
 
TRUST BOARD MEETING AGENDA – PUBLIC 

Date: 31 March 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 

1.03 Minutes of Trust Board Meeting held on 24 February  2015 
To approve the minutes of the Board of Directors 

BG 3 

1.05 Rolling Action Tracker 
To discuss any outstanding actions 

BG 15 

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

BG/AK Verbal 

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

BG Verbal 

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

MW 23 

 

TRUST ASSURANCE REPORTS 

 

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

LG Presentation 

1.40 Trust Executives’ Report  
To discuss and note key issues relating to this report 

All 27 

2.05 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 89 

2.15 Achievement of 4 Hour Emergency Care Standard 
To note the revised plan whilst noting the ongoing risk to delivery 

DMcL 94 

2.25 Migration Path – Future Activity, Performance and Capacity  
To discuss and note key issues relating to this report 

HJ 101 

2.35 NHS Staff Survey 2014 Summary Report   
To approve the identified areas for attention this year 

RE 105 

2.45 Safe Staffing February 2015 
To acknowledge the improvement in fill rates throughout the month of February 
and the work being undertaken to further strengthen our position 

LG 111 

 

FOR APPROVAL 

 

2.55 Quality Governance Memorandum 
To approve the Board Quality Memorandum and the signing of the Board 
Statement on Quality Governance. 

MW/LG 120 

3.10 Constitution 
To consider and approve the draft constitution for submission to Monitor 

MW 135 

3.15 Board Code of Conduct 
To debate the draft Code and to consider whether further work is required 

BG/MW 140 

3.25 
 

Performance Management Framework 
To approve the revised Performance Management Framework 

DMcL 142 

3.30 Assurance and Escalation Framework 
To approve the Trust’s Board Assurance and Escalation Framework and discuss 
and approve the continuing work to strengthen the Trust’s governance 
arrangements 

MW 150 
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3.40 
 

Freedom to Speak Up  
To approve the actions detailed in the report 

RE 172 

3.50 Northern Health Science Alliance 
TO FOLLOW 

AK 
 

TO FOLLOW 

 

FOR INFORMATION 

 

4.00 Risk Management Action Plan – Update 
To note the progress with the Risk Management Review Action Plan 

LG 178 

4.05 NHS England Forward View Update 
To discuss and note key issues relating to this report 

JHG 186 

 

CONCLUDING BUSINESS 

 

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

BG Verbal 

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

BG Verbal 

 Glossary of Terms 
For information 

All 189 

 

 
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 24 February 2015 at 1pm 
 

Conference Room, Royal Liverpool University Hospital 
 
Present:   Mr Bill Griffiths    Chairman    
   Mr A Kehoe     Chief Executive 
   Mr M Eastwood    Non-Executive Director  
   Mrs R Edwards     Director of HR and OD  
   Mr J Graham    Deputy Chief Executive/Director of Finance 
   Ms L Grant     Chief Nurse  
   Prof J Saunders     Non-Executive Director 
   Mr G Stewart     Non-Executive Director  
   Dr P Williams   Medical Director 
   
In attendance:    Miss H Jackson     Director of Strategy and Redevelopment 
   Ms D McLaughlin    Director of Operations 
   Mrs H Shaw     Director of Communications and Marketing 
 
Officers attending:  Mrs M Warburton Associate Director of Corporate Affairs 
   Mr Paul McNulty  Directorate Manager, Vascular & Renal 

Transplant Surgery (Item 14/295 only) 
   Mr David Jones  Project Support Manager (Item 14/295 only) 
   Prof John Brennan Consultant Vascular Surgeon (Item 14/295 

only) 
   Mrs Teresa Keyes Divisional General Manager for Surgery (Item 

14/295 only) 
   Mr M Grimshaw   Corporate Governance Manager (Minutes) 
                  
Apologies: Mr D Killworth Non-Executive Director 

     
    
14/269 Introduction  
 

Mr Griffiths welcomed members of the public (4) and governors (2) to the meeting.  
 
14/270 Declarations of Interest 
  
 None declared.   
 
14/271     Minutes of the Trust Board Meeting held on 27 January 2015  
  
 The minutes of the meeting held on 27 January 2015 were agreed as a true and 

accurate record. 
 
14/272 Rolling Action Tracker 
 
 Updates were provided against the following items which had been identified as 

overdue against agreed due dates: 
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 14/214 Trust Executive’s Report – Mrs Shaw noted that the Trust was seeking 
feedback from the public on the development of a smoke free site through a 
number of channels including the website and Listening Week. Work was on-going 
to explore other opportunities to involve public and patients. 

 
 14/190 Trust Executive Report – Are we treating patients effectively? – Dr 

Williams reported that the Trust sought to ensure that clinical staff were aware of 
appropriate guidance.  In relation to ensuring that patients with heart failure were 
referred to the correct team on discharge, Dr Williams noted that there had been 
some issues due to staff sickness. The Trust was currently considering increasing 
the number of heart failure nurses. 

 
 13/157 Strategic Initiatives – Mr Graham reported that the equipment replacement 

programme remained in development and that it would be discussed at an early 
meeting of the Resources and Performance Committee and which subsequently be 
reported to the Board through the Committee report.  

  
14/273 Urgent Matters Arising 
 
  None noted. 
 
14/274 Chair’s Update 
 
 Mr Griffiths reported that positive discussions with other providers in the area 

regarding joint-working remained ongoing under the Healthy Liverpool Programme. 
 
 The Trust was in the process of recruiting a Non-Executive Director who would be a 

qualified accountant.  In the interim Mr Griffiths stated that he was looking to 
appoint an interim NED who would attend both the Audit and Assurance Committee 
and the Board.  It was noted that Prof. Saunders’ term of office as the 
representative of the University of Liverpool would end at the end of March 2015. A 
nomination from the University had been obtained and was now with the TDA for 
formal approval.   

  
 Prof. Adil had recently stood down as the Board’s clinical advisor.  Recognising the 

skills and experience of the new University NED it was not thought necessary, at 
this time, to seek a further clinical adviser and that the Board composition would be 
reviewed post – authorisation.   

 
 Discussions with both the TDA and Monitor had taken place regarding the 

commencement of the final phase of the Foundation Trust assessment and it was 
noted that this would start in March with the process being completed in the 
summer. 

 
14/275 Trust Executive’s Report 
 
  Mr Kehoe drew attention to the launch of the Liverpool Health Partners Biomedical 

Research Centre (BRC) at the Health is Wealth Conference on the 22nd January 
2015. The launch was well received and it would provide a strong platform to 
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develop a bid for a fully funded National Institute for Health Research (NIHR) BRC 
in 2016/17.  

 
 Directors highlighted key issues relating to their reports. 
 
 In terms of the 2018 Transformation Programme, Miss Jackson stated that the 

service redesign projects (Closer to Home and Project White Space) were 
developing well and that the Trust should be in a position to report measurable 
progress in the near future. Carillion continued to report that, although works were 
behind schedule, they were still planning practical completion for 31st March 2017. 
The construction of the two single bedroom and en-suite mock-up was due to be 
completed in March 2015. This would help to test the efficacy of equipment as the 
Trust was exploring the possibility of designing new, bespoke equipment. The 
Accelerator Business Case was due to be considered by the TDA at their Capital 
meeting on 26th February 2015 and, if approved, work would start on site in June 
2015. 

 
 Drawing attention to the Trust’s capital expenditure, Mr Stewart sought clarification 

on the additional £1.2m allocated for IT schemes. Mr Graham explained that this 
related to the classification being changed from revenue to capital.    

 
 Dr Williams reported that the latest Summary Hospital-level Mortality Indicator 

(SHMI) had improved by four points. Pneumonia remained the most frequently 
recorded cause of death but the incidence of recorded death from vascular disease 
was higher than expected. It was noted that this was most likely due to the Trust’s 

status as the Regional Vascular Centre. There had been no new MRSA cases over 
the period and the Trust remained under trajectory for C.difficile. Dr Williams noted 
that there had been a recent outbreak of norovirus in one of the wards which was 
having an impact on patient flow. Mr Eastwood stated that it was highly 
encouraging that performance relating to VTE assessments had improved for the 
second month in a row.  

 
 Mr Stewart sought assurance with regards to the mandatory training compliance 

rates which continued to fall below target. Mrs Edwards stated that a full report 
would be considered by the Resources and Performance Committee in March.   
Staff had been reminded of the importance of attendance, with a view to ensuring 
the highest levels of patient care and safety.  Work was ongoing with regard to 
improving attendance and that this was being monitored by Resources and 
Performance Committee.  This could involve e-learning so that training could be 
accessed remotely.  Prof. Saunders sought clarification on the reasons for non-
compliance. Mrs Edwards noted that this continued to be analysed. 

 
 Mr Eastwood noted that the rate of falls had increased in January 2015.  Ms Grant 

explained that the Trust had extended the nature of falls that were counted which 
would account for at least some of the increase and recognised the need to 
establish a baseline from this year’s performance to enable assessment of direction 
travel to be analysed.  
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 Chair’s Log: Quality Governance to explore the reasons behind the 
deterioration in the falls rate performance and challenge the current plan.   

 
 Ms McLaughlin drew attention to an increasing national focus on the number of 

patients waiting over 18 weeks. The Trust had been requested by the TDA to 
reduce the number of patients waiting over 18 weeks from 1,653 to 1,453 by the 
end of February 2015. A trajectory to achieve this had been shared with the 
Resources and Performance Committee but it was noted that there was a risk to 
delivery due to the need to balance non-elective with elective demands.   

 
 Mr Graham highlighted the IP & Innovation dashboard which was helping to provide 

a richer understanding of the Trust’s current status. This had been well received by 

the Research and Innovation Committee.   
 
 Mrs Edwards reported that sickness absence remained a challenge as it had 

increased in December to 5.99% from 5.53% in November. Having said this, it was 
noted that the long-term trajectory was downwards and work was ongoing to 
continue improvements focussing on outliers.  Mr Eastwood queried the financial 
cost of above target sickness.  Ms McLaughlin explained that the cost was 
approximately £1m per percentage point. 

 
  With regard to the financial position, Mr Graham reported that the Trust was £4.5m 

behind its EBITDA plan at Month 10. The cash position to January 2015 was also 
behind plan although the Trust’s liquidity ratio remained at 4 with a forecast of 4. 
The main reasons behind this were significant over performance against planned 
activity levels and the time lag in receiving payment for the over performance. Mr 
Griffiths queried whether the Trust was still optimistic it could deliver the financial 
plan for the year taking all of the risks into consideration. Mr Graham acknowledged 
that there were significant challenges but a number of options were being 
considered to ensure that the Trust delivered the financial plan for the year Mr 
Graham confirmed that plans had been developed with the divisions and which 
were being scrutinised at Resources and Performance Committee. Mr Graham 
reminded the Board that the Trust had successfully reduced the number of nursing 
vacancies, but that there was some time lag while the new staff were fully inducted 
and trained in their roles, and to ensure patient care was sustained meant that 
some additional support was necessary.  

 
 Mr Eastwood stated that this was encouraging but challenged whether the Trust 

was confident that the EBITDA and cash positions could be recovered. Mr Graham 
noted that over-performance was paid in arrears and whilst discussions with 
commissioners had not concluded, there was confidence that money would be 
recovered. There were also other debtors which the Trust was actively pursuing.   
Graham reported that a more detailed position would be provided to the next 
Resources and Performance Committee. 

 
 Chair’s Log: R&P Committee to undertake a robust and detailed assessment 

of the financial year end and to provide a note for the Board members with 
the findings. 
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 Mr Stewart noted the proportion of the QEP programme which as due for delivery in 
the final two months of the financial year and challenged whether the Trust was 
confident that this could be achieved. Mr Graham stated there continued to be a 
focus on in year and recurrent QEP delivery. Mr Eastwood questioned whether 
there would implications on the Long Term Financial Plan (LTFM) from the current 
year’s QEP deficit. Mr Graham confirmed that the recurrent items not achieved 

would need to be reflected in the plan for 2015/16 and that the Trust had already 
identified the majority of QEP schemes for 2015/16. Ms McLaughlin reported that 
there were specific schemes that would be implemented over the next six weeks 
that would help the Trust make savings whilst maintaining patient care.    

 
 Mr Graham reported that the Nursing Technology Fund bid for the Trust’s Bedside 

Monitoring solution had not been successful. Feedback had been requested and 
when this was available it would be circulated to the Board. 

 
 Action: Mr Graham to circulate feedback on the unsuccessful Nursing 

Technology Fund bid to the Board. 
 
 Mrs Shaw reported that as part of the Trust’s plan for 2015/16 there would be an 

overhaul of the complaints handling process. 
 
 Drawing attention to the Environmental Scan, Mrs Warburton noted that it was the 

second time the report had been made available to the Board and that 
improvements would continue to be made, particularly to the area regarding ‘steps 

taken by the Trust’. 
 
 With regards to risk management, Ms Grant reported that there had been a serious 

incident with regard to compliance with the WHO checklist and referred the Board 
to the risk on the risk register.  Further training had been delivered and processes 
had been amended so that surgeons would be present for the signing of the 
checklist. Mr Eastwood queried whether financial risks were included. Mr Graham 
confirmed that financial risks were included in the divisional risk registers. 

 
 Dr Williams reported that the Trust had been ranked 12th nationally out of 182 

eligible trusts for overall best practice for the National Hip Fracture Database. 
Attention was drawn to the fact that there were 636 pieces of NICE guidance that 
were or potentially were applicable to the Trust. Dr Williams noted that increased 
resource and improved electronic systems would be necessary to manage this as 
the numbers were increasing exponentially.  

 
 The Trust Executive reports were noted.  
 
14/276  Committee Reports 
  
 Mrs Warburton explained that the report summarised the key items discussed, risks 

identified and assurance provided by the Board’s Committees which was further 
supported by verbal updates from the Committee chairs.    
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 In terms of the Audit and Assurance Committee, Mr Stewart reported that a process 
for the recording and reporting of tender waivers to provide compliance with Trust 
Standing Orders had been approved. Previous tenders were now being reviewed 
for compliance. 

 
Mr Graham noted recovery plans for the directorates continued to be monitored by 
the Resources and Performance Committee and that a single item meeting on the 
LTFM had been held on the 11th February 2015.  

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

considered by the Committees.  
 
14/277 Patient Story  
 
 Ms Grant outlined the experience of a lady, Eileen, who had been told in January 

2015 that her breast cancer had recurred and was terminal. This had necessitated 
her spending 19 days in hospital, acutely unwell for most of her stay. Eileen had 
kindly shared her story with the Trust and had made a number of observations. 
Firstly that she had felt that junior doctors had lacked confidence when discussing 
death and with keeping the patient informed. Secondly, that there had been a poor 
attitude from a minority of staff and that staff had been unable to assist with 
administrative issues such as medi-cash forms. Lastly, Eileen had remarked that 
the general facilities and appearance of the hospital had meant that she had not 
wanted her grandchildren to visit and that she was unable to have a bath. 

 
 Mr Kehoe queried whether the Academic Palliative Care Unit would help in 

developing young doctors’ confidence in dealing with end of life issues. Ms 

McLaughlin confirmed this to be the case and reported that conversations were 
being held with estates to explore whether bathing facilities could be provided. 
Additionally, the Trust was also exploring whether there could be increased 
flexibility on visiting times for patients in palliative care. 

 
 Mrs Edwards questioned whether there had been any more information on the 

minority of staff who had demonstrated a poor attitude. Ms Grant explained that a 
small minority of staff had been inappropriately flippant and that the Trust was 
committed to ensuring that all staff demonstrated the correct behaviours and 
values. 

 
 Mr Stewart suggested that a card be sent to Eileen’s family to thank them for 

sharing her story with the Trust.   
 
 Action:  Ms Grant to ensure that a card be sent to Eileen’s family on behalf of 

the Board thanking them for sharing her story.    
 
 The Board noted the presentation. 
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14/278 LCRN Quarterly Performance 
 
 Dr Williams updated the Board on the Trust’s progress against the NIHR CRN High 

Level Objectives.  
 
 Mr Graham queried how the Trust itself was performing.  Dr Williams reported that 

the Trust was one of the biggest recruiters but noted that the numbers could be 
small for particular studies. The areas that were marked ‘red’ were common across 

the network and that the Trust was committed to improving its own contribution as 
well as that of the other Trusts within the network   

 
 The Board resolved to note the report as host organisation for the CRN NWC. 

 
14/279 Corporate Objectives 2015/16 
 

Mr Kehoe reported that following a number of conversations a set of corporate 
objectives for 2015/16 had been proposed.  Mr Kehoe noted the contribution from 
Mrs Shaw who had played a key role in drafting the objectives.  These would be 
delivered in year and whilst they did not represent the whole of the Trust’s work 

programme, they would provide a focus, and demonstrate the next step in delivery 
of the Trust’s vision and strategic themes. 
 
Mr Stewart emphasised the importance of training for staff.  Mrs Edwards noted that 
developing a ‘coaching culture’ was pivotal and would support the appraisal 
framework. Mr Kehoe added that the Royal Liverpool Nursing Programme would 
provide a flagship training programme for the Trust and suggested that ‘training’ 

could be added as a measure to the objectives. 
 
Action: To include training levels as a measure for the 2015/16 corporate 
objectives.  
 
The Board agreed the corporate objectives for 2015/16 and for them to be shared 
across the Trust.   
 

14/280 Achievement of 4 Hour Emergency Care Standard  
 
 Ms McLaughlin reported that following a positive start to February, there had been 

deterioration in performance due to pressures caused by infection. At the current 
time, performance was at 94.5%. 

 
 Ms McLaughlin continued to provide an update on the operational response for 

achieving the 4 hour standard. There had been a CCP (coffee, croissant and a 
plan) week that had commenced on 26th January 2015. This included commencing 
the ‘working day’ at 8am with board rounds throughout the medical wards. All 

medical specialities then met in the AMU at 8.30am to agree allocation of patients 
to the correct specialty beds. This had been highly successful with discharges 
occurring earlier in the day with better clinical engagement. It was also noted that 
the ground floor escalation ward would be closed down within the week and the 
corridor would no longer be used as a triage, improving patient safety and 
experience.  
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 Mr Graham queried that whether there had been any progress in the development 

of a system wide dashboard to better understand the performance across the 
system.  Ms McLaughlin confirmed that whilst there was a system wide dashboard, 
there was no information collected on access to GPs. Consequently, a structured 
survey was in development with partners to capture reasons for attending A&E. 

 
 In response to a question, Ms McLaughlin stated that the Trust continued to work to 

achieve the target and the Trust needed resilience in the system. This was 
increasingly challenging in the context of cuts to social care and it was noted that 
the projects within the transformation programme were vital towards this aim.  Ms 
McLaughlin referred to research which supported the need for timely discharge of 
frail elderly to reduce the risk of such patients deteriorating and reducing the 
successful discharge of those patients.  

 
 Noting the success of the CCP week, Mrs Edwards asked whether this would be a 

sustainable change in practice. Ms McLaughlin confirmed that the change of 
practice would remain and the possibility of including it in job plans was being 
explored.   

 
 The Board noted the actions and progress taken towards the achievement of the 4 

hour emergency care standard.  
 
14/281 Safe Staffing Monthly Update 
 

The Board considered the monthly update on safe staffing. Ms Grant drew attention 
to those wards which had fallen below 80% threshold.  Ms Grant assured the Board 
that there were no overall concerns as the issues related to these wards were 
already known and monitored by the Trust and appropriate controls were in place to 
ensure patient care was not compromised.   
 
Reference was made to a recent negative news story with regard to the cleanliness 
of ward 3Y. Assurance was provided that the issue related to a side room and that 
a letter had been sent to all ward managers to emphasise importance of cleanliness 
on the ward areas.   
 
Mr Graham queried whether it was possible to provide a month by month report so 
that trends could be analysed. Ms Grant reported that a toolkit was in development 
that would support such analysis and would include contact time with patients which 
had been identified as an issue from a number of patient stories. This was 
scheduled for Board consideration in April 2015. Mr Kehoe added that it was not 
only nurses that were involved with patients but also other professions such as 
health care assistants.  
 
Dr Williams noted that there was a need to ensure that staffing information was 
consistently reported between the safe staffing report and the finance report.   
 
Action: Mr Graham/Mrs Edwards/Ms Grant to ensure alignment of information 
on staffing numbers.    
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Mr Stewart queried whether the Trust would look to increase the 80% fill rate target. 
Ms Grant confirmed that the Trust would aspire to exceed the fill rate but it was 
noted that this was increasingly challenging with the scarcity of nurses in the North 
West as well as the need to ensure the appropriate skill mix across the Trust.   
 
The Board noted the report and its conclusion that overall, nurse staffing numbers 
were maintained in January.   
 

14/282 FT Progress NTDA Report 
 

The Board considered the update on progress with its application for FT status.  Mr 
Graham reported that Monitor would commence phase 2 of the assessment 
process on 2nd March 2015. A suite of information had been requested and the 
Trust was working on providing this. 
 
The Board noted progress with the FT application and approved the submission of 
the self-certifications consisting of Monitor’s Licensing Requirements and the Board 

Statements as part of the Single Operating Model. 
 
14/283 Quality Governance Memorandum 
 

Ms Grant noted that the Board had considered the Trust’s self-assessment against 
the Quality Governance Framework at a workshop in November 2014, to assure 
itself of the robustness of the self-assessment process and subsequently agreed a 
score of 4.5. The Trust had continued to strengthen its quality governance 
arrangements and referred the Board to the action plan at Appendix B which 
illustrated the progress being made which were then highlighted by Ms Grant. Mrs 
Warburton reported that the QGM was scheduled for Board approval in March 
2015. 
 
The Board noted the progress against the Quality Governance action plan. 

 
14/284 Board Governance Memorandum 
 
 Mrs Warburton reported that the Trust commissioned an independent follow-up 

review of its Board Governance arrangements in 2012. The Board considered the 
findings in January 2014 and approved the action plan in March 2014. The Board 
received a substantive update in May 2014 with progress monitored by the 
Foundation Trust Steering Group (FTSG) with exceptions reported through the 
monthly FT progress report. Particular areas of focus were identified as: 

 
 Annual review of committees 
 Review of Standing Orders, Standing Financial Instructions and Scheme of 

Delegation and Reservation to ensure they were fit for purpose 
 Risk management arrangements 
 Stakeholder engagement 
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Mr Griffiths queried the timetable for completing the necessary actions. Mrs 
Warburton reported that the SO, SFIs and SORD were on the agenda under item 
14/285. An update report on risk management arrangements would be available for 
the March 2015 Board meeting and whilst the committee review would take 
approximately two months to complete there were a series of actions which could 
be completed in the interim. Mr Kehoe questioned when a revised Code of Conduct 
would be developed. Mrs Warburton noted that this was ready to be implemented 
subject to discussion and formal approval by the Board. 
 
Action: To circulate the revised Code of Conduct for comment prior to Board 
approval.     
 
Mr Graham sought clarification in terms of how the score regarding the composition 
of the Board had been reached. Mrs Warburton explained that under the ‘comply 

and explain’ concept, the Trust was confident that the changes to the Board 
strengthened the overall capability of the Board.   
 
The Board noted the progress with the Board governance action plan and approved 
the assembly of a coherent, comprehensive and integrated development plan to 
support the continued improvement of the Board and its governance arrangements. 

 
14/285 Standing Orders/SFIs/SORD Review 
 
 Mr Graham explained that the Trust’s SOs, SORD and SFIs were reviewed in 

November 2014 by the Audit and Assurance Committee to reflect the TDA 
guidance on the NHS Trust Capital Regime and Investment Business Case 
Approvals. They were reviewed again in January 2015 to reflect the 
recommendations from the External Governance Review on non-executive 
payments. Mrs Warburton drew attention to Appendix A which summarised the 
changes and noted that it was important that the Boards reserved powers were 
understood by board members and committee members.  

 
 Noting the complexity of the reserved powers of the Board, Mr Griffiths stated that 

there was a risk for misinterpretation and oversight. It was asserted that with a 
smaller number of reserved powers, the Board could ensure stronger compliance.  

 
 Mr Graham reported that the reserved powers were reviewed annually and they 

were cross-checked against national reference points and guidance. If the Trust 
received Foundation Trust status, there would be greater flexibility. The point 
regarding the risk of overloading the Board with reserved powers would then be 
considered.  

 
 The Board adopted the SOs, SORD and SFIs as approved by the Audit and 

Assurance Committees in November 2014 and January 2015.  
 
14/286 Health & Safety Quarterly Update 
 
 The Board considered the quarterly Health & Safety Update. Ms McLaughlin 

reported that a letter had been received from the HSE to state that they were 
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satisfied with the Trust’s arrangements for staff safety in the event of an Ebola 

patient being treated at the Royal site. 
 
 Mr Stewart challenged why there was not a representative from Liverpool Clinical 

Laboratories to attend the bi-monthly Divisional Health and Safety Meetings. Ms 
McLaughlin reported that a solution had been found to this issue and both 
Divisional Health and Safety Meetings would be informed. 

 
 The Board noted the report.   
 
14/287 Data Quality Assurance  
 
 Ms McLaughlin reported that the Trust was making good progress compiling an 

information matrix reflecting all indicators and KPIs that are published internally for 
Board reporting and externally via national routes or the CCGs etc. The information 
matrix would note the quality assurance against each indicator, the standard 
operating procedures in place and the individual responsible for the various stages 
of the process to publication. The Trust’s process had been externally reviewed by 

KPMG and positive feedback had been received.  
 
 Mr Griffiths queried the timescale for completion. Ms McLaughlin reported that the 

outstanding SOPs would be complete by March 2015 but each item would then 
need to go through two quarterly cycles so it could be audited and then externally 
audited. Once audited, the data would receive a quality rating or kite mark. 

 
 The Board noted the work to date and the proposed approach for the next steps.  
 
14/288 Chair’s Logs from Meeting 
 
 The following Chair’s logs were identified from the meeting:- 
  
 Quality Governance to explore the reasons behind the deterioration in the falls rate 

performance and challenge the current plan.   
 
