Return to the Trust Development Authority
 Secretary of State letter: Very Senior Managers Pay - Return to the Trust 

Development Authority

3) Quality Governance Committee – 1st July 2015  

Considered

 Operational performance update – Committee informed that NHS England had 
agreed from 1st June 2015, the Trust could include local Walk-in Centre performance 
within the 4 hour emergency figures (city centre, Garston and Old Swan). It was 
noted that the Trust was meeting the Diagnostic Performance and the Cancer target 
and that work was being undertaken to work towards the trajectory set for the 18 
week target within the Trust, with challenges noted in Orthopaedics and General 
Surgery.  

 Quality Performance Report – Committee informed that the falls rate position had 
improved during May 2015 and a noticeable improvement had been made in relation 
to reducing the number of falls resulting in moderate to severe harm, with one 
incident reported in May 2015. Flagged that Advancing Quality (AQ) performance 
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Mark Grimshaw 

remained a challenge and consistent underperformance was noted.  Additional 
resource had been allocated for each component in order to drive improvement. 
Requested that further information on AQ targets be included in the report to identify 
a staged process of expected performance throughout the year.

 Infection Control Report – Noted that the Trust remained under trajectory for C. 
difficile infections (5 cases to date). Areas for further action related to antimicrobial 
prescribing, hand hygiene compliance and lack of ward managers supervisory status. 
An update on antimicrobial prescribing performance was scheduled to be given at the 
next quarterly report in October 2015.

 Risk Register Audit and Risk Register - evidence that divisions and corporate 
departments had begun to address this change in practice with 84% of risks being 
compliant.  

 Risk Registers - The Committee considered the quarterly update on the divisional risk 
registers and the BAF quarter 4 review. Discussion took place regarding how the 
Committee could engage from a governance point of view with risk reporting and to 
ensure progress against risk management was on track.

 Complaints Annual Report 2014/15 - The Committee considered the report and noted 
the 64% increase in formal complaints received during 2014/15. The report detailed 
the proposed steps to improve the complaints handling process which included the 
appointment of two Band 7 Complaints Managers and the implementation of the new 
complaints module on the Datix system.  

 Infection Prevention Control Annual Report 2014/15.
 Patient Safety Incidents Annual Report 2014/15 – Committee requested that the 

Divisions be charged with identifying key lessons and to share experiences to 
improve patient safety.

 Patient Experience Presentation
 Patient Safety Strategy
 Care Quality Commission Fundamental Standards Report. An outline of the new 

CQC fundamental standards of quality and safety were noted.  

Key Risks

 A total of 744 bed days were lost due to the number of CPE cases within the 
organisation.  The issue had been placed on the risk register together with the lack of 
a decant facility within the organisation to allow for deep cleaning.

Assurances

 Sub-Committee Assurance Report – Updates received from:
o Clinical Effectiveness - noted the role of the Clinical Policy and Practice Group 

was being reviewed as there may be duplication of work undertaken by the 
Deterioration and Mortality Group.  

o Patient Experience – no particular issues raised.
o Patient Safety – noted that the sub-committee reviewed the safety 

thermometer audit and noted the concerns with VTE incident data.  An action 
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plan had been developed to address this.  Assurance was given that the 7 day 
Phlebotomy Service was being finalised and the patient safety alerts were on 
target and no concerns had been raised.  

o Divisional Governance – Surgery – covered in later item.
o Divisional Governance – Medicine – informed of a positive patient story 

regarding discharges and process redesign to ensure improvement. 
Committee also informed that the division’s performance for appraisals on 
ESR was under the expected level.  Assurance was given that appraisals 
were completed but some staff did not know how to upload onto ESR.  This 
was being addressed with staff receiving training.  

 Governance Presentation – Division of Surgery. Noted that patient flow and capacity 
was creating considerable on-going challenges across the Division.  The division was 
planning project fresh start to commence in September/October 2015. Improvements 
to the complaints process noted along with work to review and simplify the WHO 
checklist.  An update on delayed discharges within Critical Care was received and on 
how the Division was working to reduce sickness levels.

 Infection Control Action Plan - Overall good progress was being made against the 
action plan.

 Care Quality Commission Action Plan – Progress against the action plan was noted.

4) Resources and Performance Committee – 7th July 2015

Considered

 Workforce dashboard – Issues noted included a reduction sickness levels across all 
Divisions, a successful recruitment campaign in Italy for nurses and progress against 
completed appraisals. Assurance sought around the work to identify funded 
establishment figures.  Reported that the Trust did have the information but work was 
progressing to review each ward to validate assumptions. Report introduced on the 
work that was being carried out to help the Trust to become the ‘Employer of Choice’ 
locally and nationally. Report also introduced which compiled high level information 
regarding the Medical and Dental workforce, setting out education plans, 
establishment and introducing the new post of Physicians Assistants.

 Finance Report. Noted that at Month 2, the Trust was £465k behind plan. A number 
of actions were being taken to address the deficit. Noted that QEP plans were a key 
issue. Requested that future finance reports identify key adverse areas (on/off track – 
EBITDA, Surplus, Directorate variances) and action plans to address.

 QEP Update - Update received on the position as at Month 2. Key projects RAG 
rated red were discussed with an updated position reported. Agreed that future QEP 
reports would articulate pipeline/ideas stage together with confidence on delivery for 
this year.
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 Reference Costs – Costing Development Plan and 2014/15 Reference Costs 
considered.

 Corporate Performance Report – Noted that the report format had changed to provide 
a more forward look at what the issues were and actions to address.

 Liverpool Clinical Laboratories (LCL) Financial Update – The consolidated budget 
showed an adverse position against plan, attributable in the main to a number of one-
off costs and stock adjustments.   A number of mitigating actions were noted which 
had been implemented within LCL to close out the exposure on costs.

 Accelerator Update – Change in cost profile noted. Recommendation made to Board 
to continue to support the business case.

 Bank and Agency Report
 Board Assurance Framework.

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

Operational performance continues to be strong and we remain on trajectory to achieve the 4 hour A&E 
access standard by August. Our performance on infection prevention is worthy of particular note, having 
had no cases of MRSA bacteraemia for over 100 days, and being well ahead of trajectory on Cdifficile.

We continue to work closely with Monitor and Ernst and Young on the Foundation Trust application, with 
the key areas of focus being delivery of the long-term financial plan and the transition to the new 
hospital.

What has gone well?

Liverpool community fund

An important element in the development of the new hospital was to ensure that the project played a 
part in the regeneration of the city and provided support to our local communities. With this in mind it 
was agreed that Carillion would set up a community fund that would make annual allocations to local 
community projects. This month I sat on the panel evaluating the latest set of bids against the fund and 
we allocated approximately £30,000 to a wide range of community projects. A full list of the projects is 
attached at appendix 1, and I’m sure Board members will be pleased to see the breadth and diversity of 
the projects funded.

CCG and LHP vision event

Liverpool Clinical Commissioning Group (CCG) and Liverpool Health Partners (LHP) held an event for 
Chairs and Chief Executives to discuss the challenges facing healthcare delivery in Liverpool, and the vision 
for the future. Steve Warburton, CEO at Aintree University Hospital, and I, gave a joint presentation 
highlighting the great opportunities opening up for us in the City. The presentation focused on the 
excellent specialist services we have and the benefits that could be derived from the ongoing
development of our research and education infrastructure. The event was a very positive one and we 
were able to build a strong consensus around a vision that would deliver better integrated services across 
the city, and an internationally recognised role in the life sciences sector.

Downtown In Business event 

I was a speaker and panel member at a Downtown In Business (DIB) event discussing the future of 
healthcare in Liverpool. DIB is a business club that represents the private sector in Liverpool and works to 
attract entrepreneurs and high growth companies to the city region. The event provided an excellent 
opportunity to meet with members of the business community and highlight the opportunities that 
working with the health sector might bring to them both now and in the future. The members of 
Downtown were particularly interested in the development of the biocampus and the opportunities it 
would provide.  I will be working with our business development team to explore the potential 
relationships further.

Meeting with Mersey Care

I met with the chairs and Chief Executives of Mersey Care and Aintree University Hospital to discuss the 
opportunities for developing better integrated models of care across the general acute, community and 
mental health sectors. 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Knowledge Quarter developments

Early in July we had the meeting of the Liverpool Science Park Board and the Knowledge Quarter Board. The science 
Park is performing extremely well and discussion took place about the next stage of its development, and 
particularly the potential for creating more businesses within the City.  At the Knowledge Quarter Board we 
discussed proposals to further develop the relationship between the key strategic partners and it was agreed that 
we would revisit the proposal to establish a Chief Executive for the Knowledge Quarter to help realise the ambition 
of the partner organisations.

Meeting with Luciana Berger MP

Early in July the chairman and I met with Luciana Berger MP to discuss developments within the hospital and any 
issues of concern to Luciana and her constituents. Luciana is a Shadow health Minister, and aside from dealing with 
local constituency issues it was a useful opportunity to receive her observations on general service delivery. She felt 
quite strongly that we could play a bigger role in supporting patients with mental health issues and we agreed that 
we would undertake a piece of work exploring how we might do this. 

Where have we been challenged?

In line with all other acute Trusts we continue to face a difficult financial climate. We remain focused, therefore, 
upon delivery of our Quality and Efficiency Programme and ensuring strong financial control at all levels within the 
organisation. 

Are there any upcoming issues?

Staffing issues in the Radiology department

Concerns have been raised by staff in Radiology about staffing shortages. This is being investigated internally under 
the whistleblowing policy.
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Carillion / RLUH Community 
Fund

Applicant Project Name
Amount 

Requested
Amount Approved

1 Aintree Volunteers ACTIVITY VOLUNTEERS £1,964.00 £500.00
2 All Saints Liverpool PCC BIG BASH STREET PARTY £1,800.00
3 Beanstalk Literacy Intervention £2,115.00

4 Bronte Youth & Community 
Centre Bronte Homework Club.

£1,750.00 £1,000.00

5 Brouhaha International Liverpool International Carnival 2015 £1,500.00

6 Catholic Association for Racial 
Justice Duke of Edinburgh Award

£610.00

7 Central Youth Club Limited Central Sports £2,000.00 £2,000.00
8 Centre 63 Cycle Hub £1,120.00

9
Chinese Wellbeing

Healthy Walk-Stay Strong, Fit and 
Independent’ 

£1,565.00

10 Christ Church Community 
Centre Allotments

£1,500.00 £1,000.00

11 Croxteth and Gillmoss 
Community Fed Age Integration Project

£1,898.00 £1,248.00

12 Croxteth and Gillmoss 
Community Fed Croxteth Advice Support Service

£2,000.00

13 Croxteth Child Development 
Service* Chances Project

£2,000.00 £1,000.00

14 Dare to Care HOLISTIC WELLBEING PROJECT £2,000.00

15
Emmanuel Westly

Healthy, Happy family homes through 
creativity

£810.00

16 Emmaus Merseyside Community Open Space Project £2,000.00

17
Equilibrium North West CIC

The Equilibrium North West 
Wellbeing Workshops

£1,930.00

18 Family Hive CiC Family Hive £1,800.00

19 Fazakerley Health & Wellbeing 
Forum Computer

£488.00 £488.00

20 Genie in the Gutter : Choose a Healthy You £1,485.00 £1,485.00

21 Granby 4 Streets Community 
Land Trust Granby 4 Streets Market

£2,000.00 £1,000.00

22 Greenbank Sports Academy Inclusive Circuits £1,160.00 £1,000.00

23 Henshaws Society for Blind 
People Henshaws Pathway to Independence

£2,000.00

24 Hope Heritage Community 
Trust

Hope Heritage Seniors Engagement 
Project

£2,000.00

25 Innovate Volunteering CIC VOLUNTEER £1,955.00

26 Iranian Cultural Society of 
Liverpool Community cohesion and culture

£2,000.00

27
Kaalmo Youth Development Ltd

Kaalmo Juniors summer football 
coaching

£1,615.00

28 Kathleen and May Heritage 
Trust AHOY THERE MATEY!

£1,854.00

29 Kensington Fields Community 
Assoc KFCA “Grow It” project

£1,680.00 £1,680.00

30
Lister Residents Association

Lister Community Development 
Project

£1,454.00 £1,454.00

31 Lister Steps Ltd Tuebrook Summer Heritage Trail £1,795.00 £595.00
32 Liverpool Champions League Liverpool Champions League 2015 £1,500.00
33 Liverpool Community Spirit TASTE OF LIFE £1,484.00

34 Liverpool Mental Health 
Consortium

Service User Capacity Building 
Programme

£1,600.00 £1,000.00

Appendix 1
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35 Liverpool Somali Community Somali Community United £2,000.00
36 Local Solutions Buddy Scheme £2,000.00 £1,000.00
37 Luke 18.16 Family Project Arts Creative Community £2,000.00

38 Marybone Youth & Community 
Assoc* Marybone Respect Project

£2,000.00 £500.00

39 Mencap Liverpool Befriending Project £2,000.00
40 Merseyside Arts Foundation CIC Young Persons' Arts Award Programme £1,120.00
41 Merseyside Play Action Council* Positive About Play £2,000.00
42 Metal Culture Ltd Edge Hill Social Station £2,000.00

43
Movema

The YES ( Yoga, Energise and 
Stimulate) I Can! Project

£1,995.00 £1,000.00

44 Netherley Valley Youth Angling 
Project Youth Angling

£2,000.00 £1,000.00

45 Netherley Youth & Community 
Initiative Netherley Show 2015

£2,000.00

46 Neurosupport Standing Tall & Stepping Out £2,000.00
47 Norris Green Youth Centre Limited Healthy Living £2,000.00 £2,000.00
48 North City Play Summer Play £2,000.00
49 Nugent Care Hear Here Project £1,140.00
50 Oakmere Acorns Nursery Start up £2,000.00

51
Pinehurst Community Green

Pinehurst Community Green Allotment 
Project.

£2,000.00 £1,000.00

52 Porchfield Community Centre Healthy Activities for the Elderly. £1,650.00 £1,000.00
53 Priority Youth Project ’Schools Out For Summer’ £1,660.00

54
Relate Cheshire & Merseyside

Counselling bursary scheme for young 
people

£2,000.00

55 Rialto Neighbourhood Council RNC Luncheon Club £2,318.00
56 Rotunda Limited Rotunda Nursery Garden £1,480.00 £1,480.00
57 Sanctuary Family Support* Sanctuary community wellbeing project £2,000.00 £1,000.00

58
Somali Women's Group

LADIES HEALTH & FITNESS 
ACTIVITIES

£1,000.00

59 South Liverpool Domestic Abuse 
Servs Support for deaf women

£1,849.00 £500.00

60 Southern Neighbourhood Council Running costs £2,000.00 £2,000.00
61 Sparrowhall TRA Community Activities For Families £1,000.00
62 Speke Baptist Church New chairs £1,500.00
63 St Andrew’s Community Network Peer coaching program £2,000.00

64 St Cyril's Children & Youth 
Project* Promoting a healthier lifestyle at SCCYP

£1,998.00

65 St Michael’s Irish Centre Keeping our Culture and Heritage alive £1,300.00
66 St Stephen’s Community Centre Community Centre Upgrade £2,000.00
67 Steps to Freedom Limited Survivor to Thriver £1,560.00 £1,000.00
68 Stick 'n' Step Volunteer Support Project…… £1,629.00
69 Sunflowers Pilates for Cancer Patients & Survivors £1,800.00
70 Team Oasis Team Oasis Friday After School Club £2,000.00 £1,000.00
71 The Florrie Florrie Ambassadors Programme £1,550.00
72 The Legacy Rainbow House Enablement Project 2015 £1,988.91
73 The Michael Causer Foundation It’s Just Love! £1,850.00 £1,850.00

74 The New Belve Youth & Commty 
Sports Centre Fitness equals Health and wellbeing

£1,967.00 £1,000.00

75 Triple C* Liverpool 11: Children and Families £1,239.00
76 Vagabonds Lawn Tennis Club Tennis Club £2,000.00

77 Wildlife Trust for Lancs, Mcr and N 
M'side

Wildfamilies at Alder Hey Childrens 
Hospital

£1,200.00
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78 Windows Project CREATIVITY THROUGH WRITING £1,728.00 £1,000.00
79 Wirral Mencap Men’s Health and Well Being Group £1,930.00

80 Women's Health Info & Support 
Centre* CHERISH

£2,000.00 £1,000.00

Heart Well Disabled Summer Diaries Workshop Additional £300.00

Amount requested £138,883.91 £35,080.00

Amount available £35,000.00

NOTE:
* denotes funded/supported in 
2014
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

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

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

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

Fa l ls  per 1,000 bed days , moderate to severe harm 0.12 0.14 Month

C. di ff cases  (Hospita l  Acquired) 3 1 Month

C. di ff cases  (Hospita l  Acquired) 12 5 YTD

MRSA cases  (Hospita l  Acquired) 0 0 Month

MRSA cases  (Hospita l  Acquired) 0 1 YTD

Patients  with Pressure Ulcers  per 1,000 bed days  (Hosp Acq) 0.34 0.40 Month

Patients  with Grade 3/4 Pressure Ulcers  per 1,000 bd (Hosp Acq) 0.00 0.09 Month

VTE assessments  conducted 95% 96.6% Month

Serious  Untoward Incidents 5 Month

Never events 0 Month

NHS Safety thermometer - Harm Free Care 90% 96.1% Month

Inpatient Experience Survey - Pos i tive Responses 91% 79.3% Month

SHMI (most recent quarter avai lable) 1 1.054 Month

18 Weeks  RTT - Admitted 90% 91.0% Month

18 Weeks  RTT - Non-Admitted 95% 95.7% Month

18 Weeks  RTT - Active Pathways 92% 93.6% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 95.9% QTD

Cancer - 14 day wait - Breast Symptoms 93% 93.8% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 96.8% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 95.6% QTD

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

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 86.7% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 88.0% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 97.6% QTD

Cancel led Operations 0.6% 0.77% QTD

A&E 4-hour s tandard (a l l  days) 95% 97.4% Month

A&E 4-hour s tandard (weekdays) 97.2% Month

A&E 4-hour s tandard (weekends) 95.5% Month

Same sex accommodation breaches 0 0 Month

Ready for discharge 10% 21.7% Month

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

Inpatient Survey - Discharge Planning 90% 56.8% Month

Dai ly Average Discharges  (week days) 149.0 Month

Dai ly Average Discharges  (weekend days) 82.0 Month

Mortal i ty (HSMR) 100 96.9 Month
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Values:  Professional, Open and engaged, Collaborative, Creative
Corporate objectives:  Launch and implement coaching leadership
Indicator Target Actual Period
Staff F&F. Recommend Trust for care 80% 87% Quarter

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

Sickness  absence 3.8% 5.2% Rol l ing12Month

Staff turnover 0.74% Month

Actual  s taffing vs . establ ishment Month

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

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

Mandatory tra ining 95% 83.4% Month

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

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

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

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

# of themes  developed 1 Quarter

Completed commercia l  s tudies 3 Month

Time from study open to fi rs t recrui t (days) 70 75 Month

Patients  recrui ted to NIHR tria ls 1,090 564 YTD

Information governance breaches YTD

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

Progress  against key migration path objectives A Month

Finance Monitor ri sk rating 4 4 YTD

EBITDA margin £5.5 £6.5 YTD

Surplus/defici t £0.10 £1.00 YTD

Cash forecast accuracy assessment G Month

QEPs  del ivery - approved PIDs 90.0% 86.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £1,922 £2,249 YTD

Total  income actual  vs  plan 100.6% YTD

Monitor governance risk rating Month

TDA risk rating #VALUE! Month

Audits  providing s igni ficant assurance 0 2 YTD

% RCAs  completed (previous  months  data) 100% 100.0% Month

% RCAs  completed (year to previous  month) 100% 95.2% YTD

Under-

review
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The 2018 Transformation Programme – July 2015 Report owner: Helen Jackson

Key: On current plan
At risk 
Behind plan

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

Area
Key Deliverables/ 

Milestones for next 6 
months

KPI –
Qualitative/Quantitative

Progress made in the last month Issues/Risks R/A/G

Master 
Programme

The 2018 Master 
Programme – to 
monitor all activities 
included in or related 
to the move to the new 
hospital and beyond

All activities related to
or included in the
move to the new
hospital captured and
monitored via the 2018
Master Programme

• Programmes for the 31
groups in relation to
Operational Policy
Development/Commissioni
ng were developed during
the previous month and the
monitoring process against
these programmes has
begun.

• An outline programme to
monitor capacity/service
moves has been developed.

• A revised programme for
the Accelerator has been
developed.

• Credibility of the
programme

• Insufficient buy in to the
programme monitoring
process

Service 
Redesign 
Projects

Single Bedroom/Ward 
Design

Being developed in line
with the PID.
Refer also to Readiness
for Service Move
section.

Nursing staff visit to Pembury,
100% single bedroom hospital
site. Observations from visit
have been correlated.
Marie Dewhurst appointed to
lead on model of care for the
single bedroom environment.

Ability to identify workforce
requirements as part of the
review of the clinical model of
care.

Outpatients Being developed in line
with the PID.

Second visit to LWH
undertaken to review spare
capacity and potential for
transfer of outpatient functions
to the site.

Ability to identify off site
capacity / alternative methods
for delivering OPD services

Theatres Being developed in line
with the PID.

Draft plan identified to review
current staff roles , and identify
training needs through staff
rotation and other training
routes.

Culture, capacity and model of
care transformed in line with
new ways of working.

7/7 working Implement 7 day
consultant led ward
rounds for identified
Specialties (General
Internal Medicine
(GIM) and Respiratory)
Provision of therapies
resource at evenings
Development of 15/16
specialties (Surgery-
focussed)

• Agreed to partake in NHS 
Workforce Benchmarking,  
Pharmacy , Therapies and 
ED currently in scope for 
data capture

• identified piloting of 
additional roles taking place 
in wards  5X, 5Y, 7A, 7B 
AND 9X

• Met with Orthopaedics to 
establish baseline position 
and understand impacts on 
provision of Radiology at 
weekends

• GIM Wards - social work, 
mental health & therapy 
input complete.  Consultant 
work continues

 Impact of orthopaedic
radiology on Directorates
ability to deliver a
sustainable service

 Agreement to consultant
rota for GIM project

Clinical  (inc. 
equipment) and 
technical design 
and Reviewable 
Design Data

Review of construction 
drawings

Schedule 9 Review up to level 9
construction drawings
complete .

Finalised, coordinated set of
drawings.
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The 2018 Transformation Programme – July 2015 (cont) Report owner: Helen Jackson

Key: On current plan
At risk 
Behind plan

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

Area
Key Deliverables/ 

Milestones for next 6 
months

KPI –
Qualitative/Quantitative

Progress made in the last month Critical Risks R/A/G

Clinical  (inc. 
equipment) and 
technical design 
and Reviewable 
Design Data 
(Cont)

Category A & B 
equipment tenders

Schedule 13 • Selection of Category A and
Category B fixed equipment
in line with agreed
programmes.

• RDD review for selection of
renal dialysis water and
media panels now
underway.

Tenders complete.

Finalisation of adds & 
omits. On-going review 
of variation enquiries.

Schedule 13
Schedule 22

Final review scheduled for
August 2015. Process for on-
going review of changes as a
result of construction issues
and Trust/project co variations
to be agreed with Carillion.

Robust variations process.

Other RDD Security review undertaken,
inconsistencies in Carillion’s
drawings noted – final review
scheduled for August 2015.

Finalised, coordinated set of
drawings.

Construction of 
new hospital 
and CSSB

• Main hospital 
development. 
Structure and 
external envelope 
to complete.

Schedule 9
Programme

• Carillion has reported that
they are 18.5 weeks behind
the Schedule 9
Programme.

• A revised programme is
being worked to with a
handover date of 30 June
2017

Impact on date for transfer of
services into new hospital.

• CSSB construction –
Structure including 
roof  to complete in 
December 2015

Schedule 9 Construction on programme

Hospital 
Environment 
and Readiness 
for Service 
Move

• Establish 
Commissioning 
Teams

Schedule 12 Meetings in progress. Failure to engage clinical
teams.

• Draft Services Move 
Plan

Schedule 12 Paper presented at Trust Board 
to outline the principles behind 
the move plan.

Sufficient time to work with
clinical teams.

• First draft
Operational Policies 

Schedule 12 In progress. Uncertain handover date for
the new hospital.

• Workforce & OD Schedule 12 • Draft OD plan developed
and shared with Deputy
Director HR.

• Paper presented to
Workforce Group re
workforce and OD
challenges.

Incomplete workforce and OD
plan.

• Establish Trust 
Single Bedroom 
Mock-Up & Training 
facility

Schedule 12 Mock up operational, however,
works incomplete therefore
official opening scheduled for
August.
Continual pressure of suppliers,
and request for Carillion to
assist.

Delay in fit out of mock up by
suppliers.
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The 2018 Transformation Programme – July 2015 (cont) Report owner: Helen Jackson

Key: On current plan
At risk 
Behind plan

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

Area
Key Deliverables/ 

Milestones for next 6 
months

KPI –
Qualitative/Quantitative

Progress made in the last month Critical Risks R/A/G

Hospital 
Environment 
and Readiness 
for Service 
Move
(Cont)

• Undertake medical 
and surgical ward 
pilot studies

Schedule 12 Development of pilot study
aims and programme for
delivery being drafted.

• Commence Formal 
Equipment Transfer 
audit

• Equipment budget

Schedule 13 • Preparation work underway
including review of labels
for tagging equipment on
wards/depts.

• Meeting held with David
Walliker and Annette Haft
to review IT requirements
and potential procurement
routes. This will be
reflected in the equipment
update report being
presented at 20.08.15 PFG.

Insufficient equipment budget 
for the commissioning of the 
new hospital.

• CCC clinical 
interface issues

Schedule 12 • Meeting held with CCC to
review potential physical
links between the new RLH
and CCC buildings on the
RLH site. Further work to be
undertaken via the Joint
Clinical Pathways meetings
and SOG.

Poor links for patients, staff 
and visitors. 

• Agree ward and 
departmental 
names

Schedule 9 • Proposal drafted for
Corporate Branding Group.

• Initial discussion with
Carillion re preparation for
signage RDD.

Poor signage and wayfinding.

• Commence regular 
site visits

Schedule 9 • Programme agreed with
Carillion re staff visits to
levels -1 an 0. This will be
rolled out in line with the
completion of works on
site.

Commence regular site visits

• Selecting artists for 
the waiting area 
commissions

Schedule 9 In progress.

• Initial designs for 
the ward level arts 
commissions

• Consultation 
process for arts 
commissions for the 
East Garden and for 
the Multi-
Faith/Prayer Room

In progress.

• Submit Heritage 
Lottery bid 
‘Recording the 
Royal

In progress. Lack of funding
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Area
Key Deliverables/ 

Milestones for next 6 
months

KPI –
Qualitative/Quantitative

Progress made in the last month Critical Risks R/A/G

Sustainable 
Communities

• A. Reducing 
Worklessness

• B. Local Economic 
Regeneration

• C. Community

KPIs are set out within 
the commitments in 
Schedule 34.

• Apprentices on site has 
now increased to 58, 
against a target of 100, with 
more due to start in August 
and September.

• More than 250 people have 
registered with the Job 
Shop on West Derby St, 
which supports local 
employment.  The job shop 
was formally opened on the 
17 July by the Major, Joe 
Anderson.

• The second tranche of the 
Community Fund was 
awarded in July.  Thirty two  
organisations have been 
awarded a total of £35,000.  
Eighty one submissions 
were received, which is 
considerably higher than 
the thirty-six applications 
received last year. 

• Local employment and 
local spend below target.  
Sub-contracted services 
due to increase soon, 
which should increase 
numbers.

• SME Workshops not yet 
taken place, although they 
are booked. 

Liverpool Health 
Campus -
Accelerator

Secure funding for 
construction cost

Achieve the 22  
Conditions Precedent 
for the Chrysalis loan

Finalise legal 
documentation with 
LSTM (Partnership 
Agreement and 
Agreement for Lease)

Commence 
construction

Loan Agreement

Construction contract

Funding shortfall could now be
closed by additional
contributions by Trust and
LSTM and an increased loan

Nine Conditions now achieved

Agreement reached with LSTM
on consequences of default or
deadlock

LSTM design close to
finalisation

TDA approval required.

Failure to achieve any
Condition would invalidate the
Loan Agreement

Final legal drafting to be
prepared and agreed

Guaranteed maximum price is
high than current estimate.

The 2018 Transformation Programme – July 2015 (cont) Report owner: Helen Jackson

What is the programme for 2015: are we on track? 
Key: On current plan

At risk 
Behind plan
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Report owner: John GrahamCapital expenditure: Are our investment projects on track?

Area Project / Investment description
Total 
cost 

(£000s)

2015-16 
cost

(£000s)

On 
time

On 
budget

On 
benefit

Corporate PFI Prepayment PDC 94,000 60,872 n/a n/a n/a

Corporate Liverpool life Sciences Accelerator 22,052 9,000 n/a n/a n/a

Surgery Vascular Fixed Radiology kit (Approval Pending) 3,993 3,950 Delayed n/a n/a

Corporate Re-provision of CSSD 8,038 3,850 n/a n/a n/a

Corporate Additional Equipment (ICT) 5,347 1,100 n/a n/a n/a

P
R
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 £
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1

M

Area Overview of projects
Total 
cost

(£000s)

2015-16 
cost 

(£000s)
Activity update and any concerns

Dental Dental Equipment Replacement 760 760
£298,000  additional allocation in 

2015/16, funded from planned 14/15 
underspend & reduced 16/17  allocation

Medicine  
& Core 

Clinical / 
Surgery

Medical Equipment replacement 1,000 1,000 Spending plans not yet finalised

Surgery X-linking machine 78 78 approved

IT IT Schemes 800 800 Spending plans not yet finalised

Estates
Environmental & Essential 

Improvements (incl Asbestos)
800 800 Schemes on programme

Estates Backlog Maintenance 700 700
Schemes on programme

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

Corporate Enabling Works for CCC 1,974 750
Scheme on programme

Corporate Aggregate corporate schemes 650 650
Schemes on programme

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 :
There were 4 cases of CDT reported in June and the Trust remains under trajectory, the trust has also reported 1 case of MRSA
bacteraemia year to date against a target of zero.
There were 5 SIs declared in the month of June.

How are we performing?

RLB Nurse Programme

The RLB nurse programme has been accredited with CPD status by the University of Liverpool.
Cohort 2 of the RLB Nurse Programme will commence on 3 July 2015 and nurses will graduate on the 8th December 2015. To
date there are 244 nurses enrolled.
Cohort 2 includes full teams of nurses from 2 wards within the medicine division, Ward 3a and 7b, an approach that is being
piloted. These areas have seen significant challenges over recent months due to patient dependency, high vacancy rates and
increased incidents. Once all nurses have undergone the RLB Nurse Programme, with individual components being designed
for each the respective specialities, the trust will evaluate the impact on patient outcomes post programme in partnership with
Liverpool University.

Infection prevention and control:

CDT:
There were 4 cases reported in June, each will be ribo-typed to identify if any cross contamination. None of the cases appear
linked by ward or time line. A full RCA will be completed on all cases .
MRSA Bacteraemia :
There has been 1 case to date attributable to the Trust.

VTE assessments:
The Trust has achieved 95.72% compliance in undertaking VTE Assessments.
To date, there were two reported Hospital Acquired Thrombosis in the month of June, which will subsequently be reviewed
through the Trust’s RCA process. The redeveloped VTE Prevention Group met in June to plan, discuss and allocate key work
streams relating to the prevention of VTE. This will be followed up in the meeting planned for July, following various mapping
events relating to risk assessment and root cause analysis.

RCA completion rates:
The completion rate for the year (to the end of June) currently stands at 90%.

Serious Incidents declared in May:
There were 5 SIs declared in June, 2 pressure ulcer grade 3, 2 patient falls which included a fractured femur and the second
fall leading to a head injury with the final incident being a medication issue. Investigations have commenced and will be
monitored through the Patient Safety Sub Committee until signed off is complete.

Falls:
The trust has seen a steady reduction in falls that cause moderate to severe harm. When comparing Quarter 1, 2014 to
Quarter 1 2015 there has been an identified 42% decrease in falls that cause moderate to severe harm. We have also
identified a 19% increase in the reporting of falls. Further interventions will begin throughout July, when the roll out of Falls Risk
Assessment and Decision Tool (FRAD) will commence and further analysis of falls data undertaken. A toilet audit will also
commence this month, to audit the equipment that is currently in use, which may contribute to falls within this environment.
3 falls occurred that caused moderate to severe harm within the month of June, root cause analysis identified lessons learned
that included earlier alerts for confused patients, which will occur through FRAD, and continuous monitoring of objects to
ensure that floors are clutter-free through comfort round checks. Training and education for staff is on-going.

Hospital acquired pressure ulcers:
In June, the trust reported 8 grade 2 pressure ulcers and 2 grade 3 pressure ulcers which are currently undergoing root cause
analysis investigation. Common themes identified from the grade 2 pressure ulcer through the weekly meeting of harm have
included lack of escalation to senior staff on ward areas, which may have prevented pressure damage sooner. Action plans will
be in place to focus on education and teaching for the appropriate areas.

Safeguarding:
The trust is currently on track for children’s safeguarding indicators, rating green for each element. Adult safeguarding
indicators remain on track with the exception of level three safeguarding training. Additional educational sessions have been
put in place in order to ensure Q2 Targets are met. A dashboard of performance in relation to safeguarding can be found
overleaf;
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RIDDOR:

One reportable incident occurred in June 2015 and has been reported to the HSE under RIDDOR, this incident
occurred within the Dental Theatre (Dental Hospital) Surgery Division. This incident involved one staff employee who
was struck accidently by the movement of a bed.

CAS Alerts:
All alerts that have been issued to the Trust are currently compliant within the defined timescales that have been set
out by each alert with the expectation of 1 EFA Alert (DH 2014 003) .The Trust Nominated Lead for this alert is
continuing to address the outstanding actions for this alert and updates will continue to be provided.