 R&P Committee to undertake a robust and detailed assessment of the financial 

year end and to provide a note for the Board members with the findings. 
  
14/289 Questions from Members of the Public 

 
The Chair invited members of the public to ask questions.  
 
With reference to recent articles which had suggested that improving continuity of 
care reduced A&E admissions, it was asked if the Trust recorded whether an 
individual chose to attend A&E because - had they gone to their GP surgery - they 
did not have a ‘named/regular GP’ that they could see? Ms McLaughlin explained 
that the Trust did not regularly record this information but noted that work was 
progressing across the area to develop a questionnaire to explore patients’ reasons 

for attending A&E. 
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Regarding the bedrooms at the new hospital, it was queried whether the Trust 
would seek feedback from patients and the public. Ms Jackson confirmed that the 
Trust would look for patient feedback at one of the Trust’s ‘100 day countdown’ 

events, potentially on the 600 or 700 day event. 
 
It was questioned whether a decision had been made on the future of the 
hydropool. Ms Jackson explained that this was a complex decision and that the 
Trust was still working through the issues. A preferred option had yet to be 
formalised but an attempt would be made to find out when the business case would 
be submitted.  

 
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: 31 March 2015 
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Nov-14 
14/200 

NHS England 
Forward View 

To provide an update 
report on the NHS 

England Forward View. 

JHG On March 2015 agenda 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 
keeping patients 

safe? 

To monitor timeliness of 
completion of RCAs and 
learning from incidents 
and report progress in 

the monthly Board 
report.   

LG Monthly updates included in Board 
report 

Apr-14 
14/03 

Minutes of Trust 
Board Meeting held 
on 25 March 2014 

update to be provided to 
the Board on lessons 
learnt from patient 

stories 

LG To be provided at every board 
meeting. 

Feb-14 
13/296 
 
 
   

Quality Governance 
Memorandum 

Monthly report to be 
produced for the Board 

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

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

Feb 15. On March 15 agenda   
 

 
CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 
 

Meeting 
Date 

Item Action Owner Action Taken 

Feb-15 
14/277 

Patient Story That a card be sent to the 
patient's Eileen’s family 
on behalf of the board 

thanking them for sharing 
her story.    

LG Card sent to patient's family. 

Jan-15 
14/249 

FT Progress NTDA 
Report 

To prioritise the items to 
be considered at the 
Board development 

sessions in advance of 
Monitor commencing 

phase 2 of their 
assessment process 

JHG To be agreed as part of the discussion 
of the FT process at Feb Board. 

Programme Agreed. 

Jan-15 
14/244 

Patient Story For the patient stories to 
be disseminated 

throughout the Trust e.g. 
by film. 

RE/HS Arrangements are being made to 
record senior nursing team members 
delivering the stories from Jan, Feb 

and Mar so that the films can be used 
in a range of Trust meetings and 

events 
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Jan-15 
14/241 
 
  

Trust Executive's 
Report  

To update the Board on 
the proposals in relation 
to the national tariff in 

February 2015. 

JHG Discussed at Feb 15 Board as part of 
the LTFM paper. 

Dec-14 
14/217 
 
 
  

2015/16 Proposed 
Corporate 
Objectives 

Requested that the Trust 
further develop the 
proposed objectives 

ensuring that they are 
SMART, are consulted 

upon and aligned within 
the planning process. 

JHG Workshop with governors 6 January 
2015.  To progress development 

through planning process.  Updated 
objectives to February 2015 Board 

and to C of G 2 March 2015 

Jul-13 
13/165 

Keogh 
Review/Revised 
CQC Inspection 
Methodology 

Role of duty managers to 
be considered 

DMcL Part of review of wider review.  
Included as QEP scheme. SOP 
implemented for patient flow. 
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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 

Feb-15 
14/284  

 

Board Governance 
Memorandum 

To circulate the revised 
Code of Conduct for 

comment prior to Board 
approval 

MW Circulated 25 Feb for 
comment.  To be 

considered at April 
Board. 

Apr-15 

Feb-15 
14/281 

Safe Staffing Monthly 
Update 

To ensure alignment of 
information on staffing 

numbers. 

LG/JHG/RE  May 15 

Feb-15 
14/279 

Corporate Objectives 
2015/16 

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

corporate objectives. 

RE  May 15 

Feb-15 
14/275 

Trust Executive's 
Report 

To circulate feedback on 
the unsuccessful Nursing 

Technology Fund bid to the 
Board. 

JHG  Apr-15 

Jan-15 
14/255 

Questions from 
Members of the Public 

To explore establishing a 
focus group with members 

of the public to better 
understand their fears, 

anxieties and motives for 
presenting at A&E 

DMcL To develop an approach 
across Cheshire and 

Merseyside. To explore 
opportunity for 

academic support. 

Jun-15 

Jan-15 
14/248 

Safe Staffing Monthly 
Update 

To include attendance 
figures for the RLB Nursing 

Programme in future 
staffing reports 

LG  Apr 15 

Jan-15 
14/243 

Board Assurance 
Framework – 3rd 
Quarter Review 

2014/15 

For future iterations of the 
BAF to include milestones 
for reducing the risk score 

and to incorporate relevant 
metrics for each strategic 

risk 

MW  Apr-15 

Dec-14 
14/220 

Safe Staffing Report - 
November 2014 

To update the Board with 
regards to the toolkit for 

analysing contact time with 
patients. 

LG Toolkit being used.  To 
be included in April 

update to Board. 

Apr-15 
(Mar-15) 

Nov-14 
14/190 

Trust Executive's 
Report - Do we have 

the engaged and 
motivated people that 

we need? 

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

relation to current controls 

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

dashboard to aid 
analysis. 

Apr-15 
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Nov-14 
14/190 

Trust Executive's 
Report - Are we 

delivering a positive 
patient experience? 

To report progress with the 
action plan to the Board as 

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

address (complaints). 

LG Verbal update to Board 
Jan 15 to support 

executives report.  Due 
date to be extended to 

May 15 

May-15 
(Jan-15) 

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. 

Apr-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. 

Apr-15 
(Jan-15) 

Sep-14 
14/134 

MRSA Performance Listening event to be 
arranged re: infection 

prevention and control 

RE Session re-scheduled 
from February to April 
2015 due to industrial 

action. 

Apr-15 
(Feb-15) 

Sep-14 
14/130 

Trust Executive's 
Report - Finance 

Assessment of financial 
implications and funding 

source to be included on all 
future board papers 

JHG All reports to include 
financial implications 
explicitly and for the 

report template to be 
amended to highlight 
this more prominently 

Apr 15 
(Jan 15 ) 

Apr-14 
14/07 

BAF Separate risks for Trust's 
internal transformation 

programme to be 
considered 

MW Following consideration 
of the risk register at 
the Transformation 

Committee, the 
possibility of having two 

separate risks for the 
‘Sustainable Health 
System’ would be 

explored.   
Transformation 

Committee to consider 
risk register in Feb 15. 
To be discussed Board 

April 15. Risks are 
separately defined on 

the project risk registers 
but are integrated on 

the BAF. 

Apr-15 
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Apr-14 
14/07 
 
 
  

BAF Blockages with IT 
stakeholder software to be 

resolved 

JHG A pilot project using 
alternative software has 

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

system. This testing is 
expected to be 

completed by May 
2015. 

May-15  
(Jan-15) 
 
  

Apr-14 
14/06 
 
 
  

Trust Executive's 
Report - Financial and 

Data Audit 

Board to be updated on 
plan to provide assurance 

regarding data 
performance metrics 

LG Quarterly update on 
this issue was provided 
at the February 2015 

Board meeting. Update 
noted that the data 
would require two 

quarterly cycles to be 
fully audited. 

Oct-15 
(Apr-15) 

Nov-13 
13/245 

Business 
Continuity/Emergency 

Planning Annual 
Report 

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

JHG  Sept 15 

Nov-13 
13/198 

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

the Trust's planning 
process for 2014/15 

LG To be re-written by 
Chief 

Nurse/engagement with 
nursing staff 

Apr 15 

Jul-13 
13/157 

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

equipment replacement 
programme 

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

Verbal update April 
board. Programme 

under development. 
Audit to be undertaken 

Aug - Dec 14. 

Apr-15 
(Jan 15) 

Jul-13 
13/157 

Strategic Initiatives - 
Performance 

All directors to ensure 
commentaries to focus on 
analysis of improvement 

activity and timeframes as 
opposed to summarising 
the metrics, and include 

any specific issues for 
Board consideration 

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

review of meeting and 
annual review of Board. 

Apr-15 
(Mar-15) 

Oct-12 
12/110 

Corporate 
Performance Report 

Report to include 
corrective action taken in 
response to complaints 

ALL Analysis of lesson learnt 
included in quarterly 
report to QGC.  High 
level analysis to be 

included in Board Intell 
pack - update to May 

Board. Review of Trust 
approach to complaint 

Jun-15 
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handling Sept 13. Verbal 
update to Dec Board.  A 

weekly lessons learnt 
bulletin that includes 
incidents reported on 

datix, complaints 
themes, infection 

control produced May 
2014.  To include key 

lessons in Board report 
May 2014 onwards. 
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Calendar of ad hoc reports      Report owner: Madelaine Warburton 

What will be coming to the board in the next three months? 
 

Date Ad Hoc Report  
  

 
 
 
 
 
 
April 2015 
 

Patient Safety & Mortality 
 
BAF (including risk appetite) 

Declaration of Interests 

National Inpatient Survey 

4 hour A & E Update 

Budget / LTFM 
 
Integrated Business Plan 

Staffing  / Acuity 

Safeguarding 

 
 
 
 
 
 
May 2015 

Health & Safety update 

QEP Programme Approval/Review 

LCRN performance 

Board & Committees review 

Infection Prevention & Control Annual Report 

Cancer Strategy 

QGM/BGM 

Board Succession Plan 

 
 
 
 
 
 
June 2015 
 

Annual Report and Accounts 

Complaints Annual Report 

Medical Annual Appraisal & Revalidation 

Medicines Management Annual report 

Quality Account Approval 

SI Annual Report 

Sterile Services 
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 Chair’s log          Report owner: Madelaine Warburton 

 
Executive Director/NED No of Board Meetings 

Attended 
Bill Griffiths 2/2 
Aidan Kehoe 6/6 
Mike Eastwood 6/6 
Ros Edwards 6/6 
John Graham 6/6 
Lisa Grant 5/6 
Helen Jackson 5/6 
David Killworth 4/6 
Donna McLaughlin 6/6 
Jon Saunders 6/6 
Helen Shaw 5/6 
Geoff Stewart 6/6 
Peter Williams 6/6 

 

Committee (date & 
chair) 

Issues and lead 
officer 

Receiving 
Body 

Recommendation/ 
assurance/mandate to 
receiving body 

Action 

R & P Committee 
03.02.15 
David Killworth 

Disciplinary Policy 
 
Lead:  Ros Edwards 

Trust Board Updated Disciplinary 
Policy to go to Trust Board 
for approval 

Scheduled 
for April 2015 

Quality Governance 
04.02.15 
Jon Saunders 

Duty of Candour 
Policy  
 
Lead: Lisa 
Grant/Peter Williams 

Trust Board To provide the Board with 
an update on the Duty of 
Candour Policy.   

Freedom to 
Speak Out 
Report on 
March 2015 
agenda. 

R & P Committee 
04.03.15 
David Killworth 

Finance Report 
 
Lead: John Graham 

Trust Board To report financial position 
assurance to Trust Board - 
to include: 
1.Getting this year right – 
curbing discretionary 
spend 
2.Managers – reinforce 
financial awareness and 
challenge against delivery 
of budget 
3.QEP – momentum 
4.Short-term actions – 
how can we address 
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Assurance report from committees  
Mark Grimshaw  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Madelaine Warburton  

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  31/03/2015 

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 20 March 2015.  Copies of the minutes are available electronically 

for all Board members on e-share.      

 

3. CONCLUSION AND RECOMMENDATION        

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

by the Committees.   
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Assurance report from committees  
Mark Grimshaw  

MAIN REPORT:  

1) Transformation Committee – 26th February 2015   

Considered 
 Construction and implementation update – noted that the project was currently 

reporting 15 weeks behind programme. Update on design development provided and 
it was reported that the facilities management transfer to Carillion was going to plan. 

 Office to wards variation project – noted that a Variation Enquiry was required if the 
Trust was to consider converting proposed office space into additional wards. 

 Service redesign – update on ‘Project White Space’ and the ‘Closer to home’ project 

provided. 
 Update on the University of Liverpool Lease of the UCD and the Duncan Building. 
 Update on IT projects – Electronic Patient Record and Paper Free. 
 Liverpool Reconfiguration – collaboration meetings were continuing with a range of 

partners. 
 Committee informed that, subject to PDC funding, the Trust had received approval for 

the Accelerator. 
 
Key Risks 

 Two new risks identified for the 2018 Programme Risk Register; the impact of the 
Healthy Liverpool programme on site development and the failure to vacate the UCD 
and Duncan Building.  

 
Assurances 

 Assured that the 2018 Programme Risk Register was aligned with the Clinical Risk 
Register. 

 Timeline of key milestones to be produced. 
 

2) Quality Governance Committee – 4th March 2015 
 

Considered 
 Division of Surgery report detailing information and evidence related to governance 

systems and processes in place across the division. Items of note included scheduled 
human factors training, improvements to the risk register process, improvements in 
complaints handling, changed process for auditing the WHO checklist and 
improvements to ward 8A. It was also noted that whilst performance against EDS had 
improved the division was not meeting the required target.  The challenges related to 
weekend discharges.  The division was working to address this.   

 Report outlining the current position of the 2013/14 Quality Account. 
 Incidents, Claims and Complaints Report – Quarter 3. 
 Report regarding an external peer review commissioned by the Chief Nurse regarding 

safeguarding arrangements for adults and children within the organisation. 
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Assurance report from committees  
Mark Grimshaw  

 
Assurances 

 Venous Thromboembolism (VTE)/KPMG Action Plan - The recommendations from 
the KPMG review had been aligned into an overarching VTE action plan and all 
actions had been delivered.    The VTE process was more robust and transparent as 
a result.    

 Francis/Berwick/Hard Truths Action Plan - Updated action plan presented which gave 
an overview of where improvements have been made.  

 Quality Performance Report – January 2015 data. Work to improve performance 
against the friends and family test rating, dementia screening, Advancing Quality 
(AQ) targets for Heart Failure, Pneumonia and Stroke and complaints related to staff 
attitude was noted. Significant improvements against pressure ulcer management 
and learning disabilities were also noted. 

 Care Quality Commission Mock Inspection Visits Report.  
 Audit of Patient Safety Sub Committee and use of Risk Registers to capture and 

action risks. Noted that the Trust had appointed a Surgical Divisional Risk Manager 
and the Division of Medicine post would commence in April 2015.  This would ensure 
risks were captured on the registers in a timely manner.  Additional training was being 
given to divisions in terms of the changes to the Risk Management Policy. 

 Audit of Risk Registers and Compliance with new Risk Management Policy – verbal 
update provided. 

 
3) Resources and Performance Committee – 4th March 2015 
 

Considered 
 Workforce dashboard. Issues noted included a downward trend for sickness levels, 

recruitment drive for theatres staff, preparatory work for appraisals and an increase in 
WTE following recruitment drives for nurses and filling Health Record vacancies. 

 Finance Report - setting out the Trust’s financial position as at Month 10.  The Trust 
was behind surplus by £3.2m and EBITDA by £4.6m.  Expenditure was over plan – 
pay £20m and non-pay £21m. Stated a review of QEP programme was required 
along with further training on finance/procurement for relevant staff. 

 QEP Update – advised that the Trust was reporting £16.1m against the 2015/16 
stretch target of £25m. 

 Corporate Performance Report 
 Capital Programme Update 
 Development of generic roles in workforce across health and social care city-wide in 

line with Mayoral Health Commission review. Two reports considered; Forerunner 
Project (purpose of which is to establish local priorities, identify local issues and 
generate ideas for transformational change in the healthcare workforce) and 
Workforce planning / QEP (to ensure that the correct workforce planning tools are 
made available to managers at the Directorate level). 
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Assurance report from committees  
Mark Grimshaw  

 
Key Risks 

 Risk that the Trust won’t deliver its year-end outturn although steps had been taken 
to mitigate this position with divisional recovery plans and procurement management. 

 
Assurances 

 Report outlining actions in hand to address the dip in mandatory training compliance 
rates. 

 Report presenting the key findings of the overall clinical coding audit undertaken on 
behalf of Monitor by Comparative Health Knowledge System (CHKS). Assured that 
the results of the audit and lessons learned would be used to inform decisions going 
forward and Divisions were actively looking at how the Trust could address the issues 
identified. 

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

Commentary

Executive Summary

The past month has been a very busy one in relation to both our operational performance and progress 
against our long-term strategic themes.

At an operational level we continue to improve our urgent care 4 hour standard performance, and are 
confident that we will deliver above 95% in 2015/16. We have also been very active during the month in 
reducing the backlog of patients waiting over 18 weeks, and I commend the work of our teams who have 
managed to reduce these numbers significantly. At the time of writing I would also highlight the 
improvement in our infection prevention performance, which has meant that we have had no MRSA 
cases for 97 days and are on track to finish the year with less Clostridium difficile cases than our 
trajectory of 48. Particular appreciation for this goes to our Medical Director and all of our clinical teams, 
who have responded magnificently to the challenge in this area. Full updates will be given by the relevant 
Directors at the meeting.

The key outstanding issue at operational level is the contractual position with commissioners and the 
Director of Finance will cover this during his report.

With regard to the progress against our strategic themes, then again I think we have seen considerable 
progress in the month. The new hospital development continues at a pace and we are also having very 
positive discussions with our partner Trusts on developing better models of care for our City. This is 
essential work in relation to the ongoing development of a sustainable health system for the City region.

During the month we have also commenced a major staff development initiative, with the launch of our 
‘Anytime’ model of coaching, supporting our themes of a world class workforce delivering high quality 
care and an exceptional patient experience.

We are also delighted by the news that the business case to develop the Liverpool Life Science 
Accelerator has been approved by the TDA, and that we can now get underway on the project. This will 
represent the first scheme within the biocampus project, and I believe will act as a catalyst for further 
initiatives, much as the building of the new hospital has done. The Accelerator is an exciting collaboration 
between ourselves and the Liverpool School of Tropical Medicine, who are leading the field in exploration 
of drug resistance.

Finally, it is good to have Monitor working with us on the final stages of our Foundation Trust application. 
We have many exciting initiatives to take forward in the years ahead. The empowering of our Council of 
Governors and the freedoms that Foundation Trust status brings would be welcome enablers in assisting 
this work.

What has gone well?

St Paul’s Freedom of the City: Myself and the Chair attended the St Paul’s Eye Unit Freedom of the City 
Ceremony on 18th March at Liverpool Town Hall. Before and after the ceremony we were able to 
experience ‘Eyes Revealed’. This is a fascinating, interactive exhibition where you can see first-hand 
examples of the ways technology is used in ophthalmology and meet the clinical and scientific research 
teams from St Paul’s Eye Unit and the University of Liverpool’s Department of Eye and Vision Science. The 
awarding of Freedom of the City to St Paul’s is a great accolade, and great testimony to how dearly St 
Paul’s is regarded within the City. Well done to all of the St Paul’s team.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Smoke Free Sites: From 11th March 2015, smoking on our grounds or any other hospital grounds in 
Merseyside is no longer permitted. We have made a great impact in the first week with almost nobody 
smoking outside the main entrance to the Royal and far fewer people smoking onsite. I would like to 
thank everyone who has been involved in making our hospitals smoke-free. We have removed all 
smoking shelters, patients are being given access to nicotine replacement patches and extra smoking 
cessation officers are patrolling the main entrances, providing handy cards with quit smoking support to 
anyone they see smoking. They are also equipped with body cameras and will film anyone abusing them. 
This footage will be used to support the implementation of our zero tolerance policy towards abusing 
staff, whether by patients, visitors or other members of staff. Thankfully, these measures have received 
overwhelmingly positive support from members of the public, who are telling us that they want our 
hospitals to remain smoke free. The measures we have taken, in partnership with neighbouring hospitals, 
are just the first steps towards ensuring that our hospitals are smoke free. I am calling on all members of 
staff to get behind this, so we can keep our hospitals smoke free and make a real impact on improving 
the health of people in Liverpool.

Local Solutions Thank you Launch 20th March: On Friday 20th March, I attended an event hosted by the 
Local Solutions Charity. The purpose of the event was to recognise the work undertaken by Carillion to 
regenerate vacant space at Local Solutions Scotland Road Site. The services located there include projects 
to assist young homeless people, victims of domestic abuse and children and families affected by 
bullying. The site also incorporates Homeground, a 29 bed hostel for young homeless people, which has 
been established since 1992. A disused old woodwork area of the building had been vacant for a number 
of years, but following refurbishment by Carillion the space is now sufficient to house 30 employees. 

Cornerstone Initiative: Myself and Ros Edwards attended a meeting with Collette O’Brien from Liverpool 
City Council on Friday 13th March to discuss the progression of the Cornerstone Initiative. This is an 
inspirational initiative being led by the City Council and Liverpool John Moores University to help children 
in care, and on the edge of care, to reach their potential in life. Public and private sector organisations 
are committing to support the project in many different ways. I think we can play an important part 
through the mentoring of young people and providing work experience and apprenticeship opportunities 
as they move in to adult life.

Monitor / FT. The final phase of the Monitor assessment has now commenced and the team will be 
present on site over the next couple of months. At this stage we are looking towards a potential Board to 
Board meeting with Monitor in early June. If all goes well, then this would mean a possible authorisation 
date of 1st July or 1st August.

Boot out Breast Cancer. I am delighted to announce that Boot Out Breast Cancer raised £96,600 for the 
breast screening unit at Broadgreen Hospital, with a very successful fund-raising ball at Lancashire Cricket 
Club. A huge thank you is due to the organisers of the event, Debbie Dowie and her team, for their 
dedication, generosity and hard work. This is a fantastic achievement by all involved and we are 
extremely grateful for the support of Boot Out Breast Cancer.

Visit from Professor Elizabeth Anionwu CBE. On Friday 27th February, I attended a fascinating talk by 
Elizabeth Anionwu, Patron for the Sickle Cell Society at the Roald Dahl Centre in relation to the 
development of sickle cell services in the UK. Elizabeth was the first specialist sickle cell nurse in the 
country and is now working with our teams to help support the development of the service in Liverpool. 
With the commitment demonstrated by our own team, and the support of Elizabeth, then we have the 
foundation required to build a strong, integrated, service in the City.
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Commentary

Europe and Liverpool City Region Conference. I attended the Conference Speakers’ Dinner at Liverpool 
University on Monday 16th March and part of the Conference itself the following day. This provided an 
opportunity for key players in the Liverpool city region to discuss future engagement with Europe at a key 
time in the national debate. There was strong support at the event for closer collaboration with Europe. 
This recognised the contribution Europe has made to the development of the City Region. More 
importantly, it recognised the future benefits that could be realised, both for the City, but also the whole 
of the North.

Professor Chester Employment Tribunal: On 17th March Professor Chester withdrew his claims against 
the Trust and the proceedings have now been dismissed by the Judge. The matter is now concluded. This 
case has been very complicated and I would like to thank all those involved for the time they have 
committed to the process. 

Where have we been challenged?

Project Shape: Following Board approval in January, formal consultation on the proposed transition to 
Clinical Business Units (CBUs) began on 29th January and finished on 14 March.  This followed an 
extensive period of pre-consultation engagement, starting last August, where clinicians and managers 
were keen to explore the potential benefits of CBUs. The outcome of the consultation was broad support 
for a transition to Clinical Business Units, but a desire to further consider the make-up of some of the 
groupings, and for any transition to take place over a longer period of time. We are very encouraged by 
the consideration our teams have given to this project and will continue to work on the development of 
proposals with them.  We will, however, progress with appointing to the senior leadership teams within 
the Divisions, where the Chief of Service (Divisional Medical Directors) will have a seat at the executive 
table, further strengthening clinical leadership.  We will also support the development of our senior staff 
through development centres starting at the end of March. 

Are there any emerging issues?