Safeguarding - Quarter 1 Target
Previous 

Quarter

Current 

Quarter

Childrens

Policies - Safeguarding Children n/a G

Policies - Supervision of Children n/a G

Adults

Staff Training Level 1  1379 1606

Staff Training Level 2 600 621

Staff Training Level 3 199 132

Prevent  Awareness Training 1400 1606

Prevent  WRAP Training 79 132

Policies - Safeguarding Adults n/a G

Policies - Mental Capacity Act n/a G

Policies - Allegations against professionals n/a G

Policies - Genital Mutilation n/a G

Policies - Forced Marriage n/a G

Policies - Domestic Abuse n/a G
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Month Month Months

Target Actual vs. r3m

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

Outcome: # falls per 1,000 bed days 6.22
Process: # falls (moderate/severe harm) per 1,000 bed days 0.14

% adult patients risk assessed for falls 99.3%
% with care plan in place if at risk 91.8%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 1
# Clostridium difficile toxin cases 12 5
# MSSA cases 2
# E. coli cases 14
# VRE cases (target = full year target) 0
# ESBL cases (target = full year target) 1
% CAUTIs (Catheter Associated UTIs) 2% 1.0%
Ratio MRSA Screens: Elective admissions (Latest Month) 6.6

Outcome: # medication incidents 175

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 1
# staff-related H&S incidents (inc. contacted staff) 166
# visitor H&S incidents 5
# MDA alerts 3
# MDA alerts in breach of compliance 0
# PSA alerts 0
# PSA alerts in breach of compliance 0
# EFA/EFN alerts 0

# EFA/EFN in breach of compliance 0

Process: % staff attended/enrolled for mandatory training 95% 83.4%
% staff who attended mandatory training 76.9%
% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

Outcome: % RCAs completed (previous months data) 100% 100.0%

% RCAs completed (year to previous month) 100% 95.2%

Month Month Months

KPIs for Risk Management Strategy Target Actual vs. r3m

Process: Risks scoring 15+ reported to Board 100% 100%
Risks scoring 10+ reported to Subcommittees 100% 100%
Risks scoring 10+ reviewed at Pat. Saf. Com. 100% 100%
Risks within review dates (Red - monthly) 80% 100%
Risks within review dates (Orange - Quartley) 80% 90%
Risks within review dates (Yellow/Orange - Biannualy) 80% 89%
Risks within review dates (Green/Yellow - Annually) 80% 90%
Risks not more than 6 months out of date 80% 100%
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Effectiveness: Are we treating patients effectively?

Commentary

Report owner: Lisa Grant/Peter Williams

Executive Summary
There is no change to the national benchmarking information provided for Trust Board report May 2015.
• The most recent SHMI is 105 (as expected) . This figure incorporates mortality data until end September 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 diagnosis which has 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).

Early indicators (HED predictive SHMI and Dr Foster Insight Analysis) suggest an increase in pneumonia deaths in
December 2014 and January 2015. This may reflect a change in acuity and complexity in elderly patients but
pressures in ED during that period could delay diagnosis and treatment. The Trust will analyse the mortality data from
this period in detail to establish the root cause.

CQC reviews: The third cycle of Mock CQC inspections have taken place and are now complete. Following the army
style CQC inspection In April this year, Ward 7B received a follow-up mock CQC visit this month and improvements
have been made within the area due to robust action plan being implemented and led by the senior nursing team.
A new nursing quality tool has been devised and orchestrated around the new CQC fundamental standards of quality
and safety. The new tool will be piloted prior to roll out.
CQC workshops have been held for core key members of staff (DM, ADM, Directorate Matrons ward Managers service
leads) to update them on the new CQC operating model and 5 key lines of enquiry.
A third CQC army style inspection is planned for September 2015.

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.

Are there any questions for the board? None
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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 June.
• The trust achieved the 95% standard for June
• The trust achieved the 18 week RTT and cancer indicators.

How are we performing? 

1. Diagnostic Waits.
There were 27 breaches of the 6 week wait for diagnostics giving performance of 0.62% which is
within tolerance for achievement. The area of risk is in the on going delivery of this target is in respect
of MRI capacity. The Transformational Committee are considering a business case to improve MRI
capacity. In the meantime additional capacity has been sought through the independent sector,
Liverpool University and at other NHS Trusts.

2. Emergency Access - 4 Hour Standard
The trust achieved 96.75% for June, against a trust agreed improvement trajectory of 96.54%. Year
to date performance, as at the end of June is 94.64%. Although below the 95% standard it is ahead
of the board approved trajectory for the end of June which was set at 94.17%. There is a separate
paper on 4 hours standard elsewhere on the board agenda. This details actions taken and a
mitigation strategy to maintain this improved 4 hour performance.

3. 18 weeks
The trust has consistently achieved 18 weeks RTT. Performance for admitted patients against the
90% standard was 91.02%. However 2 specialities did not achieve the standard General Surgery
(87.76%) and Trauma and Orthopaedics (88.91%). For non admitted patients the trust performance
against the 95% standard was 95.75%. There was one speciality fail in oral surgery (87.11%). As
was reported at the last board meeting, there is no longer a national requirement to report on admitted
and non admitted pathways. Instead focus is to be on the incomplete standard (92% of patients who
have an open 18 week pathway must be under 18 weeks). The trust achieved 93.3% for June. There
were two speciality fails General surgery (90.68%) and Trauma and Orthopaedics (87.89%). There
are improvement trajectories in place, with General Surgery achieving this standard from 2nd week of
July. Trauma and orthopaedics trajectory is for achievement in quarter 3 and is dependent on a
transfer to the Broadgreen Hospital Site. These plans are being overseen by Resources and
Performance Committee.

A National Contract variation has been issued to remove the financial penalties for admitted and non
admitted breaches. From October “excess breaches” of the incomplete pathway i.e. 92% increase
from £150 per patient to £300.
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Month Month Months

Target Actual vs. r3m

How quickly can patients access care?

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

Surgery N/A

CCSS N/A

% patients who did not attend (DNAs) 12.6%

Diagnosis: % patients waiting > 6 weeks for diagnostic test 0.7%

Quarter Quarter Quarter

Target Actual vs. r3Q

% operations cancelled by hospital and not rebooked within 28 days 2.9%

% total operations cancelled by hospital 0.6% 0.77%

Month Month Month

Target Actual vs. r3m

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

A&E treatment decision: # minutes (median) from arrival to treatment decision 69

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 97.4%

% patients who left A&E without being seen 0.6%

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

Are we treating cardiac patients quickly?

Rapid Access Chest Pain Clinic: % patients seen within 14 days of referral 98.3%

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

Are we diagnosing and treating emergency patients quickly?
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Commentary

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

Executive Summary :
Compliance with response times for level 1 concerns remains on target at 100%.
Overall performance regarding response time compliance for formal complaints has been sustained at over 50% since
November 2014 (68% in April 2015 Trust wide).
The number of Internal inpatient satisfaction surveys being undertaken by our volunteers team has increased (218) in
the month of June 2015.

How are we performing ?
The Trust received 30 formal complaints for May, this has reduced from 38 complaints submitted in April 2015 . The
trust wide response rate for Level 2/3 complaints in April 2015 has remained at 68%, with 26 out of 38 complaints
responded to within the specified timeframes. The divisional complaints trackers now include action plans, developed
to address lessons learnt from complaints and compliment the datix system for the management of complaints to
ensure timescales are met. The Trust aims to adhere to four response timescales depending on the complexity of the
complaint and the level of investigation required. Response times are split into four categories; 25 days, 35 days,45
days or 60 days. During April 2015, the following compliance was recorded:

Performance figures month of April 2015 by division:
Division of Medicine = 75% (15/20)

Division of Surgery = 61% (11/18

Action taken with regards to the management of complaints: A weekly Patient Experience meeting is due to
commence on 15 July to review and approve complaints action plans, PALs activity and comments from the NHS
Choices website, to identify themes and actions needed to bring about improvement.

Learning from complaints:

The themes from complaints remain unchanged and are associated with:
• Aspects of clinical care and treatment
Each division are working to develop action plans for each complaint and these will be approved at the new weekly
patient experience meeting. Action plans will be shared at the Divisional Governance meetings and Perfect ward
forums to provide assurance that progress is being made and practice is improved where required.
• Staff Attitude
Staff identified in complaints relating to staff attitude are referred to undertake the Care and Concern training within the
Trust.
• Appointment delays or cancellations
The Outpatient Improvement Group continues to review all outpatient clinic processes to ensure an optimum service is
provided and appropriate changes are made to improve the service we offer.

Internal Inpatient Surveys
Internal Inpatient Surveys continue to be conducted by our Volunteers and in June, 218 surveys were undertaken. 95%
of the patients surveyed would be extremely likely or likely to recommend our hospital to friends and family. 99.8% of
patients report feeling safe as an inpatient. The number of surveys conducted has increased this month. The Volunteer
Manager is providing more volunteers to undertake these surveys as they provide valuable feedback from patients
about their experience. The Head of Patient Experience gave a presentation to the Shadow Governors about Patient
experience and the different sources of intelligence used to capture feedback from patients.
Friends and Family
Sustained compliance with the friends and family test response rates has been observed in June. Inpatients
performance was 36% and the Accident & Emergency department recorded 21%.
93% of Inpatients reported that they would be extremely likely to recommend our hospital to friends and family. 86% of
patients who attended Accident & Emergency would be extremely likely to recommend the department to friends and
family. Compliance with the response rates from the Dental Hospital, Outpatients departments and day case units
has remained consistent at over 25%. The Ward Managers and Matrons have had additional training on how to access
their feedback comments from the Friends and Family system and this will inform programmes of work to further
enhance the care afforded to patients.
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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% 84.8%

Were you given enough privacy when discussing your condition or treatment? 95% 88.9%

Did you find someone to talk to about your worries and fears? 90% 67.8%

Have your medications and possible side effects been discussed with you? 90% 78.4%

Have you been kept informed of your discharge plans? 90% 56.8%

Do you feel safe on this ward? 95% 99.0%

Was your pain was managed effectively? 95% 91.2%

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% 84.2%

- assessment & observation units 80% 76.9%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 93.1%

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

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 96.8%

Cleanliness performance audits - BG ward areas 95% 98.3%

Accom: # mixed sex accommodation breaches 0 0

Pain: Pain Management Nursing Quality Audit Score 98.0%

*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 100.0%

Level 2/3: Response < 25 days 68.4%

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

Non-elective Length of Stay: While the graph overleaf indicates the Trust’s overall non-elective average 
length of stay is well within the range of our peer group, this measure includes patients who have no 
overnight stay. It is more relevant to consider length of stay excluding short stay admissions and this 
measure has shown 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 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 May we were rated 168th of 170 Trusts for 
inpatients and 110th of 140 for A&E for the percentage of respondents that would recommend the 
service. (June data nationally not yet available).

The Friends & Family Test now includes a measure of staff recommending their Trust as a place to receive 
care. The Trust score in March 2015 was 79% and was ranked 108th of 240 Trusts.

Are there any emerging issues on the horizon?

Achieving a reduction to the non-elective length of stay  remains the critical issue to enable a smooth 
transition into the new RLUH. The 2018 Programme has developed a number of workstreams to identify 
service improvements that will help to address this issue. 

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

Are there any questions for the board?

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

Nottingham University Hospitals NHS Trust
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This Month

University Hospitals Birmingham NHS 

Foundation Trust

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

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

N/A N/A

RLBUHT 0.03 0.16

Best peer 0.00 0.10

Worst peer 0.02 0.20

RLBUHT target

All Benchmarking including infection rates is based 

on the latest benchmarking data period (to Mar 15)

MRSA cases per 

1,000 bed days

CDT cases per 

1,000 bed days
YTD 

actual Change

YTD 

actual Change
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa GrantRegulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa Grant

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

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

Are we confident we are compliant with this regulator?
The CQC Action Plan is monitored at the Quality Governance Committee and progress can be evidenced.
Each of the actions agreed following the last inspection are routinely reviewed and a RAG rating is applied.
Actions which continue to remain amber are:
• Out Patient Improvement Programme
• Robust “Patient Outlier” process agreed and operational
Both of these actions are being led by the Director of Operations and are flagged on the Trust’s Risk Register.
Both have programmes of work that are in place in order to bring about change.
The Patient outlier process is being made more robust with the introduction of the electronic whiteboards which 
are now in place within every ward area and are being promoted during July and August. A  band 5 has been 
recruited to provide staff training and to promote / monitor the appropriate use of the whiteboards.
The Medical Division has resorted back to a geographical allocation of outliers, which also therefore resolves the 
‘inlier’ position i.e. a respiratory patient on a gastro ward historically would have be an inlier and managed in the 
same way as an outlier. Now, the patient will be a gastro patient and that consultant will be responsible  for the 
patient, asking for a speciality opinion via ICE and the Whiteboard. Therefore, there is now an electronic method 
of tracking every patient in the hospital.
For Out Patients, the Outpatient Improvement group is well established and there is an improvement programme
in place.

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

Feedback: Provided and 
now published onto the 
CQC site.  

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

Outcome: 
As above

Area covered: National Mandate to publish nurse 
staffing. 

Focus of regulator: Governance and safety. 

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

Following the publication of the Hard Truths recommendations there is a requirement for all trusts to publish
monthly data on staffing. This is applicable only to inpatient areas where patients stay overnight.
The trust is required to and is publishing the following:
• Day shift and night shift staffing plan against the actual staff available.
• A percentage staff availability score will be provided.
• Data will be submitted by site and each site will have every inpatient ward staffing availability provided.
• Data will be submitted by UNIFY and uploaded to the NHS Choices website.
• The Trust will also be required to publish this data on their own web page.
For June, the overall percentage of trained and untrained nursing staff against the actual required was 97.8%
compared to 96.7% in May. We have seen an improvement in night fill rate from 87.6% to 89.7% . In comparison
to May where 21 areas remained underfilled we have seen a further improvement with 17 wards reporting 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).
We have seen an increase in our reporting figures due to the additional approved workforce being added into the
required nursing establishments and the Deputy Chief Nurse recently met with the TDA lead to outline our
current position and the reasons for an increased gap being reported, which were accepted. Work is continuing to
look at different recruitment opportunities available to attract nurses into the trust. A team of senior nurses have
recently recruited staff from Italy, recruitment fayres continue and a open evening is planned for July for
experienced and newly qualified staff. Staffing numbers continue to be reviewed on a daily basis at the matrons
staffing huddle which is intended to support ensure the trust’s determined ratio of 1 trained staff to 8 patients on
the early, late and night shift is recognised. NICE guidance recommends using “red flags” so that nursing staff can
escalate staffing concerns rapidly if for example patients are delayed in receiving analgesia. A pilot of this process
is currently being undertaken and formal roll out will take place for trust wide assurance in July.
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Donna McLaughlin

Plan Month 3 RAG Month 3 RAG Month 3 RAG

Clostridium difficile Clostridium difficile
Surgery: 7 

Medicine: 8 
CCSS: 1

1 4 0

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

Surgery >=94%

Anti cancer drug treatments >=98%

Urgent GP referral to treatment >=85%

Screening service referral >=90%

Admitted >=90% 90.5% 100.0% 95.8%

Non-admitted >=95% 97.1% 96.8% 90.0%

Incomplete >=92% 91.7% 96.3% 94.2%

Urgent suspected cancer referrals >=93%

Breast symptomatic (not susp cancer) >=93%

A&E % patients waited ≤ 4 hours >=95% 99.9% 91.3% 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

Thresholds Weight Apr-15 May-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 96.5% 96.8% 0

Surgery >=94% 95.2% 95.6%

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

Urgent GP referral to treatment >=85% 88.5% 86.7%

Screening service referral >=90% 100.0% 97.6%

Urgent suspected cancer referrals >=93% 95.1% 95.9%

Breast symptomatic (not susp cancer) >=93% 93.8% 93.8%

Thresholds Weight May-15 Jun-15
Risk Score (based 

on Weighting)
RAG

P
ro

gr
es

s

Admitted >=90% 1 90.9% 91.0% 0

Non-admitted >=95% 1 96.1% 95.7% 0

Incomplete >=92% 1 93.7% 93.6% 0

A&E % patients waited ≤ 4 hours >=95% 1 92.7% 95.2% 0

Clostridium difficile Clostridium difficile YTD <=16 1 4 5 0

N/A 0.5 Yes 0.5

1.0 0.5

Indicators

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

Service Performance Score Total: 0.5 (Green)

Governance Concerns

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

All cancers: 62-day wait for first 
treatment

1 0

Referral to treatment waiting times

Cancer: two week waits 1 0

Monitor Risk Assessment Framework - Service Performance Score Month 3 (June 2015)

Indicators

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

1 0

Within tolerance

Outside tolerance

Tolerance not met

Not Applicable

RAG Key

Better

Same

Worse

Not Applicable

Progress KeyKey: Service Performance Score Service Performance Score

<1 Green

>=1 Amber-Green

>=2 Amber-Red

>=4 Red

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

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

Commentary

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

Ward KPIs (Exception reporting for those wards with a score greater than 2.5):

Ward 7a: Score 2.5 (Amber)
Overall, sickness rates for this ward area are above average and performance on 7A  has continued to attain an amber 
WQI rating. The ward has reported one case of CDT which is currently being investigated , the infection control team 
have also supported the area with education and training.
The ward reported a low fill rate for RGNs of 75 % on night duty, however where registered nurse shifts were unable to 
be filled by the temporary staffing resource, HCAs were allocated wherever possible to at least enhance the overall 
number of staff working on the ward. Recruitment  remains  a priority and registered nurses have been recruited and 
currently wait start dates.

Ward 5y : Score 3.0 (Amber)
This ward has seen an increase in sickness rates for the month. Recruitment has taken place for registered nurse and
successful candidates are currently awaiting start dates. Recruitment is also underway for a ward manager. The ward
has reported a CDT during the month, one grade three pressure ulcer and is rated amber for complaints. Training from
the tissue Viability team has begun and the infection control team continue to support the ward. It was highlighted
following RCA process that the CDT case was not linked to the care delivered on this ward.

Ward 4b : Score 2.5 (Amber)
The ward has seen higher than average sickness, which has increased from the month of May. The ward manager and
matron are actively managing sickness via the HR policy.
The Ward reported one Grade 3 Pressure ulcer during the month and following investigation it was deemed that due to
the complex nature of the patients condition, that the pressure ulcer always going to be extremely difficult to prevent
despite all interventions being undertaken appropriately.
The ward attained an amber rating on the WQI and have reported one complaint. Recruitment is taking place for
registered nurses and the recent appointment of a ward manager will enhance the leadership and support offered to
the team.

Ward Quality Indicator audits :
The function of the WQI audits is to identify and benchmark the standards of specific activities within the Trust inpatient 
areas, including critical care and theatres. The WQI’s are performed on a monthly basis and are led by the Matrons. 

There are 11 standards audited which are :
Falls, Medication, NEWS (MEWS), Pressure Area Care, Infection Control, Nutrition, Pain, Nurse Cleaning, Transfer 
and Discharge, Dementia and Continence.

Overall performance :
The overall Trust performance for June was 94.9%,  rated as Green. This is an improvement on last month’s result of 

91.6%. There were no red rated wards for the month of June and from the 11 standards audited, green was achieved 
in ten Trust wide. Only the falls standard was rated as Amber this month.

Exception reporting:

Falls – 87.5% Amber
Improvements are required in ensuring that  the patient information leaflet is given to patients and/or family, ensuring a 
bed rails care plan is completed and a medication review has been completed by a doctor or pharmacist for high risk 
patients.
A review is being undertaken of the ward quality indicator audits and the internal inspections will soon be undertaken 
by the Quality Team so that duplication is removed and an overarching system can be developed which captures all 
quality indicators. 
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant

Specialty
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A&E / EAU A&E 1.5 50 61.06 0 3

Ward 4 (BG) Dermatology 0 100 10 0.92 0.66

3A Cardiology 2.5 74 20.8 0.15 4

9X Clin Pharm/Inf Dis 1 57 16.8 1.8 2

9BDW Medical day ward 1 59 22.91 0.1 5

3X Infectious Diseases 0 36 12.8 0.5 1

3Y Infectious Diseases 1 78 12.4 0.8 1

5X Gastroenterology 0 17.5 0.15 6

5Y Gastroenterology 2.5 38 20.82 0.95 3

6A Nephrology 2 50 8.6 0 2

6B Nephr (Dialysis) 0 36.1 0 2

6X Respiratory 1 62 22.03 0.75 4

6Y Respiratory 0 38 21.93 3.55 3

7A Diabetes 1.5 64 21 2.55 4

7B Diabetes 2 38 18 2.75 3

9ADU Nephrology HDU 0 12.82 0 1

AMU Acute Medicine 1.5 36.54 2 6

RCCU Coronary Care 0 100 4.3 0.43 1

HEC Cardiology 0.5 84 16.09 0 2

SRU (W8 BG) Clinical Gerontology 0 31.2 1 1

2B Clinical Gerontology 1.5 38 16.14 0.75 1

2X Clinical Gerontology 1.5 18 13.01 0.35 2

SU & 2Y Stroke Unit 1 57 21.47 0.41 0

2A Clinical Gerontology 1 12.76 0 5

Ward 2 (BG) Urology / Gen Surg 1 23.23 1.28 0

5A General Surgery 0 77 38.74 0 3

5B General Surgery 1.5 32 46.05 0.91

8X / ACRU General Surgery 1 71 44.01 2.55 5

8Y Vascular / Urology 1 -10 16.13 1.85 3

ESAU ESAU 0 13.52 0.26 1

9A Renal Transplant 1.5 42 20.06 1 2

8A Vascular Surgery from July 1.5 50 23.2 0.67 2

9Y Breast Surg/Ophthalmology 0.5 70 34 0 2

ITU Anaesthetics 1 131.41 15 7

POCCU Anaesthetics 0 24.33 0 0

8HDU Anaesthetics 0 100 49.23 6 1

Ward 1 (BG) Orthopaedics 1.5 79 34.66 0.7 1

4A Orthopaedics 1.5 15.49 0.08 3

4B Orthopaedics 2 50 46.32 0 3

4X Orthopaedics 0 37 15 0

Ward 5 (BG) MTC Rehab (Ortho) 0 24.6 3 0

DCU (BG) Day Case Unit 0 9.81 0.05 0

7Y Clin Haematology 0.5 100 16 0 0

10Z Clin Haematology (BMT) 0 45 26.33 0 4
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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?

• The CRU has been issued with our MHRA Phase 1 Accreditation Certificate for a further 2 years May 2015 – May 
2017.   

• We have received 26 feasibilities this month with only 1 declined by clinicians to date.
• The Research Capability Funding annual report has been submitted to NIHR/DoH, in 14/15 we supported 26 

members of staff on this funding stream allowing for continued growth.  
• The PBRU annual report  has been submitted to NIHR/DoH and we await feedback.
• The HRA has launched Phase 1 of the National single approval system for Student Projects, there is a phased 

approached over the next 12 months for all types of studies to be approved under the HRA system.  
• The BRC had a workshop on the 26th June lead by Professor Sir Munir Pirmohamed, the themes and cross cutting 

themes have been established.  A paper will come to the Board quarterly providing an update on the BRC’s 

progress. 
• RD&I continue to support the Bio Accelerator work stream with Helen Jackson and her team.
• There are 3 projects under the IP framework that are currently in negotiations with commercial companies as these 

evolve an update will be provided to the Board.
• There is a National £75k Innovation call closing date 3rd August, as only 1 application is permitted from a Trust this 

has gone out through the Comms team to all staff with a closing date of the 17th July and an internal selection 
process will take place and one application will be submitted.  

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?

• Reported last month - Due to very unforeseen circumstance the Senior Research Nurse in RD&I who manages the 
Research Nurse workforce (120 staff) is on long term sick.  Her current workload has been divided amongst the 
Operational Director of RD&I and the management team.  Whilst we appreciate that the appraisal window is 30 th

June 2015  RD&I has applied to HR for a few weeks extension to mid July to complete the necessary appraisals 
that came within the Senior Research Nurses workload, all appraisals are now scheduled.   

• Update, A band 8A secondment has been advertised for 6 months to support the Research Nurses, closing date 7 th

July 15. Appraisals are still on-going due to high volume but HR have been updated and are supporting. 

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
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Research studies undertaken and in the pipeline

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

Plan Plan

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

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

quarterly)

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

Month 

Month 

Actual

Month 

vs. r3m

% research studies closed (delivered 'on time to target') 100% 33%

% studies failing to recruit a patient in first 70 days* 27% 36%

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

Time from full document set to RD&I approval: All Studies (Target 30 Days) 26 25

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 60 75

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 84 84

# non-commercial studies open 338 343

# feasibility studies requested by pharma or CLRN 22 26

# feasibility studies awarded (updated biannually) 6 4

# feasibility studies declined by our clinicians 3 1

NIHR league table ranking (1-4) 2 2
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Executive Summary

The following exceptions are noted this month.

• Sickness.  The sickness rate decreased during May from 4.80% in April to 4.66%. The 
rolling average is 5.45% in May.  The Trust target is 3.8%.  It is worth noting that as 
with last month, there have been issues with the transfer of data from the e-roster 
system which has meant this month’s sickness rate of 4.66% could be under reported.  

Updated figures will be provided as soon as they are available.
The divisional sickness rates are: Surgery 5.46%, Medicine 5.13%, Corporate 3.43%.

• Mandatory training. Weekly reports are being provided to Divisional General
Managers and Directors for their information and action, to cascade through
management structures and ensure awareness and accountability. Specific support is
being provided to the Divisions to increase take up of training and prioritise areas of
highest risk. This focus has generated an increase in percentages of both training
undertaken and training booked to 77% and 83% respectively and the trend continues
to improve.

• Recruitment. The recruitment campaign in Italy has been successful and resulted in a
further 14 offers being made to Band 5 nurses. There has been significant student
recruitment for those student nurses graduating in September. A ‘New to Acute’

programme is being developed for those in the private care setting to move to an acute
hospital. The Trust attended the Birmingham recruitment Fair a the beginning of July
and is holding and Open Evening on 23rd July for qualified nurses.

• Appraisal. Appraisal completion rates recorded in ESR continue to increase steadily
as 15/16 appraisal window closes. Managers have been provided with regular reports
on recorded appraisal rates and there will be a very focussed follow-up activity
throughout July to ensure that all appraisals undertaken are recorded centrally. This is
being supported by HR&OD by centrally recording all outstanding, available data.

• Workforce costs. The Bank and Agency project (BABS) is progressing with the
analysis of spend. The funded establishment figures for 15/16 continue to be drawn up
by Finance and will be passed across to ESR for input as soon as they are available.
This will give the ability to analyse vacancies, track skill mix/hours changes and
evidence where the priority areas are, to be monitored by the Workforce Steering
Group. The Trust has registered with the DoH Staffing Toolkit, to review agency costs
and rate our adherence to best practice.

• Medical HR. Processes in relation to pay, sickness, job planning and recruitment are
all being reviewed and will result in a revised operational approach. Alongside the
BABS project, a review of the Medic bank and use of locum/agency staff is underway
with Liaison Financial Services.

• Coaching. The Coaching programme is progressing with the Post Graduate Course
and the 5 day Coaching programme which is being offered to all band 7 and above
employees with the expectation that senior leaders attend.

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

The following exceptions are noted this month.

• Collective Leadership. The first ‘Discovery’ phase is underway and a questionnaire is
due to be available to all staff during the first two weeks of August. This will help the
Trust understand our leadership culture and will compliment the staff survey, due to be
issued in September.

• WRES. A new national Workforce Race Equality Standard has been mandated
nationally to address institutional racism in the NHS. The baseline indicators for the
period April 2015 were published on the 1st July. Additional data is required to respond
fully to the recruitment and selection indicator. The indicators are to be reviewed and
published annually on the 1st July. Key findings for the Trust are that there is no BME
representation at board level and BME staff are under-represented in bands 8-9 and
VSM roles, in comparison to the BME workforce and the population. White staff are
almost twice as likely to access non-mandatory training. Our staff survey results show
that BME staff report they are bullied more than White staff, 7% more by patients,
relatives and the public, 8% more by staff and they are 16 % more likely to report that
they have been discriminated against by their manager/team leader or colleagues than
their white British colleagues. Action is required to address under-representation of
BME staff in the workforce diversity profile at a senior level and to reduce the
differences in experience reported in the staff survey.

• Workforce Planning. The annual return to Health Education England is being collated
for submission at the end of July. The submission asks for our projected workforce
figures over the next 5 years. It also requests a view on our intended take up of newly
qualified staff in the coming years. The plan is based on staff turnover, age profile and
future models of service delivery. A development session is planned for the Board to
understand the specific requirements.

• Partnership working. Staff side have returned to the Joint Consultative Group table,
following a period of disengagement. The JCG met in July for the first time since March
and the meeting focussed on working relationships and strengthening our partnership
working agreement going forward.

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

Heads WTE By Division : Month Ending 31st May 2015

348 317.11 5.71%

1051 938.44 16.91% Heads WTE
1467 1297.95 23.38% 1027 948.68

412 359.24 6.47% 2482 2249.61

135 126.74 2.28% 2117 1891.00

258 242.12 4.36% 515 461.59

611 558.91 10.07% 6141 5550.88
1859 1710.38 30.81%

6141 5550.88
*WTE excludes bank, agency and overtime.

Mar-15 Apr-15 May-15 Mar-15 Apr-15 May-15
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0 0 0 1 0 0
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0 1 1 0 1 2

0 0 0 0 0 0

0 0 0 1 1 1
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% 
Workforce

Add Prof Scientific and Technic

Additional Clinical Services

Estates and Ancillary

Actual

Total

Division of Medicine

Division of Surgery

Corporate Services

TRUST BOARD WORKFORCE SUMMARY

May 2015

Medical and Dental

Actual Establishment
Staff Group

Administrative and Clerical

Totals

Liverpool Clinical Labs

Allied Health Professionals

Healthcare Scientists

Nursing and Midwifery Registered

On Going CaseNew Cases LoggedEmployee Relations Activity

Grievance

Equal Pay

Organisational Change

Employment Tribunal

Bullying & Harassment

Discipline

Total

Redundancy

Capability (Formal Process)

MHPS Policy

3.50%
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4.50%
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5.50%
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Monthly Turnover

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

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

Medical & Dental = 
18.33%

TRUST AVERAGE

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

Stage 1- Recruitment Request

Stage 2- Advert close

Stage 3- Shortl i s ting

Stage 4- Interviews

Stage 5- Offer made & Checks  underway

Stage 6- Notice period

Stage 7- Checks  complete to Start Date booking

WEEK 11 WEEK 12WEEK 6 WEEK 7 WEEK 8 WEEK 9 WEEK 10WEEK 1 WEEK 2 WEEK 3 WEEK 4 WEEK 5
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Report owner: Ros Edwards
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In Month - 2014-15 In Month - 2013-14 Rolling Target %

70.00%

75.00%

80.00%

85.00%

90.00%

95.00%

100.00%

Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May

Mandatory Training

Actual Planned Target

1.2

1000001.2

2000001.2

3000001.2

4000001.2

5000001.2

6000001.2

7000001.2

Corporate Services Division of Medicine Division of Surgery Liverpool Clinical Labs

Allowances, Additional Standard time and SSP 129792.96 629701.56 488485.2 134257.33

Medical Staff Payments 9096.09 314340.78 293826.35 56031.75

Overtime 44784.15 101056.36 89611.57 15553.23

Salary/Basic Pay 2613795 5638235.5 4757364.29 1248717.12

2613795

5638235.5

4757364.29

1248717.12

44784.15

101056.36

89611.57

15553.23

9096.09

314340.78

293826.35

56031.75

129792.96

629701.56

488485.2

134257.33

Divisional Payment Costs -May 2015
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Report owner: Ros EdwardsOur people: Do we have the engaged and motivated people that we need?

6.09�People.pdf
Overall�Page�60�of�228
Page�5�of�5

http://www.eshareuk.com


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

Medical Education - The development of the simulation suite
won this year’s Make a Difference Award – Divisional Star
Award, Corporate.
Audiology - positive feedback from Manchester University.
PEF Outcomes – received 99% score which is 1% higher than
last year; awarded GOLD standard by HENW
Physiotherapy – positive feedback from HEI; feedback from
physio is well-received and valued by HEI
Medical Physics & Clinical Engineering – Feedback from
trainees addressed by training staff and all competencies
fulfilled.

Radiology - All planned tutorials were carried out and all student assessments were successfully 
achieved. Understaffing in diagnostic radiology and the utilisation of a locum radiographer have led to 
supervision problems of students. Issues on staffing levels in ultrasound have also, in some cases, made 
training delivery more challenging. 
Audiology - Following positive peer experiences, students audiology students have been requesting 
R:LB/BGH Audiology placement; 100% pass rate maintained.
Dietetics - Teaching programme delivered as planned 
Occupational Therapy - Specialty teams deliver own-specific in-service training; Band 5 training 
delivered once monthly. Band 6 training as it has not happened over the last few months.
CPD-Apply - To date, 14% of approved applications are from AHP. An improvement from last year (11% 
at the end on March 2015). Noted an Increase in non-medical prescribing course applications.
PEF Team - Organised an Educator Award Ceremony led by the Chief Executive. We have 4 preceptees on 
action plan and potentially 2 will undergo the capability route. Reduction in the number of mentors due to 
resignation and retirement. Emerging drive for more collaborative working across bands & boundaries.
Physiotherapy – Offer a range of learning opportunities for students. Continually receive requests from 
HEI for additional placements.  Placement of choice and employer of choice for students.
Educational Pharmacy - Pharmacy have facilitated a few day visits from undergraduate students 
between April and June.  Most visits take place between September and March. 
Blood Sciences – We are delivering training against the PTP/STP standards defined by the National 
School of Healthcare Science.
Medical Physics & Clinical Engineering – All training is being undertaken and all trainees have passed 
their MSc & Post Grad exams.

Note: Only Blood Sciences, Cellular Pathology (3), Audiology (6), Medical Physics & Clinical Engineering 
have returned data for Healthcare Scientists hence incomplete data.