As I alluded to in my summary, the contractual position with commissioners still needs to be resolved for 
2015/16. This has been difficult to achieve due to the national position, which saw the first proposed 
national tariff offer being rejected by providers. This was followed by a directive to providers to select 
one of two offers, both of which, in effect, transferred risk to the provider organisations. We are looking 
to resolve the local position in the coming weeks.
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Values:  Patient centred and professional
Strategic objectives:  Further enhance culture of patient safety
Indicator Target Actual Period
‘care for Pats . i s  priori ty’ +ve s taff survey response 68% 67% Annual

‘happy with care provis ion’ +ve s taff survey response 64% 63% Annual

‘incident reporting’ +ve s taff survey response 90% 85% Annual

Fa l l s  per 1,000 bed days , moderate to severe harm 0.12 0.32 Month

C. di ff cases  (Hospita l  Acquired) 4 6 Month

C. di ff cases  (Hospita l  Acquired) 44 42 YTD

MRSA cases  (Hospita l  Acquired) 0 0 Month

MRSA cases  (Hospita l  Acquired) 0 7 YTD

Patients  with Pressure Ulcers  per 1,000 bed days  (Hosp Acq) 0.34 0.14 Month

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

VTE assessments  conducted 95% 96.8% Month

Serious  Untoward Incidents 0 3 Month

Never events 0 0 Month

NHS Safety thermometer - Harm Free Care 90% 94.5% Month

Inpatient Experience Survey - Pos i tive Responses 91% 97.2% Month

Friends  and Fami ly - Net Promoter Score 75 58 Month

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

18 Weeks  RTT - Admitted 90% 90.0% Month

18 Weeks  RTT - Non-Admitted 95% 96.5% Month

18 Weeks  RTT - Active Pathways 92% 92.6% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 95.6% QTD

Cancer - 14 day wait - Breast Symptoms 93% 98.0% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 96.0% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 94.4% QTD

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

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 87.9% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 93.1% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 92.6% QTD

Cancel led Operations 0.6% 0.76% QTD

Audit data  WHO checkl i s t compl iance Under Development Month

Audit of transfers  from Broadgreen 7 Month

Nurses  receiving human factors  tra ining 235 YTD

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

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

Sickness  absence 3.8% 5.3% Rol l ing12Month

Qual i fied nurse per bed 2.40 2.29 Month

Staff turnover 0.59% Month

Actual  s taffing vs . establ ishment Month

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

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

Data sources under development

Data sources under development

Data sources under development

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

Values:  Patient centred and collaborative
Strategic objectives:  Ensure appropriate staffing levels
Indicator Target Actual Period
A&E 4-hour s tandard (a l l  days) 95% 93.0% Month

A&E 4-hour s tandard (weekdays) 93.0% Month

A&E 4-hour s tandard (weekends) 93.5% Month

Inpatient Survey - Discharge Planning 90% 97.5% Month

Dai ly Average Discharges  (week days) 158.0 Month

Dai ly Average Discharges  (weekend days) 99.0 Month

Average Length of Spel l  - Elective (week days) 4.5 Month

Average Length of Spel l  - Elective (weekend days) 7.6 Month

Average Length of Spel l  -  Non-Elective (week days) 5.9 Month

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

HSMR (Weekdays) 100 92.85 Rol l ing12Month

HSMR (Weekends) 100 94.93 Rol l ing12Month

Diagnostics  wait times  (week days) 1.5 Month

Diagnostics  wait times  (weekend days) 0.7 Month
Same sex accommodation breaches 0 2 Month

Ready for discharge 10% 21.3% Month

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

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

Mandatory tra ining 95% 76.2% Month

'Reporting incidents '  +ve s taff survey response Month

Audits  providing s igni ficant assurance 5 5 YTD

Cl inica l  audits  Changing working practice YTD

% RCAs  completed (previous  months  data) 100% 57.1% Month

% RCAs  completed (year to previous  month) 100% 94.3% YTD

Completed commercia l  s tudies 11 Month

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

Patients  recrui ted to NIHR tria ls 4,361 3,109 Quarter

Information governance breaches 0 2 YTD

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

Progress  against key migration path objectives A Month

Finance Monitor ri sk rating 4 4 YTD

EBITDA margin £28.7 £24.1 YTD

Surplus/defici t £9.03 £6.31 YTD

Cash forecast accuracy assessment A Month

QEPs  del ivery - approved PIDs 90.0% 89.0% Month

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

QEPs  del ivery - completed medica l/nurs ing s ign offs 80.0% 89.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £15,043 £11,554 YTD

Total  income actual  vs  plan 110.2% YTD

Monitor governance risk rating #VALUE! AG Month

TDA risk rating #VALUE! AG Month

Data not available until Feb 2015

Data sources under development

Data unavailable until Feb 2015
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1

The 2018 Transformation Programme – March 2015 Report owner: Helen Jackson

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

SepMayJan 15 OctMarFeb Apr Jun Jul Aug Nov Dec
How are we progressing with the key steps associated with The 2018 Programme?

2
3

4

6
7

8

9

5

10

Number/Title Progress update

Preparation

1 Master Programme The master programme continues to be populated. Emphasis is currently being directed to the
development of Operational Policies and Commissioning Plans for the 31 areas, e.g. Laboratories,
Wards, Pharmacy, Switchboard, etc. Programmes for the Outpatients and Theatres Service Redesign
Projects need to be developed.

Service Redesign

2 Service Redesign Projects Work continues on Project White Space, Closer to Home and the Single Bedroom projects. Action
plans have been drafted in relation to Outpatients and Theatres.

New Hospital

3 Clinical and technical design 
and Reviewable Design Data

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

4 Construction Carillion is reporting that, although works are behind, they are still planning practical completion for
31st March 2017. This delay is currently calculated at 15 weeks behind programme.

5 Hospital Environment and 
Readiness for Service Move

A meeting is being scheduled with Staff Side representatives to agree their input to the work of the
commissioning teams. The single bedroom mock-up is progressing well. The flooring is complete, and
we are currently awaiting materials from Carillion to finish the works. Learning & Development have
ordered furniture and AV equipment for the teaching space. Work has progressed significantly
regarding Interior Design & Way finding,

6 Sustainable Communities Reducing Worklessness: Five Work Experience placements were hosted in February for pupils from
three local high schools. In addition Carillion has supported mock interviews, guest lectures and
student site visits within the last month. Local Economic Regeneration: The first SME Development
Workshops are planned for March. Community: Carillion hosted a BuildForce Awareness Event on
25th February, to provide Armed Forces leavers with the opportunity to meet potential employers
and hear from ex-military personnel who work in construction. Liverpool Charity & Voluntary
Services had also presented the first draft report providing feedback on the outcomes of the first
tranche of the Liverpool Community Fund.

7 FM Mobilisation and transition Carillion FM Services remains on target to deliver its Mobilisation Plan and will commence delivery of
Interim Services (i.e. the services in the period prior to the opening of the new RLUH) on 1st April
2015. The contract covers estate maintenance, grounds and gardens, energy management, window
cleaning, pest control and a helpdesk. The Trust’s Estate Department will undertake management
and monitoring of the contract using the Service Specification and Payment Mechanism schedules
from the Project Agreement.

Clatterbridge Cancer Centre

8 Sale and Development 
Agreement

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

9 Joint project planning Between January – July 2015, the Royal’s clinical teams will be involved in the detailed planning for
the new Cancer Centre. Over ten clinical pathway workstreams are under development, e.g. Acute
Oncology, Acute Medicine, Clinical Support/Imaging, etc.

Liverpool Health Campus

10 Accelerator The Accelerator Business Case was presented to the TDA at their Capital meeting on 26th February
and approved. The Trust is now awaiting confirmation from the Department of Health that the £9m
public dividend capital will be available for the scheme and subject to this, and to concluding all
design, legal, commercial and financial negotiations, it is planed to start construction in June .

Jan 16 Feb

Key: On current plan
At risk of delay
Behind plan
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Report owner: John GrahamCapital expenditure: Are our investment projects on track?

Area Project / Investment description
Total 
cost 

(£000s)

2014-
15 cost
(£000s)

On 
time

On 
budget

On 
benefit

Corporate PFI Prepayment PDC 94,000 13,535 n/a n/a n/a

Corporate Liverpool life Sciences Accelerator 11,000 700 n/a n/a n/a

Core 
Clinical

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

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

Surgery Vascular Fixed Radiology kit (Approval Pending) 3,900 40 Delayed n/a n/a

P
R

O
JE

C
TS

 B
EL

O
W

 £
1

M
P

R
O

JE
C

TS
 O

V
ER

 £
1

M

Area Overview of projects
Total 
cost

(£000s)

2014-
15 cost 
(£000s)

Activity update and any concerns

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

Surgery Medical Equipment replacement 1,054 1,054 Spending plans now agreed

Medicine  
& Core 
Clinical

Medical Equipment replacement 821 821 Spending plans now agreed

IT IT Schemes 2,134 2,134
Additional £1.2m allocated, now £2m plus 
central DoH funds of £134k  approved for 

Safer Hospitals initiative

Estates
Environmental & Essential 

Improvements (incl Asbestos)
1,050 1,050

Programme funding increased by £100,000 

Estates Backlog Maintenance 950 950
Schemes on programme and will complete 

within budget

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

within budget

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

within budget

Corporate Aggregate corporate schemes 1,158 1,158
Schemes on programme and will complete 

within budget

Corporate
Aggregate of Proposals (awaiting 

approval)
60 60

Plans not yet finalised

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

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

•Executive Summary. The trust has reported 7 cases of MRSA bacteraemia year to date against a target of zero. There were 3 
serious incidents declared in February.

•RCA completion rates:  
Completion rate for the year to the end of February is 94.3%. Incident reporting has increased throughout the month which is positive 
and all incidents continue to be reviewed at the Weekly Safety Meeting. There were 7504 incidents reported during 2013-2014 and this 
year to date 8998 incident reports have been completed. The trust therefore expects to see a 20% increase by year end in incident 
reporting which is positive in order to learn lessons and enhance patient safety.
•How are we performing?
•Infection prevention and control: 
• CDT:
The trust remains under trajectory with 42 cases.
6 cases have been put forward for appeal 
Whilst there has been an improvement in antibiotic compliance, the complexity of the cases seen has meant that while antibiotics are 
being prescribed appropriately and within formulary, in predisposed patients there remains an increased risk of developing CDT.
• MRSA Bacteraemia :
One MRSA bacteraemia case in December was re-assigned to the community trust following arbitration .The Trust has therefore had 7 
cases.
On-going work on ANTT and peer review is progressing, with 250 Nurses and 50 Drs trained and peer reviewed to date.
The ANTT passport process has been introduced to the organisation and will be in place across the trust by the end of March to 
ensure that only staff who have been assessed as competent are accessing devices.
• VTE assessments:
The divisions continue to closely monitor  VTE performance and are also pleased to report a reduction in the number of hospital 
acquired VTEs during the month. Daily performance continues to be monitored and circulated to clinicians and the trust is compliant 
with undertaking VTE RCAs within the agreed timescales. The figure for February for the whole of the Trust currently stands at 96.4%. 
This is the 5th month in a row that the Trust has met this target. The divisions continue to closely monitor VTE performance, with 
numbers of hospital acquired thrombosis still recorded as relatively low. There were two reported Hospital Acquired Thrombosis 
recorded in February, which will subsequently be reviewed through the Trust ‘s RCA process. 

• RCA processes: 
There has been an increase in the number of RCAs being presented as more incident categories have been added which prompt 
further analysis (e.g. bruising following a fall equates to moderate harm). The completion rate for RCAs is monitored by  the Risk 
Manager through Datix. The trust has made significant improvement in relation to RCAs for VTEs and Medication errors.  All outcomes 
and lessons learned are shared through the weekly meeting of harm and VTE steering group. 
•Serious Incidents declared in February:
A total of 3 SIs were declared in February, 2 falls and 1 change in procedure from what was consented. For incidents reported this
financial year the top 3 themes are falling incidents (14), clinical issue (7), pressure ulcers (7). The QGC review the progress with
regards to falls and pressure ulcers with the action plans for clinical issue SI’s being monitored through Patient Safety Sub Committee
until signed off as complete.
• Lessons learned from falls with moderate to severe harms:
A Trust-wide falls audit was performed in late February and the report will be produced once analysis of the data has taken place. 

Initial findings have seen an improvement in assessing patients within 6 hours as mandated in policy guidelines, therefore meeting the 
Falls Forward Plan for 2014/2015, which expects 90% of patients to be risk assessed within 6 hours of admission. 
Providing patients with the written falls PIF leaflet remains an issue and staff  need to see this as part of their assessment process for 
patients. The falls team continue to advise early referral of patients prior to any fall taking place as a more proactive approach to 
nursing staff on the wards, with early use of movement alarms and low profiling beds promoted to assist staff  in keeping patients safe. 
A new electronic risk assessment is currently being adapted to alert the falls team about high risk patients on admission and this will be 
trialled once the ICE assessment  is ready. The falls team are currently trialling a paper version within their team to see how this will 
progress. 
• Falls: 
The rate of falls has increased in February to 6.5 falls per thousand bed days. The rate of moderate [defined as short to medium term 
harm requiring further intervention or procedure i.e. dressing] to severe [defined as harm that may be permanent or have the potential 
to cause longer term effects e.g. Fractured neck of femur] has decreased with 4 patients sustaining moderate to severe harm, with 2 of 
these cases being reported as an SI. A patient sustained a cerebral bleed on Ward 4B and a patient also sustained a fractured neck of 
femur on ward 2X.  Lessons learned will be reported on conclusion of the investigation. 
The remaining moderate to severe harms included a patient sustaining a fractured ankle on Ward 5B and a patient who sustained a 
fractured nose on Ward 7Y. On the whole, the falls rate is up from the same period in 2013-14. 
For the next 4 weeks, the team will review all patients on the 2nd and 4th floor over the age of  65, or under 65 with a falls risk, as this 
cohort of patients are highlighted as those with the highest rate of moderate to severe harms following patient falls. This is a proactive 
measure to assess patients and implement the necessary interventions in order to prevent a fall occurring. 
• Falls training for staff:
Training for staff is on-going and the falls team have delivered this to meet the needs of the ward, with most sessions being held in the 

ward environment. New areas that the team wish to focus on, based on lessons learned are: Postural hypotension  and undertaking an 
accurate lying and standing blood pressure, [certain medications or cardiac conditions, can result in a sudden drop in blood pressure 
when standing up which result in a fall]. The team are also meeting with A&E educators to review the head injury pathway and 
consider potential adaptation/rollout to wards. 
•Hospital acquired pressure ulcers: 
In February the trust reported 3 grade 2 pressure ulcers which are currently undergoing root cause analysis investigation. 
•RIDDOR:
There were no RIDDOR reportable incidents that occurred in February 2015.

•CAS Alerts:
The trust is currently compliant with all CAS Alerts that have been issued, including all Patient Safety Alerts.
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Month Month Months

Target Actual vs. r3m

Process: % patients assessed for risk & measures put in place to reduce risk 98.0%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 6.55
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.32

% adult patients risk assessed for falls 98% 99.3%
% with care plan in place if at risk 98% 97.6%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 7
# Clostridium difficile toxin cases 44 42
# MSSA cases 25
# E. coli cases 89
# VRE cases (target = full year target) 4
# ESBL cases (target = full year target) 7
% CAUTIs (Catheter Associated UTIs) 2% 0.2%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 5.8

Outcome: # medication incidents

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 0
# staff-related H&S incidents (inc. contacted staff) 154
# visitor H&S incidents 5
# MDA alerts 3

# MDA alerts in breach of compliance 0
# PSA alerts 2

# 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% 76.2%
% staff who attended mandatory training 72.5%

% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

% RCAs completed (previous months data) 100% 57.1%
% RCAs completed (year to previous month) 100% 94.3%

* Please see glossary for definition

Are we investigating why incidents took place?
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Are we delivering harm-free care?

FA
LL

S
IN

FE
C

TI
O

N
M

ED

Did we have any H&S incidents, and are we following the right processes?
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Effectiveness: Are we treating patients effectively?

Commentary

Report owner: Lisa Grant/Peter Williams

Executive Summary 
The most recent SHMI is 104 (as expected) . This figure incorporates mortality data until end June 2014.There were 
1776 deaths in the Trust and in the 30 days post discharge from the Trust. For the most recent 12 months on Dr 
Foster (June 2013 to June 2014), for the HSMR basket of diagnoses, the relative risk was 85.5, with the upper 
confidence interval at 90.7.
There are alerts for higher than expected rates of post operative VTE and sepsis; these are not mortality alerts.
An initial review of cases of ‘post operative ‘ VTE demonstrated signfifcant issues related to coding. These included 
non operative procedures, procedures for which VTE assessment and prophylaxis was not required and patients with 
pre-existing VTE unrelated to the current admission. Further review will be undertaken by the Trust lead in VTE.
The weekend v weekday HSMR rates are as expected.
Please note, PROMS data is based on patient participation rates (internal data) as agreed as part of the Quality 
Contract with our commissioners. We are achieving above 80% for each of these.
Overall inpatient ward audits are positive
How are we performing?
The latest Summary Hospital-level Mortality Indicator (SHMI) covering the period up to June 2014 represents a 3 
point improvement. The diagnoses which have the greatest number of observed v expected deaths are: 1. 
Pneumonia by far the most frequently recorded cause of death in our Trust.(over 350 deaths each year). 2. 
Peripheral and visceral vascular disease. This is likely to represent our status as the Regional Vascular Centre 
dealing with the most complex cases with multiple co-morbidities. A local audit by the vascular group showed good 
outcomes after surgical procedures as benchmarked against national data. Initial analysis suggests that this is a 
mixed group of patients many of whom are not being cared for by the Vascular surgical team. A review of 30 
casenotes from this group has been requested by the Trust  Medical Director.

WQIs: There were are no red ratings for WQI during February.
The overall Trust performance is 93.2% which is rated as Green, which has shown an improvement from Januarys 
performance results. Green was achieved in 9 out of the 11 standards, the remaining 2 standards that include falls 
assessment being rated as Amber and achieving 84.9% and discharge planning achieving 88.6% will continue to be 
monitored at the Perfect Ward meetings. The reason for the reduction in percentage relates to the information given 
directly to patients on falls and compliance with the comfort checks. New documentation has been approved for the 
comfort checks that will be rolled out across the trust in quarter 1, this will include training for staff and education. In 
relation to discharge planning evidence with regards to the discussions that have taken place with patients regarding 
their discharge arrangements has not been at the standard required. The second floor have rolled out the “3 big 

questions” to address this issue and the success of this will be monitored and a decision for full roll out undertaken for 

the month of April. 

Ward Quality Assessments (WQA)/Service Quality Assessment (SQA): The WQA audits are undertaken by our WQA 
lead who completes the audits unannounced. The tool reflects a Mini Care Quality Commission [CQC] assessment 
and reflects all standards within the CQC framework. The performance target for the detailed ward quality audit 
[WQA] and outpatient service quality [SQA] audit programme has been set at 90% of areas to achieve green or green 
amber. Going forward these assessments will be combined with the Quality Team inspections. The Trust remains 
compliant with this figure. In February 2015 two areas were assessed - The Dermatology and Allergy Outpatient 
Department at Broadgreen and The Oral Medicine Department - Reception Four in the Liverpool University Dental 
Hospital. Both areas remain Green/amber so the timeframe for reassessment will be eight months. Areas for 
improvement relate to patient information on display, weekly cleaning checklists and the storage of medicines. As the 
Perfect Ward has developed the Outpatients Departments will be included within the meetings from April 2015. 

CQC reviews: CQC mock inspections have been suspended during the winter months of January, February and 
March whilst the quality team performed daily quality assessment walkabouts. The daily assessments are shorter in 
length than the mock inspections but provide assurances with regards to the cleanliness, staffing, patient and staff 
experience. 
All clinical areas within the ward areas of the trust have been assessed, to provide quality assurance to the Chief 
Nurse that clinical care was safe, effective, caring, responsive and well led. Actions to address issues are taken at 
the time of the inspection or alternatively the team will undertake follow up reviews until all actions are completed. 
This information is shared with Ward Managers and Matrons so that they can feedback lessons learnt and share good 
practice

New to follow up rates are outside target for the month of June at 1:2.33.
Are there any emerging issues on the horizon? SHMI is within the expected range using the standard NHS 
reporting methodology. This is the lowest SHMI level over 12 month period that we have seen in 3 years. 
Are there any questions for the board? None 
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Effectiveness: Are we treating patients effectively? Report owner: Lisa Grant/Peter Williams

Do we have an acceptable relative risk of mortality?

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

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

Are we providing effective treatment? Target Actual vs. r3m

Staff Effectiveness
Ward Quality Indicator Score 90% 93.2%
Ward Quality Assessment 90% 97.6%
Service Quality Assessment 90% 100.0%

Following care pathways YTD YTD Month

Advancing quality pathways: Target Actual vs. r3m

AMI 95.00% 99.09%
Hip & Knee 95.00% 96.78%
Heart Failure 83.41% 72.34%
Pneumonia 78.75% 79.87%
Stroke 89.81% 70.82%

% stroke patients spending at least 90% of stay on a stroke unit 80% 79.0%

Treatement effectiveness
PROMS: Hip Replacements N/A 88.1%

Knee Replacements N/A 89.3%
Hernia N/A 86.2%
Varicose veins N/A 84.5%

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

Target Actual vs. r3m

% A&E patients reattending on an unplanned basis within 7 days 5% 8.6%
New to follow-up ratio 2.23 2.34
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Now based on Appropriate

Care Score (ACS)

Current reporting based on 

response rates. Most recent 
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Crude % Al l
(exc daycase)

1.8

(3.2)

1.6

(2.9)

1.5

(2.6)

1.6

(2.9)

1.7

(3.1)

1.6

(2.9)

1.4

(2.8)

1.7

(3.2)

2.1

(3.8)

1.7

(3.3)

1.4

(2.6)

1.7

(3.2)

Expected %
(exc daycase)

2.0

(3.5)

1.6

(2.8)

1.6

(2.8)

1.7

(3.1)

1.6

(3.0)

1.7

(3.1)

1.5

(2.9)

1.7

(3.3)

2.0

(3.7)

1.8

(3.3)

1.5

(2.9)

1.8

(3.4)

Diagnoses / Procedures Where Audit / Investigation Required

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

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

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

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

Commentary

Executive Summary 

• The wait for diagnostic treatment has not been achieved for February.
• The trust did not achieve the 95% standard for emergency care in February although the indicator

for this was achieved for three consecutive weeks and is an improvement on Decembers position.
• There remains a national focus on the number of patients waiting18 weeks.
• There has been one breach of 28 day rule and slight increase in the total number of patients

cancelled by the hospital on the day of admission.

How are we performing? 

1. Diagnostic Waits.
Unfortunately, in January and February C. 200 patients waited more than 6 weeks, the majority for
MRI scans. MRI capacity is limited within the trust, emergency pressures and hospital activity have
displaced routine work and the department lost activity due to the industrial action. A remedial action
plan is in place, with a business case being submitted to Transformation Committee to explore the
feasibility of an additional scanner, to resolve the emergency/ in hospital capacity deficit. The Trust is
confident of achieving the month of March and for the year.

2. Emergency Access - 4 Hour Standard
There is a separate paper on 4 hours standard elsewhere on the board agenda. This details actions
taken and a mitigation strategy to improve 4 hour performance. The year to date performance
remains under 95%. The other ED quality standards have been achieved which is a credit to the staff
given the level of pressure within the department. The trust achieved 3 consecutive 1 out of the 5
weeks (last week of January 15 and two weeks of February has continued to achieve).

3. 18 weeks
The trust has consistently achieved 18 weeks RTT. There has been an increasing national focus on
the number of patients waiting over 18 weeks as reported last month, the Trust has been requested
by the TDA to reduce the backlog from 1,453 by the end of February. This was a very challenging
plan as it required additional elective patients to be treated on the Royal site, where capacity is
already at a premium due to emergency pressure. The final position at the end of February was
1,495 breaches, which puts us 39 short. Although this is disappointing, it is overall a reduction of
nearly 350 pathways from out starting position.

4. Hospital Cancellations
There has been a slight increase in the number of patients cancelled by the hospital on the day of
surgery. The predominant reason is lack of available bed. All but one patient has been relisted within
28 days of their cancellation. A RCA for the one patient is being compiled and will be shared with the
TDA.
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Month Month Months

Target Actual vs. r3m

How quickly can patients access care?

Appointment Access: # slot issues per booking Medicine 7% 11.3%

Surgery 7% 8.1%

CCSS 7% 2.0%

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

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1% 2.4%

Quarter Quarter Quarter

Target Actual vs. r3Q

% operations cancelled by hospital and not rebooked within 28 days 0% 1.6%

% total operations cancelled by hospital 0.6% 0.76%

Month Month Month

Target Actual vs. r3m

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

A&E treatment decision: # minutes (median) from arrival to treatment decision 60 45

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 93.0%

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

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

Are we treating cardiac patients quickly?

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

Are we treating patients quickly?

A
C
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S 
TO

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

Are we diagnosing and treating emergency patients quickly?
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Commentary

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

Executive Summary
Complaints response times for level 1 remains on target at 100%. There was a reduction in performance regarding
response time compliance for formal complaints in October 2014 to 25.7% although this position has improved to over
50% in December 2014 and January 2015 [data 1 month behind due to timescales]. There were 287 patient
satisfaction surveys carried out in February by our trust volunteers.

How are we performing? The number of formal complaints received by the Trust has increased with 41 submitted in
January 2015 compared to 26 in December 2014. Response rates for the Level 2/3 complaints has remained over
50%. Implementation of the datix system will be complete by the end of March 2015 and will improve data quality. The
overall quality of the response letters has improved and this has been noted by a number of Executive Directors who
have final sign off of each letter. Complaints are now triaged and timescales for responses are agreed with the
complainant depending on the complexity of the complaint. New quality assurance documentation has been
introduced to support the divisions when checking the content of the response letters. This has been incorporated into
the datix system.
The Trust aims to adhere to three response timescales depending on the complexity of the complaint and the level of
investigation required. Response times are split into three categories; 25 days, 35 days or 60 days and during January
2015, the following compliance was recorded:

• 25 days – 16 out of 29 received in January have been responded to on time (55%)
• 35 days - 6 out of 12 received in January have been responded to on time (50%)
• 60 days – none received

Action taken with regards to the management of complaints: The divisions are proactively managing the
complaints process and are promoting the use of face to face meetings with complainants much earlier in the process.
A quality assurance method has been introduced to ensure that all of the concerns contained within a complaint are
answered fully. The recruitment of 2 additional Complaints Managers to support each division is in progress. Whilst the
electronic datix system is being rolled out across the divisions, an action tracker has been developed so that each
division can monitor the progress of all of the complaints in the system, ensuring responses are developed within
agreed timescales. The divisions continue to undertake a “look back” exercise to ensure all relevant complaints have
an action plan in place and that actions are monitored at their respective governance meetings to ensure lessons are
learnt. The Complaints team will establish a system to engage with complainants to assess their satisfaction with the
way their complaint has been dealt with. This feedback will be used to inform and support service improvement.

Learning from complaints:
During Listening week due to be held in March 2015, the complaints process will be promoted and views from patients,
relatives, carers and visitors to the Trust will be captured.

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

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

Patient Experience Surveys
Patient Experience Surveys continue to be conducted by our Volunteers and in February, 287 surveys were
undertaken. The responses from these surveys are shared with the respective ward managers and results are
discussed at the monthly ward meetings and at Perfect ward meetings, where themes are discussed to promote
shared learning.

Friends and Family
February response rates for the Friends and Family Test for the Accident and Emergency department is 18% and for
inpatients is 30%. The Net Promoter Score for both areas is 58
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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:

#N/A 90% 87.8%

Were you given enough privacy when discussing your condition or treatment? 95% 94.7%

Did you find someone to talk to about your worries and fears? 90% 81.1%

Have your medications and possible side effects been discussed with you? 90% 80.8%

Have you been kept informed of your discharge plans? 90% 97.5%

Do you feel safe on this ward? 95% 98.2%

Was your pain was managed effectively? 95% 96.5%

Friends and Family Test ('Net Promoter Score') 75 58

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% 81.9%

- assessment & observation units 80% 78.6%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 95.0%

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

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 97.4%

Cleanliness performance audits - BG ward areas 95% 97.4%

Accom: # mixed sex accommodation breaches 0 2

Pain: Pain Management Nursing Quality Audit Score 90% 97.7%

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

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

YTD YTD YTD

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

Level 1: Response < 5 days 98% 100.0%

Level 2/3: Response < 25 days 90% 70.8%

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

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

Executive Summary

The graphs on the following page show how our performance compares with our peer group of Teaching
Trusts outside London across a number of areas. Several measures show an improvement on previous
months, although their significance can only be assessed over a longer time period.

How are we performing?

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

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

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

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

Outpatient DNAs: The graph highlights that in this period the Trust has one of the highest percentage of 
DNAs within the peer group. An action plan has recently been presented to the Resources and 
Performance Committee and this will be monitored via Quality Governance through Patient Experience.

Friends and Family Test : NHS England publish Friends and Family data on a monthly data, providing the 
opportunity to benchmark with other organisations. In January we were rated 162nd of 166 Trusts for 
inpatients and 94th of 139 for A&E for the percentage of respondents that would recommend the service. 
(February data nationally not yet available).

Are there any emerging issues on the horizon?

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

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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Worst Peer 

This Month

Lancashire Teaching Hospitals NHS 

Foundation Trust

2.5

3.5

4.5

5.5

6.5

7.5

8.5

Dec-13 Feb-14 Apr-14 Jun-14 Aug-14 Oct-14

Le
n

gt
h

 o
f 

st
a

y:
 N

o
n

-E
le

ct
iv

e 
(d

a
ys

)

Best Peer 

This Month

University Hospitals Bristol NHS Foundation 

Trust

Worst Peer 

This Month

University Hospitals Birmingham NHS 

Foundation Trust

4%

6%

8%

10%

12%

14%

Dec-13 Feb-14 Apr-14 Jun-14 Aug-14 Oct-14

D
N

A
s 

(%
)

Best Peer 

This Month

University Hospitals Of Leicester NHS Trust

Worst Peer 

This Month

Central Manchester University Hospitals NHS 

Foundation Trust

0.0

0.5

1.0

1.5

2.0

2.5

3.0

3.5

4.0

4.5

5.0

Dec-13 Feb-14 Apr-14 Jun-14 Aug-14 Oct-14

N
ew

 t
o

 f
o

ll
o

w
 u

p
 r

a
ti

o

Best Peer 

This Month

Oxford University Hospitals NHS Trust

Worst Peer 

This Month

University Hospitals Birmingham NHS 

Foundation Trust

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

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

N/A N/A

RLBUHT 0.04 0.19

Best peer 0.00 0.10

Worst peer 0.02 0.22

RLBUHT target

All Benchmarking including infection rates is based 

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

MRSA cases per 

1,000 bed days

CDT cases per 

1,000 bed days
YTD 

actual Change

YTD 

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

CQC

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

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

Are we confident we are compliant with this regulator?

The CQC Action Plan is monitored at the Quality Governance Committee and progress can be evidenced.

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

The move of HEC and CCU has now been completed and these teams are situated on the third floor, which is therefore
now fully compliant.

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

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

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

Feedback: Provided and 
now published onto the 
CQC site.  

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

Outcome: 
As above

Area covered: National Mandate to publish nurse 
staffing. 

Focus of regulator: Governance and safety. 

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

Following the publication of the Hard Truths recommendations there is a requirement for all trusts to publish
monthly data on staffing. This is applicable only to inpatient areas where patients stay overnight.
The trust is required to and is publishing the following:
• Day shift and night shift staffing plan against the actual staff available.
• This will be produced in hours.
• A percentage staff availability score will be provided.
• Data will be submitted by site and each site will have every inpatient ward staffing availability provided.
• Data will be submitted by UNIFY and uploaded to the NHS Choices website.
• The Trust will also be required to publish this data on their own web page.
For February the overall percentage of trained and untrained nursing staff against the actual required is >94%.
There were 7 areas that reported a fill rate of less than 80% across either a day shift or a night shift (80% and
above is a trust internal target to achieve). Overall the trust has seen improvements from January fill rates.
Sickness has had an impact upon the fill rates on the wards along with close observations, there has also been a
significant increase in the number of patients we are now managing subject to a deprivation of liberty order (
DOLS ) where additional nursing resource is required in order to safeguard these patients. Also patients sectioned
under the mental health act has had an impact as the trust has supplemented the requirement of close
observations for these patients. Due to the respective mental health teams being unable to support patients
once admitted to the acute setting, the nurse bank are looking to recruit HCAs with Mental Health experience
who can be utilised to support those patients presenting challenging behaviour and promote their safety.6.06�High�Quality�Care.pdf
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Donna McLaughlin

Thresholds Weight Plan YTD
Risk Score (based on 

Weighting)
RAG

P
ro
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s

Clostridium difficile Clostridium difficile YTD
<= Quarter 

Plan
1 <=48 42 0

Thresholds Weight Jan-15 Feb-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 96.0% 96.0% 0

Surgery >=94% 94.4% 94.4%

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

Urgent GP referral to treatment >=85% 87.9% 87.9%

Screening service referral >=90% 92.6% 92.6%

Admitted >=90% 1 91.4% 90.0% 0

Non-admitted >=95% 1 96.1% 96.5% 0

Incomplete >=92% 1 92.2% 92.6% 0

Urgent suspected cancer referrals >=93% 95.6% 95.6%

Breast symptomatic (not susp cancer) >=93% 98.0% 98.0%

A&E % patients waited ≤ 4 hours >=95% 1 91.9% 92.4% 1

N/A 0.5 0.5

1.0 1.5

Indicators

Cancer: two week waits 1

Monitor Risk Assessment Framework - Service Performance Score Month 11 (February 2015)

Indicators

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

All cancers: 62-day wait for first 
treatment

Referral to treatment waiting times

1 0

1 0

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

Governance Concerns

Service Performance Score Total: 1.5 (Amber-Green)

0

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

Key: Service Performance Score Service Performance Score

<1 Green

>=1 Amber-Green

>=2 Amber-Red

>=4 Red

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

individual indicator.

Plan Month 11 RAG Month 11 RAG Month 11 RAG

Clostridium difficile Clostridium difficile
Surgery: 20 

Medicine: 25 
CCSS: 3

23 19 0

All cancers: 31-day wait Diagnosis to first treatment >=96% 94.7% 100.0% 100.0%

Surgery >=94% 93.7% 100.0% N/A

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

Urgent GP referral to treatment >=85% 82.8% 100.0% 100.0%

Screening service referral >=90% 92.6% N/A N/A

Admitted >=90% 90.1% 100.0% 100.0%

Non-admitted >=95% 97.3% 96.5% 99.3%

Incomplete >=92% 90.7% 94.5% 95.1%

Urgent suspected cancer referrals >=93% 95.3% 96.0% 100.0%

Breast symptomatic (not susp cancer) >=93% 98.0% N/A N/A

A&E % patients waited ≤ 4 hours >=95% 99.9% 90.7% N/A

Medicine CCSS

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

Indicators

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

All Cancers: 62-day wait for first 
treatment

Referral to treatment waiting 
times

Cancer: two week waits

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

Goal Summary of targets and progress. 

NATIONAL

Friends and Family 
Test [INCLUDES LOCAL 
COMPONENT] 
On track. Q1 full 
payment achieved.
Q2 under review by 
full payment achieved 
Q3 on track. 

Please note increased 
response rates for Q4 
required. 

30% inpatients.
20% A&E.

1.1 Staff FFT: All staff have the opportunity to provide their feedback at least once per year. 
Questions  are based on how likely our staff are to recommend this hospitals to friends and 
family for treatment and also as an organisation to work. Results  are very positive and are 
higher than the national average .Seeking staff feedback is also gained through the 
unannounced  Patient Safety Walkabout programme and mock CQC inspections.

Q3 shows above average, and Q4 will be presented in April. 
Q1 Staff Friends and Family test (Medicine)
Q1 85% (national average 76%)
Q2 71% (national average 62%)
Q2 Staff Friends and Family Test (Surgery)
Q1 87% (national average 77%)
Q2 69% (national average 61%)
1.2 Day case and OPD Early Implementation : This early implementation is going well and in 
February 2015, the response rates were: 26% OPD, 25% Dental, 29% Day case areas. The 
feedback from comments is used by the department managers to improve patient experience 
and service delivery. For example extra refreshments  are now provided for patients in out 
patient clinics following feedback through FFT. 
1.3 Maintain or increase A&E response rate (20% ED by end of Q4).  Over 15% response rates 
achieved throughout the year to date. February response rate was 17.9% and patients are 
proactively informed about the FFT and that they will be contacted following discharge. 
Results are displayed on the department “Knowing how you are doing boards”.
1.4 Increased response rate in acute inpatients (30% by Q4).  Consistently achieved over 20 
% throughout the year to date. February response rate was 36.6%. Patients are informed 
about the FFT on discharge and that they will be contacted. Results and comments are 
displayed at ward level on the “Knowing how you are doing boards”.  Compliance is monitored 
through the unannounced quality  assessments and mock CQC inspections.  Ward managers 
also present their FFT results and comments at Perfect ward meetings. The challenge will be 
to achieve 40% for inpatient responses in the month of March 2015. 
1.5: Analysis and demonstration of improvements based on feedback. [Local] On track? Yes.
Compliance is monitored through the unannounced quality  assessments and mock CQC 
inspections.  Ward managers also present their FFT results , comments and any action taken 
at Perfect ward meetings.  

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

The trust is on target in achieving 95% harm free care for all patient.
95% of our patient in February received harm free care
For the prior 3 months the trust has averaged 94.94% harm free care and we continue with
the requirement to submit data each month.

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

The requirements for this CQUIN remain unchanged from 2013-14. Performance against the
90% target is: [1 month behind]
Case finding questions within 72 hours of admission: Q1: 67.7%; Q2: 67.7%; Q3: 60.0%;
January 2015: 60.7%.
Dementia Diagnosis assessment when indicated: Q1: 26.1%; Q2: 44.7%; Q3: 32.4%; January
2015: 47.8%.
Referrals for follow up when indicated: Q1: 80%; Q2: 92.3%; Q3: 77.4%; January 2015: 80.0%

The performance against this target has seen an improvement in Januarys dementia diagnosis
assessment.
For the trust to meet this target for 15-16 improvements are needed.
A comprehensive action plan has been developed to support the improvement required.
The Dementia Nurse Specialist will work closely with clinicians within the assessment areas to
promote the use of assessment and to identify those patients who require a review.
A medical lead from the Acute medical assessment unit will be identified to help support the
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2014/15 CQUINS

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

LOCAL /REGIONAL CQUINs

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

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

Goal Summary of targets and progress.

Local CQUINs

Communication 
[LOCAL]: 

On Track? For Q3. 

1.Communication (In-Patients) - Electronic Discharge Summaries to be sent to GP within 24
hours. Q1 Target is 60% Target met and payment achieved. Q2 target 60% Trust achieved
81.14%. Q3:80.68%
2. Communication (In-Patients) - Patients to be offered a copy of summary on discharge. Q1
Target is 60%. Payment not achieved. Q1: 79.28%; Q2: 81.14%; Q3: 80.68%; January 2015:
81.77%; February 2015: 82.00%
3. Communication (In-Patients) - Assessment Units. Q1 target 50% Trust achieved 76.3%. Q2
target is 70% and the trust achieved 77.8% We are on track to achieve Q3. Q3: 76.54%,
January 2015: 76.20%; February 2015: 78.63%
4. Communication - Outpatient Correspondence.: EPRO roll out is complete this will support
and ensure trust meets CQUIN target, further IT enabler will allow to enhance performance to
meet the stretched CQUIN, current working practices will need reviewing.
6. Communication - A&E and St Pauls Correspondence : A&E templates built, formulating
implementation plan. St Pauls template currently being rebuilt.
7. I Links Transformation Programme. Q1 and Q2 payment achieved. Trust represented at I
LINKS Programme Board, hence activity captured for Q3 compliance.
8. Business Continuity: on going work in resilience plan, going forward rap around EPR with
99.99% availability from unplanned down time.

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

The aim of this CQUIN is to ensure safe and effective patient care for patients attending as an
emergency who can be diagnosed, treated and discharged on the same day. The agreement
was to focus on 4 pathways: Chest Pain, Abdominal Pain, Supraventricular Tachycardia [SVT]
and Acute Headache.
This plan is on track and a separate area within the Emergency Department has been
identified to manage ambulatory care patients (approximately 20-25 patients per day). This
function will operate between 8am and 8pm Monday to Friday with a proposal to increase to
seven days within six months. All patients accessing this route will be clinically managed with
the agreed ambulatory care pathways and the effectiveness of this initiative will be
monitored.
An up to date action plan will be devised for CCG to show the trust is on track to deliver
target.

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

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

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

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

Commentary

The ward based dashboard provides a snapshot of performance each month. 
The KPIs are categorised to provide an overall RAG rating and risk score for the ward. 

Overall risk scores: The scores for the KPIs are calculated as follows: WQA/WQI: 0 if Green or Green amber, 0.5 if
amber and 1 if red or red amber. Hospital Acquired Pressure Ulcers. 0 if none, 0.5 if any grade 2 and 1 if any grade 3
or 4. Falls 0 if no falls and 1 if falls reported, MRSA/CDT 0 if none reported 1 if reported, VTE 0 if over 95%, 0.5 if 90-
94.9% and 1 is under 90%. Complaints 0 if none, 0.5 if 1 and 1 if more than one complaint. Ward level RAG rating is
based on: 0-2 = green, 2.5 -4 = Green/Amber, 4.5 – 6 = Amber, 6.5 – 8 = Amber red and 8.5 or above is a red risk
rating.

Overall rating :
There were no red rated ward areas for February 2015. Overall Trust performance : Green. 

Ward Quality Indicator audits:
There were are no red ratings for WQI during February. 
The overall Trust performance was 93.2% which is rated as Green, which has shown an improvement from Januarys 
performance results. Green was achieved in 9 out of the 11 standards, the remaining 2 standards being rated as 
Amber, these metrics will continue to be monitored at the Perfect Ward meetings.

Falls: 84.9% 
From the audits undertaken the main improvement required is to ensure that nursing staff have documented that
information has been given to patients outlining ways to avoid falls and that compliance with routine, regular comfort
rounding is captured. New Care and Comfort Rounding documentation has been devised by the Matron which will be
implemented throughout the Trust by the end of March 2015.

The areas that fell short of the standard expected in relation to falls management included the Coronary Care Unit,
AMU, 3Y, 5X, 9B, BG8 and 4A. The wards will be performance managed at Perfect Ward meetings by the Assistant
Chief Nurse for the division.

Implementation of an electronic referral system to the falls team commences the 16th March 2015 and this incorporates
an electronic falls assessment tool. Wards 4a and 2b have been highlighted as areas who have a high falls rate with
moderate / severe impact. The purpose of the new system is for patients at risk of falls to be seen by the falls team
proactively and as early on their stay as possible.

Discharge Planning: 88.6%
Improvement is needed in the completion of documentation regarding social and discharge planning. There was also a
lack of evidence available during the audit to confirm that discussions had taken place with patients regarding their
discharge plans. The following areas fell short of the standard expected with this particular criteria: HEC, 6X, 9B, 4A,
and 9A. A piece of work with regards to the discharge process is underway and this will be monitored via the CQUIN
analysis and a robust action plan which will be monitored via the Quality Governance Committee. This metric will also
continue to be monitored at Perfect Ward meetings.

Quality care against performance :

VTE Assessment : 96.8% 
The trust has seen significant improvement over the past 6 months with the recording and assessment of patients. We 
remain over the 95% trajectory for February and improvements are due to a joint drive from medical and nursing 
teams. 

CDT:
CDT remains on target  with 42 case against a trajectory of 44. Areas where cases  of CDT case have been reported 
have had environmental and ATP swabbing audits undertaken. Additional hand hygiene audits have been undertaken 
too along with enhanced support and education being given to all ward staff and medical teams via the infection control 
team.

Escalation Areas:
During the last month, the ground floor escalation area was closed (previously CCU and HEC) although Ward 4X 
continues to remain open. Ward 4X has a substantive Ward Manager and Deputy Ward Manager in place. An action 
plan has also been developed to ensure that the ward is operating safely and this is monitored at the Patient Safety 
Group. The ward had a green WQI rating for the month with overall performance at 93% which has shown an 
improvement from Januarys amber rating and performance at 89%.  
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant
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A&E / EAU A&E 1.5 54 105.9 17.8 8

Ward 4 (BG) Dermatology 0 100 10 0 0

3A Cardiology 3.5 53 39.15 6.75 1.75

3B Clin Pharm/Inf Dis 5 30.4 3.75 3.75

9BDW Medical day ward 2.5 29

3X Infectious Diseases 3.5 61 24.6 1.5 1.5

3Y Infectious Diseases 1.5 76 25.63 4 3

5X Gastroenterology 0.5 44 29.9 7.15 4.15

5Y Gastroenterology 1 56 34.1 3.95 2.95

6A Nephrology 4 73 34.1 1 1

6B Nephr (Dialysis) 1 54.04 1 0

6X Respiratory 2 63 36.34 5.15 5.15

6Y Respiratory 2 44 36.77 3.55 3.55

7A Diabetes 2 89 32 6.55 3.55

7B Diabetes 3.5 10 27.8 5.55 3.55

9ADU Nephrology HDU 2

AMU Acute Medicine 2 83.19 7.25 4.25

RCCU Coronary Care 1.5 TBC 0 0

HEC Cardiology 2 91 2 2

SRU (W8 BG) Clinical Gerontology 2 31.2 0 0

2B Clinical Gerontology 1.5 86 33.21 1.53 1.53

2X Clinical Gerontology 3 100 30.2 3.8 2.8

SU & 2Y Stroke Unit 1.5 77 44.44 0 0

2A Clinical Gerontology 3.5 31.43 4 3

Ward 2 (BG) Urology / Gen Surg 1 65 23.23 2.3 2.4

5A General Surgery 2 46 38.74 1 0

5B General Surgery 3 57 46.05 3.91 1.91

8X / ACRU General Surgery 1 66 44.01 8.5 5.5

8Y Vascular / Urology 4 38 22.17 6.85 2.85

ESAU ESAU 1 24.22 2.33 2.33

9A Renal Transplant 0 92 20.06 2 2

8A Vascular Surgery 3.5 33 38.28 5.2 3.2

9Y Breast Surg/Ophthalm 1.5 84 34 0 0

ITU Anaesthetics 2 50 131.4 15 0

POCCU Anaesthetics 2 24.33 1 0

8HDU Anaesthetics 2 50 49.23 3 0

Ward 1 (BG) Orthopaedics 1 70 34.66 3.8 1

4A Orthopaedics 2.5 70 31.61 3.08 3.08

4B Orthopaedics 4 69 46.32 4 2
4X, NOFU, 

OTAU Orthopaedics
4 37 16 14

Ward 5 (BG) MTC Rehab (Ortho) 2 24.6 1.8 1.8

DCU (BG) Day Case Unit 1 9.81 0.5 0.5

7Y Clin Haematology 2.5 54 27 4 1

10Z Clin Haem (BMT) 1.5 100 30.4 4 3
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Executive Summary
This year our focus is on providing an optimal environment for translational and clinical research. To achieve this, we 
are focusing on our relationships with strategic partners in academia including Liverpool Health Partners, the NHS, the 
National Institute for Health Research (NIHR) and commercial partners. We have a strong capability for research with a 
number of areas of excellence, and our commercial portfolio is growing well.  A number of the fields within the report 
have been updated to provide a simple but meaningful overview of our performance including the financial information 
that now corresponds with our RD&I Committee financial  dashboard for consistency. 

How are we performing?
What has gone well – why and what are the implications?
• Last month RD&I reported on the IP and Innovation  portfolio and we continue to work with our Innovation Leads to 

develop this further
• The MHRA are inspecting the CRU on the 17th – 20th March for our Phase 1 Re-Accreditation so a schedule of 

auditing, monitoring and preparing the staff is underway. On next months Board Report I will provide a full update 
on the inspection and  details of our track record and current activity.

• For the BRC we have appointed the first member of staff and two further posts are in the recruitment process. The 
themes and work streams are under development and Professor Robert Sutton as requested by the RD&I 
Committee will be providing a project plan to the next RD&I Committee.

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?
• We are still struggling on a large portion of the studies to meet our first patient  recruited in 70 days from submission 

of our Site Specific Form and a long discussion took place at the February RD&I Committee.  
• RD&I continue to work with the research teams and facilitate the recruitment of the first patient in the 70 day 

timeframe.  In parallel  the RD&I committee have recommended that  study information per Principal Investigator  is 
provided to the Clinical Directors and will form part of the appraisal process.

• Bi-Monthly study data is sent to each Directorate Manager and we have encouraged that research is an agenda 
item on the directorates meetings and the first patient  recruited in 70 days and the time to target are highlighted as 
key requirements. 

Are there any emerging issues on the horizon?
What are the challenges /your concerns for the future– and what are the implications, overall and specifically could they 
impact quality?
• HRA will be launching their new framework at the R&D National Forum on the 5th & 6th May which RD&I will be in 

attendance, early indication of a significant impact will be the turn around of a Trusts capability agreement and 
contracts in 15 day instead of the current 30 days.  This will require our support services to consider their current 
processes and redesign to support the Trust meeting the new target. RD&I will work with our support services to 
implement this. 

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 attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 90 88

# non-commercial studies open 340 338

# feasibility studies requested by pharma or CLRN 22 14

# feasibility studies awarded (updated biannually) 5 1

# feasibility studies declined by our clinicians 4 7

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

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') 42% 0.57

% studies failing to recruit a patient in first 70 days* 62% 0.81

Time from full document set to RD&I approval: Local LCRN (Target 15 Days) 12 15

Time from full document set to RD&I approval: All Studies (Target 30 Days) 26 29

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 67 68
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Executive Summary

The following exceptions are noted this month.

• The sickness rate reduced during January 2015 from 5.99% (Dec 14) to 5.95%. The rolling average 
is 5.27%, up from 5.21% in November. The Trust target is 3.8%.

• Mandatory Training compliance stands at 72.50% and the Learning and Development Admin Team 
are continuing to liaise with managers to get staff booked onto training. Staff have been reminded 
that E-Learning remains available and are being encouraged to undertake this where possible. 
Staff have also been reminded of their personal responsibility to complete their mandatory training.

• Preparation is well underway for the next Appraisal window starting in April 2015.  Appraisal 
overview sessions are currently taking place and are currently being well attended, training around 
how to use ESR to record appraisals are also underway offering 8 sessions a week.  All paperwork 
including guidance documents will be uploaded to the Staff Hub shortly.

• The new Care Certificate for Health Care Support Workers/Health Care Assistants is being officially 
launched in the Trust on the 9th of April 2015. This is a national training and assessment 
programme designed to raise standards amongst the healthcare workforce and is being launched 
after a successful pilot in the Trust earlier in the year with 12 staff. All staff who are new to the care 
environment must undertake this programme prior to being able to commence unsupervised work. 
Assessment for this programme will be work-based ensuring staff are effective in the application of 
theory into practice. Drop in sessions are being held for staff to update staff on the Care Certificate 
on the 25th of March and 14th of April.

• The “window” for this year’s appraisal will open in April and run until June during which time all staff 

should have their appraisal. Drop in sessions have taken place for managers and staff to find out 
more about the appraisal process and the additional elements that have been included this year. 
This relates to the Leadership Behaviours Pulse Check which is an electronic feedback tool 
designed to allow the anonymous collation of opinions from managers’ direct reports and peers. All 

managers are expected to use the Pulse Check to seek feedback from all of their direct reports and 
use the information as part of their appraisal. A section about wellbeing has been included this year 
to encourage staff to discuss any concerns they may have and to enable managers to signpost 
staff to the extensive support that is available in the Trust.

• Mandatory training continues to be a challenge in the Trust largely as a result of operational 
pressures. Staff from the Learning and Development Administrative Team have been liaising with 
local managers to get staff booked on to complete their training. Information has been shared at 
Team Brief about the importance of keeping up to date with mandatory training and reminding staff 
about their personal responsibility in relation to this. Data is being provided to managers to help 
them understand which of their staff need to access training as a priority. Staff who have computer 
access are being encouraged to undertake their training via E-Learning.

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 31 January 2015

346 315.07 5.77%

1029 918.80 16.83% Heads WTE
1440 1268.13 23.23% 1024 944.17

396 344.60 6.31% 2456 2225.00

134 125.74 2.30% 2060 1838.07

254 237.85 4.36% 505 451.95

599 546.15 10.00% 6045 5459.20
1847 1702.85 31.19%

6045 5459.20
*WTE excludes bank, agency and overtime.