# 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 343 68 272 Varies per placement

Add Prof Scientific & Technic Nil Return Nil Return Nil Return Nil Return

Allied health professionals 69 Varies Varies Varies per placement

Healthcare scientists 25 25 25 5

Vocational Learning 31 No Limit No limit No limit

Teaching.pdf
Overall�Page�61�of�228
Page�1�of�3

http://www.eshareuk.com


RLBUHT BOARD PACK

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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LOCAS Medical Student Exams
We host and are responsible (under the Learning and Development Agreement with HENW) for the facilitation of University of 
Liverpool Medical Student  Final Year exams. These are held on an empty ward within the hospital for 2 full days. The 
Department follows the strict rules and guidance from the University of Liverpool. 63 medical students go through the exams 
at the Royal on each day. 36 consultants contributed to examining and 72 patients also participated. We  hosted the second 
day of exams on behalf of our colleagues in the region, Liverpool Women’s Hospital, Alder Hey Children’s Hospital and 
Psychiatry. 

Medical Undergraduate New Curriculum 
In 2015, the 3rd Year Curriculum was implemented. This involved organising placements for 160 every day of the week in 
various specialties in comparison to 1 day weekly placement in the previous years. The Undergraduate Team developed and 
created the programme which finished in June 2015. The feedback received has been of a high quality from both students and 
consultants. In September 2015, the new curriculum will be implemented across all years/levels.

Physicians Assistants (PAs)
In response to changes in Medical training and Education which affect the shape of the medical workforce, the Trust is taking
part in 2 initiatives:
1.The recruitment of trained PAs from America (recruiting through August and October)
2.Through HENW, the training of new UK PAs to grow the PA workforce and secure a number of home grown PAs in 2 year’s 
time when the American PAs return to America. 

Library & Information Service
Following a presentation of the latest Library Strategy 2015-2019 to the R&P committee, and subsequent business plan, an 
overall increase in funding of £81,446 has been secured for the Library annually recurrent non-staffing budget.
Recent successful external bids to HENW totalling £30k, have enabled the total refurbishment of the study room at the Royal 

site. We were also able to introduce a new RFID self-issue system. This required the re-tagging & classifying of 8,000 items.
This  is proving very popular with staff & students.
A bid will be submitted to HENW to refurbish the recently re-allocated I.T. room in Kent Lodge. Returning it to the Library 

Service will be a quick and effective solution to the current disparity of access to facilities between Trust sites. 
Outside of the Trust, the Library Manager was invited to present her ‘Finding the Evidence’ training session to the Cheshire & 
Merseyside Palliative and End of Life Care Network Audit Group at the North West Cancer Research Centre. The feedback was 
very positive. Within the Trust, she continues to present on the RLB Nurse Badge programme and also on the ‘Care Certificate’
course and was invited to present at the recent Clinical Effectiveness  study day.

The MASTER Unit
The Unit continues to run RCS (Royal College of Surgeons) accredited courses in Basic Surgical Skills (BSS), Care of the Critically 
Ill Surgical Patient (CCrISP), Operative Skills in Orthopaedic Surgery (OSOS), Pre-hospital and Emergency department 
Resuscitative Thoracotomy (PERT), Training the Trainers: Developing Teaching Skills (TtT) and Training and Assessment in the 
Clinical Environment (TrACE), together with courses developed in house for surgeons, theatre personnel, medical students, 
6th form and work experience students. We are liaising with the regional School of Surgery to provide surgical skills training 
for Mersey Core Surgical Trainees. 
Income generated by Medical Education has enabled the refurbishment of the old Mortuary Building at Broadgreen as a wet 
lab training facility and the establishment of the Broadgreen Education Surgical Training (BEST) Unit. This provides 
opportunities to operate on full (dead) porcine models to simulate a variety of surgical procedures. Our first in house series of 
courses included Laparoscopic Cholecystectomy, Cardiothoracic surgery, Laparoscopic Donor Nephrectomy & Transplant, 
Endocrine Surgery, Hepatobiliary Surgery, Urology, Bowel Anastomosis, Laparoscopic Hernia Repair, Vascular Anastomosis and 
Procedures in A&E/Trauma setting. During the four days we had 58 delegates trained by over 45experienced faculty members.

New Consultant study leave process
We are in the process this month of converting the paper process of study leave applications to an electronic process to mirror 
the successful process implemented for junior doctors. This should be completed by the end of July. This will enable a 
paperless, electronic process which will be more efficient.

Chinese alliance
This alliance has been negotiated by Arpan Guha through KPMG Bejing. It involves consultants visiting from China for up to 3 

months in various specialties. They would be observing only. A fee has been negotiated to cover administration and time of 
directorates involved.

Care Research Teaching Finance ITPeople
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Medical and dental teaching CONTINUED:

Care Research Teaching Finance ITPeople

Clinical Skills and Simulation
The refurbishment of the simulation suite reported in the last report won an award in this years Make a Difference Awards 
(Corporate Divisional Star Award).
We are supporting the sepsis improvement programme within the Trust by providing some ‘in-situ’ sepsis scenarios for the 
nursing staff and junior doctors, concentrating on recognition, immediate management and appropriate escalation. This will 
first be piloted on the Ground Floor and then rolled out to the wards.
Clinical skills & simulation has provided extra support to medical students in preparation for their exams: we accommodated 
over 20 students from other hospitals at the request of the university. This is related to lack of capacity of other hospitals to 
stage drop-in sessions.
Our Clinical Lead for Simulation has had her abstract ‘Ebola Sim – An ‘in-situ’ simulation to test Standard Operating 
Procedures for a high risk patient pathway’ accepted for a poster presentation at ASPiH in Brighton in November which 
enhances the Trust reputation in this area.
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham

Commentary

Executive Summary
The Trust has a planned EBITDA of £6.5m with a reported EBITDA of £5.5m resulting in an adverse
variance to plan of £1.0m for the first quarter. An adverse variance of £2.6m on pay expenditure is driving
the pressure on the EBITDA. Despite reductions in vacancies during 2014/15, expenditure on bank, agency
and overtime is still increasing. Nurse agency spend specifically is continuing to increase. Divisions have
been asked for actions to be taken to reduce this spend and to provide trajectories of when the impact
will take effect.

Additional controls have been applied to procurement to stop all non essential spend until the Trust is on
target to deliver the financial plan.

QEP delivery for the year to date is £0.3m ahead of plan, however the forecast outturn remains behind
plan by £0.8m. The unmet QEP balance rolled over from 2014/15 has not been achieved.

The cash position as at the end of the first quarter was £10.3m behind plan. The cash balance was £35.9m
against a plan of £46.2m. There is £11.1m of undrawn PDC with cash outlay on capital £1.5m ahead of
plan. Commissioners underpaid against the contract for the first quarter this was rectified early in July..
The liquidity ratio is 4 with a forecast of 4.

The Trust has a planned financial reporting surplus, i.e. when technical impairments are excluded for the
year of £4.2m. While the planned surplus for the year is £7m lower than achieved in 2015/16, delivery of
this plan remains challenging.

Urgent actions are now being taken to ensure expenditure is managed within the plan. While the surplus
at month 3 is £1.0m away from plan, taking risks and reserves together the Trust is still forecasting
delivery of the financial plan.

Are there any emerging issues on the horizon?

• Expenditure control will be a significant focus during the year
• Continued focus on the recurrent delivery of the 2015/16 QEP and the development of QEP plans for

2016/17.

Are there any questions for the Board?
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Are we delivering our services profitably? 

Income £118,578 £119,257 £474,342 £474,442

Expenditure (£112,123) (£113,802) (£448,492) (£448,592)

EBITDA £6,455 £5,455 £25,850 £25,850

Operating surplus £995 £51 £197 £297

Retained surplus £1,046 £81 £4,203 £4,203

I & E surplus margin 0.88% 0.07% 0.89% 0.89%0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 5.44% 4.57% 5.45% 5.45%

Operating surplus margin (op. surplus/income) 0.84% 0.04% 0.04% 0.06%

Retained surplus margin (ret. surplus/income) 0.84% 0.07% 0.89% 0.89%

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

(£1,945) (£6,333) (£1,970)

(£992) (£2,333) (£1,949) (£1,965)

(£1,802)£5,969 £9,250 (£474) (£4,505) £7,403

(£3,641)

Net cash inflow/outflow:

£0 £4,140 (£501) (£144)
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£000m 18 month projected cashflow

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

Cash balance £46,248 £35,900

Undrawn cash facilities £0 £0

Liquidity ratio 4 4

Liquidity days 24 16

Cash days of op. expense 37 28

%debtors >90 days overdue 5% 37%

%creditors >90 days overdue 5% 21%

Cash              (000s)
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Commentary

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

Executive Summary

• The Trust has a planned EBITDA to month 03 of £6.5m with a reported EBITDA to month 03 of £5.5m,
an adverse variance of £1.0m

How are we performing?

• Clinical Income is ahead of plan at month 03 by £0.7m. The favourable variance is mainly attributable
to high cost drugs. Income from high cost drugs is £1.2m ahead of plan, this is offset with an increase
in expenditure.

• Emergency Services are showing a £0.5m adverse variance from their income plan, this is in part due
to the frailty unit activity which in 2015/16 is being recorded within clinical gerontology, plus an
element of activity previously recorded as short stay admissions now being recorded as ward
attenders. The Trust as part of the activity query notice action is in discussions with CCGs about the use
of a local tariff for this activity.

• Orthopaedic income is £0.8m behind plan for which a recovery plan is being implemented and will be
monitored closely throughout the year.

Are there any emerging issues on the horizon?

• Monitoring of specialised commissioning activity to assess the impact of 2015/16 risk share
• Increased focus on recovery plans to bring income back to 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) £37,670 £37,933 £45,793 £47,326 £3,185 £3,209

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 94,291 89,828 73,482 72,847 14,493 16,525

# elective 1,976 1,921 288 305 41 45

# non elective 1,818 1,919 8,883 7,656 0 0

# inpatients 3,794 3,840 9,171 7,961 41 45

# outpatients 85,354 80,835 58,759 58,426 14,396 16,411

# day cases 5,143 5,153 5,552 6,460 56 69

Patient care only

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

target actual vs. r3m

Bed util isation (%) 91% 94.1%

Theatre util isation (%) 80% 73.7%

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

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

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

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

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

Spend on locums, agency & bank staff £0 £1,577 £0 £1,490 £0 £457

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 0 0 0

Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days), elective 4.6 10.4 n/a

Avg. length of stay (days), non-elective 8.4 5.3 n/a

Income per patient (£) £400 £422 ###### £623 £650 ###### £220 £194 #DIV/0!

Wastage

% DNAs 10% 13.5% 10% 11.8% 10% 0.0% #DIV/0!

Equipment  ALL DIVISIONS

SURGICAL MEDICAL CCSS

People

YTD YTD Month YTD YTD Month

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

Non-current assets £183,403 £173,756 Working capital £36,492 £27,916

Current assets £98,248 £99,997 Net assets £207,215 £188,999

Trade & receivables £45,017 £56,472 Assets - current liabilities £219,895 £201,672

Non-current liabilities (£12,680) (£12,673)

Current liabilities * (£61,756) (£72,081) YTD

Trade & payables (£59,191) (£69,650) Estimated risk rating if FT (5=best): 4

Total assets employed £207,215 £188,999 (see glossary for component parts )

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

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

S Staff B Services from other NHS Bodies W Equipment

C Establishment & Premises X High cost drugs

D General Supplies & Services Y Drugs & blood products

Cost variance YTD Clinical Services & Supplies Z Appliances & implants
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Executive Summary

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

Executive Summary

Patient care income was above plan in 2014/15 partly attributable to the use, by commissioners, of the month 

06 2013/14 activity to set the 2014/15 baseline. The contract for 2015/16 has been set based on the month 8 

forecast outturn activity which has led to a more realistic contract settlement for the 2015/16 financial year.

Expenditure budgets have been funded for pressures approved during the 2014/15 financial year. Pay inflation 

and the impact of changes to NI and Superannuation have also been applied to budgets. Service developments 

which have been approved internally, but not yet included within our contracts with commissioners have also 

been included in the financial plan for the year. The increased budget identified for Safer Staffing will be 

allocated to budgets once the ward establishment review has taken place this month. QEP targets have been set 

by directorate and unmet QEP from 2014/15 has been rolled over and added to divisional targets for the year.

Are there any emerging issues on the horizon?

• Continued focus on the QEP for the year

• Robust management of the CCG Contract for the year

• Increased control of expenditure, particularly non essential spend

• Commissioners have indicated a strong focus on activity review in 2015/16, particularly in areas of non 

elective activity

• Monitor CCG contract sanctions for impact of operational target non delivery, particularly A&E Performance

• Monitoring of specialised commissioning activity to assess impact of risk share
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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.
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Commentary

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

Key highlights for this month are:
How are we performing?
What has gone well?
The ADT Whiteboard won two awards at the Make A Difference Event in June  including Star of the 
Night. The department intends to build on this success and work continues to increase the 
functionality available to clinicians from the whiteboard. The project team are currently rolling out a 
new means of managing consultant referrals via the whiteboard, following a successful pilot in May.

A hardware refresh of the CyberRen system was completed on the 28th June. The project team 
encountered a number of issues immediately following the upgrade, many of which have now been 
resolved. The project team continue to work alongside the department’s technical services team to 

address a couple of outstanding snags. 

The department has completed the JAC 5.1 upgrade. A project team meeting has been scheduled in 
July to formally close the JAC 5.1 project. The department is currently in discussions with Pharmacy 
regarding further improvements and developments to the JAC system.

Where have we underperformed or been challenged?

The EPR procurement was unable to reach a decision with regards to a preferred supplier. This was
due to the 3 suppliers ‘winning’ the 3 aspects to the evaluation. It was agreed at the programme
board on the 13th July to continue the process to include further dialogue with the suppliers with an
aim to reach a conclusion by the end of September 2015. A full update will be given to the board in
October 2015.

Staff shortages resulted in the Service Desk failing to meet their Service Level targets for the third
consecutive month. The department is currently implementing an action plan to address this
problem and a couple of Service Desk contractors have recruited to help contain this issue in the
short-term.

How are our improvement initiatives progressing?
In June, the Trust Board approved the revised Business Case for the Paper Free Health Record 
(PFHR) Programme. The PFHR team are now in the process of reviewing and re-baselining the 
PFHR Programme Plan. 

The 26th June was the deadline set for suppliers to submit their responses to the EPR requirements 
document. In July, the tender team will reconvene to review, score and moderate the returns of all 
three suppliers. The results of the scoring process will then be presented to the EPR Programme 
Board.

Are there any emerging issues on the horizon?
A two day visioning workshop has been organised on the 23/24 July to start work on a five year IT
Strategy for the Trust. Further workshops will be held during August to hone and refine the strategy
document before it is presented to the Trust Board in the autumn.

6.11�IT.pdf
Overall�Page�72�of�228
Page�1�of�3

http://www.eshareuk.com


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

Reporting period is: Jun, 2015

Freedom of Information
Indicator Target Actual
# FOI requests 47

# FOI requests  not responded to within 20 days 0 1

Security
Indicator Target Actual vs. r3m
% Staff who have received mandatory info gov tra ining (YTD) 80.00% 79.44%

Number of Information Governance Breaches  (YTD) 0 9

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

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%

5

Fi lestore 99.80% 100.00% 5

Bob 99.80% 100.00% 5

Tie 99.80% 100.00% 5

MS Exchange 99.80% 100.00% 5

IPM 99.80% 100.00% 2

PACs 99.80% 100.00% 1

ICE 99.80% 100.00% 5

JAC

99.80% 99.96%

5

Winscribe 99.80% 100.00% 1

CyberRen (Renal ) 99.80% 100.00% 5

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 Close-Out A

Electronic whiteboard for bed management Close-Out G

CyberRen upgrade Delivery 
A

CyberRen (Renal )

Paper Free Health Record (PFHR)

JAC/EPMA Upgrade

ADT Whiteboard

Indicator

There were 3 serparate outages on JAC during June - these were minor and required 

servers Re-boots. Investigations are ongoing with the supplier and Microsoft.
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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

Member engagement & 
recruitment

Underrepresented groups

‘Behind the Scenes’ events being developed with the 
Ophthalmology and Haematology.

Work being developed with Communications Team to 
utilise feedback from social media to feed into 
Membership & Engagement Committee.

Foundation Trust stall present at Adult Learner’s Week to 
promote and raise awareness of membership.

Foundation Trust stall present at the Liverpool Arab Arts 
Festival on 7th June 2015. Number of members recruited 
from an underrepresented group and awareness raised.

Priority: 2018 Lead: Helen Jackson

Carillion is working with the unions to deliver what the unions consider to be appropriate employment practices on 
site. They have identified that around 150 of 700 workers were employed by umbrella companies and they have  
written to the contractors asking them to change the arrangements and have agreed to add a clause in all future 
contracts prohibiting the use of umbrella companies. Carillion have started applying the external cladding to the 
new hospital and the 4th floor slab is nearing completion. The education and learning centre was opened by the 
Mayor on July 17th. The Trust and LSTM are  presenting to the LEP in early September about the Accelerator and 
the UoL Bio-innovation Hub. 

Priority: World Class Workforce Lead: Ros Edwards

Staff engagement sessions continue within the Divisions and at corporate events. Mostly recently staff have been 
asked for their ideas on mandatory training, and what motivates staff, which was a hot spot in the 2014 NHS Staff 
Survey. Results and actions have been shared with those attending, and wider communications is being agreed to 
include fixed display boards, intranet and social media groups. Dates have been planned for 1/4ly Share & Learn 
Events commencing on 25th September, the focus of which will be a ‘mini’ awards event to recognise those who 
entered the staff awards, but were not shortlisted. The event will also formally launch the NHS Staff Survey 2015. 

Priority: Sustainable Health System Lead: Aidan Kehoe

There was a hospital transformation clinical assembly held on July 10th where the options for realigning hospital 
based care were discussed. These discussions are progressing but there are still some issues to be resolved before 
clear proposals can be developed.  

RD&I Lead: John Graham/Peter Williams

SME Selcia and their spin-out Cypralis visited the Clinical Research Unit (CRU) and the Pancreatic Biomedical 
Research Unit (PBRU) on the 29th June. The Trust has been collaborating with them for some time and we hope to 
grow the collaboration to develop treatments for pancreatitis. This work would include Phase 1 trials.
At the beginning of June Liverpool Health Partners hosted an Australian delegation that visited the Trust’s CRU. 
They are looking to set up and Australian Academic Health Science Centre.
The PBRU held the External Steering Committee on the 15th June and international visitors who are members of the 
group attended in person.
Jules West  met Tom Kenwright and discussed the possibility of support from Everton in the Community for the 
Trust fundraising appeal. This is being followed up by Ged Carter, the Trust’s Head of Fundraising.
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Please note, patient and staff engagement is covered in the Performance sections of the pack.
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Are we regularly listening and responding to our key stakeholders?

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

Stakeholder Priorities identified Update on response taken

Patients Improvement in complaint handling The medical division continues to maintain an 
improvement with the management of complaints within 
timescales. The surgical division is improving. The 
complaints trackers are helping to keep the management 
of complaints and associated action plans on track. A 
weekly patient experience meeting is due to commence on 
15 July 2015 to ensure that action plans from formal 
complaints are approved. This meeting will include 
feedback from PALs concerns to identify themes. The 
divisional governance and risk managers are working 
closely with the newly appointed complaints managers to 
sustain improvement.

The Trust held the final menu tasting session with the 
Chinese wellbeing Association on the 6th July and they 
approved the menu selection. ISS have supported this 
initiative which will improve patient experience for our 
Chinese patients. This is just the beginning of our 
engagement with the Chinese Wellbeing Association.
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Please note, patient and staff engagement is covered in the Performance sections of the pack.
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Environmental Scan

1

Report owner: Madelaine Warburton

SOCIAL

None noted.

POLITICS & THE ECONOMY

July 2015 Budget
The Chancellor of the Exchequer, George Osborne, delivered his second budget in four months. The Budget, 
announced on 8th July 2015, enabled the majority Conservative government to focus on its own spending 
priorities to move Britain from “a low-wage, high tax, high welfare economy; to the higher wage, lower tax and 
lower welfare country we intend to create”, without the influence of its former coalition partners.

The Conservative’s goal of achieving an economic surplus remained central to the Budget statement, with the 
message that “you can only have a strong seven-day NHS with a strong economy” reiterated by the Chancellor. 
The pace of welfare cuts will however be slower than that indicated before the election, with £12bn of welfare 
cuts to be made over three years rather than two.

This briefing outlines the economic headlines within the Budget, key announcements for health and NHS 
Providers’ view and actions.

Opportunity:  Reiteration of the commitment to 7 
day services and the confirmation of an additional 
£8bn a year for the NHS by 2020 should help to 
improve patient services although with the caveat 
that new ways of working will be required.

Threat: Further four years of pay restraints and the 
reduction in the lifetime allowance for pensions 
contributions could lead to potential workforce issues.

Steps taken by the Trust: To retain a watching brief on changes to policy and financial impacts.

Ministers elect committee chairs
Sarah Wollaston MP has been re-elected as health select committee chair.

Full membership of the Committee: Link

Opportunity: To have an awareness of major 
stakeholders for health matters.  

Threat: N/A

Steps taken by the Trust: N/A

LEGISLATION & TECHNOLOGY

CQC to assess use of resources in NHS hospitals
The Secretary of State for Health has asked CQC's Chief Inspector of Hospitals to look at use of resources as part 
of his inspections of NHS hospitals. This work – which will be developed as part of CQC's new strategy for 2016 
onwards – will focus on organisations' ability to deliver high quality patient care that is also efficient and 
sustainable.
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Press Release

Opportunity: Argument that finances and quality 
need to be seen as two sides of the same coin and 
therefore it is correct that the CQC is looking to take 
a more sophisticated approach.

Threat: Some senior health policy experts have said that 
there is a risk the Care Quality Commission’s new 
responsibility for rating hospitals’ efficiency could ‘taint’ 
its focus on quality.

Steps taken by the Trust: For the Trust to ensure that its governance and assurance mechanisms align with the 
new requirements of the CQC.

Superbugs 'spread by hospital wet wipes'
The BBC reports that wet wipes could be spreading bacteria rather than killing it in homes and NHS hospitals, 
according to research by Cardiff University. The majority of British hospital infection control policies support the 
use of clinical detergent tissues to clean wards. However, researchers tested seven commercially available wipes 
on the most common hospital infections, including MRSA and Clostridium difficile, and found that the wipes 
were inconsistent in their ability to remove spores from hospitals surfaces following a 10-second wipe – in every 
case, the wipes spread the superbugs from one surface to another. The study is published in the American 
Journal of Infection.

Report

Opportunity: To ensure that the Trust is following 
best practice for infection control.

Threat: Preventable instances of C.diff and MRSA being 
potentially missed due to ineffective infection control 
practices.

Steps taken by the Trust: The Trust has just completed a review of its environmental Nurse cleaning wipes and 
introduced a standardised approach and to comply with EPIC 3 guidance. Following audits and environmental 
swabbing From December 2014 to March 2015 the IPC Team identified a lack of understanding on how and when 
cleaning wipes should be used.

Objective(s)
Simplify cleaning protocols, Standardise practice, Reduce cost

With support from PDI Cleaning Solutions, the IPC team has replaced the 4 wipes used previously with 2 (the 
Sani-Cloth Advanced and Sani-Cloth Chlor +1000). PID supplied a bespoke teaching and audit tool which is 
currently being rolled out across the organisation. Using ATP environmental swabbing pre and post cleaning we 
have shown an increase in cleaning compliance.
Results - Reduction in CDI cases
Dec 2013-july 2014 -23 cases
Dec 2014-July 2015-18 cases 

THE HEALTH ECONOMY & MARKETPLACE

NICE suspends work on safe staffing guidance
The National Institute for Health and Care Excellence (NICE) has suspended its work to determine safe staffing 
levels across the NHS.
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The move follows a speech by NHS England Chief Executive Simon Stevens, announcing he had asked chief nurse 
Jane Cummings to consider rolling work on safe staffing levels into NHS England reviews of urgent and 
emergency care, maternity and mental health services. 

The guidance which has already been published by NICE for acute adult wards and maternity settings will remain 
in force.

Opportunity: To ensure that the Trust has 
appropriate staffing levels to assure patient safety.

Threat: Strong evidence based staffing levels are vital to 
assure patient safety.

Steps taken by the Trust: Despite the guidance being suspended, the Trust remains committed to working to the 
1 nurse to 8 patient staffing ratio. A regular acuity and dependency study is undertaken to help determine 
appropriate staffing levels (last iteration reported to the April 2015 Board) and professional judgement is sought 
from ward managers.

Leadership inquiry highlights organisational form
There should be fewer NHS organisations to avoid management talent being spread too thin, a high profile 
report on the leadership challenge has recommended.

HSJ Future of NHS Leadership inquiry has stated that: 

 unsustainable trusts should be taken over by stronger organisations
 managers’ wages should have a “more sensitive benchmark” than the prime minister’s salary
 “Blame culture” and political pressure are deterring  people from taking on leadership roles

Report

Opportunity: To review the recommendations to 
evaluate their appropriateness to the Trust.

Threat: N/A

Steps taken by the Trust: The Executive committee has considered the report. The return regarding very senior 
pay requested by the Trust Development Authority has been completed. The Trust regularly benchmark very 
senior pay to ensure we maintain our talent. A watching brief on leadership challenges will be maintained.

Clinical involvement in procurement 'guaranteed' to realise savings
Eighty-seven per cent of nurses believe patient safety could be improved if nurses had greater involvement in the 
purchasing process, writes the chief nurse at Nottingham University Hospitals NHS Trust (NUH), on NHS Voices.

Article on how NUH and others are making small changes with big differences to cost and quality.

Opportunity: To utilise clinical knowledge to realise 
savings for the Trust.

Threat: N/A 

Steps taken by the Trust: As part of the build for the New Royal, a number of engagement events have been held 
(and are arranged) with staff to inform them of the new products in line with new technology. There is also 
nursing / clinical representation in tender groups which has proven to be very useful. Two wards are being used 
as pilot areas for new technology / equipment and this enables staff to test the products and feedback on their 
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effectiveness.

Cancer Research UK publishes examination of clinical research in the NHS
This paper, commissioned and published by Cancer Research UK, is based on research conducted by the Health 
Service Management Centre and School of Health and Population Sciences at the University of Birmingham. It 
assesses perceptions amongst cancer experts and NHS staff on the current state of clinical research in the NHS.

Opportunity: To potentially make improvements to 
the Trust’s clinical research practices.

Threat: N/A

Steps taken by the Trust: The Trust will review the report to explore whether the recommendations are relevant.

College of Emergency Medicine looks at why patients attend A&E
This report explores the reasons patients choose to attend A&E, and how it might be possible to reduce some of 
this burden. The authors note that it is most commonly the patient who makes the judgement that their problem 
is ‘urgent’ or that it is appropriate to access A&E.

Article

Opportunity: To reduce attendances at A&E by 
appropriately triaging patients to primary care.

Threat: N/A

Steps taken by the Trust: Within ED there is already a scheme for patients who attend to be triaged to a GP.  
This currently only runs over the weekend, although there are discussions with Liverpool CCG to extend this to 
the rest of the week.

New Guidance from the GMC and NMC on the Professional Duty of Candour
The General Medical Council and the Nursing and Midwifery Council jointly issued new guidance on 29 June 2015 
to 920,000 doctors, nurses and midwives directing them to offer their patients face-to-face apologies and 
explanations when things go wrong. The guidance would mean that those injured by mistakes during treatment, 
such as being given the wrong drug, are immediately informed about the mistake and what harm they have 
suffered or may suffer as a result. The move could ultimately reduce the number of negligence claims against the 
NHS, now costing £1.3bn a year. Research indicates that many patients resort to legal action because they feel 
they had not been told the truth about a lapse in safety. The guidance includes a duty on medics not to block 
colleagues or former colleagues who want to raise concerns about patient safety.

Opportunity: To ensure compliance with Duty of 
Candour requirements.

Threat: The BMA has raised concerns. “Any suggestion of 
an unforced apology where there is a dispute over where 
fault lies would be inappropriate. Research shows that 
most poor outcomes are due to system failure rather 
than individual failures,” said chairman Dr Mark Porter.

Steps taken by the Trust: The Trust has a policy to support the Duty of Candour requirements in line with the 
Francis Report recommendations and this has been uploaded to the Intranet to enable access by staff. When a 
Root Cause Analysis (RCA) is undertaken into a Serious Incident, the Duty of Candour requirements form a 
priority recommendation and steps are taken to ensure that families and appropriately communicated with.
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Media: Review of June 2015
Throughout June, the communication team’s main 
priority was supporting the internal launch of the R –
Charity Appeal to staff. Launch week activities helped to 
raise around £10,000, and the abseil down the Royal was 
the focus of a number of positive media features on local 
radio and TV. The Appeal launch week also saw a peak in 
social media activity with posts on Twitter seen around 
32,900 times and a 170% increase in the number of times 
Facebook users interacted with our comments and posts. 
Social media interaction was also successfully used 
throughout the Make a Difference Awards event with 
posts on Twitter seen around 23,000 times. In addition, 
one of our most popular posts on Facebook was our post 
from the awards with a video of thanks from Channel 4 
Gogglebox’s Leon and June was seen by 2,041 people

Opportunity: As reported in last month’s Board 
report, the communications team met with 
representatives from Bay TV Liverpool to discuss 
opportunities for closer ties and greater coverage. 
Bay TV Liverpool is a local broadcaster available on 
Freeview Channel 8 or Virgin 159, with a potential 
audience of over 2 million people. We have 
successfully agreed a media partnership with Bay TV 
for R-Charity that will ensure greater local coverage 
of fundraising activities and the external launch of 
the R-Charity Appeal in September. 

It was also noted in last month’s report that many 
organisations across Liverpool recognised that 
newspaper coverage in the city has a negative focus. 
Throughout June the Liverpool Echo underwent an 
extensive and unique process of gathering feedback 
from readers and local business leaders. The aim of 
this was to engage readers in shaping the future 
content of the newspaper.

Threat: In June the Liverpool Echo reported about an 
individual case involving a patient of St Paul’s Eye Unit, 
that due to potential legal action, the Trust could not 
provide detailed comment on. The communications team 
questioned the balance that could be achieved without a 
detailed comment. The headline to the story in the 
newspaper contained a number of factual inaccuracies 
and the newspaper had to publish a correction notice the 
following day. This was much smaller than the original 
article and may not have been as widely read.

Steps taken by the Trust: As part of the Liverpool Echo’s engagement exercise, the communications team 
arranged for members of nursing staff to feedback to the paper. Staff provided their own frank views that the 
newspaper has not represented the Trust well. We continue to work with all local media to generate supportive 
news and ensure accurate and fair reporting.
Local Health Economy: Healthy Liverpool Programme proposals
In an interview with the Liverpool Echo, chairman of Liverpool Clinical Commissioning Group Dr Nadim Fazlani 
outlines some of the possible changes to local health services including better community care, greater access to 
7 day GP services and hospital services working more closely together. The Echo reports that Dr Fazlani said that 
closure of Liverpool Women’s Hospital and services transferring elsewhere was ‘possible’ but he stressed there 
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were ‘no current plans to do so’.

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. Consultation on 
proposals in the Healthy Liverpool Programme is due 
to start in September.

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. Consultation on proposals in the Healthy 
Liverpool Programme is due to start in September.

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.
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Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Analysis of 

Incidents, 

Complaints 

and Claims

Lynne Murphy, 

Emergency 

Department

*ID1803: Division of Medicine – AMU

EPMA Drug Errors

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

regarding the dual system of electronic and paper drug charts.

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

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

if their stay is longer than 72 hours.

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

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

February

Impact: risk to patient safety

Dec 11 16

(12)

Checks by Pharmacists on the ward.  Checked by nursing staff on medicine rounds.  Checks by 

Medical staff on ward round.  Incident form raised wherever policy not followed.  Particular 

caution when Full Capacity Protocol in place.  Broader discussions re EPMA in general raised 

as an issue at Quality Governance Committee for wider discussion.

Upgrading to 5.1 (business continuity)

Additional resource in AMU 

A Task Force is in place to drive this issue related to EPMA and wider organisation issues to 

determine the most appropriate next steps

Long term mitigation : EPMA system fit for purpose for the most complex emergency and 

critical immediate medication requirements within an electronic format

09/08/2015

Risk 
Assessment

Lisa Grant, Chief 
Nurse

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

Sept 14 16 
(12)

Current arrangements re cover and patient safety being maintained through use of extra 
hours, use of bank and agency staff.
Matron huddles held twice a day to ensure safe staffing

14/08/2015

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.

10/08/2015

Risk identified 

through 

external 

assessment, 

visit or review

Liz Furmedge

Directorate 

Manager, 

Haematology 

Directorate

ID2920 Division of Medicine – Haematology

Compliance against MDT measures

Cause: Due to reconfiguration of the Haematology MDT to provide best practice in 

line with National standards, we will not meet a number of the MDT measures and 

provide 12 months worth of evidence

Impact: The compliance the standards may affect our Trust / Haematology 

reputation as a service due to results being published on NHS choices.

Effect Whilst patient safety will be maintained this is a reputation risk

Jul 13 16

(9)

Service Lead Identified - Dr Butt

Working towards best practice as cited within peer review measures.

TOR completed for MDT.

Mapping event arranged.

Operational Policy near completion.

New way of working MDT  Working with C&M region cancer network

08/08/2015
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* 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

Julie Batterton ID3653 Division of Medicine – Nephrology

Disruption of dialysis water supply of Ward 6B

Cause:  Pressure of Haemo-dialysis water supply drops during dialysis sessions

Effect:  Shortened Haemo-dyalisis prescription time, less effective Heamo-dialysis, compromising 

health of patients on the Haemodialysis programme

Impact:  Health of pateints, reputation compromised, financial impact on treatment plans and estate 

costs

Jun 15 16 Informed Carillion and Renal Technicians

Staff awareness, moving patients to accommodate dialysis in 

the event of water pressure reducing.

Escalation process to senior managers

10/08/2015

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 - presented to Patient Safety Sub 

Committee in April on-going monitoring of Action Plan in place

15/08/2015

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
April 15 compliance rate 70.2%
May 15 - it has been recognised that compliance with current 
mandatory training remains a challenge in the Trust.  A 
complete review is being undertaken to identify the barriers to 
training, implement solutions and develop an action plan to 
monitor progress which will include short, medium and long 
term appropriate actions.  To be discussed at Resource and 
Performance Committee in July
June 15: improved reporting in place at Divisional, Directorate
and to R&P Committee, compliance is 74% (April data) and 
work is on-going to proactively book staff onto training and to 
further understand discrepancies in data held centrally and 
directorate understanding.  Escalation process introduced in 
March, to be strengthened and RAG rated in May.  High risk 
non compliance to be escalated to Director of Operations from 
June.
July 15: Additional resource provided to address issues with 
Directorate Managers – face to face meetings with Workforce 
Team and Senior manager. Compliance gradually increasing 
whilst plans being developed to address longer term approach. 
Reporting has been enhanced and frequency increased 
allowing for greater scrutiny.