Nov-14 Dec-14 Jan-15 Nov-14 Dec-14 Jan-15
4 3 2 5 8 7

0 0 0 1 1 1

3 2 2 16 18 12

1 1 0 2 3 3

3 0 0 7 3 3

2 0 0 2 0 0

0 0 0 1 1 1

0 0 0 1 1 1

13 6 4 35 35 28

% 
Workforce

Add Prof Scientific and Technic

Additional Clinical Services

Estates and Ancillary

Actual

Allied Health Professionals

Total

Division of Medicine

Division of Surgery

Healthcare Scientists

Corporate Services

TRUST BOARD WORKFORCE SUMMARY

January 2015

Medical and Dental

Nursing and Midwifery Registered

On Going CaseNew Cases LoggedEmployee Relations Activity

Staff Group

Administrative and Clerical

Totals

Actual Establishment

Redundancy

Capability (Formal Process)

Grievance

Liverpool Clinical Labs

Employment Tribunal

Bullying & Harassment

Equal Pay

Discipline

MHPS Policy

Total

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

Fe
b

-1
4

M
a

r-
14

A
p

r-
1

4

M
a

y-
1

4

Ju
n

-1
4

Ju
l-

1
4

A
u

g-
1

4

Se
p

-1
4

O
ct

-1
4

N
o

v-
1

4

D
e

c-
14

Ja
n

-1
5

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%

6.09�People.pdf

Top

Overall�Page�55�of�192
Page�2�of�4

http://www.eshareuk.com


Report owner: Ros Edwards
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Mandatory Training
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Corporate
Services

Division of
Medicine

Division of
Surgery

Liverpool
Clinical Labs

Allowances, Additional Standard time and SSP 144837 635974.29 464813.31 139686.27

Medical Staff Payments 1575.92 319927.12 288225.89 50049.47

Overtime 46117.64 96750.03 60997.54 12595.18

Salary/Basic Pay 2581985.58 5530459.67 4654763.23 1229444.02

Divisional Payment Costs - January 2015

6.09�People.pdf

Top

Overall�Page�56�of�192
Page�3�of�4

http://www.eshareuk.com


Report owner: Ros EdwardsOur people: Do we have the engaged and motivated people that we need?
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham

Commentary

Executive Summary

The Trust is reporting £4.6m behind its EBITDA plan at Month 11. Significant over performance
against planned activity levels are driving higher than planned expenditure levels, particularly with
regard to pay budgets.

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

The cash position as at the end of February is £22.0m behind plan, partly due to the revenue run
rate and partly due to the time lag in the payment of invoices relating to the over performance
against planned activity levels in the year to date position. QEP delivery remains a key priority and
area of focus both in year and recurrently. QEP delivery is currently £3.5m behind plan, there are
schemes which have been delayed until the final month of the year which will result in a reduced
year end variance of £2.0m.

Discussions with Commissioners continue to focus on activity and contract value over performance,
developmental business cases (some of which the Trust has progressed at risk) and delivery of
contract KPI’s. The financial position assumes full receipt of all activity and income for the year, it
must be noted that risks exist with this assumption, particularly with regards to the over
performance on non-elective activity and overall affordability for the CCG. The Trust has received
the final Activity Query Notice report and associated recommendations, which is being progressed
with commissioning colleagues. The financial position assumes no in-year impact.

Delivery of the financial plan for the year remains extremely challenging. A number of options will
be explored in order to ensure that the Trust delivers the financial plan for the year. Discussions
with Commissioners are on going and taking risks and reserves together the Trust is still forecasting
delivery of the financial plan for the year.

The Trust has a planned financial reporting surplus (i.e. when technical impairments are adjusted
out) for the year of £10.5m
The Trust has a planned EBITDA to month 11 of £28.7m with a reported EBITDA to month 11 of
£24.1m resulting in an adverse variance to plan of £4.6m
Cash balances were £27.0m against a plan of £49.0m. The liquidity ratio is 4 with a forecast of 4.

Are there any emerging issues on the horizon?

Recovery plans are in place focusing in particular on expenditure control over the remainder of the
year.

Continued focus on QEP delivery in year and recurrently.

Continue and progress discussions with Commissioners regarding activity and contract value over
performance and the recommendations arising from the Activity Query Notice.
Business Planning and Commissioning discussions for 2015/16 are well progressed. The Trust has
notified the CCG of its expectations regarding the contract value for 2015/16. At the time of writing
no response has been received from the CCG.
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Are we delivering our services profitably? 

Income £401,152 £441,787 £438,210 £470,652

Expenditure (£372,413) (£417,702) (£406,085) (£439,968)

EBITDA £28,739 £24,085 £32,125 £30,684

Operating surplus £14,337 £11,072 £16,259 £15,248

Retained surplus £8,832 £5,757 £10,268 £9,257

I & E surplus margin 2.20% 1.30% 2.34% 1.97%0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 7.16% 5.45% 7.33% 6.52%

Operating surplus margin (op. surplus/income) 3.57% 2.51% 3.71% 3.24%

Retained surplus margin (ret. surplus/income) 2.20% 1.30% 2.34% 1.97%

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

£8,500

Net cash inflow/outflow:

£0 (£954) £6,740 (£1,862)

(£2,291) (£7,200) £6,678 £7,119 (£3,876) £367 (£3,976) £6,711

£8,691 £5,078 £386 £6,711

£3,399
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£000m 18 month projected cashflow

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

Cash balance £49,000 £26,954

Undrawn cash facilities £0 £0

Liquidity ratio 4 4

Liquidity days 23 12

Cash days of op. expense 43 21

%debtors >90 days overdue 5% 30%

%creditors >90 days overdue 5% 17%

Cash              (000s)

P
R

O
FI

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

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

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

Executive Summary

The Trust has a planned EBITDA to month 11 of £28.7m with a reported EBITDA to month 11 of £24.1m,
an adverse variance of £4.6m.

Over performance against planned activity levels is driving higher than planned expenditure levels,
particularly with regards to pay budgets. The unplanned expenditure is at premium rates, for example
through the use of agency staff, which is having a detrimental impact on the EBITDA.
How are we performing?

Income is ahead of plan to Month 11 by £40.7m, mainly attributable to Patient Care of £23.8m (Core
contract £18.1m, Specialist Commissioners £5.7m) and Non Patient care of £16.9m.
Are there any emerging issues on the horizon?

The Trust has received the final Activity Query Notice report and associated recommendations, which is
being progressed with commissioning colleagues. The financial position assumes no in-year impact.
Recovery plans are in place focusing in particular on expenditure control for the remainder of the year.

Are there any questions for the Board?

6.10�Finance.pdf
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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) £123,577 £126,623 £123,837 £136,061 £54,870 £62,318

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 263,750 280,237 235,752 237,762 191,635 199,645

# elective 7,216 7,197 698 805 354 396

# non elective 6,457 6,772 25,904 31,095 124 148

# inpatients 13,673 13,969 26,602 31,900 478 544

# outpatients 233,956 249,503 193,848 189,425 186,438 193,340

# day cases 16,121 16,765 15,302 16,437 4,719 5,761

SURGICAL MEDICAL CCSS

Patient care only

Patient activity
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Key
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Patients YTD & profitability

Report owner: John GrahamOur finances 2/4: How are the patients we receive affecting our profitability? 
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Our finances 3/4: Are we using our resources effectively & efficiently?

Commentary

Report owner: John Graham
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YTD YTD Month YTD YTD Month

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

Non-current assets £176,455 £163,270 Working capital £31,874 £21,283

Current assets £95,439 £82,310 Net assets £192,110 £171,227

Trade & receivables £40,939 £48,697 Assets - current liabilities £208,329 £184,553

Non-current liabilities (£16,219) (£13,326)

Current liabilities * (£63,565) (£61,027) YTD

Trade & payables (£61,000) (£58,045) Estimated risk rating if FT (5=best): 4

Total assets employed £192,110 £171,227 (see glossary for component parts )

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

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

target actual vs. r3m

Bed util isation (%) 91% 0.0%

Theatre util isation (%) 80% 0.0%

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

HCA per bed 0.8 0.8 0.7 0.7 2.9 2,51

Qualified nurse per bed 2.6 2.4 1.7 1.7 7.4 6.9

Junior doctor per bed 0.7 0.6 0.4 0.4 3.4 2.5

Consultant per bed 0.5 0.5 0.2 0.2 2.8 1.8

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

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 6 0 0

Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days) 5.8 0.0 0.0

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

Wastage

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

Equipment  ALL DIVISIONS

SURGICAL MEDICAL CCSS

People

Report owner: John GrahamOur finances 3/4: Are we using our resources effectively & efficiently?
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Key: Non-staff A Other V Other (inc. dressings)

S Staff B Services from other NHS Bodies W Equipment

C Establishment & Premises X High cost drugs

D General Supplies & Services Y Drugs & blood products

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

O
ST

S Commentary

Executive Summary

Activity has been above plan for the first eleven months of the financial year, which in turn has led to 
additional cost in pay budgets. This has partly been attributable to the use, by commissioners, of the 
Month 6 2013/14 activity to set the 2014/15 baseline.

Are there any issues emerging on the horizon?

 Continued focus on the QEP programme for the year.

 Robust management of the main CCG Contract for the year.

 Financial recovery plan progress
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Are we 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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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need?

Key highlights for this month are: updates to the technical infrastructure, progress on the 
redevelopment programme and progress on Electronic Patient Record (EPR) project.

How are we performing? Business as usual performance and implementation of initiatives [FY + 
YTD]
What has gone well?

The EPR OJEU procurement project continues to make good progress and staff were involved in an 
evaluation of written responses from suppliers and moderation sessions to agree the evaluation 
scores. An EPR Programme Board meeting will take place on 12th March to agree the next steps.

Several improvements have been made to the technical infrastructure. The new environment for 
virtual servers has been installed and will support several key developments including the upgrade 
to our Electronic Prescribing and Medicines Administration system. A “trust” has been established 

between the Aintree and Royal Liverpool networks that will allow Liverpool Clinical Laboratories 
Staff to log in to their “home” network on either site.

Following the successful award of National Technology funding a proof of concept is currently 
commencing between RLBUHT and LWH to establish how clinical documentation can be shared 
between organisations.

A programme plan has been shared with the Redevelopment Team to cover the areas that the IT 
Department will be responsible for delivering. This includes milestones for information requirements 
the first of which will be a predictive survey to determine where network access points will be 
located. A supplier contract has been awarded for the completion of this survey.

Where have we underperformed or been challenged?
Due to failures in our backup systems we have registered a risk on the corporate risk register that 
data may not be recoverable if deleted. The action plan to mitigate this risk is underway with new 
equipment procured and partially implemented to reduce the risk. The full implementation will be 
completed by 30th April.

The Service Desk accessibility measures (call abandoned and calls answered within 30 seconds) 
have been impacted again by sickness absence and vacancies within the team. Interviews were 
held on the 11 March to address staff vacancies.

There were two recorded outages on CyberRen. Improvements to the system availability are 
currently being implemented.

The Paper-free Health Records (PFHR) programme business case has been developed and its 
presentation to Trust Board is currently scheduled for March 2015. 

There have been three Information Governance baseline scale 1 breaches: 
- Information with fifteen patients’ details was emailed to the wrong address;

- Patient identifiable information was left in a meeting room;
- A pharmacy van delivering medicines and also containing patient identifiable information was 

stolen.

How are our improvement initiatives progressing? 
As mentioned last month we are developing new intranet pages for the IT Department; we are still 
on schedule for these pages to be operational by 1st April 2015.

Are there any emerging issues on the horizon?
Our revised “pipeline” process, the means by which new requests will be processed, is being ratified 

by the IT Design Authority on 16th March and a number of requests are being managed through this 
process as a trial. This is an important tool to control the development agenda and ensure 
appropriate governance is in place. Once the process has been ratified by the Design Authority we 
will ensure it is publicised throughout the Trust.6.11�IT.pdf
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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need? (1/2)

Freedom of Information
Indicator Target Actual
# FOI requests 42

# FOI requests  not responded to within 20 days 0 3 ####

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

Number of Information Governance Breaches  (YTD) 0 76
Information governance breaches  (YTD) Basel ine sca le 1 0 3 ####

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

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

Fi lestore 99.80% 99.90% 5

Network 99.80% 100.00% 2

Bob 99.80% 100.00% ####

Tie 99.80% 100.00% ####

MS Exchange 99.80% 100.00% 5

IPM 99.80% 100.00% 2

PACs 99.80% 100.00% ####

ICE 99.80% 99.95% 5

JAC 99.80% 100.00% ####

Winscribe 99.80% 100.00% ####

CyberRen (Renal ) 99.80% 99.18% ####

Bluespier 99.80% 100.00% ####

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

Programmes and projects
Description Stage Actual

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

Electronic Patient Record (EPR) Electronic patients records Initiation G
Pharmacy upgrade to system from v4.47 to v5.1 Delivery G
Electronic whiteboard for bed management Delivery G

Desktop upgrades form windows xp to windows 7, and replacement 

programme for older pcs Delivery 
R

Desktop Optimisation

Paper Free Health Record (PFHR)

JAC/EPMA Upgrade

ADT Whiteboard

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

Are we providing effective IT support throughout the Trust?
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Are we regularly listening and responding to our key stakeholders?

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

Are we engaging with our stakeholders on our strategic priorities?

Stakeholder Priorities identified Update on response taken

Governors & 
Members

Service redesign

Underrepresented groups

The Trust is looking to engage members in focus groups to 
help with service development and redesign; a  palliative 
care group has been set up and is due to meet on 16th

April, member and governor representatives are joining 
the  7/7 working group and further work is being done to 
establish engagement in  smoke free sites work  and 
website  redesign.
Behind the scenes events are being run for student groups 
and on March 23rd students will be coming to the Trust to 
learn about CPR.
An event is being  planned for April to attract  people from 
the Chinese community to become Trust members

Priority: 2018 Lead: Helen Jackson

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

Priority: World Class Workforce Lead: Ros Edwards

Oversight of staff engagement is now included in the People Strategy, and an action plan went to the Feb meeting 
of the Resources & Performance Committee, with an agreement to report quarterly (next due May). Staff 
engagement is also embedded in organisational change projects and ‘Staff Conversations’ are used to ‘front end’ 
major pieces of work e.g. paper free. Detailed progress on staff engagement is reported to the Change Steering 
Group chaired by the CEO, which was set up to provide a governance structure around staff engagement, and to 
provide support to unblock barriers and issues. This process provides a clear pathway for staff to raise concerns of 
all types which are responded to and dealt with in a considered way. Detailed staff engagement work is underway 
in LCL, Health Records, Clinical Gerontology Theatres and ICU, and IT. Progress on all staff engagement is shared at 
quarterly ‘Share & Learn’ events. The next one is due in June where we also plan to recognise and learn
from teams and individuals who applied for the annual staff awards, but were not shortlisted.

Priority: Sustainable Health System Lead: Aidan Kehoe

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

RD&I Lead: John Graham/Peter Williams

During week commencing March 16th the MHRA conducted a reaccreditation inspection in the clinical research 
unit. This will determine whether the Trust retains its accreditation to conduct phase 1 clinical trials.
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Please note, patient and staff engagement is covered in the Performance sections of the pack.
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Are we regularly listening and responding to our key stakeholders?

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

Stakeholder Priorities identified Update on response taken

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

Patients Improvement in complaint handling

Increasing learning from incidents

As part of the Trust’s business plan for 2015/16 it intends 
to overhaul the complaints handling process . This will 
involve the implementation of an electronic complaint 
handling system to capture the complaint process, actions 
following complaints and lessons learnt. There will also be  
a review of complainant satisfaction with the process

Work is being done to strengthen the  profile of the clinical 
safety team within the Trust and to extend the Human 
Factors training to a further 300 staff. A number of process 
reviews are also underway following the recent serious 
incidents.
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Please note, patient and staff engagement is covered in the Performance sections of the pack.
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Environmental Scan   

 

Report owner: Madelaine Warburton 

 
SOCIAL 
 

No items to note. 

POLITICS & THE ECONOMY 
 

Liberal Democrats plan £8bn NHS investment 

The Liberal Democrats Party on 12th February pledged to invest £8 billion per year in the NHS and guarantee 
equal care for mental health, should the party remain in office following May’s general election. Publishing the 
front page of their manifesto, the party said that mental health will be the top priority in ensuring quality 
healthcare for all, earmarking £500 million a year for better mental health care. 
 

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

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

Steps taken by the Trust: Continue to scan for guidance outlining implications of changes. 
 

Communications during the pre-election period 

The pre-election period, sometimes referred to as 'purdah', takes place after Parliament is dissolved on 30 March 
2015 until a new government is formed. During this time, communications either in the form of announcements 
or activities by public bodies should be avoided if they could influence or be regarded as influencing the outcome 
of the general election. 
 

Opportunity: Purdah can create media opportunities 
for proactive positive stories provided they are 
‘business as usual’ such as case studies, information 
on services. 
 

Threat:  Important that the Trust does not undertake any 
activity that could be considered politically controversial 
or influential, or could give rise to criticism that public 
resources are being used for party political purposes. 

Steps taken by the Trust: Guidance on purdah for NHS staff is available on the intranet. The communications 
team are mindful of purdah and are working on media opportunities that can be created within the guidelines. 
 

'Fragility' of NHS finances concerns MPs 

The Public Accounts Committee has published a report from its inquiry into the financial sustainability of NHS 
bodies. It provides a number of conclusions and recommendations based on the evidence they heard from 
witnesses that included senior NHS leaders and the heads of national bodies. The overall tone of the report 
reflects political concern at the fragility of NHS finances and alarm at how the financial position of NHS bodies 
has worsened in the last two years. 
 
http://www.publications.parliament.uk/pa/cm201415/cmselect/cmpubacc/736/736.pdf 
 

Opportunity: States that present incentives to 
reduce A&E attendance and increase community 
based care services have not had the impact 
expected. New incentives and strong relationships 
are needed to promote the more effective 
collaboration necessary for delivering new models of 

Threat: Not developing effective collaboration and strong 
relationships for new models of care could leave the 
Trust financially vulnerable. 
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Environmental Scan   

 

Report owner: Madelaine Warburton 

care.  
 

Steps taken by the Trust: The Trust is undertaking key work streams regarding patient flow and collaboration 
with partners although this will inevitably take time to deliver significant benefits. In order to seek pro-active 
involvement of the CCG in collaborating to manage demand the Trust has taken the step of submitting a formal 
contract query seeking greater action. 
 

LEGISLATION & TECHNOLOGY 
 

CQC guidance on the use of hidden cameras 

The CQC published guidance on 12th February 2015 to the public about the use of hidden cameras to monitor the 
care of people in hospitals and care homes. 
 
The 11-page guidance is available here: 
http://www.cqc.org.uk/content/using-hidden-cameras-monitor-care 
 

Opportunity: To be aware of guidance for patients 
wishing to use such equipment. 
 

Threat: Staff responding negatively or incorrectly to a 
request. 
 

Steps taken by the Trust: Guidance will be promoted in the Trust to raise staff awareness. Senior managers must 
discuss this with their teams. 
 

Hospitals forced to pay out nearly £200,000 over false fire alarms 

False fire alarms are costing cash-strapped hospitals hundreds of thousands of pounds in fines, new figures 
showed. London Fire Brigade began charging repeat offenders last year in a bid to reduce the time and cash it 
wastes on unnecessary call-outs - which make up more than a third of incidents.  
 
But with some hospitals still being visited several times every week, the NHS faces a six-figure bill in the capital 
for 2014 because of bogus alerts automatically triggering calls to the emergency services.  Most were caused by 
badly maintained systems or things like burnt toast, steam and dust. 
 

Opportunity: If Merseyside Fire & Rescue Service 
(MFRS) start to charge for false fire alarms ensuring 
that systems are maintained well could save the 
Trust money. 
 

Threat: Badly maintained fire detection systems are a 
hazard but could also cost the Trust money in fines. 

Steps Taken by the Trust: Robust system in place in which the Trust will only call MFRS if there is a legitimate 
concern. MFRS does not currently charge for false alarms in line with usual national practice. Annual report 
currently being produced on the management of the fire detection system. 
 

New guidance from CQC 

The CQC has last week published  Guidance for providers on meeting the regulations on how all registered health 
and adult social care providers across the country can meet the requirements of the Health and Social Care Act 
(Regulated Activities) Regulations 2014 (the 2014 Regulations) and the CQC (Registration) Regulations 2009. 
 
All providers registered with the CQC are required under the 2014 Regulations to ‘have regard’ to this guidance, 
which will replace in its entirety the CQC’s previous publication Guidance about Compliance: essential standards 
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Environmental Scan   

 

Report owner: Madelaine Warburton 

of quality and safety and the 28 outcomes set out therein. The CQC must also take this new guidance into 
account when taking regulatory decisions. 
 
http://www.cqc.org.uk/content/regulations-service-providers-and-managers 
 
The guidance is accompanied by a new enforcement  policy published by the CQC that sets out the principles and 
approach that the CQC will follow when using its enforcement powers 
 
http://www.cqc.org.uk/sites/default/files/20150209_enforcement_policy_v1_final.pdf 
 

Opportunity:  The publication of the new guidance is 
timely, as the new fundamental standards (set out 
within the 2014 Regulations) will come into force 
from April 2015. It is therefore important for the 
Trust to familiarise itself with the guidance, and 
what is expected under the new regime, before that 
date. 

Threat: Important for the Trust and its staff to remain 
fully cognisant of regulatory changes. 
 

Steps taken by the Trust: In terms of the Duty of Candour requirements, Kay Carter (Assistant Director of HR) has 
organised 11 (video linked) sessions by Hill Dickinson for Medical Staff between March and April 2015,  Non-
medical staff sessions taking place mid to end of April 2015. A training video will be available on the intranet. 
 

THE HEALTH ECONOMY & MARKETPLACE 
 

Report published on the ‘Freedom to Speak Up’ review 

On the 11th February 2015, Sir Robert Francis published his report on the ‘Freedom to Speak Up’ review. 
 
The review was set up to look into how NHS organisations handle concerns raised by staff in the wake of the Mid 
Staffordshire enquiry which, in part, attributed poor patient care to a culture of NHS staff feeling unable to raise 
concerns. In his report, Sir Robert Francis recalls having heard ‘shocking accounts’ of the way in which NHS 
whistle-blowers were treated after speaking up about poor patient care and staff not reporting concerns for fear 
of not being listened to or victimised.  
 
Click here to read the review. 
 

Opportunity: Toolkit for Boards to evaluate culture 
with regards to raising concerns. 

Threat: The review is a stark reminder for NHS employers 
of the need for clear procedures to be in place to 
investigate such concerns, and the need for staff to 
adhere to them. The review contains practical advice on 
how such cases should be handled, addressing issues 
such as the potential need for independent investigators 
and the need for practical support for staff who have 
raised concerns. The recommendations and guidance in 
the report, although not legally binding, will have a 
significant impact on whistleblowing in the NHS and how 
NHS employers investigate concerns. 
 

Steps taken by the Trust: Paper due at March Board meeting addressing this issue. 
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Report owner: Madelaine Warburton 

Jimmy Savile NHS investigations: lessons learned 

The Secretary of State for Health asked former barrister Kate Lampard to produce a ‘lessons learned’ report, 
drawing on the findings from all published investigations and emerging themes. 
 
The report includes 14 recommendations for the NHS, the Department of Health and wider government. 
 
Click here to read the review. 
 

Opportunity: To learn valuable lessons. Threat: In light of other recent sex abuse scandals and 
allegations, the lessons learnt from the Savile case must 
form part of a wider public conversation about how all 
professionals and public bodies identify abuse and act to 
tackle it. 
 

Steps taken by the Trust: Report to be reviewed and any recommendations to be presented at a future board 
meeting. 
 

KPMG look at the state of collaboration in the acute sector 

This report from KPMG explores the current state of collaboration between hospitals in the NHS. Using a survey 
of NHS Trusts and Foundation trusts, as well as gathering perspectives from experts and individuals involved in 
collaboration, the report identifies trends and highlights ‘lessons learned’. It also brings in an international 
perspective, focusing particularly on the Netherlands. 
 
https://www.kpmg.com/UK/en/IssuesAndInsights/ArticlesPublications/Documents/PDF/Market%20Sector/Healt
hcare/hospital-collaboration-report.pdf 
 

Opportunity: The report sets out a number of 
important ‘lessons learned’ in terms of collaboration 
and joint-working. 
 

Threat: N/A 
 

Steps taken by the Trust: The Trust has adopted the stance that collaboration should absolutely be explored in 
instances where there is demonstrable benefit to patients. 
 

Patients group urges NHS staff to respect NHS Constitution 

The Patients Association has urged all NHS staff to “understand, respect and follow the NHS Constitution,” as it 
published evidence to suggest that NHS care and staff culture are falling short of the principles and values 
outlined in the NHS Constitution. 
 
Throughout the report, the message of clear and constant communications stands out as a big take-away for the 
NHS. It concludes that more needs to be done to listen to patients and understand their needs and expectations, 
adding that systems and processes will not do this alone.   
 
http://www.patients-association.com/wp-content/uploads/2015/02/Themes-Report-February-2015.pdf 
 

Opportunity: Ensuring that patients are listened to 
and communicated with can improve their 
experience. 

Threat: Not listening to patients can result in a poor 
experience. 
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Report owner: Madelaine Warburton 

Steps taken by the Trust: Significant work is underway to improve communication with patients. This includes 
initiatives such as the 3C’s and the 3 Big Questions. Additionally, the Royal Liverpool & Broadgreen Nursing 
programme will help to encourage and instil the correct values and behaviours.   
 

Investigation into Morecambe Bay publishes report 

The final report of an independent investigation into maternity and neonatal services at University Hospitals of 
Morecambe Bay NHS Foundation Trust, published on 3 March, makes 44 recommendations to prevent future 
unnecessary deaths. 
 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessibl
e_v0.1.pdf 
 

Opportunity: To carefully consider the report and 
whether there are any immediate lessons that can 
be learned. 

Threat: Important not to be complacent of the issues that 
were found at Morecambe Bay.   
 

Steps taken by the Trust: Brief report on lessons learned being drafted for Patient Safety Committee. 
 

Manchester plan for 'joined-up' NHS and social care could go national 

A ground-breaking plan to devolve the £6bn NHS and social care budget in Greater Manchester to the region’s 
councils and health bodies could become the model for many parts of England. 
  
The shake-up, announced on 27th February, would break down barriers between hospitals and care in the 
community to ensure a “joined-up” service for patients. 
 

Opportunity: Potential new model of collaboration 
and greater joint-working. 
 