11/08/2015

Serious 

Incident

Helen Ballinger 

Risk and 

Governance 

Manager

ID3657: Division of Medicine – Acute Medical Assessment Unit

Serious Incident WEB72497 – Deterioration of Patient

Cause:  Serious incident relating to care of the deterioration of a patient

Effect:  Patient suffered a cardiac arrest, patient died post arrest.

Impact: Potential for other patient safety incidents

Jul 15 15 Serious Investigation declared and in progress, report to be 
shared with Patient Safety Sub Committee and action plan 
monitored until completion

14/08/2015
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Risk management: Are we mitigating divisional risks effectively?

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

Risk Source Risk Owner Risk Response Review date
Date 

added
Curr

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 12

(16)

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 have been implemented.

From January 2015 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 2015 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.

The reports have indicated that there is full compliance with the unplanned visits, feedback has been 

provided to the team on the day and any learning points have been followed up with the unplanned visits 

and the independent case note audit reports.

Review of all the WHO checklist processes across all directorates being undertaken in May 2015.

Human Factors Training: To be provided by external organisation. The training will specifically relate to the 

following areas and the timescales for completion will be 18 months from the commencement date, i.e. 

July 2015, with a total of 350 members of staff to be trained, this will range from Consultant Anaesthetists / 

Surgeons, theatre and other support staff in the following areas:

- Theatres on the Royal Liverpool and Broadgreen sites, i.e. 18 theatres 

- Dental Hospital, i.e. 3 theatres

- St Pauls, Ophthalmology, i.e. 4 theatres

This approach will take a longer period of time but it is felt by the clinical teams that thus approach will be 

more meaningful, leading to a real change in culture and bring about more sustained improvements The 

process for the training will be similar to the process which has been undertaken with (StHK) and this will 

be in the form of one day training which aims to understand, explore the issues, agree changes in personal 

behaviour, all of the individuals who attend the training agree to this at the conclusion. The training will be 

for 12 people at a time and there will be multi-disciplinary groups attending. 

The priority areas for the delivery of the first stage of training from 22nd July 2015 will be Unit 5 at BGH. A 

programme for the Dental team is currently being reviewed, roll out of the programme will be from 

Autumn 2015.

12/10/2015
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Are there any areas requiring Board attention?

Risk Source Risk Owner Risk Response Review date
Date 

added
Curr

Risk 

Assessment

Paul Bradshaw

Finance

ID 3606: Corporate - Finance

Delivery of 2015/16 QEP Programme

Cause: Failure to deliver the QEP Programme in 2015/16

Effect:  May materially affect delivery of the Trust Financial plan for 2015/16. 

Impact:  The QEP Plan for 2015/16 totals £17.2m in addition o making good the recurrent shortfall 

in the 2014/15 QEP Programme of c. £4m

May 15 12 

(15)

Financial Plan approved by Board & Monitored via Board & R&P

Budgetary management system in place

QEP Governance process in place and being monitored via Strategic QEP 

Committee (CEO Chairs), R&P and Board

10/09/2015

Linked to 

Strategic 

Objective

Paul Bradshaw, 

Deputy 

Director of 

Finance

*ID3439: Corporate – Finance Department

Non-elective activity

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

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

elective admissions if coding judged incorrect.

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

plan for 14/15.

Dec 14 12

(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 May 2015.

30/08/2015

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 (Q4) as sickness has  increased to 7.13% 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. inability to release existing staff for training, 4. Low staff moral. 

Mar 15 12

(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.

12/10/2015

Item Comment

None to report
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Clinical Audit

% Statutory audits on track 80% 92%

# locally agreed mandatory audits on track N/A 182

# on programme following SUIs N/A 20

# on programme following Complaints N/A 2

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

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

Mortality review

% of peer reviews taken place in appropriate time frame 90% 80%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 669

# NICE guidance RAG rated Green 0 601

YTD 

target

YTD 

actual

Month 

v. R3m

Item Comment

Clinical
Audit 
programme

Outcome 
and Findings

92% statutory audits on track, (National Clinical Audit and Patient Outcome 
Programme (NCAPOP) and Quality Accounts (QA)) on track. 

There are 5 audits on are the programme due to a mortality alert, no new ones were 
added during June. 

13 audit returns have been received
Assurance rating:
9 Green
4 Amber
0 Red

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

Outcome 
and 
Findings

Clinical Audit demonstrating Red Assurance:
None  
Statutory Clinical Audit Returns
AC02535 Severe Trauma / Trauma Audit & Research Network (TARN), 
Assurance: Green

AC02568 National Vascular Registry Assurance: Green
The following summary was provided by the DAL:
Overall Elective AAA mortality was low 3 % with no deaths amongst patients
undergoing elective endovascular repair. Median Length of stay for open AAA
surgery 9 days with median LOS for EVAR of 2 days.
• Mortality rate for non-elective AAA repair is 25 %. Well within the expected rate 
nationally.
•Crude stroke and death rate for Carotid intervention was 2 %. Comparable to

the best results nationally and internationally. Median LOS 2 days.
Median time from symptom to surgery was 17 days. Slightly longer than our
target of 14 days reflecting pressure on operating slots and organisational
delays due to our regional practice.
Median length of stay for lower limb bypass surgery was 8 days with 2 %
mortality. The re-intervention rate was 8 %
Overall mortality for lower limb amputation was 8 %. Median LOS is long 35
days.

Data collection continues during 2015/16.

AC02557 National Cardiac Arrest Audit, Assurance: Green

Clinical Audits instigated due to NPSA alert this month
None this month
Clinical Audits instigated due to SUI 
None this month
Clinical Audits instigated due to a complaint
None this month
Clinical Audits instigated due to a Mortality Alert
None this month
Statutory Audit results
None this month

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

Other Audits of note

AC02903 SCC Audit, Assurance: Amber
This was a regional reaudit which is reported to show improvement from the previous 
audit although details of the previous audit were not available on the Trusts effectiveness 
database to confirm this. Three of eight standards were met, a action plan was 
developed to address failings. A reaudit is scheduled for 2017.

AC3008 Prescription and use of Syringe Drivers at RLUH, Assurance: Amber
This is a reaudit for AC01224 and AC02257 both of which provided Green assurance. 
Two of 7 standards were met with the following standard showing a decline from 100% in 
the previous audit to 64% in this:
100% of syringe drivers should be prescribed as “syringe driver - see paper chart” on 

EPMA

Mortality:
In the previous month the reporting month (March 2015) data was provided however it 
has been requested that the data return to the cumulative figure.
The following data is from October 2013 to April 2015
Trust 80% (2101 of 2622)
Top 3 reporting Directorates:
ENT 100% (5 of 5)
Emergency Department 96% (331 of 345)
AMU 93% (181 of 195)
Nephrology 93% (87 of 94)
Bottom 3 reporting
Vascular Surgery 52% (32 of 61)
General Surgery 59% (53 of 90)
Breast 67% (2 of 3)

NICE:
669 – potentially applicable
601 – green (assurance and evidence standards are met and or/are being worked 
towards via a robust action plan. Good liaison with ET).
37 - amber (action plan not sufficiently detailed to provide assurance, limited liaison with 
ET).

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

EF
FE

C
TI

V
EN
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S
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Quality Performance Overview - Trust - May 2015 (Month 2 2015-2016)

Indicator
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Inpatient Experience Surveys >=91% 1,038 1,308 79.3%  qt

Friends and Family Test CQUIN >=75 - - 65  qt

Outpatient Surveys - CRT (% +ve 
performance)

 qt

Complaints (Response rates level 1) 101 101 100.0%  nt

Complaints (Response rates level 2) 26 38 68.4%  nt

Staff attitude complaints <=15 - - 11  t

Ward Quality Indicators (NQI audit data) >=90% 2,921 3,077 94.9%  t

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

>=90% N/A N/A N/A  t

Service Quality Assessment - % rated 
green or amber green

 t

Health Records Performance (casenote 
availability)

 t

Stroke Care  nmq

Advancing Quality CQUIN - AMI  q

Advancing Quality CQUIN - Heart Failure  q

Advancing Quality CQUIN - Hip & Knee  q

Advancing Quality CQUIN - Pneumonia  q

Advancing Quality CQUIN - Stroke  q

Preferred Place of Care assessed 
[HSPCT patients]

 q

Personalised care plan for patients 
known to HSPCT



Patients known to HSPCT letter faxed to 
GP on discharge 



Preferred Place of Care achieved 
[HSPCT patients]

q

CODG records pain managed  q

CODG other symptom managed  q

Assessment using MUST 109 117 93.1%  q

Plan of care in place for at risk patients 46 46 100.0%  q

At risk patients refer to dietician 46 46 100.0%  q

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

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

Where to die when the time comes

Currently under review

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

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

 q

Dementia diagnostics for at risk patients  q

Referral for specialist diagnosis 
following positive diagnostic 
assessment

 q

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

 % of patients receiving harm free care >=90% 744 774 96.1%  t

Catheter Associated Urinary Tract 
Infections CQUIN [30% reduction]

<=2% 7 774 1.0%  q

VTE risk assessments >=95% 9,525 9,852 96.6%  nq

% appropriate prophylaxis >=98% 9,975 9,975 100.0%  q

Grade 2 or above PU per 1,000 bed days <=0.34 9 22,996 0.40  q

Grade 3/4 PU per 1,000 bed days <=0.00 2 22,996 0.09  q

Unhealed pressure ulcers on discharge 
reported to GP

>=100%  q

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

310 312 99.3%  q

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

147 160 91.8%  q

Falls per 1,000 bed days 441 70,056 6.30  q

Smoking status recorded (inpatients) >=90% 16,846 20,199 83.4%  q

Ratio of MRSA Screens: Elective 
Admissions

10,390 1,554 6.6:1  n

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

MRSA - Rate per 1,000 bed days YTD <=0.046 1 70,056 0.015  t

Clostridium difficile toxin - Number YTD <=12 - - 5  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.172 5 70,056 0.072  t

Implemented as part of DN 
Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to May-15

Patient Safety

Patient Safety Thermometer CQUIN

Indicator
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MSSA - Number YTD - - 2  t

E. coli - Number YTD - - 14  qt

VRE - Number YTD - - 0  qt

ESBL - Number YTD - - 1  qt

Mortality (HSMR) <=100 1,243 1,283 96.9  nt

Mortality (All diagnoses) <=100 1,453 1,545 94.1  nt

Discharge summary <= 24 hours 
(inpatient ward areas)

>=95% 1,518 1,801 84.2%  q

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

>=80% 636 827 76.9%  q

Outpatient correspondance plan, pilot 
and deployment

- q

Outpatient correspondence <= 2 weeks 
(Gastroenterology, Cardiology and 
Diabetes)

TBC q

Nursing Sickness Absence (rolling 12 
month)

 qt

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

>=95% 83.4%  t

Number of vacancies WTE - -  t

Vacancies recruited waiting to start - -  t

Average time from offer to start date - -  t

Recruitment in Nursing [for recruitment currently]

Clinical Indicators

Productivity

Communication CQUIN

People

Workforce

6.18�Additional�Dashboards.pdf
Overall�Page�90�of�228
Page�1�of�2

http://www.eshareuk.com


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

KEY
Indicator Change Monitored

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

Corporate Performance Overview - Month 2 2015/16 (April 2015 to May 2015)

Indicator
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Cancelled Operations <=0.6% 71 9,290 0.77%  n

Cancelled Operations 28d breach 2 71 2.9%  n

RTT: admitted >=90% 1,429 1,570 91.0%  n

RTT: non-admitted >=95% 8,639 9,020 95.7%  n

RTT: active pathways >=92% 22,167 23,676 93.6%  n

Diagnostic waiting times 27 4,325 0.7%  t

A&E Waiting Times ( RLBUHT) >=95% 39,995 41,999 95.2%  nm

Unplanned reattendances < 7 days <=5% 882 9,147 9.7%  n

Left without being seen 51 9,143 0.6%  n

Time to initial assessment 95th 
percentile

- - 4 mins  n

Time to treatment decision median - - 69 mins  n

Delayed transfers of care 10 587 1.7%  n

Two Week Waits (urgent suspect. ca) >=93% 2,240 2,335 95.9%  nm

Two Week Waits (breast symptoms) >=93% 458 488 93.8%  nm

31 day diag to treat (first treatment) >=96% 242 250 96.8%  nm

31 day second / subsequent (surg) >=94% 44 46 95.6%  nm

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

62 day ref to treat (urgent GP) >=85% 82 95 86.7%  nm

62 day ref to treat (upgrades) >=85% 30 34 88.0%  nm

62 day ref to treat (screening) >=90% 42 43 97.6%  nm

RACPC waiting time (Quarter to date) 174 177 98.3%  q

MINAP audit data completeness  q

Stroke care  nm

Data Quality on Ethnic Group >=85%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

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

MRSA bacteraemia - Rate per 1,000 bed 
days YTD

<=0.046 1 70,056 0.015  t

Ratio MRSA Screens: Elective 
Admissions

10,390 1,554 6.6:1  n

Clostridium difficile YTD <=12 - - 5  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.172 5 70,056 0.072  t

VTE Assessment >=95% 9,525 9,852 96.6%  q

Activity against plan t

Daycase Rate >=80% 11,627 13,940 83.4%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 64,064 11,942 5.4  t

Av. Length of Spell (Non Elective) 59,196 9,823 6.1  t

New to Follow Up Ratio 100,483 44,946 2.24  t

DNA Rates 20,629 166,058 12.5%  t

Emergency Readmissions following non 
elective

 t

Emergency Readmissions rate following 
elect/dc

 t

Theatre Utilisation >=79% 5,682 7,943 71.5%  t

PATIENT SAFETY

Infection Control

VTE

PRODUCTIVITY

Activity Performance

Activity reported in Section 8

Productivity Indicators

Indicator
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Sickness Absence (Rolling 12 mth)% <=3.8% 115,418 2,230,797 5.2%  t

Sickness Absence (In month)% <=4% 8,508 179,308 4.8%  t

Turnover (monthly) 0.74%  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

PEOPLE

See Section 10

RISK RATING/PERFORMANCE FRAMEWORK

Workforce

FINANCIAL HEALTH

Finance

Financial Health information 
included in Section 9

Commissioning for Quality and Innovation (CQUINs)
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Board Assurance Framework – qtr 1 review 2015/6 Madelaine Warburton 

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: 28/07/2015
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 April 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 revised to reflect the impact and effect 
on the delivery of the new strategic objectives for 2015/16.  

The BAF has been considered by members of the executive, 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 August 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 main changes are summarised below, with a full copy of the BAF available to Board members on the 
following link and through the separate link of the iPad app. 

Qtr�1�BAF�15-6v1trust�board.do
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Board Assurance Framework – qtr 1 review 2015/6 Madelaine Warburton 

1) Inability to effectively manage demand  
Controls 

The Trust has implemented the process for multi-disciplinary review of long stay patients. 

Assurance 
Additional assurance has been obtained  ongoing monitoring of the Winter Plan with commissioners and 
the TDA.

The 18 week action plan has been considered by the Resources and Performance Committee (April and 
May 2015). . 

The importance of reliable quality assured data to support both internal decision making and reporting 
to external bodies is a priority for the Trust.  Progress with implementing the recommendations from the 
KPG review of the Trust’s data arrangements has been considered by the Board (June 2015). 

Gaps in Control/Negative Assurance  
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.  

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 continues to made  with other provider Trusts across the local healthcare economy.   
An outline vision for a nationally recognised healthcare campus was presented to the Board in May  
2015.

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 requires additional 
resources which is currently being scoped with an update to Board planned in September 2015. 

Reporting

A joint meeting with Aintree’s Chair, Chief Executive, Director of Finance and Strategy leads is now in 
place (Joint Strategic Leadership Group) to ensure progress with joint working. 

Assurance 
Progress with the migration path to the new hospital continues to be monitored by the Transformation 
Committee.  A report on the arrangements for the planned transfer of services to the new hospital has 
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been considered by the Board (June 2015) . The plan is being refined and a further update will be 
provided in September 2015.  

The Board has approved the business case for provision of the upper GI service (April 2015).  

Gaps in Control/Negative Assurance 
Work is ongoing in relation to the development of an integrated communications and stakeholder 
engagement plan for transformation and service reconfiguration by September 2015.   A comprehensive 
plan for re-design of integrated pathways which will be progressed by the service redesign group and will 
report in October 2015.   

The Trust will develop a business development strategy once authorised as an FT. 

Residual Risk Score
It is recommended that the 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 
Assurance
The Trust has implemented the recommendations from the internal audit of the Trust’s complaint 
procedure (QGC June 2015, Audit and Assurance Committee July 2015).  It is has been agreed that 
external assurance in relation to the Trust’s complaint handling should be sought. 

The National Inpatient Survey 2014 was considered by the Quality Governance Committee and the Trust 
Board (June 2015).  The results from the national Accident and Emergency Survey were considered by 
the QGC in April 2015. Action plans have been prepared in response to the report which will be 
monitored by the Patient Experience Sub Committee.  

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
Reporting
The Trust has introduced a Workforce Planning Steering Group to progress the  development and                                     
operationalising of the workforce plan. Work is continuing between finance, HR and nursing to define 
agreed establishment levels 
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        Assurance
A benchmarking report on workforce was considered by R & P in April 2015 . The R & P Committee       
continues to oversee the progress with the sickness improvement plan supported by the findings from a  
return to work audit (May and June 2015 R & P/R & P May 2015). 

 
 Gaps in Control/Negative Assurance 
There is a continued focus on improving attendance at mandatory training with the need for a revised 
approach discussed at R & P in May 2015.  A  specific risk has been identified in relation to  information 
governance training (QGC April 2015) and this will now be addressed ( update September 2015). .

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 
Should the Board accept the proposition to increase the risk score in relation to financial viability this 
would be supported by a reduction in the effectiveness of a number of key controls including financial 
monitoring, and effectiveness of the QEP governance processes.   

Work is ongoing to enhance financial monitoring including service line reporting and understanding of 
margins.  Work is continuing with Finance and HR  to confirm agreed establishment levels for use across 
all reporting systems.   Further assurance was sought at R & P in May 2015 .  

A report was considered by R & P in April 2015 on coding and plans to improve accuracy.   This has now 
been included as a control (G9) with an action plan to improve (G2). 

Reporting
Should the Board support the increased risk in relation to financial viability then it is suggested that there  
would be a reduction in the effectiveness of the reporting from Strategic QEP through R & P and to the 
Board. 

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 with the deadline extended Sepetmber 2015.   The Trust 
is also improving its financial reporting including prospective trend analysis with the deadline extended 
to September 2015. 

. 
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Residual Risk Score 
The Board is asked to consider whether to increase the risk from 16 to 20 (5 x 4) a view which is 
supported by a number of the executive including the Director of Finance.  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 
The QGC considered a report on the arrangements in place to review, distribute and implement new and 
emerging guidance.   The scale of new guidance was noted and the work underway to ensure resources 
in place to support the implementation (QGC April 2015) . Implementation of best practice guidance is 
one of the Trust’s strategic objectives for 2015/6. 

Assurance 
Quality Governance Committee continues to monitor progress with a number of improvement plans 
including VTE, infection prevention and control and falls.    It was noted that a more proactive approach 
has been adopted regarding the management of falls (QGC April 2015). 

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.    While the action plan in response to the MIAA is now 
complete (QGC June 2015) the Trust intends to seek external assurance regarding complaint handling .  
The Trust has reviewed its  outlier process to ensure that it is robust.  It will remain on the risk register 
(QGC April 2015)  pending further assurance  in terms of allocation of resources and active review of 
patients.

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’s clinical research unit  has recently been reaccredited  by the MHRA . 

Control
A Shadow BRC has now been introduced.  

Gaps in control/negative assurance
Current position with regard to lack of comprehensive electronic data to identify patients on research 
studies has not made substantive progress although it has been identified as a gap for some time.  It is 
suggested that this is reviewed to assess whether it remains a gap and a plan to address is developed if 
appropriate. 
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RD & I Committee requested a project plan be developed for a Trust funded BRC  by October 2105   

Residual Risk Score 

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 and will be presented to Board in September 2015.  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.  

Residual Risk Score 
It is suggested that the residual risk score should be remain at 12.     

3. CONCLUSION AND RECOMMENDATION                             

      To discuss and approve the proposed scores, controls and assurances provided. 
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[Type text]

TITLE: Nursing Strategy 2015 – 2017 AUTHOR: Lisa Grant/Jo Marinas 

MAIN REPORT: 

1. STRATEGIC CONTEXT 
          

The nursing workforce is pivotal in the realisation of the Trusts vision and the achievement of its strategic objectives. 
This 2 year strategy has been developed to complement the Trusts corporate and quality objectives focusing on the 
development of the nursing workforce to ensure continuous development and pride in the profession. Following 
national reports that have outlined poor nursing practice and care this strategy also provides a commitment in 
providing the tools for staff to ensure there are enough nurses to deliver safe patient care, that these nurses are 
appropriately trained, feel confident and competent to do their role and are supported through the development of a 
leadership framework and coaching culture. By delivering this strategy we will give confidence not only to our 
workforce but also to the general public in the profession of nursing and the pivotal role it plays.

2. ANALYSIS                                                

I. Performance review to date :
  200 nurses have graduated at the first RLB Nurse Programme graduation in May 2015. The Trust 

is currenly working with Liverpool University and NICE to strengthen the programme and will be 
using a pilot within 4 clinical areas to monitor patient outcomes. 

 Human factors training has also commenced as part of the RLB Nurse Programme as well as being 
available across the trust. 

 A policy that outlines clinical supervision has been developed and is due to be rolled out. 
 Perfect Ward dashboards have been developed for every ward 
 A job plan guidance document has been developed and circulated to nurses in advanced practice
 Preceptorship training has been reviewed 

     
II. Horizon scanning:

There is further opportunity to widen the RLB Programme to HCA’s and AHP’s, this opportunity will be explored 
over the next quarter. 

There is also an opportunity to develop across the City a nurse programme to retain and attract the very best 
nursing workforce. Discussions have commenced with other providers, Liverpool CCG and HEI’s to take this 
forward. 

3. CONCLUSION & RECOMMENDATION                       

The Board are asked to consider the Nursing Strategy and its reporting arrangements. 
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FOREWORD

The nursing workforce is pivotal in the realisation of the Trust’s vision and the achievement of its strategic objectives.  
Our dedicated and hardworking nurses are instrumental in ensuring that our patients, their families and carers are 
ensured a positive experience whenever and wherever they use our services.  

Nurses use specialised knowledge and skills to promote health and well-being as well as initiate measures that 
save lives and improve the quality of lives of patients. It is inherent in what we do and the purpose that we serve. 
Regardless of where we work, designation or experience, we all aim to deliver a level of care and compassion that 
we would expect for ourselves, our families, friends and loved ones. 

The main themes of this 2-year strategy are twofold.  Firstly, this strategy focuses on the development of our nurses 
to ensure competence and professional pride. To achieve this, we have the RLB Nurse programme which is an 
innovative way of delivering in-serve training to our registered nurses; we are integrating coaching in the way our 
nurses work and lead; an advanced nursing practice framework will be developed and implemented to support 
professional development and we are further strengthening the support for our newly recruited nurses.

Secondly, it reiterates the measures that we will undertake to ensure that patients receive safe, effective, 
compassionate, dignified and high-quality care.   To ensure that this happens, we will continue to promote a 
culture of patient safety; work towards the creation of a Perfect Ward and we will also push forward the nursing 
research and innovation agenda to improve patient outcomes.

This is an exciting and challenging time for all of us.  We are all witnessing the writing 
of an important part of Liverpool’s rich healthcare history with the building of the 
future hospital – our new hospital.  This document sets our strategic direction which 
will take us right up to the move into the new hospital. Through this document, we 
are also highlighting and reminding ourselves, our colleagues and the general public 
that care, compassion and competence are the essence of what we do and that the 
patient remains the centre of all our activities.

I would like to thank all nurses and student nurses who have inspired and 
contributed to the development of this document.

Lisa Grant  
Chief Nurse

3

“Nurses use specialised knowledge and skills to promote 

health and well-being as well as initiate measures that 

save lives and improve the quality of lives of our patients.    

“
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Introduction
People have a right to expect safe, effective, compassionate, high-quality care, and the right to access high quality 
services, irrespective of who they are, where they live, or what their health needs are. As a professional group, we 
remain committed to these founding principles of which the National Health Service has been established.

The aim of this strategy is to provide a framework to ensure that we always provide high quality care. It will 
highlight what our priorities are and how we will measure our progress against them. It will complement the Trust’s 
Quality Plan and Patient Experience Strategy and will be communicated through a number of mechanisms both 
internally to the nursing workforce and externally to key stakeholders.

This strategy will promote the voice of nursing and provide validation of nurses’ invaluable contributions to the 
achievement of organisational mission and vision, individually and collectively as a community of nurses.

This document will be used in a number of different ways:

•	 To	inform	every	nurse	within	the	organisation	about	nursing’s	strategic	direction	and	
elicit engagement, support and commitment

•	 To	inform	the	general	public	about	the	key	priorities	of	nursing	and	reassure	that	
high quality care remains the core of our business

•	 To	attract	and	retain	the	very	best	nursing	workforce	in	the	country,	bring	pride	to	
our profession through the development of our nursing workforce
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Trust objective and strategic themes
Delivering the highest quality of healthcare driven by world-class research for the health and wellbeing of the population.

Our Values
•		 Patient	centered
•		 Professional
•		 Open	and	engaged
•		 Collaborative
•		 Creative

Strategic themes

•	 To	 deliver	 an	 exceptional	 patient	 experience,	 making	 the	 Trust	 one	 of	 the	most	
sought after places to be treated anywhere in the world

•	 To	 improve	 the	 quality	 of	 life	 for	 our	 patients	 by	 providing	 excellent,	 safe	 and	
accessible healthcare, which puts patient’s wellbeing at the heart of all we do

•	 To	develop	a	world-class	workforce,	recognised	for	its	skills	and	level	of	engagement	
and founded on a culture of achievement, education, training and development

•	 To	achieve	international	recognition	for	our	research	and	innovation,	bringing	new	
therapies from the bench to the bedside

•	 To	 play	 a	 lead	 role	 in	 the	 development	 of	 a	 sustainable	 health	 system	 for	 the	
communities we serve.
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The nursing vision

Nursing’s vision is to provide our patients, 

their families and carers with a level of care 

and compassion that we would expect for 

ourselves, our families, friends and loved ones.  

This is aligned with the Trust strategic 

themes and objective.
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Strategic context
There are many drivers for developing the nursing strategy:

•	 To	support	the	Trust	achieve	its	strategic	objective	of	delivering	the	highest	quality	
of healthcare driven by world-class research for the health and wellbeing of the 
population

•	 To	be	the	employer	of	choice	for	nurses

•	 To	be	the	centre	of	Liverpool’s	world-class	nursing	community

•	 To	demonstrate	our	commitment	to	providing	safe	patient	care	following	national	
reports of poor patient care and treatment in trusts that prompted reports (Francis, 
2010 and Berwick, 2013) 

•	 To	 ensure	 that	 our	 workforce	 has	 the	 right	 education	 and	 skills	 outlined	 in	 the	
Cavendish (2013) report and Shape of Training review. 

•	 To	 ensure	 that	 we	 meet	 national	 requirements	 and	 mandates	 that	 include	 the	
National Quality Board Nurse Staffing requirements and NICE guidance

•	 To	support	our	nursing	workforce	with	their	NMC	Revalidation
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Objective one
To provide every nurse with the skills and education they require for their role 
through the delivery of the RLB Nurse Programme.

The RLB Nurse Programme is a bespoke education initiative that aims to provide our qualified nursing workforce 
with the right knowledge and skills so they can nurse confidently and competently in their specialty. The programme 
design includes a competency-based portfolio and a one-day study day.  The portfolio is divided into 2 parts: (1) 
core competencies which are aligned with the Trust’s values, quality objectives and priorities; (2) directorate-
specific competencies which are fundamental in the delivery of specialised care to patients. The study day includes 
an introduction to human factors and patient safety, finding the evidence for evidence-based practice, nursing a 
patient	in	a	single	room	in	the	new	hospital	and	introduction	to	the	NMC	revalidation.	It	also	provides	participants	
the opportunity to engage with other nurses to foster a sense of community, explore the values and behaviours of 
an RLB Nurse and discuss contemporary issues that concern and affect their practice.  This engagement provides 
an avenue for staff to bring forward issues that are important to them.  

The	 programme	will	 help	 prepare	 our	 nurses	 for	 the	Nursing	&	Midwifery	Council	 (NMC)	 Revalidation	which	
is a process that will require all registered nurses and midwives to demonstrate that they practice safely and 
effectively throughout their career. This is a pre-requisite to maintain professional registration and will commence 
in December 2015.
 
This innovation will help shape an efficient, effective and fit-for-purpose post-qualification nurse training and 
professional development.  It will promote the utilisation of local resources and expertise in terms of developing 
our own staff whilst maintaining strong links with HEIs. The RLB Nurse Programme will ensure a competent nursing 
workforce with a distinctive identity and exceptional professional values and behaviours with care, compassion and 
commitment as its bedrock.
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“
In summary, the programme will:

•	 Ensure	that	we	have	a	competent	workforce	that	demonstrates	the	values	of	the	Trust.

•	 Introduce	the	concepts	of	human	factors	in	healthcare	and	its	relationship	to	patient	
safety.

•	 Promote	a	culture	of	reflective	practice,	creativity	and	life-long	learning.

•	 Ensure	that	our	nurses	are	engaged	and	kept	abreast	with	emerging	changes	in	the	way	
we deliver our services.

•	 Support	our	nurses	in	their	preparation	for	the	NMC	Revalidation.

    How are we going to achieve this?
1. Enroll 600 nurses in year 1 (2015/2016), 400 in year 2 (2016/2017), 400 in year 3 

(2017/2018).

2. Hold two (2) RLB Nurse graduations yearly.

3. Gain accreditation with University of Liverpool by 2016/2017.

4. Design and commence the RLB Dental Nurse Programme by 2016/2017.

5. Regularly update the programme and map competencies against current evidence 
and guidance.

6.	 Measure	and	monitor	the	impact	of	the	programme	on	patients	and	outcomes

Thank you for giving us the time to work through our 

relevant competences through the RLB Nurse Programme 

and for showing us how we are valued through the 

celebration of our achievements at the graduation.

Lucy Hampson
Research Nurse

“
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“

Objective two
To continually promote a culture of patient safety using the principles of 
human factors as a framework and further develop clinical leadership through 
coaching.

Maintaining	patient	safety	is	a	key	role	of	a	nurse	and	it	is	outlined	in	the	NMC	Code	of	Conduct	(2015).	Human	
factors,	a	scientific	discipline	in	its	own	rights,	include	all	those	factors	that	can	influence	people	and	their	behavior.	
Using human factors as a framework for promoting patient safety can help nurses and the organisation to:

•	 understand	why	 errors	 happen	which	would	 enable	us	 to	 redesign	our	 systems,	
processes and even modify our environment and equipment.

•	 improve	the	safety	culture.

•	 enhance	 teamwork	 by	 strengthened	 leadership	 and	 fellowship	 and	 improve	
communication between healthcare staff.

•	 develop	approaches	to	help	identify	“what	went	wrong”,	predict,	avoid	or	mitigate	
“what	could	go	wrong”.

We define human factors as the study of 

all the factors that make it easier to do 

the work in the right way.

World Health Organization (2011)

“
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The importance of leadership in terms of the effective and safe provision of healthcare is unquestionable. Leadership 
provides direction, motivation, inspiration and empowerment to staff to help shape a caring and safety culture. 
Leaders form, shape and embed culture. Leaders themselves are shaped by culture.  By introducing a coaching 
culture to our staff, we will be able to support the exploration of needs, ideas, though processes and solutions to 
assist the individual in making a real lasting change in the workplace. Hence, it is important that this is embedded 
in this strategy.

    How are we going to achieve this?
1. Offer coaching sessions, individually or in groups, to all nurses enrolled on the RLB 

Nurse programme (2015/2016)

2. Enrol nurse leaders and managers on the Trust coaching programme (2016/2017)

3. Embed the principles of human factors in training provisions (2015/2016)

4. Support the access to external training provisions on human factors (2015/2016)

5. Integrate identified regular clinical sessions in job plans of senior nurse leaders and 
managers to allow time for visibility and support to junior members of staff within 
the wards and departments (2016/2017)

6. Develop clinical leadership competencies of ward managers and nurse specialists 
(2015/2016)

7. Implement clinical supervision to provide professional support and learning 
(2016/2017)

“The coachee does acquire the facts, not 

from the coach but from within himself, 

stimulated by the coach.

John Whitmore (2013)

“
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Objective three
To give confidence to our patients, their families and loved ones from developing 
a model of care that achieves all of the performance indicators aligned with 
delivering a Perfect Ward.

A clinical ward delivers the majority of inpatient care.  The function of these wards is dependent on a number of 
clinical staff including medical teams, nursing teams and allied health professionals.  Historically, the quality of 
ward care has largely been defined by the quality of nursing care and systems have been designed and validated 
to measure this quality.  Whilst nursing standards of care may serve as a surrogate for overall ward care, it fails to 
measure and identify merits or failings of the other key components of delivering effective patient care. 

A measure of ward function encompassing all aspects of ward care offers a number of benefits, allowing a 
comparison of performance between wards and allowing competition as well as rewarding best practice.  A single 
measure of ward function promotes greater unity between the teams working together with an aim to deliver 
optimum care. 

Greater team identity is a key component of effective team working and helps wards function better, leading to 
improvements in patient care. 

Both	the	Medical	Director	and	Chief	Nurse’s	vision	is	to	create	“the	perfect	ward”	that	can	be	measured,	visualised	
and rewarded through ward accreditation and in taking this forward, all ward managers are expected to attend 
the	Monthly	Perfect	Ward	Meeting	so	as	to	provide	an	overview	of	performance,	identify	any	challenges	and	share	
plans to bring about improvement. 

Areas of focus will include:
•	 Incident	form	review	and	discussion
•	 Ward	minutes	review
•	 Ward	Key	Performance	Indicators	(KPI)	discussion
•	 Patient	experience	review
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“
In turn, any themes established throughout the course of this meeting will be discussed and divisional / trust wide 
approaches considered, in order to tackle any issues experienced by the wider divisional / trust teams. An action 
log is also produced to track progress against any issue identified.

The dashboard is made up of a number of metrics including nursing quality data, compliance with training, 
sickness rates, patient feedback and a review of team meeting minutes is undertaken at this forum.

    How are we going to achieve this?
1. Recognise and reward high-performing wards through an accreditation programme 

(2015/2016)

2.	 Ensure	Monthly	Perfect	Ward	meetings	happen	to	identify	any	challenges	and	share	
plans to bring about improvement (2015/2016)

3. Ensure a nurse-patient ratio of 1:8 for all shifts (2015/2016)

4. Provide every clinical area with a Perfect Ward dashboard that is monitored monthly 
(2015/2016)

5. To redesign the Ward Quality Indicator audits and Ward Quality Assessments aligning 
them to the internal CQC quality inspections (2015/2016)

6. To provide every clinical area with a Quality Board that will inform staff and the public 
of the ward’s performance against quality objectives (2015/2016)

The Perfect Ward meeting is designed to strengthen 

assurance at ward level but to also provide a forum 

where peer support is encouraged and senior nurses can 

be	informed	of	any	issues	that	influence	the	quality	of	

patient care in order to promote high standards.

Colin Hont
Deputy Chief Nurse

“
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Objective four
To develop and promote a new framework for advanced nursing practice 
that will support the development of our staff.

The concept of advanced practice is still evolving as nursing itself is progressing.  Our patients are cared for by 
nurse practitioners, clinical nurse specialists and nurse consultants from different clinical specialties, all operating 
at advanced levels. It is widely understood that advanced nursing practice involves the advancing of knowledge, 
skills and role of the nurse beyond the traditional professional boundaries.  In clinical practice, nurses in advanced 
practice roles are seen as leaders and change agents within their area of specialisation.

The key drivers of advanced nursing practice are: 
•	 European	Working	Time	Directive
•	 Shortage	of	physicians
•	 Increasing	technology	within	healthcare
•	 Changes	in	the	needs	of	patients	and	in	the	way	care	and	services	are	delivered
•	 Changes	in	the	medical	postgraduate	training	programme
•	 Expanding	opportunities	for	improving	nurse	education	and	career	development

Over	the	last	decade,	there	has	been	a	strategic	intent	to	establish	a	“benchmark	to	enhance	patient	safety	and	
the delivery of high quality care by supporting local governance, assisting in good employment practices and 
encouraging	the	consistency	in	the	development	of	roles	and	posts.”	(DOH	2010a,	p.	4).		The	NMC	recognises	
the requirement to expand the registration of specific qualifications of nurses who are working towards advancing 
their nursing practice.

At RLBUHT, we appreciate the commitment and loyalty to the Trust that our nursing workforce displays throughout 
their professional working time within the Trust. In addition we also recognise the difficulties faced in attaining 
those more advanced roles which enable staff to initiate career progression. 

Whilst not all nurses have the desire to progress their professional career for a number of reasons, we acknowledge 
there are nurses within the organisation who want to accomplish their career aspirations.

Our ambition is to further enrich these advanced practice roles to further benefit our patients, create a platform 
for aspiring nurses and identify how we could support them to be at advanced practice roles.
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“
   How are we going to achieve this?

1. Regularly reviewing and updating job plans in alignment with appraisals (2016/2017)

2.	 Develop	a	career	pathway	reflective	of	advanced	practice	with	appropriate	education	
infrastructure to support it (2016/2017)

3. Widening access to training programmes to promote advanced practice (2015/2016)

This is key in giving us future 

direction in our career choices.

Catherine	McLean
Staff Nurse, Ward 8A

“
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Objective five
To provide further support to newly qualified nurses recruited to the 
organization.

Our Preceptorship Programme has been designed to assist newly qualified nurses, also known as preceptees, 
in their transition from students to healthcare professionals.  The aim of the programme is to give preceptees 
support, training, guidance and feedback and ultimately for them to fulfill their potential and become competent 
and safe practitioners.

It is an established programme reviewed on a yearly basis to ensure it meets the needs of the preceptees, clinical 
areas and the Trust.  The programme consists of four elements to give structure for the preceptee.  

These are:
•	 Allocation	to,	support,	guidance	and	feedback	from	a	preceptor	who	is	an	experienced	nurse

•	 Support	 and	 guidance	 from	 a	 Practice	 Education	 Facilitator	 who	 oversees	 the	
preceptorship

•	 Variety	of	teaching	and	training	opportunities	throughout	the	preceptorship	period

•	 Competency-based	portfolio	which	allows	 the	preceptee	 to	 reflect	on	 their	 practice,	
achieve learning objectives and structure their learning.

“By making these changes in the way we deliver preceptorship, 

our new nurses will feel that they are important to the Trust 

and invested in which, in return, will hopefully make them 

want to continue their career pathway with us.

Christine Burton
Practice Education Facilitator

“
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     How are we going to achieve this?
1. Increase the duration of the Preceptorship Programme from 6 to 12 months in 
accordance	with	NMC	recommendation	(2015/2016)

2. Develop a preceptor job profile and central register (2015/2016)

3. Introduce formal preceptor training (2015/2016)

4. Introduce an enhanced clinical training programme for preceptees with protected 
learning time (2015/2016)

5. Establish measurable outcomes to evaluate the effectiveness of the new Preceptorship 
Programme  (2015/2016)

6.	Offering	the	RLB	Nurse	Training	Programme	and	Mentorship	Course	at	the	end	of	
the preceptorship period (2016/2017)

The ultimate benefit of preceptorship is that patients receive safe care and treatment.  It has to be noted that it also 
has benefits to the newly registered nurse as well as to the employer (DOH 2010b, p. 14) 

Benefits to the newly registered nurse Benefits to the employer

•	 Develops	confidence
•	 Professional	socialisation	into	working	
 environment
•	 Increased	job	satisfaction
•	 Feels	valued	and	respected	by	their	employer
•	 Feels	invested	in	and	enhances	future	career	
 aspirations
•	 Feels	proud	and	committed	to	the	
 organisation’s corporate strategy and 
 objectives
•	 Develops	understanding	of	the	commitment	
 to working with the profession and 
 regulatory body requirements
•	 Personal	responsibility	for	maintaining	
 up-to-date knowledge

•	 Enhanced	quality	of	patient	care
•	 Enhanced	recruitment	and	retention
•	 Reduced	sickness	and	absence
•	 Enhanced	patient	experience
•	 Enhanced	staff	satisfaction
•	 Opportunity	to	identify	those	who	require	
 additional support or change of role
•	 Reduce	risk	of	complaints
•	 Opportunity	to	“talent	spot”	to	meet	the	
 leadership agenda
•	 Registered	practitioners	who	understand	the	
 regulatory impact if the care they deliver and 
 develop an outcome/evidenced-based 
 approach
•	 Identify	staff	that	require	further/extra	support
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Objective six
To raise the profile of research in nursing by increasing both research capacity 
and capability to improve patient outcomes.

One of the Trust’s overarching themes is to achieve international recognition for research and innovation and this 
also applies to nursing. A number of priorities for nursing research and innovation have been identified by the RCN 
(1997). 

The topics include:

•	 Caring	and	caring	practices

•	 Health	environment	

•	 Organisational	and	management	of	services	

•	 Health	care	workforce	

To improve patient outcomes, we will focus on the following research themes: 

•	 Patient	experience

•	 Enhancing	the	culture	of	patient	safety	

•	 Improvement	in	patient	pathways	

•	 Models	of	care	in	single	rooms	

•	 Using	patient	engagement	to	inform	practice	

•	 Seven	day	working	

•	 Caring	for	an	elderly	population	

Work is underway to create a research infrastructure within the organization that would enable our nurses to 
engage in research and innovation activities and utilise evidence to further enhance clinical practice.
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    How are we going to achieve this?
1. Provide support in the development of research ideas and in the grant/funding 

application process (2015/2016)

2. Provide support in publishing research (2015/2016)

3. Sign-post research courses and opportunities for funding (2015/2016)

4. Collaborate with higher educational institutions (2015/2016)

5. Create a forum to share research findings to promote evidence-based practice 
(2016/2017)

6.	 Utilise	 research	 to	 inform	and	 influence	practice	at	all	 levels	with	 the	 support	of	
experts (2016/2017)

7.  Set up a local research-focussed education programme (2015/2016)

“ We hope to provide practitioners of all levels, the 

appropriate support and expertise, to build their confidence 

in undertaking research projects which will provide 

evidence to inform practice.

Cathy	Marsden
Assistant Chief Nurse for Research & Education

“
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EXECUTIVE SUMMARY:
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Since May 2014 the Trust has been mandated to provide monthly safe staffing reports. These reports must fulfill the 
requirements of the NHS Quality Board recommendations for publishing safe staffing figures. The Trust must also 
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The purpose of this paper is to provide the board with assurance regarding staffing levels and fill rates in the Month of 
June 2015 and to highlight any potential risks associated with nurse staffing. The fill rate is based on the skill mix for 
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3. CONCLUSION AND RECOMMENDATION                             [2-3 sentences]
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these positions. Recent recruitment events have led to a growing number of new starters and the board is asked to note 
the report and the work underway to reduce nursing vacancies, which in turn will improve the overall safe staffing 
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Safe Staffing Report: 

Purpose 

To present the safe staffing report for June 2015.
 

Presented by: Lisa Grant: Chief Nurse.

For assurance 

For information

For decision

INTRODUCTION & BACKGROUND OF REPORT

This report provides an update in relation to safe staffing in the Trust for the month of 
June. The content adheres to the guidance set out by the National Quality Board. 

  
The trust has seen a 19% reduction in the number of areas that highlighted a fill rate 
of less than 80% in comparison to the previous month.
 
The reported areas in June were: 2a, 2b, 4a, 5x, 5y, 2x, 10z, 6y, POCCU, 7a, 7b, 
9HDU, 9x, 8x, BGH4, 3a and ESAU

A full analysis of our fill rates is provided below. 

Trust level fill rate – April 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 96.1% 98.7% 99.6% 99.7%
RLH              94.2%       98.6% 89.7% 105.8%
Trust 
total.              95.15%       98.65% 94.65% 102.75%

Comparison from the previous month: 

As previously reported, uplifted fill rates have been agreed following a patient 
dependency and acuity audit. The increased fill rates will support a ratio of one 
member of staff to eight patients. With the reviewed establishments it has led to an 
increase in registered nurse vacancies, however with recruitment remaining high on 
the trust agenda we aim to see improvements over the next 2 month period due to 
student recruitment, European and national recruitment drives.
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In the month of June, 17 areas reported a fill rate of less than 80% across one shift 
group compared to 21 areas in May. We have seen an improvement in the night time 
fill rates for registered nurses and additional health care assistants have been 
allocated where necessary to enhance the total number of staff working on the ward. 

The sickness rate in June has seen a slight reduction for nursing; the rolling rate is 
currently 5.40% which shows a 0.45% reduction. Matrons and Ward Managers are 
proactively addressing sickness rates locally at ward level.

Overall, RGN and HCA fill rates have seen an improvement for both days and nights. 
(outlined below). 

Graph 1: Comparison fill rates from previous month
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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. Shown in red below are 
wards below an 80% fill rate.

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 1412.5 1386 1353 1228.5 832.5 570 570 570 98.1% 90.8% 68.5% 100.0%

2B 1575 1440.5 1575 1353 855 598.5 570 627 91.5% 85.9% 70.0% 110.0%

2X 1350 1302.5 1575 1497.5 847.82 574.62 593.46 546.36 96.5% 95.1% 67.8% 92.1%

3A 1965 1740 1290 1230.2 1130.4 876.06 565.2 602.88 88.5% 95.4% 77.5% 106.7%

3X 1125 1082.5 1125 1056 565.2 565.2 282.6 282.6 96.2% 93.9% 100.0% 100.0%

3Y 1350 1277 1350 1278 600 600 600 663.25 94.6% 94.7% 100.0% 110.5%

4A 1487.5 1467 1233.5 1202.5 940.5 627 730 730 98.6% 97.5% 66.7% 100.0%

4B 2505 2027.5 1470 1577.5 1286 1212 600 600 80.9% 107.3% 94.2% 100.0%

5B 1950 2224 1125 1030 967.5 956.75 645 645 114.1% 91.6% 98.9% 100.0%

2Y 2017.5 1967.5 1631 1549 838.38 838.38 565.2 546.36 97.5% 95.0% 100.0% 96.7%

5A 1875 1979 1124.5 1118.5 1260 1196.9 630 664 105.5% 99.5% 95.0% 105.4%

5X 1515 1364 1575 1497.5 845.5 598.5 570 869 90.0% 95.1% 70.8% 152.5%

5Y 1515 1440 1125 1294.5 855 570 570 645.5 95.0% 115.1% 66.7% 113.2%

6A 1800 1565.5 678 723 645 704.42 645 690.8 87.0% 106.6% 109.2% 107.1%

6X [REC] 2700 2325 1125 1320 1130.4 932.58 847.8 828.96 86.1% 117.3% 82.5% 97.8%

6Y 1800 1695 1125 1382.4 847.8 584.04 565.2 819.55 94.2% 122.9% 68.9% 145.0%

7A 2025 1786.75 1575 1428 1110 833 555 665.25 88.2% 90.7% 75.0% 119.9%

7B 1575 1542.5 1125 1427 832.5 573.5 555 915.75 97.9% 126.8% 68.9% 165.0%

7Y 1500 1500 637.5 555 630 672 315 315 100.0% 87.1% 106.7% 100.0%

8A 2017.5 1796 1154.5 1003.5 953.75 894.25 661.75 593.75 89.0% 86.9% 93.8% 89.7%

8HDU 3492 3577.5 900 847.5 2520 2520 315 315 102.4% 94.2% 100.0% 100.0%

8X 2472.5 2433 1570 1604 1546 1159 1026.5 1108 98.4% 102.2% 75.0% 107.9%

8Y 1575 1670 1125 1092.5 940.5 792.9 599.75 599.75 106.0% 97.1% 84.3% 100.0%

9A 1515 1240 450 407.5 577.5 577.5 0 0 81.8% 90.6% 100.0% -

9HDU 1350 1192 119.5 119.5 555 554.75 231.25 148 88.3% 100.0% 100.0% 64.0%

9X [3B] 1800 1486 1350 1671.5 847.8 565.2 565.2 763.02 82.6% 123.8% 66.7% 135.0%

9Y 1705.5 1449.5 435 457.5 600 600 171 170 85.0% 105.2% 100.0% 99.4%

10Z and 7x 1759 1752 321.5 295.5 1260 1239 315 231 99.6% 91.9% 98.3% 73.3%

ITU 8895 8692.5 930 855.5 6247.5 6505.5 189 189 97.7% 92.0% 104.1% 100.0%

POCCU 1680 1585 450 355 945 945 0 0 94.3% 78.9% 100.0% -

ESAU 1395 1094 837.5 550 651 651 336 325.5 78.4% 65.7% 100.0% 96.9%

AMU 5280 4965.7 1350 1277 2826 2411.52 1413 1177.5 94.0% 94.6% 85.3% 83.3%

CCU 900 847.5 450 420 565.2 546.36 282.6 235.5 94.2% 93.3% 96.7% 83.3%

HEC 2250 2121.5 450 515 847.8 847.8 274.2 274.2 94.3% 114.4% 100.0% 100.0%

BG5 1077.5 965.65 960 1084 600 600 300 300 89.6% 112.9% 100.0% 100.0%

BG4 819.2 811.5 270.7 159.7 126.65 126.65 126.65 126.65 99.1% 59.0% 100.0% 100.0%

BG2 964.5 964.5 651 651 630 630 147 147 100.0% 100.0% 100.0% 100.0%

BG1 1414.8 1414.3 657 657.5 672 672 325.5 325.5 100.0% 100.1% 100.0% 100.0%

BG8 1132.5 1040.5 1442.5 1376.5 555 545.75 457.5 453.5 91.9% 95.4% 98.3% 99.1%

ED 6975 7488 450 1245 3600 5023.45 300 700.5 107.4% 276.7% 139.5% 233.5%

Ward name

Day

Care Staff

Night

Registered 
midwives/nurses

Registered 
midwives/nurses

Care Staff

Day Night

Average fill rate - care 
staff (%)

Average fill 
rate - 

registered 
nurses/mid
wives  (%)

Average fill rate - care 
staff (%)

Average fill 
rate - 

registered 
nurses/mid
wives  (%)
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Reviewing and publishing of the data

It is important to note that the report will be published by site which will include the fill rates in 
the table on page 2.

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.

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 June are:

 Of the 40 areas reviewed [the remit is for every inpatient designated ward to be included] 
there were 17 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.

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 June and highlighted on the table on page 5.

 % Fill Rate Days RGNs/HCAs and % fill Rate nights RGNs/HCAs
 % Vacancies based on the whole time equivalent establishment that has been approved 

previously.
 % Sickness which is always one month behind but provides and overall indication of 

sickness in the previous 12 months.
 Harm Free hospital care from the most recent safety thermometer submitted.
 Ward Quality Indicator results [WQI formerly known as NQI] 3 Month performance. This is 

indicated by the RAG rating for the past 3 months to provide an indication of overall 
performance. 

 The most recent ward Quality Audit [WQA] which is our in depth ward based quality audit.
 Falls where moderate to severe harm has been recorded in month.
 Grade 2- 4 hospital acquired pressure ulcers reported in month.
 Ward based complaints received in June. It must be noted that these complaints often 

originate from another time and are not a real indication of performance in month.
 HCAIs reported in the past three months [MRSA/CDT/MSSA/E Coli].
 FFT score in month and patient satisfaction score based on trust surveys.
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Key for WQI. 
R = Red rating [Less than 75%.A = Amber rating [75.1% - 89%].G = Green Rating [> 90%].N/A = no audit conducted in month.
To note FFT net promoter scores have been replaces by % Reponses which will be reported in next months report.

Ward

% Fill 
Rate 
Days 
RGNs

% fill 
Rate 
Days 
HCAs

% fill 
Rate 
nights 
RGNs

% fill 
Rate 
nights 
HCAs % Vacs.

WTE 
Vacs 
RGN 
+ 
HCA

% 
Sickness 
rate 

Harm 
Free 
Care%

NQI 3 
Month 
performan
ce

Falls 
mod to 
severe 
harm. 

Grade 2-4 
hospital 
acquired 
pressure 
ulcer 
grade 2-4

ward 
based 
compla
int 

HCAIs 
in past  
month

FFT 
response 
rate

2A
98.1% 90.8% 69.5% 100%

9.5% 3 9.78% 95.8
NA/G/G

1 0 1

Not on 
system 
yet

2B 91.5% 85.9% 70.0% 110%
8.4% 2.75 11.40% 95.65

G/G/G
0 0 0 72.2%

4A 98.6% 97.5% 66.7% 100% 9.9% 3.08 13.06% 100 A/A/NA 0 0 0 1ESBL 38.5%

5X 90.0% 95.1% 70.8% 152.5% 4.0% 1.15 0.00% 100 NA/G/A 0 0 1
2 ECOLI

1 VRE No data

5Y 95.0% 115.1% 66.7% 113.2% 5.6% 2 10.39% 95.45 NA/NA/NA 0 1 1 1 CDT 13.7%
2X 96.5% 95.1% 67.9% 92.1% 0 0 6.98% 95.45 A/A/G 0 0 1 1 ECOLI 36.3%
10z/7x 99.6% 91.9% 98.3% 73.3% 7.5% 2 6.20% 100 G/G/A 0 0 0 1 ECOLI 78.5%
6Y 94.2% 122.9% 68.9%  165% 17.5% 6.37 15.00% 100 G/NA/G 0 0 1 22.5%
POCCU 94.3% 78.9% 100%   - 0 0 0.14% 100 G/G/G 0 0 0 N/A
7A 88.2% 90.7% 75% 119.9% 16.9% 5.35 8.66% 100 A/A/A 0 0 0 1 CDT 27.4%
7B 97.9% 126.8% 68.9% 165.0% 13.0% 3.75 15.73% 96 A/A/G 0 1 0 1 CDT 22.3%
9HDU 88.3% 100% 100% 64.0% 7.8% 1 5.80% 100 G/G/G 0 0 0 N/A
9X 82.6% 123.8% 66.7% 135.0% 7.5% 1.8 2.68% 86.96 G/G/G 0 0 2 16%
8X 98.4% 102.2% 75% 107.9% 9.9% 4.25 2.48% 91.67 A/G/G 0 0 0 1 CDT 35.3%
BG4 99.1% 59.0% 100% 100% 0 0 9.09% 100 G/G/G 0 0 0 38.4%
3A 88.5% 95.4% 77.5% 106.7% 0.46% 0.15 5.81% 100 G/A/G 0 0 0 31.1%
ESAU 78.4% 65.7% 100% 96.9% 0 0 6.31% 85.71 G/G/G 0 0 0 N/A
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Exception reporting, summary and recommendations

The following ward areas have been highlighted due to increased levels of incident reporting, 
higher sickness rates in comparison from the previous month along with high nursing 
vacancies.

Ward 7a 
Overall, sickness rates for the ward area are above average and performance on 7A has 
continued to attain an amber WQI rating. The ward has reported one case of CDT which is 
currently under investigation; however, the infection control team have supported the area 
and provided education and training.
The ward also reported a low fill rate for RGNs of 75 % on night duty. Unfortunately, 
registered nurse shifts were unable to be filled by the temporary staffing resource; however 
HCAs were allocated at times to enhance the number of staff working on the ward. 
Recruitment remains a priority, registered nurses have now been recruited and we await start 
dates.

Ward 5y 
Ward 5Y has seen increased sickness rates for the month which is actively being managed 
through the HR policy by the matron and ward manager. Recruitment has taken place for 
registered nurses who are currently awaiting start dates. The area is also actively recruiting 
for a ward manager. 
The ward has reported one case of CDT during the month, one grade three pressure ulcer 
and is rated amber for complaints. Training from the Tissue Viability team has begun. The 
infection control team continue to support the ward, although it was highlighted following the 
RCA process that the CDT case was not linked to care delivery within the ward area.

Of the other ward areas highlighting low fill rates there were no significant areas of concern 
raised through incidents or WQI indicators.

Recruitment

The trust will see improvements in fill rates over the next 2 month period as European 
recruitment has taken place and members of the senior team attended A Recruitment Fayre 
in Birmingham with some success. 

The trust continue to ensure 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.

An open event takes place on the 23rd July 2015, for newly qualified and experienced staff, 
radio advertisements are taking place and the use of social networks are supporting this 
event.

Vacancies continue to remain high on the trust agenda and the weekly review meetings 
continue with the senior nursing team and recruitment team within HR, in order to agree 
plans to attract qualified nurses to the organisation.
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Sickness

Sickness levels are high in 9 of the ward areas who reported low fill rates. Assurance has 
been given that respective HR policies and procedures are being adhered to across all wards 
and departments.

NICE Red flag system/ daily staffing dashboard

A trial of this new process is currently underway with wards 5x and 8y being the pilot areas. 

This process is monitored three times per day within the ward area and if a red flag is 
triggered, further analysis of the staffing establishment will be undertaken within thirty 
minutes to provide assurance that staffing is appropriate to meet the needs of the patients.

Following the initial trial, full roll out across the trust will take place during August 2015. 

 

.  
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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 as well as 
providing a poor patient experience, can impact on mortality.  This paper articulates performance during 
June 2015.  The trust achieved the standard for June and is marginally behind year to date. 

The paper to the April Board provided an overview of the operational plan to achieve this standard for 2015-
16 and the trust agreed to an improvement trajectory.

2. QUESTION(S) ADDRESSED IN THIS REPORT        

 How did the trust perform in June 2015?
 What actions are being taken to address under performance and sustain improved performance in 

2015-2016?
 What are the key risks and issues to the organisation and actions being taken to mitigate these?

3. CONCLUSION AND RECOMMENDATION                             

The Board is asked to note these actions and progress.
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MAIN REPORT: 

1. Introduction and Purpose

The purpose of this report is to update the Board on performance for June 2015 against trajectory and 

report on actions being taken to continue with these improvements.

2. Results

The Trust achieved 96.75% for June (1st June to 27th June), against a Board agreed improvement 

trajectory of 96.54%.  Year to date performance as at the 27th June is 94.64%.  Although below the 95% 

standard it is ahead of the board approved trajectory for the end of June which was set at 94.17%. 

From 1st June RLBUHT are including the WiC activity in external reporting against the 4 hour standard.  

This is in line with neighbouring hospitals.   The trust board agreed the inclusion of this activity in order 

to secure the year’s performance.   However, our aspiration remains that the only patients who should 

remain in the Emergency Department longer than 4 hours are those patients who clinically require this 

level of care.

WEEKLY PERFORMANCE BAR

The chart below shows the breach reasons for the Month of June 15 (expressed as a % and by actual 

patient numbers)
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Benchmarked information with other providers

The purest benchmarking is with type 1 performance (i.e. ED departments only), for June (1-30th June) and 

our relative performance is in the pack with neighbouring Trusts. 

RLBUHT – 91.9%

Aintree – 92.9%

St Helens and Knowsley 91.7%

Southport and Ormskirk 90%

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 number of breaches due to medical bed capacity is 

reducing and is contributing to the improved performance. 

4. Operational Plan for 2015-16

The operational plan for 2015-16 has been shared with the trust board.  Key areas of success include:

ED Internal Improvements
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ED admissions data over the last 12 months has been analysed by the Service Improvement Team to 

see what impact the introduction of the Hub and the other changes in processes within A&E (minors 

and walking majors streams) has had. As is evident in the chart below the number of patients admitted 

has come down and the variation has decreased significantly. The HUB was implemented on the 18th 

March 2015.. 

Patients who are ready for discharge

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.  A joint clinical review has been carried out which will be presented to the CCG 

on the 17th August 2015.

Key areas for focus:
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Palliative Care Unit

The estates works are complete.  The Consultant workforce is in place, together with the ward 

manager and practice educator. The Executive Team are reconsidering this case on the 22nd July due to 

changes in the income assumptions since the case was approved.  

General Internal Medicine

There have been issues with the medical leadership model for this unit, which has been escalated to 

the Medical Director.  This until is planned to be opened in September, although without this 

agreement this may slip further.  However, the team are focusing on the development of clinical 

pathways for short stay patients, to support the GIM work stream.

Surgical Flow

Over recent weeks surgical bed capacity has been challenging. This has led to an increase in 

cancellations on the day of admission due to a lack of beds and an unprecedented number of surgical 

outliers within the medical bedbase..  The trust is engaging ECIST to ensure the capacity plans we have 

in place are robust particularly as we continue to attract specialist work in line with the new hospital 

migration plan.  This capacity plan will be completed in October 2015.

5. Risks

Some of the risks which have been previously articulated in this report have been resolved:

 The inability to reach agreement on the WiC activity.
 Lack of an agreed operational budget for 2015-16

There remaining risks to the delivery of this operational plan including:

 Changes to demand (including discharges patterns)
 Less resilience funding than previous year,  which is supporting a number of schemes 
 Lack of agreed operational model and funding for the case managers.
 Availability of workforce 

These are quantified in the BAF which scores 20.

6. Governance

DMc�4�hours�board�report�July�
Overall�Page�136�of�228
Page�5�of�6

http://www.eshareuk.com


RLBUHT BOARD PACK

TITLE: ACHIEVEMENT OF 4 HOUR EMERGENCY CARE STANDARD 
STANDARD AUTHOR: DONNA McLAUGHLIN

Previous papers to the board have 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 actions of this meeting are reported into Resources 

and Performance Committee through the operational performance paper.

The 4 hour overview and scrutiny meeting continues to meet fortnightly and is supported by weekly 

taskforces:

 Emergency Care
 Medicine
 Surgery
 Clinical Support
 External Agency (delayed discharges)

During July the actions plans for the taskforce meeting will migrate to the new project update 

documentation agreed by Executive Team.

7. Conclusion and Recommendation

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust can 

demonstrate an improving position.   

The board is asked to note this report.

DMc�4�hours�board�report�July�
Overall�Page�137�of�228
Page�6�of�6

http://www.eshareuk.com


RLBUHT BOARD PACK

[Type text]

TITLE: Never Events and Serious Incidents Annual Report 

AUTHOR: Helen Ballinger, Risk and Governance Manager

FOCUSED REVIEW: REFERENCE INFORMATION

Purpose of paper Key facts
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Security marking: None
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Has this paper considered the following?                                                                                                           [Please tick all that apply]

Key stakeholders: Our compliance with:
☐ Patients ☐ Regulators (CCG/TDA, Monitor, CQC etc)
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Have we considered opportunity & risk in the following areas?                      

☐ Clinical ☐ Financial ☐ Reputation 
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EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            [1-2 sentences]

This report provides information on the number of never events and serious incidents reported during the 
reporting period 1st April 2014 to 31st March 2015. The data includes trend analysis in relation to the type of 
incidents and key themes leading up to the events.

All never events and serious incident investigation result in a formal report which is presented to and 
monitored by the Patient Safety Sub Committee until all actions are complete.

2. QUESTION(S) ADDRESSED IN THIS REPORT                                   [2-3 sentences]
The report addresses trends and actions taken over the reporting period on the type of incidents occurring in the 
financial year.    In addition each investigation report contains a detailed action plan.

3. CONCLUSION AND RECOMMENDATION                             [2-3 sentences]
The Board is asked to note the content of the report and to be assured that the Quality Governance Committee have 
requested that the Divisions have been charged with identifying key lessons and to share experiences to improve 
patient safety.
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MAIN REPORT: 

1. STRATEGIC CONTEXT                          
From 1st April 2014 to 31st March 2015 the Trust reported 3 Never Events and 54 Serious Incidents.

2. ANALYSIS
Financial year 14/15 saw an increase in the reporting of Patient Safety Incidents by 21%.  In line with this 
increase in reporting there was also an increase in the number of Never Events and Serious Incidents.

2013/14 2014/15
Never Events - STEIS 2 3
Serious Incidents – STEIS 25 54

Never Events – there were 3 in year, a wrong site surgery in ophthalmology, a retained swab in 
urology/anaesthesia and a wrong tooth extraction.

Key Lessons and actions from Never Events:

 Re-affirm the correct storage and retrieval processes for case notes.
 Re-affirm the correct identification process of patients.
 Surgical staff to be present at the commencement of the WHO checklist in theatres
 Review of the trusts Swab Policy and re-education of personnel against the new updated policy.
 Benchmarking of wrong tooth extraction incidents with Manchester Dental Hospital, improve 

intraoperative checks of correct site surgery.  Re-affirm additional intraoperative check of surgical site 
each time the surgeon changes position or instrument changes.

Serious Incidents
Category 2013/14 2014/15

Falls 2 14
Clinical 7 8
Pressure Ulcers 11 7
Transfers and Discharges 4
Cardiac Arrests and Deterioration 1 6
Theatre related 1 3
Violence and Abuse 1 2
Medical Devices 2
Infection Control 2
Medication 1 2
Others 1 3
Total 25 54

Learning from falls:
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There has been a change in report over 2014/15 leading to an increase in patient falls as all head injury and 
fracture neck of femur were reportable, which the trust was not reporting in 2013/14.

 Raise awareness of the importance of completing falls assessment in Day Case settings. 
 Education in falls managements, timeliness of completing the Falls Risk Assessment (FRAT Tool), 

particular on admission to ward; process to calculate FRAT scores, ensuring correct care plan is in 
place against risk assessment findings; process to following in respect of review of falls risk 
assessment post fall and referral to specialist services for on-going care management; 
engagement of the Falls Clinical Nurse Specialist team for pro-active advice/management of 
patients at risk of falls; process of handover to other clinical areas of patients risk of falling; use of 
falls alarms and equipment; removal of falls devices unnecessary to the patients’ needs, 
education of patients in their own falls management; notification of patient falls to relatives.

A new risk assessment tool has been considered and has commenced implementation in 2015/16.

Additional training is on-going to implement use of the new tool, use of falls aids and referrals to falls team.

Learning from Clinical Incidents
 Importance of robust follow up processes and failsafe systems for cancellations or DNA where the 

patients risk of deterioration is high.
 Awareness to review all blood results and not just those clinically being explored
 Process to explore abnormalities on plain x-ray for other clinical reasons

Learning from pressure ulcers
There has been a decrease in hospital acquired grade 3 and grade 4 pressure ulcers in 2014/15

 Education in pressure care management, documentation of  discussions with patients of their 
pressure care plan; documentation of non-concordance of patients with care plan and escalation 
process to follow; requirement to complete assessment of skin integrity and to reposition patients 
2 hourly; process to calculate waterlow scores, ensuring correct care plan is in place against risk 
assessment findings; engagement of the Tissue Viability Team for pro-active advice/management 
of patients risk of pressure ulcers; use of pressure ulcer equipment; importance of diagnostic 
testing to prevent use of devices that may lead to a pressure ulcer.

Additional training is on-going across the trust and where specific concerns highlighted on-going 
support provided by the tissue viability team.

Learning from Transfer and Discharge incidents
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 Revision of process to calculate deterioration in patients; engagement of nurse 
practitioners/medical emergency team in line with MEWS/NEWS indicators; importance of 
documentation of care in line with MEWS/NEWS score

 Review of ambulance services to facilitate timely transfers of deteriorating patients on the 
Broadgreen site to the royal and process to ensure transferred patients are seen immediately in 
Emergency Department on arrival.

 Requirement for medically cancelled patients to be re-assessed by Anaesthesia prior to listing 
again for surgery.

The patient safety team worked closely with Ambulance Services to address delays and implement an 
improved process in requesting emergency ambulances.

Introduction of NEWs and additional training has improved the use of the MET team calls to see 
deteriorating patients sooner.