Threat: Yet to be seen how a free at the point of delivery 
NHS can be successfully merged with a means tested 
social care system. Such a system could result in further 
re-organisation of NHS services. 
 

Steps taken by the Trust: Watching brief on developments to be retained. 
 

Media: Review of February 2015 

 
 

 

Media were invited to a guided tour of the new Royal 
site, with opportunities to interview spokespeople from 
the Trust, Carillion and local council as well as workers 
who had benefitted from local job creation schemes. In 
addition a suite of multimedia content was provided, 
securing 25 news items across print, online, TV and radio 
media, with around 900,000 opportunities to see and 
generating over 7,000 social media interactions. 
National media coverage was gained for a case study of 
a patient injured by her horse who underwent 
pioneering orthopaedic surgery. Coverage of a patient 
being cared for briefly in a room that was far below our 
standards of cleanliness gained local and national 
newspaper coverage after photos of the room were 
published. 

6.13�Environmental�Scan.pdf

Top

Overall�Page�75�of�192
Page�5�of�6

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf
http://www.eshareuk.com


 
Environmental Scan   

 

Report owner: Madelaine Warburton 

 

Opportunity: The example of the new Royal 
coverage highlights that using multimedia content 
and new media, both our own social media sites and 
those of media outlets, present huge opportunities 
of increasing the spread and level of engagement 
with the Trust and its messages. 

Threat: The example of the patient in the unclean room 
also highlight the threats of new media and the ease at 
which such stories can be generated and spread 
nationally, when they are accompanied by photographs 
taken on mobile phone cameras. 
 

Steps taken by the Trust: In relation to the unclean room an immediate investigation was carried out into why 
the room was left in this state and actions have been taken to reduce the likelihood of this reoccurring. The 
patient and their family received an immediate apology and their complaint is being managed. Posters are 
available to wards reminding people not to take photos so that patient confidentiality is maintained.  
The need for multimedia content to support proactive positive publicity has been acknowledged by the 
communications team and we endeavour to include as much as possible wherever appropriate.  
 

Local Health Economy 

 
1. Monitor has launched an investigation at Warrington and Halton Hospitals NHS Foundation Trust to 

understand why its finances have deteriorated. 

2. Monitor has opened an investigation into the finances at Wirral University Teaching Hospital NHS 
Foundation Trust. The trust’s financial position has improved slightly in recent months, but they are still 
running a considerable financial deficit and Monitor has stated that it needs to understand why. 
 

Opportunity: If financial deficits put services at risk 
at these hospitals, this could lead to greater demand 
for our own services, where applicable.  
 

Threat: Greater demand for our own services may create 
additional pressure if we do not respond soon enough to 
events. 

Steps taken by the Trust: Watching brief on developments to be retained. 
 

  
 SWOT analysis watch list 
 

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

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

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

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

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

20

(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 to be implemented and reported in the same way.

In the medical divisions, similar audit systems are being implemented

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

which are unplanned mystery shopper inspections who observe the team brief and WHO 

checklist compliance.

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

patient.

From February Surgeons will be 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.

28/3/2015

Linked to a 

Strategic 

Objective

Paul Bradshaw, 

Deputy Director of 

Finance

*ID3438 – Corporate – Finance Department

Affordability of an elective over activity for Commissions

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

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

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

financial plan for 14/15

Dec 

14

20 

(15)

Continue to focus on activity in month contract management meetings with Commissioners,  

Initial meeting with CCG has taken place regarding 2014/15 outturn.

31/3/2015

Linked to 

Strategic 

Objective

Paul Bradshaw, 

Deputy Director of 

Finance

*ID3439: Corporate – Finance Department

Non-elective activity

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

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

stay non elective admissions if coding judged incorrect.

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

financial plan for 14/15.

Dec 

14

15 Complete AQN audit programme  - received March 15

Trust has returned comments to CCG on report.  Discussions require resolution and initial 

meeting has taken place with CCG regarding 2014/15 outturn

12.3.2015

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

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

14/4/2015
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Risk management: Are we mitigating divisional risks effectively? Report owner: Lisa Grant

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

* reported on the last board report 

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

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Main Controls Review Date

Linked to 
Strategic
Objective

Marie Dewhurst, 
Infection Control

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

Oct 
14

16
(12)

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

28.3..2015

Analysis of 

Incidents, 

Complaints 

and Claims

Strategic 

Objective Risk

Susan Hayes, 

Directorate 

Manager, GUM, 

TIDU and Clinical 

Pharmacology

*ID3446 Division of Medicine – Clinical Pharmacology/TIDU

Management and control of outliers within Clinical Pharmacology and TIDU

Outlier Data challenges impacting on patient flow and safety

Cause: 1. The Outlier list sent out each day us inaccurate, 2. The List is sent out late

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

Effect: There is a delay in the correct clinician seeing the patient and a delay in the patient 

being seen. There is an unacceptable delay in patient flow.  There are an increased number 

of outliers to review

Impact: This poses a significant clinical and patient safety risk and impacts upon the 

patient’s experience.  There is a reduction in continuity of patient care

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

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

Dec 

14

16

(20)

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

to the list are rectified.

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

3. 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.

31/3/2015

Link to a 

Strategic 

Objective

Analysis of 

Incidents, 

Complaints 

and Claims

Marie Dewhurst –

Deputy Director of 

Infection, 

Prevention and 

Control

*ID3169: Corporate – Infection Risk

Patient Safety Risk of MRSA Bacteramias

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

peripheral devices and surgical drains. 

Effect: Hospital acquired MRSA bacteraemia.  

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

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

incur financial penalties where bacteraemia is Trust attributable.

Nov 

13

16

(16)

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

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

learned and action plans reporting to the Divisional Governance Committees.

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

training in ANTT.

Introduction of  ANTT competency pathway  - commenced November 2014 and due to be 

completed by end of March 2015.

400 nurses trained/40 medical staff trained

28.3.2015

Analysis of 

Incidents, 

Complaints 

and Claims

Lynne Murphy, 

Nurse

*ID3402:  Division of Medicine – Emergency Department

Resus capacity

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

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

Cause: 1. high capacity resuscitation area.  2. Limited appropriate clinical space

Effect: There is a risk that a patient deteriorates and is not being monitored in an 

appropriate area – this did occur WEB62547 a patient with a raised early warning system 

score was being cared for in a triage area until an appropriate space could be made 

available

Impact:  This poses a significant clinical and patient safety risk

Oct 

14

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

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

throughput within the Emergency Department

3. escalate any blockages to operational team

9.3.2015

Link to a 

Strategic 

Objective

Karen Wardle

Manager

ID3425: Division of Medicine – Cardiorespiratory

Upgrade of CVIS Server

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

investigations

Cause: current Server not fit for purpose

Effect: risk to management of day to day diagnostic investigations

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

Nov 

14

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

new server

31.3.2015
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Report owner: Lisa Grant

Risk management: Are we mitigating divisional risks effectively?

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

* reported on the last board report 

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Response Review date

Analysis of 

Incidents, 

Complaints 

and Claims

Ruth Suckling, 

Consultant

*ID3391:  Division of Medicine – Emergency Department

Using corridor as a clinical area

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

fact a corridor 

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

Effect:   There is a high risk of delayed detection of significant injuries / serious clinical conditions -

see WEB61634.

Impact: This poses a significant clinical and patient safety risk

Oct 14 16 1. full capacity protocol

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

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

to address real time actions

3. Trial recommended refurbishment of an alternative clinical area that is ongoing, 

once complete a new triage process will be implemented.

23.3.2015

Risk 

Assessment

Carl Walker

Interim 

Operations 

Manager (IT 

Services)

ID3485:  Corporate – IT Services

Loss of Data due to failure to restore from backup

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

Jan 15 16

(12)

Storage Capacity, Backup storage capacity. System Resilience

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

Expertise in IT Operations, Disaster Recovery Plans & Arrangements (including 

standby options), Business Continuity Plans

31.3.2015

Link to a 

Strategic 

Objective

Jo Henshaw

Directorate 

Manager

ID3424: Division of Surgery – General Surgery

Upper GI Translocation

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

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

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

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

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

Effect: No approval from commissioners

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

Higher than expected demand on critical care beds leading to cancelled procedures

A tender process begins again and the contract is awarded to AUH

Update: February 2015 :  The activity and income will now remain within General Surgery 

Financially there is a gap of approximately 600 K - just in the process of re evaluating this financial 

gap as there is a high possibility it will have increased, as the risk now is firmly within General 

Surgery.

Dec 14 16

(12)

Assurance checklist in place.

An Updated paper to be presented to F&P committee Wednesday 4th march -

copy to be included within this plan.

4.3.2015

External 

assessment, 

visit or 

review

Single 

Incident

Teresa Keyes

Divisional 

General 

Manager

ID3497:  Division of Surgery – Vascular Surgery

Aintree Vascular Access patient transfer

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

transferred from Aintree

Effect Risk has had: Poor patient experience and delay in appropriate treatment threatening 

preservation of a functioning fistula.

Impact if not treated: Other patients could suffer the same outcome.

Feb 2015 16

(20)

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

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

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

to maximise patient outcomes.

13.3.2015
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What risks have been downgraded in the last month? (15+ risks on the Divisional Risk Registers)

Risk Source Risk Owner Risk Response Review date
Date 

added
Curr

No risks downgraded from 15+ in this months report.

Are there any areas requiring Board attention?

Risk Source Risk Owner Risk
Date 

added
Risk * 
rating

Response Review date

Analysis of 

Incidents, 

Complaints 

and Claims

Lisa Bailey, 

Consultant

*ID:3422: LCL – Blood Sciences

LHCH EPR issues

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

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

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

of how to access them.

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

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

Nov 14 15 LHCH are aware of all the above issues.  Informatics working with LHCH  and RLH 

to address

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

associated additional fix in same release from supplier before this can be 

promoted to the live environment.  This is planned for w/c 8/12.

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

processing of lab results data in local systems remains the responsibility of LHCH 

provided LCL are providing the results data in the pre-agreed format and that the 

decision to implement this version of the interface (HL7) was taken by LHCH.  LCL 

do not use this version of the interface as it has not yet been signed-off as fit for 

purpose for all laboratory work.

January 2015 update – IT believed that the antibody issue was fixed, however did 

not have any evidence to confirm this. IT to look at the issue and confirm if it is 

fixed.

27.3.2015

Link to 

Strategic 

objective

Stella Clayton, 

Deputy 

Director of 

Human 

Resources

*ID1724 – Corporate Services Human Resources

Failure to achieve Mandatory Training Targets

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

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

of mandatory training.

Effect:  Not enough staff are attending mandatory training.

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

evidence of training.

Sept 11 15

(9)

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

28.3.2015

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 in process

Report to be submitted to Patient Safety Sub Committee

Action Plan to be monitored by Patient Safety Sub Committee

28.3.2015

Item Comment

ID3539:  Division of Medicine – Nephrology

Limited resource for dialysis access procedures in Interventional Radiology

Cause:  Delays to fistula plasty (angiojet), due to lack of interventional radiologists – 4 cancellations since January 2015

Effect:  Patients being cancelled or delayed,  direct impact on patient safety and experience whilst staff try to resolve 

cancellations and delays.

Impact:  Risk to patient safety, damage to Trust reputation

Amber risk at present – but has potential to increase if more patient cancellations and delays are incurred.

1...Temporary dialysis access.

2...Surgical Intervention.

3...Admit to hospital for observation and medical management.
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Clinical Audit

% Statutory audits on track 80% 97%

# locally agreed mandatory audits on track N/A 143

# on programme following SUIs N/A 18

# on programme following Complaints N/A 1

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

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

Mortality review

% of peer reviews taken place in appropriate time frame 90% 76%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 635

# NICE guidance RAG rated Green 0 579

YTD 

target

YTD 

actual

Month 

v. R3m

Item Comment

Clinical Audit 
programme

Findings & Impact

% statutory audits on track: National Clinical Audit and Patient Outcome Programme 
(NCAPOP) and Quality Accounts (QA). Currently 97% of statutory audits are on track. 
2 audits are RAG rated Amber; LUCADA (Lung Cancer Audit) and Renal Registry / 
Renal Replacement Therapy an audit return is awaited for both.

There are 143 Local mandatory audits on plan and increase of 2 from the previous 
month.

3 audit returns have been received
Assurance rating:
11 Green
8 Amber
0 Red

The following audits have been identified as audits of note:

Clinical Audit demonstrating Red Assurance:

None

Clinical Audits instigated due to NPSA

None

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

What audits have been undertaken / are on plan to ensure the quality of the care we provide?

EF
FE

C
TI

V
EN

ES
S

Are there any areas requiring board attention?
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Item Comment

Clinical Audits instigated due to SUI

AC02868 WHO Checklist – Gastroenterology Unit, Assurance: Green
All standards measured were met, an action to remind all staff to complete the sign 
out section of the WHO checklist was completed on 10/02/2015 and a reaudit is 
currently under way.

AC2795 Patient Falls (NHSLA Level 3), Assurance: Amber
This was a reaudit with the initial audit AC0918 taking place in 2013 and AC01885 in 
Feb 2014. Overall the audit showed an improvement against the same audit 
completed in February 2014. However, there are some key areas for action as a result 
of this audit and these will be followed up in terms of ward by ward feedback. .An 
increase in adherence to the use of patient risk assessment was shown and the falls 
team will continue to support wards in this as well as reiterating the need for on-
going assessment of patients risk during their hospital stay. Communication between 
staff, patient and carer showed an improvement with information being shared and 
discussed, this needs to continue as well as the reporting of any falls incident via the 
Datix system. The Falls nurse is due to attend CESC to present the findings an action 
plan has been delivered and a reaudit scheduled for February 2015 and the outcome 
will be reported in April/May 2015.

AC02450 WEB52006 - Medication Error Renal Transplant/Anaesthetics, Assurance: 
Amber
This was a reaudit of an audit that took place in 2013 which showed inconsistent 
recording of administration of doses of alemtuzumab and there was felt to be poor 
reference to EPMA prescriptions by theatre staff.
Four standards were audited of which all but the following were met, however it was 
noted that over all significant improvement in practice since the first audit has been 
made:
Consent for unlicensed alemtuzumab noted in casenotes 100% (standard NHS 
procedure, repeated in our own policies for prescribing and administration of 
medicines)
The action implemented was to improve documentation of prescribing with clear 
justifications. A reaudit is scheduled for April 2015 (AC03020).

AC03009 WHO Safer Surgery Checklist & Team Brief Audit, Assurance: Green
This is monthly audit,  this return relates to the audit conducted during January 2015, 
all standards were met. Monthly audits continue however further work is also being 
developed to ensure robust outcomes in regards to the WHO checklist.

Clinical Audits instigated due to a complaint
None

Clinical Audits instigated due to a Mortality Alert
None

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

Statutory Audit results

AC02232 Paracetamol Overdose (CEM), Assurance: Green
This audit is facilitated by the Royal College of Physicians, the internal outcome 
evidenced good practice and demonstrated that the department met all standards 
audited.

AC02906 National COPD (BTS) Clinical Audit, Assurance: Amber
The organisation element of this audit was reported to Trust Board in January 2015.
The core aim of the programme is to drive improvements in the quality of care and 
services provided for COPD patients in England and Wales. It will extensively and 
innovatively collect and link data which maps the patient journey, enable the 
comparison of performance and practice, highlight variations in patient care and 
outcomes, and seek to innovatively drive up standards of patient care.
This audit was presented to CESC in February 2015 where the reporting consultant 
highlighted that the trust was performing well. Below is a summary of the local 
findings, a full action plan is in place:

RLUH patients are younger at presentation (67yrs), more ‘deprived’ (79% from most 
deprived quintile vs 33% nationally) and have a higher proportion of female patients 
(68% vs 51%).

RLUH performance/result below national median in some areas:
RLUH patients significantly more likely to be current smokers (48% vs 37%) 
with a worse MRC dyspnoea score.
Patients are more likely to have coexisting alcohol and mental health 
problems.
36% have their BMI recorded compared with 41% nationally.
SpRs make the majority of ‘ceiling of treatment’ decisions (68% vs 24% 
nationally). The proportion of respiratory consultants making these decisions 
is similar to national median – the difference appears to be in the ‘other’ 
consultant physicians making fewer decisions.
Only 5% of patients assessed and referred for pulmonary rehab cf 15% 
nationally (nb, we would expect this to be done as part of the ESD service)

RLUH performance/result above national median:
Length of stay shorter at RLUH (median 3 days vs 4 days)with 19% staying 
over 7 days (cf 25% nationally)
80% patients seen by a member of the respiratory team.
93% patients seen by a consultant physician during their admission
Time from admission/attendance to review by a registrar 2.7hrs (national 
median 5.5hours); consultant review 5 hrs (10hrs); respiratory consultant 
20hrs (22hrs)
Median time to CXR 0.8hrs (national median 1.1) with 92% of CXRs within 4 
hours
Admissions spread more through the week, with peak admissions on a 
Sunday (20%) Monday & Tuesday (18%, 18%). Discharges at weekends also 
better than national average.

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

Mortality

67% of smokers offered smoking cessation (national median 58%) – twice as 
likely to be offered smoking cessation support if seen by respiratory 
physician.
66% of patients have spirometry recorded in the notes compared with 46% 
nationally.
89% have an ABG recorded cf 78% nationally. Timing of ABGs similar.
FiO2 recorded in 93% vs 72% nationally.
10.6% received NIV vs 12% nationally. Time from admission to NIV was 3.9 
hours (4.1 hours nationally). 
48% of patients received early supported discharge vs 40% nationally

Audit Symposium
The annual Trust wide audit symposium was held on 20th February.    Presentations 
were made by the winners of each divisional symposia during the Grand Round.    The 
audits were judged by Colin Hont, Deputy Chief Nurse, Professor Jon Saunders, Non-
exec Director and Debbie Rimmer, Head of Healthcare Quality MIAA.
The three audits presented were:
Diagnosis and management of urinary tract infection at the RLUH, Infection and 
Immunity and Medical Microbiology
Re-audit: Management of Infective Endocarditis, Clinical Pharmacology and Infectious 
Diseases
Management of tracheostomy in the RLH, ITU
The winner was:
Diagnosis and management of urinary tract infection at the RLUH, Infection and 
Immunity and Medical Microbiology

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

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

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

Mortality MDT Review
2 mortality MDT meetings took place during February, however at the second 
meeting casenotes were not available to allow discussion:

Case 1
A patient with numerous health issues, on 17th Oct had blood loss with fresh 
elements and a dropped BP, medication was stopped and the patient was noted as 
stable, following two episodes of melaena a Gastroscopy was booked however 
Endoscopy were unable to fit the patient in the next day. Further reviews showed 
worsening kidneys and aHb change from 90 to 84. Further deterioration prompted 
on-call review that evening. An ART call was  raised at 23.00 and an emergency scope 
ordered. 

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

NICE

Advancing Quality

The patient deteriorated and became unresponsive, 8 units transfused plus fluid 
resuscitation. Seen by Gastroenterology SpR and Gastroenterology consultant on-call. 
Family updated and discussed management. pH 6.9. Agreed not appropriate for OGD. 
The patient died 19 October 2014 at 01.25. It was noted that the patient was a 
smoker and consumed excess alcohol previously. A post mortem was not performed 
and the coroner accepted that the cause of death was a massive bleed.
At MDT review it was felt that the endoscopy could have taken place earlier and it 
was highlighted that there is always someone on call to do this procedure, it was also 
noted that there was a lack of recognition of renal function. The case is to be 
discussed at the Directorate meeting, monthly F1 workshop and shared with MAPS. 
Also to be highlighted to Peter Williams in regards to the lack of escalation.

NICE: Currently there are 635 pieces of NICE guidance that are or are potentially 
applicable to the Trust of these 579 are RAG rated green. 

Advancing Quality
The following scores relate to the year to date figures for the Appropriate Care Score 
(ACS) the target for which differs for each individual focus area.

Heart failure is currently failing on the following measure:
Discharge Instructions - it is reported that this is due to the fact that patients are not 
referred appropriately to the Heart Failure Specialist Nurse and therefore the correct 
discharge instructions not provided. The Cardiology Directorate is reviewing the 
number of Specialist Heart Failure Nurses with the view to increase the numbers.

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

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

COPD is a new focus group (went live with Sept 14 discharges)  currently being 
embedded into the trust a further COPD nurse appointment is awaited and there 
have been issues obtaining casenotes, further casenote pulling resource has been 
made available.

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

Acute Myocardial Infarction 99.09%

Heart Failure 72.34%

Hip and Knee Replacement 96.78%

Pneumonia 79.87%

Stroke 70.82%

COPD 6.32%

Sepsis 58.82%

Hip Fracture 17.33%

Diabetes 0.0%
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Item Comment

Advancing Quality Sepsis is a new focus group (went live with Sept 14 discharges)  

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

Diabetes is a new focus group (went live with Nov 14 discharges) current issues with 
staff capacity to complete AQ proformas.

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Quality Performance Overview - Trust - February 2015 (Month 11 2014-15)
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Inpatient Experience Surveys >=91% 279 287 97.2%  qt

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

Outpatient Surveys - CRT (% +ve 
performance)

>=90% 88.8%  qt

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

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

Staff attitude complaints <=50 - - 78  t

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

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

>=90% 42 43 97.6%  t

Service Quality Assessment - % rated 
green or amber green

>=90% 40 40 100.0%  t

Health Records Performance (casenote 
availability)

>=100%  t

Stroke Care >=80% 355 449 79.0%  nmq

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

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

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

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

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

Preferred Place of Care assessed 
[HSPCT patients]

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

Personalised care plan for patients 
known to HSPCT

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

Patients known to HSPCT letter faxed to 
GP on discharge 

>=80% 100.0% 

Preferred Place of Care achieved 
[HSPCT patients]

>=70% 820 1,165 q

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

CODG other symptom managed >=80% 79.5%  q

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

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

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

70.4%: 100% 
with valid 

exclusions

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

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

Where to die when the time comes

Currently under review
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Emergency admissions dementia 
screening (inpatients aged 75+, LOS 
72hrs+)

>=90% 336 548 61.3%  q

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

Referral for specialist diagnosis 
following positive diagnostic 
assessment

>=90% 12 15 80.0%  q

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

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

Catheter Associated Urinary Tract 
Infections CQUIN [30% reduction]

<=2% 1 789 0.2%  q

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

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

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

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

Unhealed pressure ulcers on discharge 
reported to GP

>=100%  q

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

>=98% 302 304 99.3%  q

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

>=98% 167 171 97.6%  q

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

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

Ratio of MRSA Screens: Elective 
Admissions

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

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

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

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

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.176 42 251,138 0.168  t

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Jan-15

Patient Safety

Patient Safety Thermometer CQUIN

Implemented as part of DN 
Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Indicator
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MSSA - Number YTD - - 25  t

E. coli - Number YTD - - 89  qt

VRE - Number YTD - - 4  qt

ESBL - Number YTD - - 7  qt

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

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

Discharge summary <= 24 hours 
(inpatient ward areas)

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

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

>=80% 552 702 78.6%  q

Outpatient correspondance plan, pilot 
and deployment

- q

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

TBC q

Nursing Sickness Absence (rolling 12 
month)

<=5% 34,466 615,134 5.7%  qt

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

>=95% 76.2%  t

Number of vacancies WTE <=55.0 - - 156.0  t

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

Average time from offer to start date
<=8 

Weeks
- -  t

Recruitment in Nursing [for recruitment currently]

Pilot undertaken

Clinical Indicators

Productivity

Communication CQUIN

GP rollout plan awaited

People

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

KEY
Indicator Change Monitored

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

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

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

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

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

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

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

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

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

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

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

Time to initial assessment 95th 
percentile

<=15 
mins

- - 4 mins  n

Time to treatment decision median
<=60 
mins

- - 45 mins  n

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

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

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

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

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

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

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

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

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

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

MINAP audit data completeness >=90%  q

Stroke care >=80% 355 449 79.0%  nm

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

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

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

MRSA bacteraemia - Rate per 1,000 bed 
days YTD

<=0.029 7 251,138 0.028  t

Ratio MRSA Screens: Elective 
Admissions

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

Clostridium difficile YTD <=44 - - 42  nmq

Clostridium difficile - Rate per 1,000 bed 
days YTD

<=0.176 42 251,138 0.168  t

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

Activity against plan t

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

Day Case Basket Procedures % >=80%  t

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

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

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

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

Emergency Readmissions following non 
elective

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

Emergency Readmissions rate following 
elect/dc

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

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

PRODUCTIVITY

Activity Performance

Activity reported in Section 8

Productivity Indicators

PATIENT SAFETY

Infection Control

VTE

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

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

Turnover (monthly) 0.59%  t

EBITDA achieved >=5 nm

EBITDA margin >=3 nm

Return on assets >=3 nm

I&E surplus margin >=3 nm

Liquidity Ratio >=3 nm

CQUIN Indicators q

Compliance Framework (Governance 
Risk Rating)

- -  m

Financial Risk Rating >=4 - - 4  m

See Section 10

RISK RATING/PERFORMANCE FRAMEWORK

Workforce

FINANCIAL HEALTH

Finance

Financial Health information 
included in Section 9

Commissioning for Quality and Innovation (CQUINs)

PEOPLE
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TITLE: FT Progress / NTDA Report 

AUTHOR: Mark Thorne, 

Jim Bluett-Duncan 

GENERAL PURPOSE: FOR APPROVAL 

Purpose of paper Key facts 
X To note Sponsor: John Graham 
X For decision (no budget requested) Service line affected: Trust 
 For decision (budget requested) Date of board meeting to discuss this paper:  31/3/2015 
  Security marking:   
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  FTSG, R&P 
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
☐ Patients ☒ Regulators (PCT/SHA, Monitor, CQC etc) 

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

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

Have we considered opportunity & risk in the following areas?                       

☐ Clinical ☒ Financial  ☒ Reputation  

State: [Please insert] State: 10 year forward plan State: FT status   

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

 

Achieve authorization as a Foundation Trust. 

Last update – February Board 2015 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 

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        

 

The Board is requested to: 

i. Monitor process – To note the timetable for FT authorisation and 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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TITLE: FT Progress / NTDA Report 

AUTHOR: Mark Thorne, 

Jim Bluett-Duncan 

1. FT Process  
a. Phase 2 of the Monitor assessment process is under way. A series of meetings has already 

taken place covering the QGM, performance, workforce, estates, QEPs, LTFM, IT, patient 
safety and Surgical division. Over the next 2 weeks further meetings will cover strategic 
planning, risk management, Medicine division as well as meetings with individual board 
members, the CCG and other external parties. 

b. Board-to-board with Monitor is arranged for 10th June in London, with targeted authorisation 
on 1st August. 

c. The Reporting Accountants (E&Y) are due to commence their work for Monitor’s appraisal on 

Monday 13th April. This relates to Working Capital Balances and Financial Reporting 
Procedures.  
i) The working capital work will consider the projections prepared by trust management 

within the Long Term Financial Model for the period to 31 March 2017.  
ii) The financial reporting procedures report looks at both existing and proposed 

arrangements.   
d. A series of one to one meetings will be conducted with board members as part of this 

process. 
e. Discussions have been ongoing with Monitor on the detail of the LTFM. A revised LTFM 

reflecting, as far as possible, the current year outturn and current contracting negotiations is 
due to be submitted to Monitor and E&Y week commencing 6th April. 

 
2. Board Preparation 

a. Preparations for Board members for the Monitor visit and board-to-board challenge are 
planned for inclusion in regular board development sessions. Additional dedicated 
preparation sessions both before and during the Monitor Phase 2 assessment process may 
also be necessary.  

 
3. 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 January certification content drafted for submission by 31st March. 

The actual submission is made on-line on the NTDA website. 
 

4. CONCLUSION AND RECOMMENDATION 
The Board is requested to: 
i. Monitor process – To note the timetable for FT authorisation and to provide support to 

resolving promptly issues arising as part of the assessment process.   
ii. Accountability Framework – To review the proposed submission and confirm 

approval to submit. 
  

TB_Report�15-03�Mar�15�v1.docx

Top

Overall�Page�90�of�192
Page�2�of�5

http://www.eshareuk.com


RLBUHT BOARD PACK

 

TITLE: FT Progress / NTDA Report 

AUTHOR: Mark Thorne, 

Jim Bluett-Duncan 

 

 

 

  

Appendix 1 – Project Plan Overview 
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For each Monitor Licence condition, the Board is asked to confirm compliance:

CONDITION MONITOR DESCRIPTION COMPLIANCE

GENERAL CONDITIONS  Response

Condition 
G4

Fit and proper persons as 
Governors and Directors

Yes

Condition 
G5

Having regard to Monitor 
guidance

Yes

Condition 
G7

Registration with the 
Care Quality Commission

Yes

Condition 
G8

Patient eligibility and 
selection criteria

Yes

PRICING CONDITIONS  Response

Condition 
P1

Recording of information Yes

Condition 
P2

Provision of information Yes

Condition 
P3

Assurance report on 
submissions to Monitor

Yes

Condition 
P4

Compliance with the 
National Tariff

Yes

Condition 
P5

Constructive engagement 
concerning local tariff 

modifications
Yes

 CHOICE and COMPETITION CONDITIONS Response

Condition 
C1

The right of patients to 
make choices

Yes

Condition 
C2

Competition oversight Yes

INTEGRATED CARE CONDITION Response

Condition 
IC1

Provision of integrated 
care

Yes

 

 

SELF-CERTIFICATION REQUIREMENTS - MONITOR 
LICENCE CONDITIONS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

FEBRUARY 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 

Appendix 2 – Accountability Framework – Draft submission for February 2015 
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For each statement, the Board is asked to confirm the following:
For CLINICAL QUALITY, that: Response

1 Yes

2 Yes

3 Yes

For FINANCE, that: Response

4 Yes

For GOVERNANCE, that: Response

5 Yes

6 Yes

7 Yes

8 Yes

9 Yes

10 Yes

11 Yes

12 Yes

13 Yes

14 Yes

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing 
care on behalf of the trust have met the relevant registration and revalidation requirements.

SELF - CERTIFICATION REQUIREMENTS - 
BOARD STATEMENTS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

FEBRUARY 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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Sponsor: Donna McLaughlin 
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Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Increased risk of mortality State: CCG contracted penalty State: Achievement of national patient 
due to overcrowding in ED  standard 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust has struggled to 

consistently achieve.  It is also well research that crowding in ED departments can impact on mortality.  The board 

received a paper in June that demonstrating the overall strategy and asked for a monthly update. 

This paper articulates February performance.  The trust did not achieve the standard for February, and performance has 

continued to be challenged during March. 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 How did the trust perform in February? 

 What actions are being taken to address under performance? 

 What are the governance arrangements to ensure that these actions are delivered and if necessary further 
mitigations are put in place? 

 What are the key risks and issues to the organisation? 

 

3. CONCLUSION AND RECOMMENDATION                                   

 

The Board is asked to note these actions and progress taken. 
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MAIN REPORT:  

1. Introduction and Purpose 
 
The trust did not achieve February at 93% achieving 1 out of 5 weeks.  The trust did not achieve 
Q3, and year to date is below 95%. 

There was a discussion and scrutiny of these plans at the last meeting; which also agreed an 
improvement trajectory of 93.5% February and 95% March.  This has been shared with the TDA. 
The Trust therefore is off trajectory and will not achieve the standard for the year.  

2. Results 

The graph below shows the 4 hour emergency access weekly performance (April to 15 March 
2015). 

WEEKLY PERFORMANCE BAR CHART 

 

The reporting period for February is 2nd February to 28th February (4 week month). The reporting 
period for March is 1st March to 28 March.    

The chart below shows the breach reasons for February (expressed as a % and by actual patient 
numbers). 
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February 2015 breaches by cause 

 

 

3. Analysis 
 

In common with the country RLBUHT has experienced significant pressure within the ED 
department.  The trust has failed to deliver the NHS Construction pledge to deliver 95% of all 
patients admitted and discharged within 4 hours of attending the Emergency Department. 
 
The predominant reason for breaching 4 hours is waiting for a bed, followed by ED review when the 
department is crowded with inpatients. 
 
The “Royal ED crisis” is two-fold, an increase in dependence of patients and the lack of egress for 
patients requiring beds. 
 
Demand - ED attends, the Trust continues to see more patients with increased acuity. The 
proportion of resus/majors has increased and is now averaging around 124/day these compared to 
109/day two years ago.   
 
As has been reported in previous papers the number of patients whose care could be met in an 
alternative setting continues to be high although the reasons for delay have changed as schemes 
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come online. Furthermore, LOS over recent weeks (including March) has deteriorated for long stay 
patients. 
 
The number of patients > 4 weeks were under a hundred at the end of January but have shot up to 
around 130/140  recently.   
 
Delays – Medworxx data, the RFD figure for the last six weeks has been around 100 - the same 
period of the two preceding years were 80 or 18% compared to 16%. 
 
The average wait for a care package in February was 3.8 days (from 6.7 in January) which is the 
lowest wait in 8 months. However, any net gain due to this improvement is not evident due to 
deterioration elsewhere in the pathway. E.g. average wait for best interest meeting has increased 
from 3.4 to 4.8 days. The number of patients waiting has almost doubled from last year.  
 
4 hrs because of increased acuity and flow is not great as the wards are filling up with long stay 
patients due to combination of high dependency and delays awaiting services/assessments.    
 
 
4. Winter Plan – assumptions 
 
The October Board meeting approved the winter plan/system resilience plan, which included 
expenditure against the national additional winter money.  Given recent failure of this target a 
revised capacity plan was submitted to trust board.  As the trust needs to create an additional 38 
beds (or equivalent) to manage the anticipated quarter 4 demand.  This is in addition to the 30 
already created. 
 
 
5. Operational Response 

 
The revised capacity plan at a high level contains the following elements: - 
 

Scheme Total 
Potential 
Capacity 

Feb March April 

Hospital at Home* 6 4 6 6 

Frailty Unit* 3 3 3 3 

Internal Medicine* 
Floor/7 day 

12 6 12 18 

ED assessment area 6 0 6 6 

Operational CCP – week* 6  6 6 

Ground floor escalation 
ward 

12 12 0 0 

Day case beds 6 0 0 0 

Total 51 31 39 39 

Demand  38 38 38 

Gap  (7) +1 +11 

 
(*) Bed equivalent schemes 
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This plan is based on averages and does not take into account variability of discharges/admissions 
throughout the week and within the day with the Sun – Tuesday being the most challenging days.  
This model assumes 100% bed occupancy at midnight of all general and accessible beds. 
 
Hospital at Home 
The trust has commissioned directly with a private care provider to manage patients waiting for 
home care packages to start thereby releasing acute beds.  Although this pilot has only managed a 
relatively small number of patients it has unlocked dialogue with commissioners and local authority 
who are keen to managed this moving forward. The local authority has taken on this scheme. As 
has been shown in the previous section, the average wait has reduced to 3.8 days.  
 
Frailty Unit 
This is a multi-agency service between RLBUHT, Liverpool City Council and Liverpool Community 
Trust.  It has been operational Monday to Friday 9-5pm.  From end of February there is sufficient 
staff to increase this service to 7 days.  The LOS benefits are estimated to be a further 3 beds. 
 
Internal Medicine Floor – 7 day 
This was planned as part of original winter plan, and is an outstanding recommendation by ECIST 
(Emergency Care Intensive Support Team).  It is a radically different way of managing short 
stay/general medical conditions by assertive twice daily ward rounds over 90 beds over 7 days.  The 
benefits of this change will realised over time. 

 
ED Assessment Area 
Additional investment has been made into ED to create a dedicated emergency triage area within 
the ground floor.  This will remove the use of Emergency Triage in the corridor.  The plan to open 
this on 4th March was delayed until 17th March due to estate issues. 
 
Operational – CCP Week 
CCP week (coffee, croissant and a plan) week 26th January.  Last year the trust ran a successful 
‘operational fresh start’ week.  The lessons learnt have been accommodated into the 4 hour action 
plan.  This week was used to embed areas of good practice and the recommendations from the TDA 
observation visit of the 3rd November.  This included: 

 Ward ‘working day’ to commence at 8am with board rounds throughout the medical 
wards. 

 8.30am all medical specialties tempted by coffee and crossaint to come together in 
AMU to agree allocation of patients from ground floor to the correct specialty beds.  

 Launch patient toolkit which outlines roles and responsibilities for all staff groups 
involved in patient flow. This will cover the action from the previous board meeting 
discussion surrounding roles and responsibility at ward level for discharge 
arrangements. 

 Reduced internal waits for CT and ultrasound across 7 days. 
 The number of discharges needed to accommodate the predicted daily emergency 

demand was known by 12 noon, usually this is 5pm. 
 This was a highly successful week.  Discharges happened earlier in the day with 

better clinical engagement. 
 

Ground floor escalation ward 
In light of the pressures experienced at the beginning of Jan, a risk assessment was undertaken and 
the area previously used by HEC/CCU was opened as an inpatient area.  The CQC have previously 
recommended the closure of this area.  The Chief Nurse has discussed this decision with the TDA 
who understand the rationale.  This was closed in February. 
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Day Case Beds 
In extremity day case areas remain open for emergency patients.  This is a last resort as this 
disrupts planned care and the overnight facilities are limited. 
 
Best Interest Meetings 
There has been an increase in patients waiting to determine their discharge arrangements. 
Theoretically this has been undertaken by social workers. The Trust has training days in March and 
April to train members of the MDT / our own staff to undertake this role and prevent delays.  
 
Gap 
There are daily discussions to manage the capacity ‘gap’, which includes increase in outlying 
patients (medical patients in surgical wards); reduction cancellation of elective cases.  Ultimately, 
the 4 hour target remains compromised whilst there is capacity gap. 
 
The Trust is showing progress against these schemes but failed to achieve February. 
 

Factors which influenced poor performance in February 

The Trust had managed well during winter to contain infection control.  

Despite increasing capacity due to the schemes listed above. The Trust lost bed capacity during 
February with 93 beds closed (cumulatively) during the month. There were 13 beds closed 4 
February. There were up to 7 beds closed 15-19 February week 48 (week to 22 February). There 
were 13-6 beds closed consistently. This impacted on flow with patients breaching 4 hours waiting 
for a bed.  

This reduction in available beds outstripped the benefits of the scheme.  
 
 
6. Strategic Response 

 
The trust is actively engaged with Merseyside System Resilience Group (SRG) to redesign the 
discharge pathway. The Trust has received an extent to 50% of the residence funding for April. The 
Trust has requested the inclusion of WiC activity into 4 hours numerator. Aintree has successfully 
achieved this and there needs to be a consistent approach across the city. 

 
 

7. Key Risks 
 
Alongside this revised winter plan is a risk register which includes: 

 TDA report to reduce 18 weeks backlog to end of February 2015.  This places additional 
pressure on the royal site. 

 Unexpected changes to activity levels and case mix. 
 Liverpool CCG expressing concerns regarding financial affordability. 
 In ability to deliver elements due to availability of critical staff - medical workforce and 

therapy staff in time. 
 Capacity of 3rd sector organisation for Hospital at Home scheme. 
 No exit from hospital at home scheme. 
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 Potential double counting of LOS efficiency from these plans and the transformation 
programme. 

 Easter – plans are in place to maintain all emergency services at RLBUHT. Risks as primary 
care will be operating out of hour service only. 

 
The BAF score was increased to 20 at the November Trust Board meeting. 
 
Performance Management and Governance Arrangements 

The paper to June’s board outlined the performance management arrangements.   

The fortnightly overview and scrutiny meeting chaired by the Director of Operations remains in place 
to oversee the delivery of the 4 hour improvement action plan.  Membership of this group includes 
the TDA and Liverpool CCG.  The timing of this meeting has been moved to encourage greater 
external representation.  The minutes of this meeting are reported into Resources and Performance 
Committee. 

 

Conclusion and Recommendation 

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust has 
struggled to consistently achieve.  The board is asked to note the revised plan whilst noting the 
ongoing risk to delivery. 

An operational plan outlining capacity requirement for 2015-16 will be presented to Resources & 
Performance taking into account the contractual settlement and resilience funding which are being 
negotiated.  
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

This paper provides an update on activity, performance and capacity issues that were discussed at 
the Trust Board meeting in December 2014. 

 

2. QUESTION ADDRESSED IN THIS REPORT 

There will be 646 available beds in the new RLUH, a 16% reduction on the 769 beds currently open 
on the site. This paper reprises the assumptions made in projecting the required bed complement 
and provides details of the initiatives being put in place to help ensure our targets are achieved. 

 
3. CONCLUSION AND RECOMMENDATION 

The planned bed reduction on the RLUH site remains achievable but is dependent on the successful 
delivery of the four initiatives set out in this paper: 

 Project White Space 

 Closer to Home 

 Enhanced partnership working to improve discharges 

 Further transfer of activity from RLUH to Broadgreen. 
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1. STRATEGIC CONTEXT 

This paper provides an update on activity, performance and capacity issues that were discussed 
at the Trust Board meeting in December 2014. 

2. QUESTION ADDRESSED BY THIS REPORT 

There will be 646 available beds in the new RLUH, a 16% reduction on the 769 beds currently 
open on the site. This paper reprises the assumptions made in projecting the required bed 
complement and provides details of the initiatives being put in place to help ensure our targets 
are achieved.  

3. MIGRATION PATH  

The Migration Path monitors progress towards activity and performance targets that were first 
established in the Clinical Services Delivery Model and sets out the anticipated rate of change 
for each Clinical Directorate for the period to 2017-18. The Migration Path is regularly refreshed 
and is issued to Directorate Managers and other senior managers on a quarterly basis. 

In preparing future activity projections, the Migration Path takes account of a number of factors 
including demography (the ageing population is particularly significant), the predicted incidence 
of disease (for example cancers), demand management, services to be provided outside hospital 
and specialty specific developments. 

The Migration Path had always targeted April 2014 as the time at which each performance target 
would be achieved. However, given the variance from plan in respect of short stay emergency 
admissions, non-elective length of stay and bed numbers, these projections had to be revised. 

4. MIGRATION PATH METRICS 

Figure 1 sets out the key metrics in the latest Migration Path: 

Figure 1 – Migration Path Metrics 

Metric 2013-14 
Actual 

2014-15 
Forecast 

2015-16 
Plan 

2016-17 
Plan 

2017-18 
Plan 

Short stay emergency admissions 19,242 22,075 22,637 22,636 22,687 

Other non-elective admissions 18,793 19,507 19,178 19,262 19,407 

Elective admissions 9,811 9,729 9,896 9,963 10,030 

Day case admissions 42,000 43.940 43,868 44,000 44,190 

Average LoS – other non-elective 11.2 11.1 10.5 9.5 9.4 

Average LoS – elective 5.0 5.2 5.2 5.1 5.1 

Bed numbers – RLUH 729 769 726 634 646 

Bed numbers – BGH 71 71 77 105 105 

Bed numbers - Total 800 840 803 739 751 

Outpatient attendances Outside Hospital 8,680 10,205 10,956 10,881 10,922 
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a. Short Stay Emergency Admissions 

Figure 2 sets out the level of all non-elective admissions since 2011-12, including a forecast 
outturn for the current year which shows a substantial movement from previous years:  

Figure 2 – Non-elective admissions 

Admissions 2011-12 2012-13 2013-14 2014-15 FO 

Short stay emergencies 18,492 17,900 19,242 22,075 

Other non-elective 19,175 19,427 18,793 19,507 

Total Non-elective 37,667 37,327 38,035 41,582 

At its meeting of December 2014, the Trust Board agreed that the Trust should plan on the 
basis that the increased level of short-stay activity would be sustained. 

b. Average Length of Stay – Other Non-elective 

Reductions to average length of stay will remain as originally planned, but are now profiled to be 
achieved in the 2015-16 and 2016-17 financial years and will primarily be delivered by the White 
Space and Closer to Home projects and by improving the management of patients ready for 
discharge. 

c. Bed Numbers 

The assessment of future bed requirements is based on projected activity levels, planned 
performance for length of stay and planned occupancy levels. 

The RLUH today has 769 available beds (a number which flexes slightly around the level of 
escalation beds). The new RLUH has 646 beds, meaning that we must identify measures to 
release 123 beds before April 2017. This gap has widened since March 2014, when only 729 
beds were open at RLUH and reflects the increased pressures experienced more recently.   

The December meeting of the Trust Board received a report setting out details of the projects 
included within White Space and Closer to Home and identifying target bed reductions of 51 
and 20 respectively. These projects remain at an early stage of development and only one 
White Space project (inpatient ultrasound) has progressed sufficiently to provide corroboration 
that the target is achievable – and it has done so, achieving a reduction equivalent to nine beds 
with further improvement expected from the expansion of the weekend service.   

Enhanced partnership working will focus on the Trust’s inpatient beds occupied by patients 
whose needs could be met in an alternative setting. In the period since April 2014, the number 
of patients occupying a bed whilst identified as ready for discharge has rarely fallen below 60 on 
any day. There are particular delays regarding discharge assessments, social work allocation 
and arranging a home package of care. The Trust has therefore enhanced its partnership 
working with Liverpool City Council, Liverpool Community Health and Liverpool CCG and will 
provide alternative services including a rapid outreach community service to increase the pace 
of discharge or transfer. 

It is also intended to open a further 34 beds at Broadgreen to accommodate activity that will 
transfer from RLUH. These are planned to be made available in the DTC, which has three 28 
bed wards (wards 1, 2 and 3), of which only 43 are currently utilised. It should be noted that 
some of the space in ward 3 in currently utilised as a same day admission area. Relocation of 
the limb reconstruction service is already planned and is expected to enable the transfer of nine 
beds. However, firm plans still need to be established to allow the transfer of the remaining 
beds. 

Taken together, and substantially delivered before the new RLUH opens, these four measures 
would achieve the required bed reduction. 
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5. SERVICE RECONFIGURATION 

Under the Healthy Liverpool Programme, the Liverpool Health Economy is currently discussing 
the future of hospital services and whilst at an early stage, it is possible that the outcomes will 
include reorganisation of services on hospital sites in the city. This could provide an opportunity 
for the Trust, in partnership with commissioners and other providers, to further review its capacity 
requirements. 

6. CONCLUSION & RECOMMENDATION  

The planned bed reduction on the RLUH site remains achievable but is dependent on the 
successful delivery of the four initiatives set out in this paper: 

 Project White Space 

 Closer to Home 

 Enhanced partnership working to improve discharges 

 Further transfer of activity from RLUH to Broadgreen. 
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☐ Clinical ☐ Financial  x Reputation  
State: [Please insert] State: [Please insert] State: Impact as employer and provider  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

Effective staff engagement and empowerment is important to the Trust Board. ‘Open and Engaged’ is one of 
the revised Trust values. The ‘Every One Matters’ staff engagement programme drives a culture of listening 
to staff, empowering them to lead the changes needed for the benefit of patients and for themselves. Staff 
engagement also provides an opportunity for staff to raise concerns, and our current approach to staff 
engagement provides a strong framework to meet the new ‘Freedom to Speak’ requirements post Francis, 
which emphasises the need for openness and transparency in handling concerns. The actions described in 
the People Strategy action plan for staff engagement will enable the Trust to realise its strategic objectives 
and plans to provide better, safer patient care with improved health outcomes.  It is an enabler to delivery of 
the Quality Strategy. 
 
The NHS Staff Survey is a key indicator of the success of our staff engagement programme and provides 
useful data on where we are doing well and where we can improve.  Results are drilled down to directorate 
level, by staff group and by workforce characteristics which is used by the Divisions to further understand 
and address their local issues.  The results of the staff survey are also used to drive national policy, and by 
regulatory bodies such as Monitor and CQC as an indicator of success.  Another key indicator of success is the 
quarterly Staff Friends and Family Test, introduced for the first time in 2014, which asks staff 2 key questions 
– would you recommend the Trust to friends and family as a place to receive care or treatment, and would 
you recommend the Trust as a place to work. 
 
The purpose of this report is to provide assurance to the Trust Board that progress is being made on staff 
engagement and quality as evidenced in the staff survey over the last 4 years, and to identify and discuss 
areas which need attention over the next year to ensure continued progress.    
 
The attached link is the summary report for the NHS Staff Survey 2014 conducted between September and 
December 2014.  A full report is available on the website, together with annual reports going back to 2004.   
http://www.nhsstaffsurveys.com/Caches/Files/NHS_staff_survey_2014_RQ6_sum.pdf  
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2. QUESTION(S) ADDRESSED IN THIS REPORT             

 Has the Trust made progress on staff engagement, leadership, training and development for staff since 
2010 as evidenced in the staff survey results? 

 What are the key indicators which need attention? Where has progress been made and where do we 
need to take further action? 

 What are the high impact actions which will make a real difference to staff?  

 

3. CONCLUSION AND RECOMMENDATION                                   

Results are steadily improving, particularly in the quality indicators and where we have focussed attention 
through staff engagement, e.g. in 2012 staff being able to contribute to improvements at work was in the 
bottom 20% it is now average, and in 2013, we were in the bottom 20% for staff reporting errors, near 
misses and incidents, and due to work done during the year to understand this through staff conversations 
and simplifying processes, this is our largest gain in 2014, up by 4% to 90% in line with the national average.   
 
This report demonstrates significant improvements since the 2010 survey when 19 out of 38 indicators put 
us in the bottom 20% of all NHS Trusts in England.  A sustained programme of staff engagement over the last 
4 years has lifted the results in 2014 to 4 indicators in the bottom 20%, and one in the top 20%.  3 of those in 
the bottom 20% are known areas to do with training and appraisal which we are addressing through 
implementation plans reported to the Resources & Performance Committee.   
 
Staff motivation is the 4th indicator in the bottom 20%, which represents no change since 2013.  This is a 
concern to us and will be an area for attention this year.  Staff motivation is one of 3 questions contributing 
to the overall score on staff engagement.  The other 2 questions (being able to contribute to improvements 
at work and recommending the Trust as a place to work or receive treatment) are average/above average; 
however the low score on staff motivation brings the overall score down to average when compared to other 
Trusts.  Plans to introduce and embed both a coaching culture and collective leadership is geared to 
supporting, involving, encouraging and empowering staff to develop a sense of belonging, which will 
contribute to how motivated they feel in work.   
 
Another area for attention this year is whether staff feel secure raising concerns about unsafe clinical 
practice.  This is a new question and we are below average.  Our plans to link the new ‘Freedom to Speak’ 
requirements to existing arrangements for staff engagement, strengthening reporting structures and 
embedding local responsibility and ownership should help to address this.  We are not complacent; the 
results do not yet demonstrate the shift we aspire to in providing assurance on an engaged and motivated 
workforce, nor do we have the responses rates we would like as, despite assurances, staff continue to 
believe that the survey doesn’t make any difference, and some also believe their responses are not 
confidential.  We will work on the following key areas;   

 Explore what motivates staff and how to improve,   

 Develop framework and communication on ‘Freedom to Speak’ linked to staff engagement,   

 Drive mandatory training improvement plan,  

 Implement and review Appraisal process and impact, both take up and experience for staff,    

 Align quality indicators to delivery of the quality plan, 

 Explore barriers in completion of the survey, and concern over confidentiality of their response. 

The Trust Board are asked approve the above areas for attention this year.  Divisional action plans will be 

reported in the quarterly performance reviews, and overall performance will be reported quarterly to the 

Resources & Performance Committee as part of the People Strategy action plan.  
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SUPPORTING INFORMATION: 

BACKGROUND  
The following section provides a summary of the impact of our staff engagement strategy on 
workforce wellbeing demonstrated by the staff survey results over the last 4 years.  We recognise 
there is further work to do.  Staff engagement plans will continue during 2015 – 2016 and will be 
strengthened by linking the ‘Freedom to Speak’ requirements to current staff engagement 
programmes to structure and clarify communication channels for staff, enabling them to confidently 
and safely raise concerns about clinical practice or any other issue they are uncomfortable with, in 
the knowledge that their concerns will be listened to and appropriately dealt with without causing 
fear, blame or retribution.     
 