Learning from Cardiac Arrests/Deterioration
 Education in documentation of non-concordance/patients refusal to have vital signs checked 

and appropriate escalation requirement.
 Strengthening of patient information on risk factors associated with surgical procedures, 

inclusion of significant risk even though a small risk factor.
 Improvement in handover arrangements between clinical teams to ensure continuity of care
 Awareness to review all blood results and not just those clinically being explored
 Established local training programme for “point of care (POC)” devices on the emergency floor.

The Resuscitation team has introduced the NEWS score which prompts MDT involvement in escalation of 
vital signs. 

Learning from Theatre errors
 Awareness of importance detailed consent processes to avoid ambiguity and provide clarity to 

patients on the intended procedure
 Review of processes to ensure theatre lists are accurate and reflect patients consent and 

intended procedure(s)
 Review of handover of medications in the theatre environment, ensuring clarity of medication 

being used.

Trends from Violence and Abuse incidents
 A Review of policy (Violence and Aggression) was completed and on-going work is underway to 

encourage the use of flagging potentially violence and aggressive patients; system to alert 
others to need for assistance and ensure security attend in the quickest timeframe.

 A Review of the Trusts alcohol policy and guidance was completed within the Division of 
Medicine. 

Trends from Medical Device incidents
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 Air flow meters have been changed to enable the distinction between air and water flow 
outlets.

Trends from Infection Control
 Review of process to assign correct equipment to decontamination machines and clarity on roles 

and responsibilities.

Trends from Medication errors
 Education on importance of obtaining and communication medication history, preventing 

double dosing or absence of critical medicines.
 Review of cannula’s in use across the hospital, review of processes in anaesthesia to ensure 

deposits of anaesthetic medicines are not left in the cannula which will be flushed later in the 
patients care plan.                             

3. CONCLUSION & RECOMMENDATION                  
The Trust Board is asked is asked to note the contents of this report and to consider if any further work 
should be initiated to address key themes noted.
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PROJECT INTRODUCTION.

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

√ To note

☐ For decision (no budget requested) Service line affected: 
Patient Experience

☐ For decision (budget requested) Date of board meeting to discuss this paper: 
July 2015
 

Budget: N/A Security marking: None
Funding source: N/A

Other forums where this has/will be discussed: Quality Governance Committee / Patient Experience Sub-Committee
(Please see appendix for details of full audit trail of this paper)

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

Key stakeholders: Our compliance with:
√ Patients √ Regulators (PCT/SHA, Monitor, CQC etc) 

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

√ Equality, diversity & human rights

Have we considered opportunity & risk in the following areas?                      

√ Clinical Financial √ Reputation YES

Quality of care Fines from Ombudsman State: Patient experience

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            [1-2 sentences]
This annual report provides information on the number of complaints (informal and formal) that were received by the 
Trust during the reporting period 1st April 2014 to 31st March 2015. The data includes trend analysis in relation to the 
main issues raised, performance in responding to complaints and actions implemented as a result of concerns that have 
been raised.

2. QUESTION(S) ADDRESSED IN THIS REPORT                                   [2-3 sentences]
The report provides an overview of performance relating to the management of complaints received by the Trust in 
2014/15.

3. CONCLUSION AND RECOMMENDATION                             [2-3 sentences]
Trust board are asked to consider the information contained within this paper.
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MAIN REPORT: Complaints & PALs Annual Report 2014/15

1. STRATEGIC CONTEXT 
          

This report provides information on the number of complaints (informal and formal) that were received by 
the Trust during the reporting period 1st April 2014 to 31st March 2015. The data includes trend analysis in 
relation to the main issues raised, performance in responding to complaints and actions implemented as a 
result of concerns that have been raised.

The Trust advocates that learning from complaints is a priority and this report directly contributes to the 
Trust strategic objectives in relation to patient safety, experience and productivity. 

Strategic Theme:

To deliver an exceptional patient experience, making the Trust one of the most sought after places to be 
treated anywhere in the world.

  
2. INTRODUCTION

In April 2009 a revised NHS Complaints Process was introduced to create a simpler, more flexible complaints 
process within the NHS and social care services in England. The changes were introduced following a 
consultation process by the Department of Health that sought to unify and reform the previous separate 
systems for complaint handling.

This new system was designed to be more locally led and complainant-centred and to create a less 
prescriptive and more flexible process. It seeks to ultimately create an environment of openness and 
communication between service user and service provider.

The new regulations reinforce that organisations learn from complaints and that as a result services for 
patients are improved. This is supported by the Parliamentary Health Service Ombudsman ‘Principles of 
Good Complaint Handling’.

From 1st April 2014 to 31st March 2015 the Trust received 1801 complaints, 1383 of which were informal, 401 
formal and 17 cross boundary/joint agency investigations.

Complaints management remains to be an integral part of the Care Quality Commission Fundamental 
standards which is subject to scrutiny as part of the inspection process. NHS Trusts must be transparent 
about how complaints are managed and should ensure that being able to make a complaint is an easy 
process. As part of the Trust’s Listening week events held throughout the year, the PALS and Complaints 
team promote their service.

The graphs on the next page illustrate complaints and PALS contacts received over a three year period, 
comparing activity quarter on quarter. Complaints numbers were fairly consistent throughout both 2012/13 
averaging around 70-80 complaints a quarter. Similar consistency was seen throughout 2013/14 with 
average numbers slightly lower than the previous year with 60-70 complaints.
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In 2014/15 the Trust had an increase in complaints Q3 onwards with a 64% increase in ‘formal’ complaints 
and ‘22%’ increase in informal (PALS). From January 2015 there was a change in ownership of the complaints 
process and the directorates now collate directorate’s response. The increase in complaints from Q3 
coincided with the change of ownership now placed on the directorates. 

PALS contacts showed a steady increase throughout 2012/13, 2013/14 and 2014/15 indicating more 
concerns being flagged with the Trust. 
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The following chart illustrates the split of complaints between the service areas of patient care over the past 
three years. There was a 39% increase in inpatient complaints from 2012/13 to 2014/15 and 38% increase in 
outpatient complaints.

Complaints by division

The following tables illustrate the distribution of complaints (417) by division received during 2014/15.

An increase in complaints has been observed by the medical and surgical divisions throughout 2014/15. This 
increase in complaints received by the Trust reflects the national trend. Changes and investment has been 
made into how complaints are managed within the Trust and the divisions are taking more responsibility for 
the ownership, performance and learning lessons from complaints. 
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Complaints and PALS activity by ward 2014/15

The table below shows the top 20 variations in the distribution of complaints and PALS contacts by Ward. As 
in other years, the data also illustrates that, even when complaints are relatively low, PALS contacts can be 
high.

Looking at the top five wards with the greatest number of combined complaints and PALS contacts, the most 
frequently raised issues relate to outpatient clinic, majors A&E/AMU, Dental Hospital and Gastroenterology 
Day Ward

COMPLAINTS PALS

Outpatient Clinic 82 Outpatient Clinic 539

Majors A & E 20 Office/Room 102

St. Paul's OPD 16 St. Paul's OPD 49

Acute Medical Assessment Unit 15 Minors A & E 34

Gastro Unit Day Ward 15 Dental Hospital 31

Minors A & E 13 Ward 8X 28

Office/Room 13 Gastro Unit Day Ward 28

Ward 4A 12 Ward 5B 24

Ward 8X 10 Audiology Department 18

St. Paul's Day Ward 8 Majors A & E 18

Ward 6Y 8 Ward 8Y 18

Ward 6X 7 Acute Medical Assessment Unit 17

Ward 7B 7 Podiatry 16

Ward 9X 7 Urology Centre 16

Dental Hospital 6 Ward 7A 16

Ward 2 6 Physiotherapy 15

Ward 2B 6 Pain Medicine Unit 14

Ward 4B OTAU 6 Ward 4A 13

Ward 5B 6 Ward 4B OTAU 13

Ward 7A 6 Ward 5Y 13
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Causes of Complaints

Each complaint can often be multi-faceted, particularly inpatient concerns which may cover the multi-
disciplinary team and relate to events over a short or extended period of time. 

The top 3 subjects for informal complaints – Year 14/15 are:-

Appointments, delay/cancellation (outpatient)                                485

Communication/information to patients (written and oral)               461

All aspects of clinical treatment                                                       222

The top 3 subjects for formal complaints – Year 14/15 are:-

All aspects of clinical treatment                                                       233

Attitude of staff                                                                                46

Communication/information to patients (written and oral)               34

The top 3 subjects for cross boundary complaints – Year 14/15 are:-

All aspects of clinical treatment                                                       11

Communication/information (written and oral)                                 4

Admissions, discharge and transfer arrangements                         3

The Trust does recognise that the majority of complaints/concerns received by the Trust do have an element 
of substance in their basis which the Trust can learn from.
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Ethnicity, age of complainants, and access 

The ethnicity of patients in 2014/15 is shown in the table below. Age is recorded as a number and does not 
feature as an age bracket. Both ethnicity, age and access needs to be reviewed to ensure this is completed 
on DATIX accordingly and validated.

Patient Ethnicity 
(KO41(A))

 

Black Caribbean 1

Mixed white and Asian 1

Other mixed 1

Not stated 174

Other ethnic category 6

White - British 236

Parliamentary and Health Service Ombudsman

The Parliamentary and Health Service Ombudsman (PHSO) helps to resolve complaints about the National 
Health Service. They are the final stage in the NHS complaints process.

For the financial year 2014/2015 the Trust had 14 cases referred to the PHSO. This is in line with previous 
years. The current position regarding these cases is as follows:

 Seven cases are still being considered by the PHSO
 In 7 cases, following initial review by the PHSO, a decision was made not to investigate these cases. 

The response and action taken by the Trust was deemed appropriate.
 In two cases, the complaint was upheld.
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Learning from complaints

The Trust is committed to learning the lessons from complaints to drive service improvement both at a trust-
wide and local level. Throughout the year complaints have fed into staff education and learning, reflective 
practice across multi-disciplinary teams and changes to local practice and procedures.

Delay in diagnostic test results

“The patient believed that there was an unnecessary delay in receiving his muscle biopsy results”

As a result of this complaint the department has changed the provider of this service. Specimens are now 
sent on a weekly basis and a record of their dispatch is now recorded. Results are now returned on a secure 
computer server. The specimen database which is used for tracking specimens is now audited on a monthly 
basis.

Delay in diagnostic test 

“Patient complained that there had been a significant delay in arranging an ultrasound scan following an 
outpatient appointment. It took several telephone calls to confirm the arrangements for the scan”  

Processes have been put in place to ensure that when any type of scan is requested during an outpatient 
appointment, the Medical Secretary will check the appointment system to ensure that the scan has been 
booked when typing up the clinic letter.

Staff attitude

“Concern expressed by a patient about the way a member of staff spoke to her when trying to find out about 
her admission to hospital”

Staff identified in complaints relating to their poor attitude when dealing with patients are referred for the 
Trust’s Care and Concern training programme.

Infection prevention and control

“A patient complained to the Trust regarding the cleanliness of a Cardio monitor he was supplied with by the 
hospital”

Action taken by the Cardiology department as a result of this complaint includes:

 All staff who supply equipment to patients for overnight use have had refresher training on how to 
clean equipment properly.

 Documentation has been updated to ensure that cleaning equipment is recorded.
 Weekly spot checks have been introduced to assess the cleanliness of all equipment. This is in line 

with the general review of equipment.
 The level of stock for the department is under review, to ensure that there is enough stock available 

and ready to use.
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Compassionate care 

“A patient’s family complained about their elderly relative’s discharge from the hospital by ambulance. They 
felt that their relative was not wearing appropriate clothes for the journey in inclement weather”

When discharging patients the nursing staff will ensure that patients travelling home by ambulance or any 
other means of transport will be dressed appropriately for their journey whatever the weather. Patients who 
are unable to take responsibility for their belongings will have them listed prior to them leaving the ward. 
Copies of lists will be kept as a record in the belongings and property book. A copy will also be kept in the 
medical records.

Communication

“A patient attending the Gastroenterology Unit received the incorrect information pack, resulting in her 
taking an unnecessary bowel preparation

This poor patient experience has been discussed with the administrative team, and to ensure that the correct 
appointment letters are sent out, a cross check system has been implemented.

Documentation in the department has been updated so that the procedure the patient is having is checked 
against the referral letter to ensure that the patient does actually require bowel preparation.

The process for dispensing Moviprep will now be completed by the nursing team with immediate effect.

The administrative team will now take all patient details and collect the relevant information before 
responding to a patient’s query via the telephone. This check will highlight the procedure the patient is to 
have.

3. CONCLUSION

The Trust Board is asked to consider the contents of this annual report noting that in 2014/15 there was an 
overall increase in the number of formal complaints received by the trust and this has reflected the national 
trend. There has been a focus on improving the quality of complaint letters and a focus on data quality with 
the purchase of the Datix system for the recording of complaints going forward. The complaints team have 
been strengthened in structure and the internal audit action plan following a review by Mersey Internal Audit 
has been implemented although it is noted that additional actions have come out of this plan that are now 
being taken forward. Additional governance arrangements are being implemented to provide assurances 
with regards to learning lessons from complaints which will continue to be taken forward in 2015/16. An 
external review will be undertaken over the forthcoming months and will be reported through the Patient 
Experience Group and Quality Governance Committee. Patient experience intelligence will continue to be 
collated going forward so that continual improvements can be made across the trust. 
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EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            [1-2 sentences]

The aim of the Annual report is to describe the Trust arrangements for early identification 
of patients with infections in hospital and the measures taken to reduce the spread of 
infections to others. It also reviews the accountability arrangements, policies and 
procedures relating to infection control, audit, surveillance and education.   
The Trust has improved its performance in reduction of HCAI in comparison to the same 
period last year.

Micro-organism Total Trust attributable cases 

April 2013-March 14

Total Trust attributable cases

April 2014- March 2015

MRSA( Blood Cultures) 8 7

C.difficile Infection 51 43

2. QUESTION(S) ADDRESSED IN THIS REPORT                                   [2-3 sentences]
None the paper is for assurance and information
3. CONCLUSION AND RECOMMENDATION                             [2-3 sentences]

The ongoing work in early recognition of Infectious Diarrhoea, ANTT roll out and 
mandatory Infection Prevention Training is having a positive impact on the Trust HCIA 
performance. The Board are requested to accept this assurance.
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MAIN REPORT: 

1. ANALYSIS                                                  
1.1 Surveillance of Healthcare Associated infections 2014/15

Methicillin resistant Staphylococcus aureus (MRSA) bacteraemia  
The Trust has continued to focus on the reduction of HCAIs as a priority to ensure patient safety and to aim for 
zero tolerance for all avoidable health care associated infections. The Trust did not meet its target of zero 
MRSA bacteraemia for 2014/15 having had 7 bacteraemia.
Actions taken
•The Trust has developed two Divisional Skills Facilitators roles who work directly with ward based teams to 
provide training
•To date 900 Nursing staff have been competency assessed in ANTT and device care and training. Each ward 
and clinical area has identified peer reviewers.
•300 Medical staff have been trained 
 A skills competency passport will ensure only staff trained and competent can  access devices
•This will be supported by a Central Register and a visual prompt on the staff members ID badge. 
•Ongoing training will be monitored via ESR with a reminder sent at 3 and 1 months when training is due.
As a result the Trust has seen a reduction in Intravenous Device related infections the first quarter of 2015 
Clostridium difficle infection (CDI) 

                The trust has continued to reduce the number of CDI positive cases, throughout 2014/15.The Trust met its 
                target of 48 positive cases having had 43 cases. A further 5 cases were supported at appeal making the final
               year-end total 38
      1.2 CPE (Carbapenemase producing enterobacteriaceae)

The Trust has implemented and is working towards compliance with NHS England National Tool kit.
A number of barriers, primarily the lack of suitable isolation provision, provide a challenge to full implementation.
Between July 2104 and March 2015 32 patients tested positive for CPE. 7 of these patients were known to be positive 
prior to or on arrival in the Trust. The remaining   25 were not known to have been positive on admission and may have 
potentially acquired the organism while in the Trust, either through contact with unknown CPE carriers or after contact 
with other positive patients. 
This increase in cases was primarily due to a number of cases identified on one ward. As a result the ward was closed to 
admissions for 31 days and a significant number of bed days were lost. An extensive deep clean and disinfection regime 
was instigated prior to the ward opening toolkit.

1.3 Ebola
The Trust was named as a designated Hospital should the Royal Free London see an increase in numbers. The Infection 
Prevention and Control Team support the Trust in preparing for patients suspected of having the virus.
 Preparation

• Weekly MDT planning meetings were established and key communication messages agreed.
• Teleconferences were established between the Trust and key partners 
• The Viral Haemorrhagic Fever Policy was updated and disseminated across the Trust 

               • A Trust wide simulation exercise and briefing session was completed with support from PHE.
• The Trust received formal approval as a Surge Centre following a formal review by the Health and  
                Safety Executive in September 2014.
There were no confirmed Ebola cases admitted to the Trust 

2. Performance review
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EXTERNAL REVIEWS
Trust Development Agency
In February and August 2014 Trust Development Agency (TDA) carried out two independent reviews of the 
IPC service across the Trust. The team consisting of representatives from Public Health England, NHS 
England and the CCG Quality Lead spent four days in the organisation speaking to staff and observing 
practice. 
Salford External Review
In December 2014 Salford Royal Infection Prevention Lead was invited to review the delivery of Infection 
Prevention and Control across the Trust.
Recommendations from both reviews have been incorporated in the IPC forward Plan.
The IPC Forward Plan is monitored at Infection Control Group and Patient Safety Committee and the Trust 
remains on target to achieve its objectives.

3. Key Challenges Ahead.
 Management of CPE will continue to challenge the Trust with a potential impact on activity. The lack of a 

decant facility to enable prompt isolation and cleaning is of concern. To mitigate against this the DIPC has 
asked the Infection Prevention Team to increase the use of Isolation Pods across the Trust. The Board is 
asked to support this request.

 The Trust will continue to face challenges with intravenous device management and the Board is asked to 
support the continued employment of the Infection and Prevention Skills Facilitator posts and the 
provision for ANTT. 

2 CONCLUSION & RECOMMENDATION                       
The Infection, Prevention and Control Team have had a challenging year to meet the increasing demand for 
technical, clinical and service advice at a time when healthcare acquired infection has remained high on the 
political and national agenda. 
While the Trust has performed well against its Clostridium difficle infection (CDI) we have continued to struggle 
with MRSA bacteraemia. The introduction of ward based skills facilitators and enhanced surveillance and 
training has made an impact. The continuation of this is essential if the Trust is to sustain an improvement.
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EXECUTIVE SUMMARY FROM DIRECTOR OF INFECTION PREVENTION AND 
CONTROL 

The Royal Liverpool and Broadgreen University Hospital Trust is committed to reducing 
Healthcare Associated Infection (HCAI) across the Liverpool and Merseyside health 
economy and continuously strives to improve infection prevention and control practice. 
This report details the performance in RLBUHT against standards, targets and national 
initiatives from April 2014 to March 2015. 

The aim of the report is to describe the Trust arrangements for early identification of 
patients with infections in hospital and the measures taken to reduce the spread of 
infections to others. It also reviews the accountability arrangements, policies and 
procedures relating to infection control, audit, surveillance and education.   

Performance against key Objectives

Micro-organism Total Trust attributable cases 
April 2013-March 14

Total Trust attributable cases
April 2014- March 2015

MRSA( Blood Cultures) 8 7
C.difficile Infection 51 43

1. INFECTION PREVENTION AND CONTROL TEAM STRUCTURE

The team structure has changed in 2014/15 with the addition of Health Care Assistant 
and administration support and the introduction of IPC Skills Posts. This has released 
Specialist Infection Control Nurse resources to provide IPC support at ward level and 
assisted with the Roll out of ANTT (Aseptic None Touch Technique)
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1.2 Reporting Structure 
The Trust Infection Control Group (ICG) meets monthly and has representation from 
throughout the Trust. There are a number of committees, groups and work streams that 
report to ICG including;

 Water Safety Group
 Estates Committee 
 Anti- Microbial  Group
 Health and Safety Committee
 Occupational health
 Surgical Site Infection Surveillance 

The Infection Control Group reports to the Patient Safety Committee and minutes of the 
Infection Control Group are circulated widely.

 A daily Infection Control update is circulated to key personnel across the Trust. 

 Weekly situation reports giving progress against HCAI targets are circulated 
across the Divisions, key personnel within the organisation, NHS England, PHE 
and Local CCGs and Community Infection Prevention Teams.

 The Infection Prevention and Control Team also produce a summary for the 
Quality Report, Quality account and Patient Safety  Newsletter

 An Infection Prevention and Control Report is presented at Risk Management.

 Exception reports are produced for Board to update on key issues.

1.3Infection Prevention Collaboration Arrangements  

 The Infection Prevention and Control team works closely with other  teams 
across the health economy including: 

 Community Infection Prevention and Control Teams and
 Public Health England. 
 NHS England

 The team works closely with the Infectious Diseases team to provide rapid 
assessment; triage and isolation of patients with confirmed or suspected 
infections.

 The team works closely with the Clinical Skills Training Manager and 
Intravenous (IV) access teams to provide education, training and a peer review 
process for cannulation, peripheral and central line management and blood 
cultures. The IPC team regularly delivers training to junior and senior medical 
colleagues
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 The team works closely with Hotel Services contract monitoring team who focus 
on cleaning and hygiene standards and ensuring deficits identified are acted on 
promptly. The IPCT are represented on regular dashboard visits to clinical areas 
which take place with representation from Estates, Hotel Services and Matrons.

 There are approximately 90 infection prevention and control link practitioners 
within the trust. During 2014 -15 three study days were held with attendance 
levels averaging 55 to 70 participants. There are now also Ward based ANTT 
peer reviewer link nurses who have their own study days.

2. EXTERNAL REVIEWS

2.1 Liverpool CCG Assurance Framework 

This is reported monthly to the CCG and at Infection Control Group and incorporates 
performance data, exception reporting audit data and screening compliance. 

2.2 Trust Development Agency

In February and August 2014 Trust Development Agency (TDA) carried out two 
independent review of the IPC service across the Trust. The team consisting of 
representatives from Public Health England, NHS England and the CCG Quality 
Lead spent four days in the organisation speaking to staff and observing practice. 
Recommendations   from their report have been implemented as part of the 
Infection and Prevention and Control Forward Plan.

          The Trust completes a monthly HCAI return for the TDA

2.3 Salford External Review
In December 2014 Salford Royal Infection Prevention Lead was invited to review 
the delivery of Infection Prevention and Control across the Trust.
Recommendations have been incorporated in the IPC forward Plan.

2.4 Mandatory Surveillance

The trust submits data on MRSA, MSSA E Coli and Clostridium
difficile infections (CDI) by the 15th day of each month to the Public Health England
via an online Mandatory Enhanced Surveillance Database.

HCAI data is also submitted each month to the Quality Report and Corporate Information.

Infection�Control�Annual�Repor
Overall�Page�160�of�228
Page�5�of�16

http://www.eshareuk.com


Royal Liverpool & Broadgreen University Hospitals NHS Trust

Infection Control Annual Report 2013/2014
M Dewhurst

Page 6 of 16

3. INFECTION AND PREVENTION AND CONTROL ACTIVITIES 

3.1 Performance

2014-2015 has been a very challenging year for the Trust in relation to infection prevention 
and control and we have worked hard to continue to deliver reductions in healthcare 
associated infections. All MRSA MSSA and E Coli bacteraemia and all CDI infections are 
subject to a root cause analysis ( RCA) investigation which is presented at the weekly 
Bacteraemia meeting. Lessons learnt from these are disseminated across the Trust.

3.2 Surveillance of Healthcare Associated infections 2014/15

The Trust has continued to participate in the mandatory surveillance for the following;

3.3 Methicillin resistant Staphylococcus aureus (MRSA) bacteraemia  
The Trust has continued to focus on the reduction of HCAIs as a priority to ensure patient 
safety and to aim for zero tolerance for all avoidable health care associated infections. The 
Trust did not meet its target of zero MRSA bacteraemia for 2014/15 having had 7 
bacteraemia. 
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Themes identified following root cause analysis (RCA) investigation;

Inconsistent practice by staff accessing or manipulating peripheral or central Intravenous 
devices

Actions taken

 The Trust has developed two Divisional Skills Facilitators roles who  work 
directly with ward based teams to provide training

 To date 900 Nursing staff have been competency assessed in ANTT and device 
care and training. Each ward and clinical area has identified peer reviewers.

 300 Medical staff have been trained 
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     A skills competency passport will ensure only staff trained and competent can
   access devices

 This will be supported by a Central Register and a visual prompt on the staff 
members ID badge. 

 Ongoing training will be monitored via ESR with a reminder sent at 3 and 1 
months when training is due.

3.4 Clostridium difficle infection (CDI) 

The trust has continued to reduce the number of CDI positive cases, throughout 
2014/15.The Trust met its target of 48 positive cases having had 43 cases. A further 5 
cases were supported at appeal making the final year-end total 38. 

Apr-1
4

May
-14

Jun-14
Jul-1

4

Aug-1
4

Se
p-14

Oct-
14

Nov-1
4

Dec-1
4
Jan

-15

Fe
b-15

Mar-
15

0
5

10
15
20
25
30
35
40
45
50

Cumulative Trajectory - Trust
attributable cases
Cumulative Trust attributable
cases

Actions Taken
 Monthly Antimicrobial prescribing audits. Feedback given at RCA meetings and via 

Directorate Governance to individual Clinicians 
 Risk assessment completed on all patients admitted to the Trust
 Increased environmental cleaning with additional ISS support for Nurse Cleaning 

and improved Hydrogen Peroxide disinfection systems.
 Increased Environmental Audit
 Increased Hand Hygiene surveillance.
 The CDT steering group has been re-established with direct remit to identify and 

implement changes from RCA and report to Infection Control Group.
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3.5 Orthopaedic Surgical surveillance and post discharge follow up.
The Trust contributes to the National Joint Registry and Public Health England National 
Orthopaedic Surgical Site Surveillance. Programme. This involves data collection on post-
operative surgical hip and knee patients including a three week post discharge telephone 
follow up. Patients who experience any problems post operatively have the option of 
attending a nurse led wound clinic. 
Rates for Surgical Site Infection remain within lower quartile and reports are monitored via 
the Infection Control Group and Surgical Governance. 

Reduction of Long Bone fractures

Year and Period No of operations No of 
Infections

%

2014 Q 1 18 0 0.0%
2014 Q2 23 0 0.0%
2014 Q3 26 0 0.0%
2014 Q4 29 0 0.0%

Repair of Neck of Femur
Year and Period No of operations No of 

Infections
%

2014 Q 1 88 3 3.4%
2014 Q2 72 1 1.4%
2014 Q3 80 0 0.0%
2014 Q4 86 1 1.1%

Hip Replacement
Year and Period No of operations No of 

Infections
%

2014 Q 1 16 0 0.0%
2014 Q2 27 0 0.0%
2014 Q3 14 0 0.0%
2014 Q4 17 0 0.0%

Total Knee Replacement

Year total No of infections %
559 2 0.4%

Hip Replacement Broadgreen Site 

Year total No of infections %
438 4 0.9%
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3.6 Vascular and Hepato-Billary

Surveillance of Surgical site infections commenced in the Vascular Directorate for Lower 
Limb Amputations and Endarterectomises.

Whipple’s procedures April 2014- April 2015

 12 months data indicate there has been clear improvement in cases of surgical 
wound infections.

 A total of 118 procedures were carried out with 6 reportable infections compared to 
123 procedures in 2013 with 22 reportable infections. 

 This equates to an infection rate of 5% and improvement of 77% on the previous 
year’s data for Whipples procedures 

Lower Limb Amputations April 2014-December 2015

 Surgical site infection rates have improved with an overall annual rate of 8% 
compared to 24% in 2013 National rates are 15%.

 This equates to a 70% improvement in patients who have had a surgical wound 
infection following a lower limb amputation.

Changes in practice as a result of the surveillance

 Standardisation of antibiotics given to patients in the operating theatre

 Standardised dressings for post-operative wounds to Silver impregnated dressings

 Decreased number of drains used in the initial post-operative phase this was to aid 
not disturbing the post-operative dressing.

 Wound dressings only be taken down as per surgeons request and would be 
replaced immediately 

3.7 Influenza 

The IPCT team continues to lead on the Trust Influenza vaccination campaign.
As a result the Trust was one of the best performing Trusts in the England
 having vaccinated 76.3% % of front line staff.

Staff Group Total number %
Medical staff 383 62.6%
Nurses 1,169 69.6%
Prof and technical 947 86.1%
Support 701 87.5%
Total 3,199 76.3%
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4. CPE  (Carbapenemase producing enterobacteriaceae)

The increasing risk posed by CPE has been recognised internationally and nationally 
locally hospitals on the Wirral and Chester have had significant numbers of cases and 
Manchester have the highest prevalence outside London. 
The Trust has implemented and is working towards compliance with NHS England 
National Tool kit.
A number of barriers, primarily the lack of suitable isolation provision, provide a challenge 
to full implementation of the national toolkit

4.1 Current Position at RLBUHT & Actions

 In May 2014 an updated policy for the management of multiply-resistant organisms 
was ratified by the Infection Control Group and has now been implemented across 
the Trust.

 In July 2014 routine weekly screening for CPE commenced in high risk areas, ITU, 
8HDU and Haematology. 

 Screening has now been rolled out to other high risk areas and to patients with risk 
factors for carriage identified on admission 

          
 All inter hospital transfers are screened on admission; in May 2015 112 patients 

were screened on transfer into the Trust. 

 Between July 2104 and March 2015 32 patients tested positive for CPE. 7 of these 
patients were known to be positive prior to or on arrival in the Trust. The remaining   
25 were not known to have been positive on admission and may have potentially 
acquired the organism while in the Trust, either through contact with unknown CPE 
carriers or after contact with other positive patients. This increase in cases was 
primarily due to a number of cases identified on one ward. As a result the ward was 
closed to admissions for 31 days and a significant number of bed days were lost. 
An extensive deep clean and disinfection regime was instigated prior to the ward 
opening. 

4.2 Numbers of positive CPE results July 2014-March 2015 

MONTH 2014 No. CPE positive No. Trust Acquired
July 3 1
August 3 1
September 4 4
October 2 2
November 3 1
December 3 3
January 3 3
February 4 4
March 7 6
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Numbers of Staff trained in CPE screening and management of patients

Training incorporates;
 Screening Protocols
 Appropriate use of PPE
 Isolation procedures
 Patient information

Training for CPE is now part of an annual mandatory IPC training update and is recorded 
on ESR.

Numbers of Staff trained in CPE screening and management of patients 

Location Numbers trained Total
Infectious 
Disease

34

Orthopaedics 4a 
/4b

32

General Surgery
9y 16
8x 22
ESAU 20
5b 20
5a 9
8y 12
8a 13
Haematology 43 221
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5. Ebola 

The UN declared the outbreak of Ebola virus in West Africa an international public health 
emergency.  This remains the world's most serious outbreak to date.
The Trust was named as a designated Hospital should the Royal Free London see an 
increase in numbers. The Infection Prevention and Control Team support the Trust in 
preparing for patients suspected of having the virus.

5.1 Preparation

 Weekly MDT planning meetings were established and key communication 
messages agreed.

 Teleconferences were established between the Trust and key partners 

 The Viral Haemorrhagic Fever Policy was updated and disseminated across the 
Trust 

 A Trust wide simulation exercise and briefing session was completed with support 
from PHE.

 Estates work was completed to provide additional space for changing in and out of 
PPE ,so reducing risk of contamination 

 The IPC supported Team an extensive training programme for staff on use of PPE.

 The Trust received formal approval as a Surge Centre following a formal 
review by the Health and Safety Executive in September 2014.

6. TSE Ophthalmology Look Back Exercise

Background

A patient who underwent two operations involving posterior eye surgery in January and 
August 2005 at St. Paul’s ophthalmology unit was subsequently diagnosed with Sporadic 
Creutzfeldt- Jacob disease (CJD). 
Following notification by the local Health Protection Unit a look back exercise commenced 
to identify patients on whom the same instrument trays (3 trays) had been used until the 
trays had been reprocessed 10 times. 

 17 patients were identified on whom the instruments were used

 It was agreed that after ascertaining the current addresses of the patients and their 
GPs, and having accurately confirmed the number of patients who have died in the 
intervening period (4), the remaining patients would be contacted by post advising 
them to see their GP for advice in the first instance.
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 GPs were contacted by telephone and a letter with additional information.

 Patients were sent letters to advise them of the situation. (copied to GPs). 

 The IPCT established a dedicated helpline 

 4 patients who made contact with the Trust were given reassurance

 No further actions were required and the look back exercise and all actions were 
closed.

7. Norovirus Outbreaks 
There have been two outbreaks of Norovirus in the Trust
January 2015 -2 wards were affected with 3 positive patients resulting in 53 bed days 
lost 
February 2015 3 wards affected with 6 positive patients resulting in 61 bed days’ lots

8. AUDIT 

8.1 Audit Programme
The IPCT has a robust audit programme that engages with all staff. This year a 
simplified system was introduced. This enables staff to save and share audits 
electronically on Share Point.

Audits include;
 Weekly Hand hygiene audits
 Monthly Saving Lives ward based audits
 Environment audits
 ISS monitoring of cleanliness programme
 Post Infection hand hygiene and Environmental audits.
 Covert Hand Hygiene Audits 

8.2 In addition the team have focussed on monitoring compliance with IPC Policies. 
these have included.

 Compliance with Universal Precautions & Isolation Policy

The aim of this audit was to monitor compliance with standards as identified in the 
Universal Precautions and Isolation Policy.

 Results 
Areas of practice that require improvement

 Hand hygiene practice on both entering and leaving isolation rooms.
 Incorrect  use of PPE in the case of droplet precautions
 Incorrect disposal of Linen
 The audit has been shared with the relevant Matrons and Ward Managers.
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8.3 Covert hand hygiene prevalence audits
While compliance with Trust weekly hand hygiene audits appears to show between 80-
100% compliance, there is some question about the validity of these audit results.
In an attempt to gain a more accurate picture of hand hygiene compliance across the 
organisation it was decided to carry out covert Trust Wide Point Prevalence audits for each 
quarter. These demonstrated variable compliance between wards which in general were 
poorer than the internal audit data.

Results 
 The audit results have been disseminated across the organisation with Ward 

Managers required to complete action plans and provide assurance that 
compliance will improve.

 Results are now reported back via perfect Ward and Managers are required to 
report to the Chief Nurse if areas are Red.

 A Trust wide point prevalence of hand hygiene knowledge was completed the first 
week in May. This indicated   some gaps in Knowledge around the 5 moments. 
Actions taken 

 The link nurse day on the 21st May 2015  focused on back to basics 
 ISS training has been reviewed with the ISS trainer; staff are now required to 

complete  a work book on infection control 

9. EDUCATION & TRAINING

The infection prevention team provides mandatory training and induction 
presentations on a monthly basis. 

           A total of 980 staff attended clinical induction training and a total of 2475 staff were 
updated on Infection control measures during Mandatory Training.

           The team also deliver on Consultant Mandatory Training

Additional training undertaken in 2015 included

 F2 Training – July 2014 and October 2014

IC team set up a work station and together with Clinical Skills team. Looking at 
good Infection Control practice and isolation measures this was attended by 92 
medical staff.

 Health Care Assistant (HCA)
IPCT deliver on the HCA Essential Skills Course

 ANTT- It is mandatory for all staff who insert, access or manipulate devices to be 
trained   in ANTT. A total of 2,300 staff have now been trained and peer reviewed. 
All ANTT training is recorded on ESR.
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 Chief Executive Mandatory Infection Prevention Pledge 
              A Total of three thousand Staff attended or viewed the mandatory Training update
              and signed their pledge of support to preventing infection.
 
10. POLICIES UPDATED 
The following policies have been updated; 

 MRSA screening Policy 
 MRSA Management Policy
 Aseptic Technique
 Management of Risk associated with HCAI
 Safe Disposal of Sharps
 Tuberculosis Policy

11. Awards
The Team were again successful at the Trust Team of the Year awards having supported 
the development of the Catheter Passport. 
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Four members of the Infection Prevention Team successfully completed the Royal Nurse 
Graduation Programme

12. FORWARD PLAN INFECTION PREVENTION TEAM 2015/16

The forward plan focuses on actions required to ensure compliance with the Health 
Act, continued progress with Standards for Better Health, NICE guidance and 
re4commendations from external review  

13. SUMMARY AND CONCLUSIONS

The Infection, Prevention and Control Team have had a challenging year to meet 
the increasing demand for technical, clinical and service advice at a time when 
healthcare acquired infection has remained high on the political and national 
agenda. 
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COVER SHEET: REFERENCE INFORMATION

Purpose of paper Key facts
x For assurance Sponsor: Dr Peter Williams

Date of board meeting to discuss this paper: 28/07/2015

Security marking: None

Has this paper considered the following?                                                                                                          

Key stakeholders: Our compliance with:
x Patients x Regulators (PCT/SHA, Monitor, CQC etc)
x Staff x Legal frameworks (HSE, NHS Constitution etc.)

x Equality, diversity & human rights

Have we considered opportunity & risk in the following areas?                      

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

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            

NHS England requires the Trust Board to receive an annual report on the implementation of 
revalidation. The revalidation process provides a positive affirmation of a doctor’s fitness to 
practise and is based on annual appraisals underpinned by a robust clinical governance 
system which provides supporting information for appraisals and an effective mechanism for 
managing concerns about doctors. 

This paper outlines the Trust’s position with regard to revalidation as of 31/03/15 and provides 
an update on the progress made on improving medical appraisal during the previous appraisal 
year ie. between 1/4/14 and 31/3/15.

The report uses the template required by NHS England as outlined in  A Framework of Quality 
Assurance for Responsible Officers and Revalidation, Annex D - Annual Board Report Template 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                   

 Number of doctors that have been revalidated:
As of 31/03/15, 429 doctors had a prescribed connection with RLBUHT.  116 of these 
doctors were revalidated during the previous 12 months.  29 revalidation submissions 
were deferred.

 
In total, 241 doctors have been revalidated and 35 have been deferred since the 
process began in 2012.  This is in line with national data.
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 One doctor was reported to the GMC for non-engagement.  He has since engaged with 
the revalidation process.

 Appraisal rate:
As of 31/03/15, 88% of doctors had an up to date appraisal compared to 83% the 
previous year. This is despite the fact that locums and doctors on short term contracts 
who tend to have lower appraisal rates are now included. Previously all of these 
doctors were not known to the revalidation team and therefore were not included.

 A review of the organisation’s development needs
o The electronic appraisal system is still not performing optimally and needs more 

support from the IT department and NCS-IT, the company involved in the 
development of the system.

o More investment is needed into providing accurate activity and outcome data for 
individual doctors.

3. CONCLUSION AND RECOMMENDATION                             

IMPACT ON STRATEGIC OBJECTIVES

This report provides assurance that all statutory obligations with regard to revalidation are 
being fulfilled and that our systems are sufficiently effective to support the responsible officer’s 
recommendations.  The continued progress of this work is essential in achieving revalidation 
of doctors and the continued safe provision of quality care for patients.  The revalidation team 
is currently well supported by the Trust.

BOARD ACTION

The Board is asked to approve the progress report and to continue to support the systems, 
policies and procedures to meet the requirements for revalidation.
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1. Background

Medical revalidation was launched in 2012 to strengthen the way that doctors are regulated, with 
the aim of improving the quality of care provided to patients, improving patient safety and increasing 
public trust and confidence in the medical system.

Provider organisations have a statutory duty to support their Responsible Officers in discharging 
their duties under the Responsible Officer Regulations.

2. Governance Arrangements

Revalidation team:

Dr Peter Williams, Medical Director
Dr Eileen Marks, Associate Medical Director and Revalidation and Responsible Officer (RO) 
since January 6th 2015.
Mrs Kay Carter, Assistant Director Medical HR and Education 
Mrs Jeanette Downey, Revalidation Manager
Miss Jennifer Cowan, Revalidation Assistant

Meetings and Communication:

 The revalidation team meets regularly to discuss any concerns and to ensure that the 
Trust complies with all revalidation requirements.

 The RO attends the Weekly Safety Meetings, the Risk Management Sub-Committee, the 
Quality Governance Committee and the monthly Claims and Litigation Meeting. This 
provides an effective interface between the appraisal process and the complaints systems, 
risk management and patient safety systems.

 Meetings occur between the GMC liaison advisor and the Revalidation Team on a quarterly 
basis to discuss doctors causing concern.

 Five Appraiser Network Meetings were held in the last year chaired by the RO.

 The Revalidation Homepage on RLBUHT Intranet is updated on a regular basis.

Process for maintaining accurate list of doctors for whom we are responsible:

Revalidation entry forms which contain appraisal and revalidation details from previous employers 
must be received by Medical HR before a doctor can commence employment in the Trust. This is 
now an integral part of our Medical HR recruitment process.  The revalidation manager ensures that 
the list of doctors with a prescribed connection to the Trust is kept up to date and that the list of our 
doctors on GMC Connect is accurate.
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3. Appraisal Performance Data for year ending 31/3/15:
 Number of doctors 429

Consultants 333
Associate Specialists, Staff Grade and Trust grade doctors   42
Temporary or short-term contract holders       54

 Number of completed appraisals  346 (80%)  

 Number of approved missed appraisals due to sick leave, 
maternity leave, sabbatical, working abroad, etc    37 (8%)

 Number of unapproved missed appraisals   46 (12%)

 Appraisal rate of available doctors = 88%

 Number of doctors in remediation and disciplinary processes = 1 (Please refer to Appendix C)

For details of exceptions i.e. missed appraisals and reasons, incomplete appraisals etc.
(See Appendix A; Audit of all missed or incomplete appraisals audit) 

For detailed activity levels of appraisal outputs in individual departments please refer to
pages 17 to 26 of this report.

Appraisers

The Trust has 76 active trained appraisers who carry out between 4 and 12 appraisals each year. 
Appraisers are trained to nationally approved standards and they receive top-up training every 3 
years.  In the majority of cases, each doctor is appraised by at least 2 different appraisers in any 5 
year cycle. Reciprocal appraisals are not allowed. 

Help, advice and support are readily available to all appraisers and doctors from the revalidation 
team.  

Quality Assurance 

One to one meetings are held between appraisers and the RO once every 12 to 18 months.  
Feedback from doctors appraised by the appraiser is discussed and appraisers are given feedback 
on the timeliness and quality of their appraisal documentation.

Also see “Annual Report Template, Appendix B; Quality assurance audit of appraisal inputs and 
outputs”.

Board�Report�2015�(3)�(2)v2.do
Overall�Page�175�of�228
Page�4�of�26

http://www.eshareuk.com


RLBUHT BOARD PACK

5

Medical Annual Appraisal and Revalidation 

 INSERT 
AUTHOR:   E. Marks

Clinical governance 

Two months prior to their appraisal due date, corporate data on complaints, incidents, 
declarations of hospitality, study leave records and clinical outcome data is sent to individual 
doctors by the revalidation department as a contribution to their supporting information.
 
The revalidation manager is working with IM&T to improve and standardise the data used for 
the Consultant Dashboard (QEP) which has replaced the Dr Foster’s Clinical Outcomes 
Benchmarking reports previously supplied. The Medical Director has also commissioned Dr 
Foster’s to supply “My Practice” reports for all surgeons and anaesthetists this year. These 
reports benchmark against national standards for the same procedures. 

Healthcare Evaluation Data (HED) is now downloaded by the revalidation team for each doctor 
in advance of their appraisal. These reports include:

Inpatient Workload Volumes - A data grid containing a breakdown of the Finished Consultant 
Episodes (FCEs) for this consultant, along with the trust and national average. 

Performance Indicators - A data grid containing indicators based around performance, 
including Average Length of Stay (ALoS), day case rates and number of elective spells where no 
procedure was performed. 

Governance Indicators - Details on the consultant's mortality rates, including the non-
standardised value along with the HSMR and SHMI score, and the trust and national scores.

High Volume Day case Procedures - Indicators for day case procedures, broken down by 
procedure.

High Volume Inpatient Procedures - Indicators for inpatient procedures, broken down by 
procedure.

Day of week breakdowns - A series of bar charts showing discharge profile and average length 
of stay, broken down by the day of the week the patient was admitted.

Outpatient workload indicators – Team based performance indicators for outpatient 
attendances, including trust and national values.

Outpatient procedure indicators - Indicators for outpatient procedures, broken down by 
procedure

The data quality of these reports is being challenged by doctors because of inaccuracies in 
numbers or types of procedure included in the data.  Further work is needed to improve the 
data.
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4 Revalidation recommendations during year ending 31/3/15:

Between 1/4/14 and 31/3/15, 116 doctors met all the required criteria and were recommended for 
revalidation.

There were 29 deferrals for the following reasons:

13 were new starters and their previous appraisal records provided insufficient information to allow a 
recommendation to be made. Two of these doctors have been deferred a second time because of 
insufficient supporting information.
4 were on prolonged sick leave.
2 were working abroad.
3 were on maternity leave. 
4 had insufficient information available for a positive recommendation.  Two of these have since 
been revalidated.
1 appraisal was delayed because of bereavement.
1 is undergoing a local investigation.
1 doctor was reported to the GMC for non-engagement. His submission date was then brought 
forwards by the GMC. He then engaged with the appraisal process and his revalidation was 
deferred for a year during which time he must provide an appropriate amount of supporting 
information for his appraisal.

Late Recommendations

Five of the 145 recommendations were late.  Two doctors were recommended on time but the 
submission was not recorded on GMC Connect and this did not come to light until 5 days after the 
submission date.  Three doctors were recommended one day after their submission date. We now 
have a robust system in place where submission dates are checked at least weekly on GMC 
Connect so that recommendations will be made on time.  Many appraisals take place just before the 
doctor’s submission date.  We are working on bringing appraisal dates forwards so that 
recommendations can be made sooner during the under notice period.

5 Audit of concerns about a doctor’s practice

Eleven doctors gave cause for concern during the last appraisal year. Three were capability 
concerns, five concerns were regarding conduct and three regarding health. 
One doctors was dismissed for professional negligence.
One local investigation and one GMC investigation is currently underway.
Two GMC investigations have concluded that no further action will be taken by the GMC.
See Appendix C for further details.
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6 Main achievements in the last year

 This year’s appraisal rate of 88% represents an improvement compared with last year’s 
rate of 83%. The appraisal rate was 90% for consultants, 95% for Associate Specialists, 
Staff Grade and Trust Grade doctors and 81% for locums and doctors on short term 
contracts.

 Appraisals are standardised and quality assured and all the requirements for revalidation 
are achieved. Recording of Continuing Professional Development activity has improved 
with the majority of doctors achieving an adequate amount of relevant and appropriate 
CPD.

 Pre-employment background checks (including pre-engagement for Locums) are carried out to 
ensure that medical practitioners have appropriate qualifications and experience appropriate. 
The Medical HR recruitment process now includes mandatory Revalidation Entry Forms which 
contain appraisal and revalidation details from previous employers. These forms must be 
received before a doctor can commence employment in the Trust. 

 Medical HR have developed a more rigorous system for recording all locum activity including 
ensuring that revalidation checks are completed prior to employment.  We now ensure that all 
doctors on temporary or short-term contracts are appraised within 6 months of starting with the 
Trust.

 Doctors were informed that, from June 1st 2015, the GMC will be notified of their non-
engagement if their appraisal is more than 3 months overdue without mitigating reasons.  This 
had not been enforced previously as the delay in appraisals was often due to the appraisers 
rather the appraisees. This has now been addressed. The number of appraisals that are overdue 
by more than 3 months is now very low (three at present). Doctors are not engaging fully in the 
process and these are being managed on an individual basis.  

 Three doctors underwent coaching to improve their effectiveness and all reported that the 
process had been both beneficial and successful.

 An NCAS Case Investigator Training Workshop was hosted by the Trust in Liverpool in 
December 2014. Six of our consultants have been trained to undertake the role of case 
investigators in investigations about doctors which may emerge from the processes 
underpinning revalidation or from concerns raised about performance

Main outstanding issues and action plans

 The Trust developed an electronic appraisal system in partnership with NCS-IT a few 
years ago. The system is still not working optimally and this needs to be addressed by 
NCS-IT and the Trust’s IT team.  A web based version which can be accessed outside 
the Trust is also still awaited.

 The number of appraisee feedback forms received has improved but remains low at 25%. 
Regular reminders are sent by the revalidation team and appraisers are encouraged to ask 
their doctors to complete these forms.  We have requested that NCS-IT automate this 
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process at the end of each appraisal.  Many helpful suggestions have been made via this 
feedback system which has led to improvements in the appraisal process.

 Our current appraisal policy indicates new doctors need an appraisal within 12 months of 
their start date. This will be altered to within 6 months of starting or within 12 months of the 
doctor’s most recent appraisal, whichever is the sooner.

 Activity data for individual doctors is not available for all specialities.  Further work is 
needed to improve and standardise the data used for the Consultant Dashboard and 
the “My Practice” reports. 

                                                                                   
 CONCLUSION AND RECOMMENDATION                             

IMPACT ON STRATEGIC OBJECTIVES

The continued progress of this work is essential in achieving revalidation of doctors and the 
continued safe provision of quality care for patients.  The revalidation team is currently very 
well supported by the Trust.  

BOARD ACTION

The Board is asked to approve the progress report and to continue to support the 
implementation of systems, policies and procedures to meet the requirements for revalidation.
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Annual Report Template Appendix A – Audit of all missed 
or incomplete appraisals

Doctor factors (total) Number

Maternity leave during the majority of the ‘appraisal due window’ 4

Sickness absence during the majority of the ‘appraisal due window’ 11

Prolonged leave during the majority of the ‘appraisal due window’ 0

Suspension during the majority of the ‘appraisal due window’ 0

New starter within 3 month of appraisal due date

New starter more than 3 months from appraisal due date 27

Postponed due to incomplete portfolio/insufficient supporting information

Appraisal outputs not signed off by doctor within 28 days 67

Lack of time of doctor

Lack of engagement of doctor

Other doctor factors 

Appraiser factors

Unplanned absence of appraiser

Appraisal outputs not signed off by appraiser within 28 days 72

Lack of time of appraiser

Other appraiser factors 

Organisational factors

Administration or management factors

Failure of electronic information systems

Insufficient numbers of trained appraisers

Other organisational factors (describe)
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Annual Report Template Appendix B – Quality assurance of 
appraisal inputs and outputs

Total number of appraisals completed Number

Number of appraisal 
portfolios sampled 
(to demonstrate 
adequate sample 
size)

Number of the 
sampled appraisal 
portfolios deemed 
to be acceptable 
against standards

Appraisal inputs 145 116

Scope of work: Has a full scope of practice been 
described? 

145 116

Continuing Professional Development (CPD): Is CPD 
compliant with GMC requirements?

145 135

Quality improvement activity: Is quality improvement 
activity compliant with GMC requirements?

145 126

Patient feedback exercise: Has a patient feedback 
exercise been completed?

Yes

Colleague feedback exercise: Has a colleague feedback 
exercise been completed?

116 116

Review of complaints: Have all complaints been included? 145 144

Review of significant events/clinical incidents/SUIs: Have 
all significant events/clinical incidents/SUIs been 
included?

145 140

Is there sufficient supporting information from all the 
doctor’s roles and places of work?

145 142

Is the portfolio sufficiently complete for the stage of the 
revalidation cycle (year 1 to year 4)? 
Explanatory note:
 For example

 Has a patient and colleague feedback exercise 
been completed by year 3?

 Is the portfolio complete after the appraisal which 
precedes the revalidation recommendation (year 
5)?

 Have all types of supporting information been 
included?

145 116

Appraisal Outputs

Appraisal Summary 145 145

Appraiser Statements 145 145

Personal Development Plan (PDP) 145 145
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Annual Report Template Appendix C – Audit of concerns about 
a doctor’s practice

Concerns about a doctor’s practice
High 
level

Medium 
level

Low 
level

Total

Number of doctors with concerns about their practice in 
the last 12 months

Explanatory note: Enter the total number of doctors with 
concerns in the last 12 months.  It is recognised that 
there may be several types of concern but please record 
the primary concern

4 5 2 11

Capability concerns (as the primary category) in the last 
12 months

1 2 3

Conduct concerns (as the primary category) in the last 12 
months

2 2 1 5

Health concerns (as the primary category) in the last 12 
months

1 2 3

Remediation/Reskilling/Retraining/Rehabilitation

Numbers of doctors with whom the designated body has a prescribed connection as at 31 
March 2014 who have undergone formal remediation between 1 April 2013 and 31 March 
2014                                                                                                                                                                 
Formal remediation is a planned and managed programme of interventions or a single 
intervention e.g. coaching, retraining which is implemented as a consequence of a 
concern about a doctor’s practice

A doctor should be included here if they were undergoing remediation at any point during 
the year 

1

Consultants (permanent employed staff including honorary contract holders, NHS and 
other government /public body staff)

1

Staff grade, associate specialist, specialty doctor (permanent employed staff including 
hospital practitioners, clinical assistants who do not have a prescribed connection 
elsewhere, NHS and other government /public body staff)  

General practitioner (for NHS England area teams only; doctors on a medical performers 
list, Armed Forces) 

Trainee: doctor on national postgraduate training scheme (for local education and training 
boards only; doctors on national training programmes)  

Doctors with practising privileges (this is usually for independent healthcare providers, 
however practising privileges may also rarely be awarded by NHS organisations. All 
doctors with practising privileges who have a prescribed connection should be included in 
this section, irrespective of their grade) 

Temporary or short-term contract holders (temporary employed staff including locums 
who are directly employed, trust doctors, locums for service, clinical research fellows, 
trainees not on national training schemes, doctors with fixed-term employment contracts, 
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etc)  All DBs

Other (including all responsible officers, and doctors registered with a locum agency, 
members of faculties/professional bodies, some management/leadership roles, research, 
civil service, other employed or contracted doctors, doctors in wholly independent 
practice, etc)  All DBs 

TOTALS 1

Other Actions/Interventions

Local Actions:

Number of doctors who were suspended/excluded from practice between 1 April and 31 
March:  

Explanatory note: All suspensions which have been commenced or completed between 1 
April and 31 March should be included

0

Duration of suspension:

Explanatory note: All suspensions which have been commenced or completed between 1 
April and 31 March should be included 

Less than 1 week

1 week to 1 month

1 – 3 months

3 - 6 months

6 - 12 months

N/A

Number of doctors who have had local restrictions placed on their practice in the last 12 
months?

6

GMC Actions: 

Number of doctors who: 

Were referred to the GMC between 1 April and 31 March 5

Underwent or are currently undergoing GMC Fitness to Practice procedures 
between 1 April and 31 March

1

Had conditions placed on their practice by the GMC or undertakings agreed with 
the GMC between 1 April and 31 March

2

Had their registration/licence suspended by the GMC between 1 April and 31 
March

0

Were erased from the GMC register between 1 April and 31 March 0

National Clinical Assessment Service actions:

Number of doctors about whom NCAS has been contacted between 1 April and 31 March:

For advice 2

For investigation 0

For assessment 0

Number of NCAS investigations performed 0

Number of NCAS assessments performed 0
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Annual Report Template Appendix D – Audit of revalidation 
recommendations

Revalidation recommendations between 1 April 2014 to 31 March 2015

Recommendations completed on time (within the GMC recommendation window) 140

Late recommendations (completed, but after the GMC recommendation window 
closed)

5

Missed recommendations (not completed) 0

TOTAL 145

Primary reason for all late/missed recommendations  

For any late or missed recommendations only one primary reason must be 
identified

No responsible officer in post  

New starter/new prescribed connection established within 2 weeks of 
revalidation due date

 

New starter/new prescribed connection established more than 2 weeks 
from revalidation due date

 

Unaware the doctor had a prescribed connection

Unaware of the doctor’s revalidation due date

Administrative error

Responsible officer error 5

Inadequate resources or support for the responsible officer role 

Other

Describe other

TOTAL [sum of (late) + (missed)] 5
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Annual Report Template Appendix E – Audit of recruitment and 
engagement background checks

Number of new doctors (including all new prescribed connections) who have commenced 
in last 12 months (including where appropriate locum doctors)

Permanent employed doctors 29

Temporary employed doctors 99

Locums brought in to the designated body through a locum agency  (Agency is 
responsible for doctors appraisal/ revalidation)

79

Locums brought in to the designated body through ‘Staff Bank’ arrangements 31

Doctors on Performers Lists

Other

Explanatory note: This includes independent contractors, doctors with practising 
privileges, etc. For membership organisations this includes new members, for locum 

agencies this includes doctors who have registered with the agency, etc

TOTAL 238

For how many of these doctors  was the following information available within 1 month of the doctor’s 
starting date (numbers)
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Permanent 
employed 
doctors

29 29 29 29 29 29 29 JD JD 29 29 29 JD JD JD 29

Temporary 
employed 
doctors

99 99 99 99 99 99 99 JD JD 99 99 99 JD JD JD 99

Locums 
brought in 

to the 
designated 

body 
through a 

locum 
agency

79 79 79 79 79 79 79 agenc
y

agen
cy

79 79 79 Age
ncy

79

Locums 
brought in to 

the 
designated 

31 31 31 31 31 31 31 JD JD 31 31 31 JD JD JD 31
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body 
through 

‘Staff Bank’ 
arrangemen

ts

Doctors on 
Performers 

Lists

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Other

(independen
t 

contractors, 
practising 
privileges, 
members, 
registrants, 

etc)

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total 238 238 238 238 238 238 238 238 238 238 238

For Providers – use of locum doctors:

Explanatory note: Number of locum sessions used (days) as a proportion of total medical establishment (days)

NB: this section may change as a result of the SCL Project

The total WTE headcount is included to show the proportion of the posts in each specialty that are covered by 
locum doctors

Locum use by specialty:

Total 
establishmen
t in specialty 

(current 
approved 

WTE 
headcount)

Consultant:

Overall number 
of locum days 

used

SAS 
doctors: 
Overall 

number of 
locum days 

used

Trainees (all 
grades): 
Overall 

number of 
locum days 

used

Total Overall 
number of 
locum days 

used

Surgery

179 141 0 1005 1146

Medicine

196 294 12 1349 1655

Psychiatry

9 0 0 0 0
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Obstetrics/Gynaecolo
gy

5 4 0 0 4

Accident and 
Emergency

57 0 0 244 244

Anaesthetics

76 15 0 222 237

Radiology

30 444 0 71 513

Pathology

25 32 3 30 65

Other

33 0 15 0 15

Total in designated body  
(This includes all doctors not 
just those with a prescribed 

connection)

610 930 2921 3851

Number of individual locum 
attachments by duration of 

attachment (each contract is a 
separate ‘attachment’ even if 

the same doctor fills more 
than one contract)

Total

Pre-
employment 

checks 
completed 
(number)

Induction or 
orientation 
completed 
(number)

Exit reports 
completed 
(number)

Concerns 
reported to 
agency or 

responsible 
officer 

(number)

2 days or less 3168 3168 3168 N/A N/A

3 days to one week 170 170 170 N/A N/A

1 week to 1 month 26 26 26 N/A N/A

1-3 months 6 6 6 N/A N/A

3-6 months 0 0 0 N/A N/A

6-12 months 0 0 0 N/A N/A

More than 12 months 0 0 0 N/A N/A

Total 3370 3370 3370 N/A N/A

Board�Report�2015�(3)�(2)v2.do
Overall�Page�187�of�228
Page�16�of�26

http://www.eshareuk.com


RLBUHT BOARD PACK

17

Medical Annual Appraisal and Revalidation 

 INSERT 
AUTHOR:   E. Marks

Directorate Division Role Assignment Exception

Up to date 
Appraisals

New
Out of 
date 

Appraisals
Total % out of 

date

Total All All All 13 367 49 60 494 12%

LCL 1 31 2 7 41 17%

Medicine 6 164 20 24 214 11%

Surgery 7       174 29 29 239 12%

Allergy Medicine Consultant
Fixed Term 
Temp

 1   1
0%

Allergy Medicine Consultant Permanent  1   1 0%

Allergy Total Medicine    2   2 0%

Anaesthetics Surgery Consultant
Fixed Term 
Temp

 5   5
0%

Anaesthetics Surgery Consultant Honorary  1  1 2 50%

Anaesthetics Surgery Consultant Locum  1   1 0%

Anaesthetics Surgery Consultant Permanent 1 32  5 38 13%

Anaesthetics Surgery

Specialist 
Registrar 
(Closed) Locum

 1   1
0%

Anaesthetics Surgery
Staff Grade 
(Closed) Permanent

1    1
0%

Total Surgery   2 40  6 48 13%

Breast Surgery

Associate 
Specialist 
(Closed) Permanent

 1   1
0%

Breast Surgery Consultant
Fixed Term 
Temp

 1   1
0%

Breast Surgery Consultant Locum  1   1 0%

Breast Surgery Consultant Permanent  5  1 6 17%

Breast  Total Surgery    8  1 9 11%
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Cardiology Medicine

Clinical 
Research 
fellow

Fixed Term 
Temp

1    1
0%

Cardiology Medicine Consultant Locum  1 1  2 0%

Cardiology Medicine Consultant Permanent  8  1 9 11%

Cardiology 
Total Medicine   

1 9 1 1 12
8%

Pathology LCL

Associate 
Specialist 
(Closed)

Fixed Term 
Temp

 1   1
0%

Pathology LCL Consultant
Fixed Term 
Temp

 1   1
0%

Pathology LCL Consultant Honorary  2   2 0%

Pathology LCL Consultant Locum  1   1 0%

Pathology LCL Consultant Permanent 1 9 2 6 18 33%

Pathology 
Total LCL   

1 14 2 6 23
26%

Clinical Chem LCL Consultant Honorary  2   2 0%

Clinical Chem LCL Consultant Permanent  2  1 3 33%

Clinical Chem LCL Specialist 
Registrar 

Permanent 1 1 0%

Clinical Chem 
Total LCL   

 5  1 6
17%

Haematology Medicine Consultant Honorary  3  1 4 25%

Haematology Medicine Consultant Permanent  6   6 0%

Haematology Medicine Consultant Undefined   1  1 0%

Haematology Medicine Consultant Permanent   1  1 0%

Haematology Medicine
Specialty 
Doctor

Fixed Term 
Temp

  1  1
0%

Haematology Medicine
Specialty 
Doctor Undefined

  1  1
0%
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Haematology 
Total Medicine   

 9 4 1 14
7%

Pharmacology Medicine Consultant
Fixed Term 
Temp

 1   1
0%

Pharmacology Medicine Consultant Honorary  8 1 1 10 10%

Pharmacology Medicine Consultant Permanent   1 2 3 67%

Pharmacology Medicine
Hon 
Consultant ad hoc

 1 1  2
0%

Pharmacology Medicine
Hon 
Consultant

Fixed Term 
Temp

   1 1
100%

Pharmacology 
Total Medicine   

 10 3 4 17
24%

Critical Care Surgery Consultant
Fixed Term 
Temp

 2   2
0%

Critical Care Surgery Consultant Permanent  9  1 10 10%

Critical Care Surgery

Specialist 
Registrar 
(Closed) Undefined

  1  1
0%

Critical Care 
Total Surgery   

 11 1 1 13
8%

Dental Surgery

Associate 
Specialist 
(Closed) Permanent

 2   2
0%

Dental Surgery Consultant
Fixed Term 
Temp

   2 2
100%

Dental Surgery Consultant Honorary  5  1 6 17%

Dental Surgery Consultant Locum    1 1 100%

Dental Surgery Consultant Permanent 1 13 2 4 20 20%

Dental Surgery

General 
Dental 
Practitioner Permanent

  1  1
0%

Dental Surgery

Senior House 
Officer Fixed Term 

Temp
  1  1

0%
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(Closed)

Dental Surgery

Senior House 
Officer 
(Closed) Undefined

  9  9
0%

Dental Surgery
Specialty 
Doctor

Fixed Term 
Temp

 1  1 2
50%

Dental Surgery
Specialty 
Doctor Permanent

 1   1
0%

Dental Surgery
Specialty 
Doctor Undefined

  1  1
0%

Dental Surgery

Trust Grade 
Doctor - 
Specialty 
Registrar Honorary

 1   1

0%

Dental Total Surgery   1 23 14 9 47 19%

Dermatology Medicine Consultant Locum  1   1 0%

Dermatology Medicine Consultant Permanent 1 5  1 7 14%

Dermatology Medicine LAS
Fixed Term 
Temp

  1  1
0%

Dermatology 
Total Medicine   

1 6 1 1 9
11%

Diabetes  
Endocrinology Medicine

Clinical 
Research 
fellow

Fixed Term 
Temp

   1 1
100%

Diabetes 
Endocrinology Medicine Consultant

Fixed Term 
Temp

 1   1
0%

Diabetes 
Endocrinology Medicine Consultant Permanent

 4   4
0%

Diabetes 
Endocrinology Medicine

Senior House 
Officer 
(Closed) Honorary

  1  1
0%

Diabetes 
Endocrinology Medicine

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

 1   1
0%
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Diabetes 
Endocrinology Medicine

Specialist 
Registrar 
(Closed) Permanent

 1   1
0%

Diabetes 
Endocrinology 
Total Medicine   

 7 1 1 9
11%

Gerontology Medicine Consultant Locum  1   1 0%

Gerontology Medicine Consultant Permanent  10 1 1 12 8%

Gerontology 
Total Medicine   

 11 1 1 13
8%

  A&E Medicine

Associate 
Specialist 
(Closed) Permanent

 1  1 2
50%

  A&E Medicine Consultant Permanent 1 16 2 2 21 10%

  A&E Medicine Consultant Undefined   1  1 0%

  A&E Medicine

Senior House 
Officer 
(Closed) ad hoc

   1 1
100%

  A&E Medicine

Senior House 
Officer 
(Closed) Locum

  1 1 2
50%

  A&E Medicine

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

  1  1
0%

  A&E Medicine
Specialty 
Doctor Permanent

 1  1 2
50%

  A&E   Total Medicine   1 18 5 6 30 20%

ENT Surgery Consultant
Fixed Term 
Temp

 1   1
0%

ENT Surgery Consultant Permanent  3   3 0%

ENT Surgery

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

 1   1
0%
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ENT Surgery

Trust Grade 
Doctor - 
Specialist 
Registrar 
Level 
(Closed) Permanent

 1   1

0%

ENT Total Surgery    6   6 0%

Gastro Medicine

Associate 
Specialist 
(Closed) Permanent

 1   1
0%

Gastro Medicine Consultant Honorary  4   4 0%

Gastro Medicine Consultant Permanent  11  2 13 15%

Gastro Medicine

Specialist 
Registrar 
(Closed) Locum

   1 1
100%

Gastro Total Medicine    16  3 19 16%

General 
Surgery Surgery

Clinical 
Research 
fellow ad hoc

1    1
0%

General 
Surgery Surgery

Clinical 
Research 
fellow

Fixed Term 
Temp

  1  1
0%

General 
Surgery Surgery Consultant

Fixed Term 
Temp

   1 1
100%

General 
Surgery Surgery Consultant Honorary

 3   3
0%

General 
Surgery Surgery Consultant Permanent

 8  1 9
11%

General 
Surgery Surgery

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

  1  1
0%

General 
Surgery Surgery

Specialist 
Registrar 
(Closed) Honorary

 1   1
0%

General 
Surgery

Specialist 
Registrar 

Locum
  1  1

0%
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Surgery (Closed)

General 
Surgery Total Surgery   

1 12 3 2 18
11%

GUM Medicine

Associate 
Specialist 
(Closed) Permanent

 3   3
0%

GUM Medicine Consultant Honorary  1   1 0%

GUM Medicine Consultant Permanent  5   5 0%

GUM Medicine Consultant Undefined  1   1 0%

GUM Medicine
Specialty 
Doctor Undefined

 1   1
0%

GUM 
Total Medicine   

 11   11
0%

Imaging Medicine Consultant Locum  1   1 0%

Imaging Medicine Consultant Permanent 2 24  2 28 7%

Imaging Medicine Consultant Undefined   1  1 0%

Imaging Medicine

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

   1 1
100%

Imaging Medicine

Specialist 
Registrar 
(Closed) Undefined

  1  1
0%

Imaging Total Medicine   2 25 2 3 32 9%

Infection & 
Immunity LCL Consultant Permanent

 12   12
0%

Infection & 
Immunity 
Total LCL   

 12   12
0%

Medicine 
Operational 
Support Medicine

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

  2  2
0%

Medicine 
Operational 

Medicine

Specialist 
Registrar 

Locum
 1   1

0%
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Support (Closed)

Medicine 
Operational 
Support Medicine

Specialist 
Registrar 
(Closed) Undefined

 2   2
0%

Medicine 
Operational 
Support 
Total Medicine   

 3 2  5

0%

Nephrology Medicine

Associate 
Specialist 
(Closed) Permanent

1    1
0%

Nephrology Medicine Consultant Locum  1   1 0%

Nephrology Medicine Consultant Permanent  9   9 0%

Nephrology Medicine Consultant Undefined  1   1 0%

Nephrology Medicine

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

 1   1
0%

Nephrology 
Total Medicine   

1 12   13
0%

Ophthalmology Surgery

Associate 
Specialist 
(Closed) Permanent

 3   3
0%

Ophthalmology Surgery Consultant Honorary  4   4 0%

Ophthalmology Surgery Consultant Permanent 1 8  4 13 31%

Ophthalmology Surgery

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

 1 1 1 3
33%

Ophthalmology Surgery

Specialist 
Registrar 
(Closed) (blank)

 2   2
0%

Ophthalmology Surgery
Staff Grade 
(Closed) Permanent

 1   1
0%

Ophthalmology Surgery

Trust Grade 
Doctor - 
Career Fixed Term 

Temp

 1   1

0%
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Grade level

Ophthalmology Surgery

Trust Grade 
Doctor - 
Specialist 
Registrar 
Level 
(Closed)

Fixed Term 
Temp

  1  1

0%

Ophthalmology Surgery

Trust Grade 
Doctor - 
Specialist 
Registrar 
Level 
(Closed) Undefined

1  2 1 4

25%

Ophthalmology 
Total Surgery   

2 20 4 6 32
19%

Orthopaedics Surgery

Clinical 
Research 
fellow

Fixed Term 
Temp

 1   1
0%

Orthopaedics Surgery Consultant Honorary  1   1 0%

Orthopaedics Surgery Consultant Locum  1   1 0%

Orthopaedics Surgery Consultant Permanent  23 1 1 25 4%

Orthopaedics Surgery Consultant Undefined  1  1 2 50%

Orthopaedics Surgery

Specialist 
Registrar 
(Closed)

Fixed Term 
Temp

1 2 1  4
0%

Orthopaedics Surgery

Specialist 
Registrar 
(Closed) Undefined

 1 2  3
0%

Orthopaedics Surgery

Specialist 
Registrar 
(Closed) (blank)

  1  1
0%

Orthopaedics Surgery

Trust Grade 
Doctor - 
Specialist 
Registrar 
Level Fixed Term 

Temp

 3   3

0%
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(Closed)

Orthopaedics 
Total Surgery   

1 33 5 2 41
5%

Palliative Care Medicine Consultant Permanent  4  2 6 33%

Palliative Care Medicine
Specialty 
Doctor

Fixed Term 
Temp

 1   1
0%

Palliative Care 
Total Medicine   

 5  2 7
29%

Renal 
Transplant Surgery Consultant Locum

 1   1
0%

Renal 
Transplant Surgery Consultant Permanent

 3   3
0%

Renal 
Transplant Surgery LAS

Fixed Term 
Temp

 1   1
0%

Renal 
Transplant Surgery LAS Locum

   1 1
100%

Renal 
Transplant 
Total Surgery   

 5  1 6
17%

Respiratory Medicine Consultant Permanent  7   7 0%

Respiratory 
Total Medicine   

 7   7
0%

Rheumatology Medicine Consultant Honorary  1   1 0%

Rheumatology Medicine Consultant Permanent  4   4 0%

Rheumatology 
Total Medicine   

 5   5
0%

TIDU Medicine Consultant
Fixed Term 
Temp

   1 1
100%

TIDU Medicine Consultant Honorary  4   4 0%

TIDU Medicine Consultant Permanent  3   3 0%

TIDU Medicine Consultant Undefined  1   1 0%
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TITLE: Patient Safety and Mortality Quarterly Update AUTHOR: Anthony Duffy, Senior Lean 
Practitioner

FOCUSED REVIEW: REFERENCE INFORMATION

Purpose of paper Key facts
For assurance Sponsor: Dr Peter Williams

☐ To note
☐ For decision (insert funding source if financial 

implications). 
Service line affected: Click to select

Date of board meeting to discuss this paper: 28 July2015

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

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

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

Key stakeholders: Our compliance with:
Patients Regulators (CCG/TDA, Monitor, CQC etc)
Staff ☐ Legal frameworks (HSE, NHS Constitution etc.)

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

Have we considered opportunity & risk in the following areas?                      

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

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            [1-2 sentences]
This paper forms part of the quarterly update that is provided to Board.

2. QUESTION(S) ADDRESSED IN THIS REPORT                                   [2-3 sentences]

 National benchmarking of adjusted mortality rates and internal Mortality Peer reviews  
 Key patient safety indicators and developments
 Involvement in external initiatives that will benefit the Trust

3. CONCLUSION AND RECOMMENDATION                             [2-3 sentences]

 Mortality as measured by SHMI and HSMR within expected parameters.  
 Overall performance and proposed/embedded process improvement in various aspects of patient safety and 

clinical deterioration
 Recommendation that the Board note performance.
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MAIN REPORT: Mortality and Patient Safety

Patient Safety Performance overview
 2013/14 2014/15

Falls
No of reported falls 1483 1629
No of falls causing moderate to severe harm 48 42
   

Pressure ulcers
No of hospital acquired pressure ulcers 113 82
   

Sepsis
Median Length of stay 14 12
   

VTE
Average assessment  compliance Jan - Jun 15 96.67%
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Mortality

Dr Foster Mortality Data Update – March 14 – Feb 15

Crude Mortality
Crude rate Expected rate

Crude mortality excluding daycases 2.78% 2.60%

Figure 1, Crude mortality, excluding daycases

HSMR

Dec13 to Nov14 Relative risk Low confidence 
Interval

High confidence 
Interval

HSMR 96.19 90.88 101.73
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Figure 2, HSMR

HSMR relative risk is currently reported at 96.19 and within expected range..

SHMI
1.04 (published July 2015, within expected range, period December 13 – December 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 351, Sepsis 101, 
Acute cerebrovascular disease 74, Acute Kidney injury 89, Aspiration pneumonitis 60.

Internal data – Crude Mortality
Mortality rates since commencement of MAPS in Oct ’13 has improved (fig 1).  When comparing 
against 2013/14 performance (emergency admissions against mortality) 4.09%, whilst mean 
performance for 2014/15 has improved to 3.81%. (2 proportion test conducted for statistical 
significance. p value = <0.05), fig 2.

If crude mortality rate had continued as previous year (4.09%) the Trust may have observed an 
additional 119 deaths. Assumption that improvements made from driving MAPS to address peer 
reviews, mortality alerts groups etc has contributed to this improvement.
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Mortality Alerts Monitoring

A multi-disciplinary Mortality Alerts Group was also established and has continued to review and 
audit the mortality alerts produced previously by Dr Foster, but as from June, HED. The group 
proactively audit and review the alerts to understand any potential changes in practice, where 
applicable. 

1. A pneumonia audit has taken place and the findings are due to be released.

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 
present coding rules are allocated to the ‘elective’ group. The outcome of this work will be 
presented at the next meeting. 

Fig 1

Fig 2
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Deteriorating Patient

‘2222’ Call Breakdown

BGH Transfers group

The above graphs highlight that although the ratio of observed to predicated survival to discharge 
remains below 1 for the year 2014/15 the ratio for the last quarter has risen to above 1 indicating 
more than expected patients survived to discharge following a cardiac arrest.
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The number of ‘2222’ calls has continued to rise during quarter 3 particularly during the month of 
March. This sharp increase is primarily due to the introduction trust wide of the new observation 
chart which includes the National Early Warning system (NEWS). The new system is far more 
sensitive than the existing system. The new observation also includes a far more robust escalation 
plan, which inevitably will result in a higher number of ‘2222’ calls being placed. That said 
significantly more of the ‘2222; calls were for medical emergencies rather than cardiac arrests.

BGH Transfers

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

Further achievements have been realised since the last update to Trust Board - 
 Continued compliance with ‘sepsis 6’ through the Advancing Quality work programme  with 

on average 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% (see below)
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SPC highlighting sustained improvement with reduced variation

• 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

SPC highlighting reduced length of stay for all sepsis patients

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.
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Further improvement initiatives will also be conducted during 2015;

 Engagement with community, GPs and NWAS
 Management of performance relating to AQ and CQUIN targets
 Introduction and monitoring of blood culture packs
 Introduction of lactate measurement via current blood gas analysis machines
 Increased recruitment of sepsis nurses

Patient Safety

VTE

The above chart illustrates continued compliance with VTE assessment target.

Various initiatives have been identified to improve outcomes for patients with VTE
 The first meeting of the VTE Prevention group was held in June, will be held monthly and 

feeds into the Deterioration and Mortality Group. 
 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
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Falls

From the most recent data it is encouraging that the number of incidents reported is increasing. 
However, the chart below also illustrates that moderate to severe harm has also decreased on last 
year. 

Please note that there has been a 42% reduction on falls that cause moderate to severe harm when 
comparing Quarter 1 2013/14 with Quarter 1 2014/15, with 0 falls in March causing moderate to 
severe harm.

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

 The FRAD (falls risk assessment and decision tool) has been introduced which will mean 
that the falls team can be alerted to patients who have a risk of falling and proactively 
intervene to prevent potential falling patients.

 Other improvement interventions include a toilet audit by ward. Recent data suggests that 
there may be a toileting issue with patients who fall. There will also be a ‘clutter free’ 
campaign to ensure that any avoidable falls can be reduced.
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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;

 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.
 Introduction of disposable medication round tabards.

A robust Forward plan which will report to Quality governance and medicine management group.
. 

Monthly count of medication incidents by division
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Tissue Viability

Please note the significant improvement for hospital acquired pressure ulcers year on year. 

Chart highlighting improvement year on year for pressure ulcer reduction

Please also note that for quarter 1 2015/16 there have been 0 hospital acquired grade 4 pressure 
ulcers, which is a fantastic achievement. 

Various improvement initiatives have been have also been initiated to improve this;

 Continued teachings across all wards
 Improved referral process to the tissue viability team
 Continued collaboration with Community Health

Mortality and Patient Safety objectives for 2015

Patient Safety Strategy 2015 – 2017 – Introduction of a patient safety strategy with specific 
SMART objectives for each patient safety area

QEP - All areas of the MAPS work is currently subject to QEP and is managed on the QEP tracker - 
Ongoing

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 -  September 
‘15

Introduction of an interactive Patient Safety dashboard available on the Intranet – September 
’15. 
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Purpose of paper Key facts
x For assurance Sponsor: John Graham/Ros Edwards

☐ To note
☐ For decision (no budget requested) Service line affected:
☐ For decision (budget requested) Date of board meeting to discuss this paper: 28th July 2015  
Budget: [Please insert] Security marking: Click to select
Funding source: [Please insert] Please note, this report could be subject to FoI disclosure

Other forums where this has/will be discussed: Resources and Performance Committee]
(Please see appendix for details of full audit trail of this paper)

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

Key stakeholders: Our compliance with:
X Patients ☐ Regulators (PCT/SHA, 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 X Reputation 
State: Quality State: Increased Cost State: Perceived quality of agency staff

EXECUTIVE SUMMARY:

1. INTRODUCTION & BACKGROUND OF REPORT
This report provides an update to the temporary staffing paper presented to the Board in April 2015. 
It sets out the year to date position on expenditure associated with the use of temporary staff 
including agency, bank, locums and overtime. In light of the increase in agency usage this report 
has been escalated to the Board.

2. KEY ISSUES & EXCEPTIONS
The graph below plots the number of whole time equivalent (wte) contracted staff alongside on 
expenditure on bank, agency, locum and overtime.

Contracted whole time equivalents (wte) have increased by 419.07 since April 2014. Following 
targeted action to recruit to an increased number of nursing vacancies following the Safer Staffing 
review, contracted nurses and healthcare assistants have increased by 225.87 wte’s. Administration 
staff have increased by 108.22 wte’s. This included increases of 54.91 and 12.91 in the information 
directorate and human resources department respectively where outsourced services were brought 
back in house. Hosted services also increased their administration staff by 10.81 wte’s. 
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2013/14 2014/15 Increase
2015/16 to 
Month 3

Straight 
line 

forecast
Forecast 
Increase

£000’s £000’s £000’s £000’s £000's £000's
Agency Staff 5,650 8,284 47% 2,530 10,120        22%
Bank Staff 5,293 5,697 8% 1,435 5,740          1%
Locum Staff 3,147 3,527 12% 894 3,576          1%
Overtime 2,475 3,346 35% 912 3,648          9%
TOTAL 16,565 20,854 26% 5,771 23,084        11%
Table 1 analyses expenditure between agency, bank, locum and overtime

In 2013/14 and 2014/15 the largest area of agency spend was on administration and clerical agency 
staff. For the first quarter of 2015/16 the highest spend is on nursing agency and using a straight line 
forecast will increase by 47% from 2014/15. 
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The year to date spend on agency nursing is £711k. The four areas with the highest level of spend 
are:

 ITU £275k
 Anaesthetics and Theatres £176K
 Medicine £159k
 Ophthalmology £45k

ITU have expanded the number of beds provided, which has required additional nursing staff. 
Substantive recruitment is underway but vacancies are almost exclusively covered through the use 
of agency staff. Expenditure on bank staff for the first quarter was £11k. Vacancies have reduced 
with 8 remaining. ITU also have on average 14 staff on maternity leave at any one time, the 
department are assessing whether it is cost effective to increase substantive staffing levels to avoid 
premium rates of agency staff.

The theatres/anaesthetics department have successfully recruited 11 Spanish nurses who are 
currently working on a supernumerary basis but will be included in the numbers from September. 
The department are continuing to recruit to vacancies, but temporary staff are still required to cover 
the 2 remaining vacancies. A rolling advert is being used to recruit suitably qualified staff as and 
when they are available as it is difficult to recruit staff with the right skills specifically the operating 
department practitioners. Agency staff are also required to cover long term sickness, but this has 
reduced.

The medical division are currently undertaking an evaluation of the drivers behind nursing agency 
usage by reviewing the reasons for shift requests that go to the bank nurse team. Where the primary 
reason is vacancies these areas will be prioritised for more localised recruitment over and above the 
Trust Wide recruitment days. The twice daily Matron Huddle meetings are being used to control the 
use of agency by ensuring all other options are exhausted before agency nursing is used.

Ophthalmology has successfully recruited to operating department practitioners (ODPs) which will 
result in reduced spend in the directorate. Expenditure on agency ODPs is included within the 
nursing agency costs.

3. ACTIONS TAKEN TO REDUCE SPEND
Due to the increasing trend in the utilisation of agency staff a project team has been established to 
understand the increased usage in temporary staff in general and to take actions to reduce this 
spend. A Project Initiation Document has been developed for the project and this can be made 
available upon request.  

The business drivers for the project are: 

 To improve budgetary control through the agreement of baseline workforce and financial 
budgets.

 To reduce reliance and increasing trend to procure temporary nurse staffing and overtime.
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 To develop a nurse recruitment plan and delivery strategy.

 To establish the optimum delivery model for the nurse bank service.

Progress Reporting

Progress is reported into Resources and Performance Committee on a monthly basis, highlights 
from the July report are set out below:

Phase 1 – Analysis & Research 

 Historic data has now been provided for nurses and admin & clerical, and a high level 
analysis undertaken. A series of further actions has been agreed including framework 
compliance checks and investigation into areas of significant spend.

 Budget and establishment work is progressing. A process of review and validation is 
underway.  

Phase 2 – Nurse Recruitment 

 A nurse recruitment plan is in place; the development of a nurse recruitment strategy and 
profiling of recruitment requirements will follow.

Phase 3 – Nurse Bank Delivery Model 

 Work to review the existing in house nurse bank delivery model is underway and a 
supplementary PID has been developed. A further supplementary PID will also be developed 
to assess existing roster processes, with a view to improving efficiency and introducing 
centralised rostering.

The Trust has re launched the recently ratified policy “Use of External Agency Staff”. 

The policy, circulated to heads of department, sets out best practice and establishes the Trust’s 
requirements when considering staffing shortages.  Agency fill should only be considered once all 
alternatives have been considered. All agency bookings should be actioned through the Staff Bank 
and procured through framework agreements. Actions outside of due process should be i) by 
exception and ii) will need to be authorised and supporting rationale provided.

A meeting with the Chair is being scheduled to discuss the project. 

DH REQUIREMENTS
Control of agency costs was an integral part of the DH requirements issued 2 June 2015. The 
requirements and controls are applicable in their entirety to Providers receiving financial support 
from DH, along with all NHS Trusts & Foundation Trust’s in breach of their licence.

To have maximum effect DH are expecting all parts of the NHS to apply them. The requirements are 
reflective of good practice and control, the project has captured these and will roll out improved 
controls, monitoring and reporting.

4. IMPACT ON STRATEGIC OBJECTIVES AND RECOMMENDATIONS
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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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Has this paper considered the following?                                                                                                           [Please tick all that apply]

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

Have we considered opportunity & risk in the following areas?                      

X Clinical X Financial X Reputation 
State: [Opportunity Patients to participate in research 
with improved care delivery. Risk of 
under performing: Reduced opportunity for patients to 
participate in studies across CRN NWC]

State: [Opportunity: Brings resources to 
the region to support delivery of research.
Risk: NIHR CRN’s receive funding based on Activity i.e. 
Patients recruited into research studies.]

State: [Opportunity: Attract investment to the 
CRN NWC region from research funders & life 
Sciences sectors. Risk: Not achieving targets, 
NWC may be seen as a less attractive place to 
undertake NIHR Research. Funders may consider 
this when Placing studies in the NWC region.]

EXECUTIVE SUMMARY:

1. STRATEGIC CONTEXT            [1-2 sentences] 
RLBUHT is the Host Trust for the regional National Institute of Health Research Clinical Research Network (NIHR CRN 
NWC). The CRN NWC is required to report its activity against 7 nationally agreed High Level Objectives (HLO’s – Table 1).

2. QUESTION (S) ADDRESSED IN THIS REPORT                                   [2-3 sentences]
This report provides a brief Trust Board summary of the networks performance in Quarter 1 of 2015-16 in meeting the nationally 
agreed High Level Objectives for the region1. 

1 The full performance report for CRN NWC for Q1 (April – June) is appended to this report for information. In addition CRN NWC 
activity is also reported nationally through a ‘compilation’ report produced by the NIHR Coordinating Centre (Leeds & London) for 
Department of Health. This report is outside the scope of this brief report but can be provided to the Host Trust Board on request. 
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High Level Objective 
(National Objectives for 
x15 CRN’s collectively) Measure

Annual Plan 
HLO Target 

for CRN NWC 
2015/16

Current CRN 
NWC Target 
achieved at 
Q1 2015-16

Rank 
(against 

x15 
LCRN’s 
for Q1 

2015/16) Comments

1

Increase the 
number of 
participants 
recruited into NIHR 
CRN Portfolio 
studies

Number of participants 
recruited in a reporting 
year into NIHR CRN 
Portfolio studies

32,000

4,363 
patients 
recruited 
across all 
stakeholders 
of NWC by 
end of June 
2015 12

It is too early in the year to accurately confirm 
this is the ‘actual’ number of patients recruited 
into clinical research studies across NWC. The 
reasons for this are multifactorial but include 
the fact that responsibility for uploading patient 
recruitment data rests with the study Chief 
Investigator (CI) and their teams. Most CI’s sit 
outside CRN NWC and the network is unable to 
influence the timeliness at which this data is 
uploaded. In addition there is a time lag 
between national data upload and verification 
of recruitment figures to local networks from 
NIHR (approx. 6 weeks) at this stage in the year 
it is therefore not possible to accurately reflect 
overall recruitment to studies. 

A. Proportion of 
commercial contract 
studies achieving or 
surpassing their 
recruitment target 
during their planned 
recruitment period, at 
confirmed Network 
sites 80% 56% 6

Whilst still remaining in red (Amber is 60% or 
more) CRN NWC has improved overall in this 
metric from 46% at year-end (2014/15). 
Reasons for not meeting this target are complex 
and include a number of factors which are 
outside of the control of CRN NWC or RLBUHT 
as Host Trust of the network. 

2

Increase the 
proportion of 
studies in the NIHR 
CRN Portfolio 
delivering to 
recruitment target 
and time

B. Proportion of non-
commercial studies 
achieving or surpassing 
their recruitment 
target during their 
planned recruitment 
period 80% 48% 3

CRN: NW Coast performed well in this metric 
achieving over 83% of studies R2TT overall by 
year end in 2014/15. It is too early in the year to 
accurately confirm this is the ‘actual’ % of 
recruitment to time and target (R2TT) for non-
commercial studies due to the lack of accuracy 
on overall numbers of patients recruited to 
date. This is the same for all networks which is 
highlighted in the ranking of CRN NWC in this 
metric at the end of Q1. 

A. Number of new 
commercial contract 
studies entering the 
NIHR CRN Portfolio N/A

Commercial activity has increased within NW 
Coast year on year and the signs are that this 
will continue in 2015/16. No specific target is 
set at Q1 for this HLO. 

3

Increase the 
number of 
commercial 
contract studies 
delivered through 
the NIHR CRN

B. Number of new 
commercial contract 
studies entering the 
NIHR CRN Portfolio as 
a percentage of the 
total commercial 
MHRA CTA approvals 
for Phase II–IV studies   N/A

Data from MHRA not available no targets set as 
yet for Q1. 

4

Reduce the time 
taken for NIHR 
studies to achieve 
NHS Permission 
through CSP

Proportion of studies 
obtaining all NHS 
Permissions within 40 
calendar days (from 
receipt of a valid 
complete application 
by NIHR CRN) 80% 93% 6
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High Level Objective 
(National Objectives for 
x15 CRN’s collectively) Measure

Annual Plan 
HLO Target 

for CRN NWC 
2015/16

Current CRN 
NWC Target 
achieved at 
Q1 2015-16

Rank 
(against 

x15 
LCRN’s 
for Q1 

2015/16) Comments
A. Proportion of 
commercial contract 
studies achieving first 
participant recruited 
within 30 calendar 
days of NHS Permission 
being issued or First 
Network Site Initiation 
Visit, at confirmed 
Network sites 80% N/A – no data available as yet for Q1

5

Reduce the time 
taken to recruit 
first participant 
into NIHR CRN 
Portfolio studies

B. Proportion of non-
commercial studies 
achieving first 
participant recruited 
within 30 calendar 
days of NHS Permission 
being issued 80% N/A – no data available as yet for Q1

A. Proportion of NHS 
Trusts recruiting each 
year into NIHR CRN 
Portfolio studies 99% 91%

No data 
on 

national 
position

This is amber at present due to the fact that 
many Trusts will not yet have uploaded 
recruitment at Q1 and so are recorded as ‘not 
participating in research’. All sites in CRN NWC 
participated in research during 2014/15 to a 
greater or lesser degree. 

B. Proportion of NHS 
Trusts recruiting each 
year into NIHR CRN 
Portfolio commercial 
contract studies 70% 65%

No data 
on 

national 
position

This is amber at present due to the fact that 
many Trusts will not yet have uploaded 
recruitment at Q1 and so are recorded as ‘not 
participating in commercial research’. The 
majority of sites in NWC support delivery of 
NIHR commercial research during 2014/15 
exceptions were Calderstones, CWP, Liverpool 
Community and Wirral Community Trust. 

6

Increase NHS 
participation in 
NIHR CRN Portfolio 
Studies

C. Proportion of 
General Medical 
Practices recruiting 
each year into NIHR 
CRN Portfolio studies 25% 5%

No data 
on 

national 
position

It may be that as above many GP sites have yet 
to upload recruitment data. However a national 
trend has been noted that suggests recruitment 
to research in primary care has significantly 
decreased. CRN NWC continued to have good 
engagement with primary care sites across the 
geography in. Action plans are in place to 
continue to build capacity and capability to do 
research in primary care during 2015/16. 

7

Increase the 
number of 
participants 
recruited into 
Dementias and 
Neurodegeneration 
(DeNDRoN) studies 
on the NIHR CRN 
Portfolio

Number of participants 
recruited into 
Dementias and 
Neurodegeneration 
(DeNDRoN) studies on 
the NIHR CRN Portfolio 719 314 7
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3. CONCLUSION AND RECOMMENDATION                             [2-3 sentences]

CRN NWC is currently not meeting all HLO targets in place for delivery across the region. Strategies are in place across 
stakeholders in order to improve research delivery performance. The network will continue to oversee delivery and support 
continuous improvements across all stakeholders. The Board is asked to note this Q1 performance report for the CRN NWC. 
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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 – June 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.  
ii. Accountability Framework – To review the proposed submission and confirm approval to submit.
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1. FT Process 
Monitor require the Trust to 
a. LTFM Updating and Approval – A refreshed LTFM was considered at a Board briefing session on 17th 

July and submitted to Monitor on the same day. This included an update of the 2014/15 position to 
reflect final accounts and revisions to bring all projections up to date. It will be taken to the Board for 
final approval on 28th July.

b. Financial Board to Board – Monitor require a small group of executive and non-executive directors 
to attend a “mini” financial Board to Board on 20th August. This is to provide Monitor with assurance 
that the financial strategy is fully understood within the Board.

c. Working Capital Memorandum & EY Report – Ernst & Young will refresh their report to take account 
of the revised financial model described above. They will also bring the financial reporting 
procedures assessment up to date and seek assurance that the new NED has a good understanding 
of the financial position and strategy. The working capital memorandum is due to be updated and 
considered at an extraordinary Board meeting at the beginning of September.

d. Authorisation Date – the successful conclusion of the above should allow Monitor to consider the 
Trust’s application at a committee meeting in mid-September with a revised possible authorisation 
date of 1st October.

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 June certification content drafted for submission by 31st July. 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.  
ii. Accountability Framework – To review the proposed submission and confirm approval to 

submit.
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Appendix 1 – Project Plan Overview
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 Appendix 2 – Accountability Framework – Draft submission for June 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

June 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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RLBUHT BOARD PACK

TITLE: FT Progress / NTDA 

AUTHOR: Mark Thorne,
Jim Bluett-Duncan

For each statement, the Board is asked to confirm the following:
For CLINICAL QUALITY, that: Response

1 Yes

2 Yes

3 Yes

For FINANCE, that: Response

4 Yes

For GOVERNANCE, that: Response

5 Yes

6 Yes

7 Yes

8 Yes

9 Yes

10 Yes

11 Yes

12 Yes

13 Yes

14 Yes

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing 
care on behalf of the trust have met the relevant registration and revalidation requirements.

SELF - CERTIFICATION REQUIREMENTS - 
BOARD STATEMENTS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

June 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.

The board is satisfied that: the management team has the capacity, capability and experience necessary to 
deliver the annual operating plan; and the management structure in place is adequate to deliver the annual 
operating plan.

The board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to date  
accounting standards in force from time to time.

The board will ensure that the trust remains at all times compliant with the NTDA accountability framework and 
shows regard to the NHS Constitution at all times.

All current key risks to compliance with the NTDA's Accountability Framework have been identified (raised either 
internally or by external audit and assessment bodies) and addressed – or there are appropriate action plans in 
place to address the issues – in a timely manner

The board has considered all likely future risks to compliance with the NTDA Accountability Framework and has 
reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring occurrence and the 
plans for mitigation of these risks to ensure continued compliance.

The necessary planning, performance management and corporate and clinical risk management processes and 
mitigation plans are in place to deliver the annual operating plan, including that all audit committee 
recommendations accepted by the board are implemented satisfactorily.

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 
framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury 
(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets as 
set out in the NTDA oversight model and a commitment to comply with all known targets going forward.

The trust has achieved a minimum of Level 2 performance against the requirements of the Information 
Governance Toolkit.

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of 
interests, ensuring that there are no material conflicts of interest in the board of directors; and that all board 
positions are filled, or plans are in place to fill any vacancies.

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, 
experience and skills to discharge their functions effectively, including setting strategy, monitoring and managing 
performance and risks, and ensuring management capacity and capability.
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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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Glossary of terms

Acronym Term Definition
FT Foundation Trust
FY Full Year

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine.

Global trigger tool
H&S Health & Safety
HCA Health Care Assistant
HRG Healthcare Resource Groups

HSMR Hospital standardised 
mortality ratio

This gives the case-mix adjusted mortality rate of the “HSMR basket of 
diagnoses” (the diagnoses that account for 80% of all in-hospital deaths 
relative to the national average).

I&E surplus This is the retained surplus as a percentage of revised income.
Inpatients A patient who occupies a bed for at least one night.

LCRN Local Clinical Research 
Network

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient

Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs.

Level 2 complaints More formal complaints. 0-25 working day response time.
Level 3 complaints
Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 

easily realisable) assets.
Locums A person who temporarily fulfils the duties of another. 
Mandatory Training A legal requirement for all staff to be trained in certain subjects 

(currently 8 subjects every 2 years) under health and safety legislation 
and guidance.

Mentors Person shares knowledge, skills, information and perspective to foster 
the personal and professional growth of someone else. 

MHA Mental Health Act
MRSA Methicillin-resistant 

staphylococcus aureus
The number of MRSA bloodstream infections reported measured as an 
absolute number against an agreed trajectory.

MSSA Methicillin-sensitive 
staphylococcus aureus

The number of Trust attributable MSSA bloodstream infections 
reported, measured as an absolute number against an agreed 
trajectory.

MINAP Myocardial Infarction 
National Audit Programme

Audits data completeness and validity.

NICE National institute for health 
and clinical excellence

A special health authority of the English National Health Service (NHS), 
serving both English NHS and the Welsh NHS.

NIHR 
league

National institute for health 
research league

The league table looks at the number of studies undertaken by each 
individual Trust, and the number of patients they recruit into those 
studies.

NPSA National patient safety 
agency

NSS National Student Survey
Never events
Non-elective patients Patients for whom a procedure is performed as an emergency.
Non-referred patients Patients who have come to the hospital without a referral from a GP or 

another hospital.
NTDA National Trust Development 

Authority
NQA Nursing Quality 

Assessments
Aggregate rating of 11 standards within Nursing Quality Assessments 
audits.

NQI Nursing quality indicators Monthly Audit programme across wards collecting information in 
relation to falls, medication, observation, pressure area care, infection 
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Glossary of terms

control, nutrition, pain, nurse cleaning elements, discharge & transfer.
Acronym Term Definition

Outpatient A non-residential hospital patient i.e. a patient who visits a hospital, 
clinic or associated facility for diagnosis or treatment but does not stay 
for over 24hrs.

PAS Patient Administration 
System

PEMS Patient evaluation 
management system

Patient satisfaction survey response rates for patients included within 
the Advancing Quality Programme denominator.

PET Patient Experience Tracker Performance indicator based on the results of questions from the 
National Inpatients Survey selected by the Care Quality Commission.

PROMS Patient reported outcomes 
measures

Patient Reported Outcomes Measures, based on questionnaires which 
collect health status information from patients before and after an 
intervention.

Patient safety thermometer An internal survey or inpatients on a particular day each month to 
identify incidents of VTE, falls, pressure ulcers & CAUTIs. It does not 
include MRSA, CDT, MSSA, VRE or ESBL infections, or medication 
incidents, as they are not required by the DoH operating framework.

PbR Payment by results Payment by results is the rules-based payment system under which 
commissioners pay healthcare providers for each patient treated, 
taking into account the complexity of the patient’s healthcare needs.

PCT Primary Care Trust PCTs previously commissioned primary, community and secondary care 
from providers but are scheduled for abolition on 31.03.13.

Primary coding

PFI Private finance initiative A way of funding public infrastructure projects with private capital.
Prophylaxis Any medical or public health procedure whose purpose is to prevent, 

rather than treat or cure a disease.
QEP Quality Efficiency 

Programme
QOF Quality and outcomes 

framework
The Quality and Outcomes Framework (QOF) is a system for the 
performance management and payment of GPs.

Referred patients  Patients referred by a GP or another hospital.
RIDDOR Reporting of Injuries, 

Diseases and Dangerous 
Occurrences Regulations 

Workplace incidents that cause more than 7 day’s inability to carry out 
normal duties. Work related diseases and dangerous occurrences.

Responsibility The duty to deal with something
ROA Return on Assets An indicator of how profitable a company is relative to its total assets. 

Calculated by dividing a company’s annual earnings by its total assets.
ROI Return on Investments A performance measure used to evaluate the efficiency of an 

investment or to compare the efficiency of a number of different 
investments. To calculate ROI, the benefit (return) of an investment is 
divided by the cost of the investment.

RCA Route Cause Analysis 
RLBUHT Royal Liverpool & 

Broadgreen University 
Hospitals Trust 

R3m Rolling 3 months Looks at the average of the last 3 months.
Secondary coding
Spells A continuous period of inpatient care within the hospital.

SUIs Serious untowards incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises.

SQA Service quality assessment
SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 

fiscal policy as dictated by the Dept of Health at a regional level.
SHMI Summary hospital-level SHMI is a hospital-level indicator which reports on mortality at trust 
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Glossary of terms

Mortality indicators level across the NHS in England.
Acronym Term Definition

TARN Trauma Audit and Research 
Network

TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage.

U’perf ward/dir Shows the number of underperforming wards or directorates.
TTO To Take Out
VRE Vancomycin-Resistant 

Enterococci
The number of Trust attributable VRE (Vancomycin Resistant 
Enterococci) bloodstream infections reported, measured as an absolute 
number against an agreed local trajectory.

VTE 
assessment

Venous thromboembolism The rate of admissions where an assessment for VTE (Venous 
thromboembolism) has been carried out based on the clinical criteria of 
the national tool, including those patient sets assessed using an agreed 
cohort approach.

YTD Year to date Year-to-date is a period, starting from the beginning of the current 
year, and continuing up to the present day. The year usually starts on 
January 1 (calendar year), but depending on purpose, can start also on 
July 1, April 1 (UK corporation tax and government financial 
statements), and April 6 (UK fiscal year for personal tax and benefits).
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