IMPACT OF OUR STAFF ENGAGEMENT JOURNEY ON THE NHS STAFF SURVEY RESULTS 
2010 - 2014  
 
NHS Staff Survey 2010 
The ‘Every One Matters’ Staff Engagement & Empowerment strategy and programme was 
developed over a 12 month period after listening to staff concerns following the 2010 NHS Staff 
Survey published early 2011, which put the Trust in the bottom 20% in 19 of 38 key findings.  The 
Trust Board took the survey findings very seriously, and backed a comprehensive exploration to 
understand the results and establish what really mattered to staff, ensuring that future staff 
engagement strategy was relevant and meaningful.  Focus groups, safe havens, large scale 
listening events were held with over 500 staff to develop the programme, which was tested late in 
2011.   
 
NHS Staff Survey 2011 
The 2011 NHS Staff Survey results demonstrated that the work on staff engagement was starting to 
have an impact with improvements in all key findings.  5 remained in the bottom 20%, but 6 were in 
the top 20% and the Trust was commended as one of the most improved response rates to 51% 
from 37% in 2010.  
 
The ‘Every One Matters’ staff engagement and empowerment strategy was approved in 2012 
following the exploratory work done during the previous year.  ‘8 Great Promises’ to staff were 
published, including improved leadership and management development, improving appraisal, and 
developing behaviours from Trust values. These were largely achieved during the first 6 months, 
progress was reported quarterly to the Resources (Finance) and Performance Committee and the 
strategy was updated.     
 
NHS Staff Survey 2012 
A dedicated communication campaign was put in place for the 2012 NHS Staff Survey. The 
response rate improved to 60% which put the Trust in the top 20% of all acute trusts in England. The 
national average was 50%.  The ambition was to be 70% by March 2014.   
 
The Trust’s overall score for staff engagement in the 2012 survey improved from 3.60 in 2011 to 
3.66 (national average 3.69). The staff engagement indicator is made up of 3 questions, the extent 
to which staff would recommend the Trust as a place to work or receive treatment, staff motivation at 
work, and staff being able to contribute to improvements in their place of work. The last 2 of these 
were in the bottom 20%. Improvements were anticipated in this score for 2013, due to the continued 
work on staff engagement.   
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The 2012 NHS Staff Survey showed that the Trust had improved in 15 areas of 21 where data was 
comparable to the 2011 survey. When benchmarked to other acute trusts 14 key findings out of 28 
were better or the same as other trusts. The Trust was in the top 20% for 3 indicators and in the 
bottom 20% for 7. The ambition was to be in the top 20% for half the key findings by 2015, and 
average for the remainder. 
 
To strengthen the staff engagement strategy further, the Trust joined Wave 2 of the National Pioneer 
Programme ‘Listening into Action’ for staff engagement with 7 other trusts in September 2012. The 
programme was led by the Chief Executive and had the endorsement of the Chair, Executive and 
Non-Executive Directors were members of the Sponsor Group to drive success. The Trust 
committed to the National Pioneer Programme for a 12 month period which ended in September 
2013. Successes included improvements to IT, e.g. opening up social media to staff, improved log 
on times, improvement in HR e.g. planned withdrawal from the external contract for recruitment, 
bringing the service back in house, and in improved communications with senior managers by 
setting up the Rumour Board where staff could raise questions directly to the executive team.   
 
The Trust launched our own internal programme ‘Going Local – 6 Steps to the Stars’ in July 2013, to 
continue work started through the national pioneer programme.  ‘Going Local’ was specifically 
designed to embed staff engagement into Divisions and Corporate Teams.  Divisions hold their own 
meetings and events to encourage local ownership and pride. Outputs from all staff engagement 
activities are collated and themed with agreed actions, communicated back to staff through the 
Divisional structures, monitored by the ‘Every One Matters Sponsor Group’.  Action on trust wide 
staff engagement continued, including Trust Board and senior manager ‘back to the floor’ 
programmes, regular walkabouts, ‘speed dating’ to listen to staff views and ideas, and large scale 
staff engagement events attended by over 500 staff.  
   
NHS Staff Survey 2013 
The 2013 NHS Staff Survey saw the improvements we anticipated in areas where we focused 
attention through staff engagement.   The overall staff engagement score was better than 2012 and 
above average compared to other Trusts.  The response rate was 58%, 2% less than 2012, 
however, 3066 staff took part in the survey.  The Trust chooses to survey all staff rather than the 
required sample (approx. 850 staff) as other Trusts do.  We believe that the views of all staff are 
important.  The national average response rate was 49%.  The ‘Staff Friends and Family Test - 
recommend the Trust as a place to work or receive treatment’ was introduced in the 2012 survey 
calculated by combining 4 survey questions.  There was improvement in every question in the 2013 
survey, and above average when compared to other Trusts.  
 
Work on embedding staff engagement continued during 2014.  ‘Star teams’ were recognised under 
the ‘Going local - 6 steps to the Stars’ programme, presenting their work at ‘Share and Learn’ events 
attended by Trust Board members, managers and colleagues.  Excellent work to improve services 
for patients and their families and to improve the working lives of staff included, a new streamlined 
service achieved by collaboration between the Dental Hospital and Sterile Services, team working in 
Pharmacy Aseptic team, ‘thank you‘ cards, improved storage and retrieval of case notes, and 
refurbishment of A&E reception.  
 
In addition to ‘Going Local’, the Trust developed a ‘Deep Dive OD Intervention Model’ during 2014 in 
partnership with staff side to get beneath long standing cultural issues, which had not been solved 
by application of HR policy.  The process is very structured and includes a cultural care barometer, 
focus groups and 1:1s using an external assessor, feedback and structured project plans reported to 
a ‘Change Steering Group’ chaired by the Chief Executive.  7 teams are currently involved in the 
process at various stages, and particular successes have been found in Theatre Recovery and 
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Critical Care, largely due to local ownership and drive.  We are also starting to use the model in 
areas that required some dedicated support rather than where issues are raised in anticipation of 
equal success.   
 
Clinical engagement is high on the Trust Board agenda and a priority for the design of the new 
hospital. Clinical Summits are led by the Medical Director, attended by Clinical Directors, Executive 
and Non-Executive Directors, and other senior managers. Clinical Summits focus on a range of 
current issues affecting the medical workforce e.g. gaining views on Trust strategies and plans, staff 
engagement, coaching.   Key note speakers have been invited such as Professor Michael West, Dr 
Pat Oakley and Dr Keith Ruddle to share their research and current thinking. These sessions have 
been well received. During 2014-2015 discussions were extended to include service reconfiguration 
challenges and new ways of working across the city. 
 
NHS Staff Survey 2014 
We have a lower response rate in the 2014 survey of 41% (2013 58%) however it is in line with the 
national average at 42%.  We believe the results are significant as the Trust chooses to survey all 
staff.  2281 staff returned their survey and for the first time this year, the staff survey coordination 
centre have used all the data submitted rather than drawing a sample as in previous years.  We are 
however concerned about a lower response rate.  Despite assurances, staff continue to say they do 
not complete the survey as it doesn’t make a difference, and some staff believe that the survey is 
not confidential and that their responses will be known.  This is an area we wish to explore, and 
particularly why it has dropped over the last 2 years.   
 
The higher scoring areas include staff saying that patient feedback is used to improve services, 
good communication exists between senior managers and staff, and that staff do not feel pressured 
to come into work unwell.  We also score higher than average in staff saying that our Trust is a good 
place to work or receive treatment.  This is consistent with the Staff Friends and Family Test, where 
Quarter 1 & Quarter 2 results are both above the national average at Q1 85% & Q2 87% for 
question 1 – would you recommend the Trust to Friends and family as a place to receive treatment 
(nat. ave. 76% & 77%), and for question 2 - would you recommend the Trust as a place to work, we 
score Q1 71% & Q2 69% (nat. ave. 62% & 61%).   
 
In the 2014 Staff Survey, we have lower scores than average in health and safety training, staff 
motivation, and appraisal.  Whilst appraisal was up by 5% this year for our Trust, it remains below 
the national average.  The overall indicator for staff engagement has dropped slightly by 0.01 to 3.73 
(nat ave. 3.74).  We are average/above average on contribute to improvements at work, recommend 
as a place to work or receive treatment, however one question – staff motivation at work - is in the 
bottom 20%.  The overall staff engagement score has however seen a significant rise over the last 2 
years from below the national average at 3.66 to almost the national average at 3.73, largely 
because one indicator – staff being able to contribute to improvements at work – has moved from 
the bottom 20% in 2012, to average in 2014.  We believe this is due to our continued efforts on staff 
engagement.  Staff motivation is an area for attention this year and we plan to address this through 
implementing coaching and collective leadership which will encourage staff to feel more supported, 
and empowered to develop and change things to make a difference.      
 
We are also concerned about the new question in the staff survey this year – whether staff feel 
secure in raising concerns about unsafe clinical practice.  We will focus attention in this area this 
year through plans to strengthen staff engagement using ‘Freedom to Speak’ which will clarify 
processes and provide feedback channels for staff in addressing their concerns.  
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The Trust Board are asked to note the positive impact of staff engagement over the last 4 years on 
workforce wellbeing and approve the recommendations made in the executive summary to address 
outstanding issues.      
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FOCUSED REVIEW: REFERENCE INFORMATION 
Purpose of paper Key facts 
y For assurance 

 
Sponsor: [Lisa Grant] 

      To note 
 For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:        
  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  JCG. Perfect ward meetings.  
(Please see appendix for details of full audit trail of this paper) 

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

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

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

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

Have we considered opportunity & risk in the following areas?                       

Y. Clinical ☐ Financial  Y Reputation  
State: Safe staffing levels.  State: [Please insert] State: Published in the public domain. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

Since May 2014 the Trust is mandated to provide monthly safe staffing reports. These reports must fulfill the 

requirements of the NHS Quality Board recommendations for publishing safe staffing figures. The Trust must also 

provide bi annual acuity reviews to accompany this paper.  

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

The purpose of this paper is to provide the board with assurance regarding staffing levels and fill rates during the Month 

of February 2015 and to highlight any potential risks associated with nurse staffing. The fill rate is based on the skill mix 

for each ward. The skill mix has been agreed following an acuity study that took place in February and July 2014. The 

board received a report on these findings in September 2014 a further acuity study has taken place during  February 

2015 and a report  from this audit will be shared with trust board in April 2015.  

3. CONCLUSION AND RECOMMENDATION                                   

For February, the overall percentage of trained and untrained nursing staff on shift against the actual number of staff 

required was above 98% There were 7 areas that reported a fill rate of less than 80% across either a day shift or a night 

shift (80% and above is a trust internal target to achieve). Sickness in February has had an impact upon the fill rates on 

the wards along with an increase in the number of requests to provide additional cover to meet the needs of vulnerable 

patients with close observations. Mental health act compliance has also affected fill rates due to mental health services 

being unable to provide nursing support for in-patients under section 2 of the mental health act. The trust has also seen 

a significant increase in the number of patients we are now managing subject to a deprivation of liberty order [DOLs], 

where additional nursing resource is required in order to safeguard these patients.  

Vacancies across the trust remain higher than expected due to successful business cases and investment in nursing, 

hence bulk recruitment and directorate recruitment drives are underway and representation at a number of high profile 

job fayres has been organised. 
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MAIN REPORT:  

STRATEGIC CONTEXT                                 

This report provides an update in relation to safe staffing in the Trust for the month of February. The content adheres to 

the guidance set out in the National Quality Board guidance. This month there has been a reduction in the number of 

areas that highlighted a fill rate of less than 80%. For the second month this has been HCA fill rate and due to HCA 

sickness.   

We report 7 areas in February which are: 7a, 8y, 3y, 3a, ESAU, POCCU, ward 10z/7x. 

1. QUESTION(S) ADDRESSED BY THIS REPORT              

 

The report answers the following questions:  

 What are the fill rates for our wards based on the skill mix that was agreed in the last establishment review? 

 What are the gaps and why are they there? 

 Has there been any obvious impact on quality and safety? 

 What are we doing about the issues we identify? 

 

2. ANALYSIS 

                                                      

2.1 Performance review :  

        

The Trust has set a target of a minimum of 80% fill rate. The enclosed report provides the detail at trust level and ward 

level so it is clear where any shortfalls occurred.    

For the month of February a high proportion of areas have delivered high fill rates above 98% with good skill mix. 

Overall Trust performance in relation to ward quality audits is 93.2%, which is rated as Green, and is an improvement 

from last month. 

2.2 Horizon scanning 

 

It is important to be aware that a fill rate only provides a figure of hours covered and that extra assurance is sought 

three times a day at staffing huddles [led by the assistant chief nurses] to ensure the skill mix is also safe.  

The trust wide acuity study has been undertaken and this will be reported to the Trust board in April. This will provide 

assurance regarding the skill mix on the wards and may include some recommendations for change.   

3. CONCLUSION & RECOMMENDATION                                       

 

Staffing fill rates on average across the trust in February are high. Broadgreen fill rates for all shifts across a 24 hours 

period averaged 98.45 % and the Royal site averaged a fill rate of 98.3 %. Wards where high levels of sickness have been 

reported have been reminded to ensure they are pro-actively managing this in line with Trust policy.  
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Vacancies across the trust remain higher than expected due to successful business cases and investment in nursing, 

hence bulk recruitment and directorate recruitment drives are underway and representation at national recruitment 

fayres organised. 

 

The Trust board are asked to acknowledge the improvement in fill rates throughout the month of February and the 

work being undertaken to further strengthen our position. 
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Safe staffing report:  

 
Purpose  

 
To present the safe staffing report for February 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 
February. The content adheres to the guidance set out in the National Quality Board guidance.  

   
This month we have seen an improvement in the number of areas that highlighted a fill rate of 
less than 80%.  
  
We report areas in February which are: 
 

 7A, 8Y, ESAU, 10Z/7X, POCCU, 3Y, 3A 
 
A full analysis of our fill rates is provided below.  
 
Trust level fill rate – February 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  95.9% 99.1% 100.0% 98.8% 
RLH              94% 97.4% 97% 104.8% 
Trust 
total.  94.95 98.25 98.5% 101.8% 

 
 
Comparison from the previous month:  
 
In February we reported seven wards with a fill rate of less than 80% across one shift group 
compared to 11 wards in January therefore showing an improvement. 
 
Overall, compliance with the trust fill rate (planned staffing versus actual) remains and this has 
improved from the previous month’s data.  
The sickness rate in February for nursing was 5.64% which has increased from January’s 
performance, although Matrons and Ward Managers are proactively addressing sickness 
rates locally at ward level. 
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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.  
 
Februarys safe staffing overview 
 
 

Specialty 1 Specialty 2

Total 
monthly 
planned staff 
hours

Total 
monthly 
actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

Total 
monthly 

planned staff 
hours

Total 
monthly 

actual staff 
hours

2A
430 - GERIATRIC 
MEDICINE 314 - REHABILITATION 1445 1347.5 1066 1064.5 532 532 532 522.5 93.3% 99.9% 100.0% 98.2%

2B
430 - GERIATRIC 
MEDICINE

1470 1416.5 1470 1263 532 532 532 570 96.4% 85.9% 100.0% 107.1%

2X
430 - GERIATRIC 
MEDICINE

1129.5 1114 1384.5 1398.5 532 532 427.5 551 98.6% 101.0% 100.0% 128.9%

3A 320 - CARDIOLOGY 1830 1807.5 1200 1305 791.28 631.14 527.52 744.18 98.8% 108.8% 79.8% 141.1%

3X
350 - INFECTIOUS 
DISEASES

1050 881 1050 953 527.52 527.52 263.76 263.76 83.9% 90.8% 100.0% 100.0%

3Y
350 - INFECTIOUS 
DISEASES

1260 977.5 1260 1230 560 560 560 460 77.6% 97.6% 100.0% 82.1%

4A
110 - TRAUMA & 
ORTHOPAEDICS

1292.5 1273.5 975.5 962 602 590.95 581 538.85 98.5% 98.6% 98.2% 92.7%

4B
110 - TRAUMA & 
ORTHOPAEDICS

2132.5 2002.25 1311 1186.7 1088.5 1056.25 620 690 93.9% 90.5% 97.0% 111.3%

5B
100 - GENERAL 
SURGERY

1820 1927.5 1050 911 882 724.5 595.5 592 105.9% 86.8% 82.1% 99.4%

2Y
326 - ACUTE INTERNAL 
MEDICINE

400 - NEUROLOGY 1698 1750 1501 1756 772.44 772.44 489.84 489.84 103.1% 117.0% 100.0% 100.0%

5A
100 - GENERAL 
SURGERY

1750 1909 1049.5 875 1176 1058.5 588 498 109.1% 83.4% 90.0% 84.7%

5X 300 - GENERAL MEDICINE
301 - 
GASTROENTEROLOGY

1410 1228.5 1470 1651 532 532 532 715.25 87.1% 112.3% 100.0% 134.4%

5Y 300 - GENERAL MEDICINE
301 - 
GASTROENTEROLOGY

1410 1395 1050 1194.5 532 532 532 520.75 98.9% 113.8% 100.0% 97.9%

6A 361 - NEPHROLOGY 1680 1401 633 637.5 602 674.75 602 504.9 83.4% 100.7% 112.1% 83.9%

6X [REC]
340 - RESPIRATORY 
MEDICINE

1680 1635 1050 1162.5 527.52 527.52 527.52 621.72 97.3% 110.7% 100.0% 117.9%

6Y
340 - RESPIRATORY 
MEDICINE

1680 1650 1050 992.5 527.52 527.52 527.52 602.88 98.2% 94.5% 100.0% 114.3%

7A 300 - GENERAL MEDICINE 302 - ENDOCRINOLOGY 1890 1625 1470 1559.5 798 617.8 518 655 86.0% 106.1% 77.4% 126.4%

7B 300 - GENERAL MEDICINE 1470 1308 1260 1422.5 518 518 518 856.15 89.0% 112.9% 100.0% 165.3%

7Y
303 - CLINICAL 
HAEMATOLOGY

1247.5 1172.5 607.5 620 567 567 283.5 283.5 94.0% 102.1% 100.0% 100.0%

8A
100 - GENERAL 
SURGERY

1923.5 1760 1079.5 928 899.25 890.5 594 488.5 91.5% 86.0% 99.0% 82.2%

8HDU
192 - CRITICAL CARE 
MEDICINE

3360 3195 840 780 2352 2352 294 262.5 95.1% 92.9% 100.0% 89.3%

8X
100 - GENERAL 
SURGERY

2290 2224.5 1287.5 1324 1176 1050 866 990 97.1% 102.8% 89.3% 114.3%

8Y
100 - GENERAL 
SURGERY

1470 1547 1050 634.5 602 602 544.75 497.25 105.2% 60.4% 100.0% 91.3%

9A
100 - GENERAL 
SURGERY

1410 1242.5 420 375 539 539 0 0 88.1% 89.3% 100.0% #DIV/0!

9HDU
192 - CRITICAL CARE 
MEDICINE

361 - NEPHROLOGY 1260 1111 52.5 52.5 518 517.75 259 157.25 88.2% 100.0% 100.0% 60.7%

9X [3B]
305 - CLINICAL 
PHARMACOLOGY

1530 1284.25 1260 1521.75
527.52 527.52 527.52 725.34

83.9% 120.8% 100.0% 137.5%

9Y
100 - GENERAL 
SURGERY

1483 1246.5 462.5 375 560 560 0 150 84.1% 81.1% 100.0% #DIV/0!

10Z and 7x
303 - CLINICAL 
HAEMATOLOGY

370 - MEDICAL 
ONCOLOGY

1719.5 1682 803.5 700.5 1176 1176 588 336 97.8% 87.2% 100.0% 57.1%

ITU
192 - CRITICAL CARE 
MEDICINE

8040 8017.5 840 808.5 5649 5607 94.5 94.5 99.7% 96.3% 99.3% 100.0%

POCCU
192 - CRITICAL CARE 
MEDICINE

1590 1330 420 307.5 882 903 0 0 83.6% 73.2% 102.4% #DIV/0!

ESAU
100 - GENERAL 
SURGERY

1215 982.5 810 475 567 567 388.5 283.5 80.9% 58.6% 100.0% 73.0%

AMU
326 - ACUTE INTERNAL 
MEDICINE

4920 4509.5 1560 1399.5 2373.54 2203.98 979.68 979.68 91.7% 89.7% 92.9% 100.0%

4x
110 - TRAUMA & 
ORTHOPAEDICS

1313.5 1238.5 924.75 837.25 600 600 532 532 94.3% 90.5% 100.0% 100.0%

CCU 320 - CARDIOLOGY 840 840 420 495 527.52 518.1 263.76 244.92 100.0% 117.9% 98.2% 92.9%
HEC 320 - CARDIOLOGY 2100 1804 420 429.5 791.28 771.32 255.92 255.92 85.9% 102.3% 97.5% 100.0%

Ward 5 BGH
110 - TRAUMA & 
ORTHOPAEDICS

314 - REHABILITATION 1000 981 840 991 560 560 280 300 98.1% 118.0% 100.0% 107.1%

Ward 4 BGH 330 - DERMATOLOGY 775.69 760.4 272.7 236 119.2 119.2 119.2 119.2 98.0% 86.5% 100.0% 100.0%
Ward 2 BGH 120 - ENT 101 - UROLOGY 968 930.5 400 400 588 588 105 84 96.1% 100.0% 100.0% 80.0%

Ward 1 BGH
110 - TRAUMA & 
ORTHOPAEDICS

1216.4 1216.4 751.5 751.5 609 609 294 294 100.0% 100.0% 100.0% 100.0%

Ward 8 BGH 400 - NEUROLOGY 314 - REHABILITATION 1260 1119.5 1470 1321 532 532 434 420.5 88.8% 89.9% 100.0% 96.9%
Emergency Department 6510 6175 420 912.5 3360 3770.5 280 560.5 94.9% 217.3% 112.2% 200.2%

Average fill 
rate - care 

staff (%)

Average fill 
rate - 

registered 
nurses/midwiv

es  (%)

Average fill 
rate - care 

staff (%)

Average fill 
rate - 

registered 
nurses/midwiv

es  (%)

Care StaffMain 2 Specialties on each ward

Ward name

Registered 
midwives/nurses

Registered 
midwives/nurses

Care Staff
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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 February are: 
 
 Of the 40 areas reviewed [the remit is for every inpatient designated ward to be included] there 

were 7 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 February and highlighted on the table on page 4. 
 
 % 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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Ward 

% Fill 
Rate 
Days 
RGNs 

% fill 
Rate 
Days 
HCAs 

% fill 
Rate 
nights 
RGNs 

% fill 
Rate 
nights 
HCAs % Vacs. 

WTE 
Vacs 
RGN 
+ 
HCA 

% 
Sickness 
rate Feb 

Harm 
Free 
Care. 

NQI 3 
Month 
performance NQA 

Fall
s 
mo
d to 
sev
ere 
har
m.  

Grad
e 2-4 
hospi
tal 
acqui
red 
press
ure 
ulcer 
grade 
2-4 

ward 
based 
compla
int Feb 

HCAIs 
in 
past 
three 
mont
hs 

FFT net 
promote
r score 

7A 
86.0% 106.1% 77.4% 126.4% 

20.72% 6.55 2.60% 87.10% 
A/G/G 

Green/A
mber 0 0 1 2 89 

3y 
77.6% 97.6% 100.0% 82.1% 

25.90% 6.55 4.88% 100.00% 
A/A/A 

Green/A
mber 0 0 2 0 76 

10x/7x 
97.8% 87.2% 100.0% 57.1% 

24.22% 5 5.36% 100.00% 
G/A/G 

Green/A
mber 0 0 0 0 100 

POCCU 83.6% 73.2% 102.4% N/A 0.00% 0 14.80% 100% NA/G/G Green 0 0 0 1 na 

8Y 
105.2% 60.4% 100.0% 91.3% 

20% 8.05% 6.00% 83.33% G/A/G 

Green/A
mber 0 0 2 1 38 

3A 
98.8% 108.8% 79.8% 141.1% 

24% 7.75 9.02% 93.55% G/G/NA 

Green/A
mber 0 0 2 0 52 

ESAU 80.9% 58.6% 100.0% 73.0% 10.80% 2.33 3.54% 100% G/G/G green 0 0 2 0 na 

 
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. 
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Ward 7A. The ward reported a low fill rate for RGNs of 77.4% on night duty; the HCA fill rate was 
126.4% as a result of the need for close patient observation. Where registered nurse shifts were 
unable to be filled by the temporary staffing resource, HCAs were allocated at times to at least 
enhance the number of staff working on the ward. Vacancies on ward 7a are currently at 6.55 WTE 
band 5 posts and 4 posts have been recruited, awaiting start dates. The remaining vacancies will be 
actively recruited via the next bulk interview process. Overall, sickness rates for this ward area are 
low at 2.60% and performance on 7A has remained good with monthly ward audits for the past 2 
months attaining a green rating. The Chief Nurse has met with the Ward Manager to discuss options 
in order to enhance staffing numbers whilst recruitment takes place and a series of actions have been 
agreed. 
 
Ward 8Y: The ward reported low HCA fill rates on day duty of 60.4 % and the RGN fill rate is higher 
on the ward at 105.2% as Band 5 allocation was increased so as to enhance the total number of staff 
working on the ward area. Vacancies on this ward are 6.85 WTE band 5 staff of which 4 have been 
recruited into and 2.1 WTE band 2 HCAs (1.2 have been recruited). There will be an on-going gap 
analysis undertaken whilst successful candidates commence in post, although every effort will be 
made to fill these gaps with bank staff. 
Performance on ward 8Y has remained good with monthly ward audits for the past three months rated 
as green. Sickness data is 6.0% for the month which is over trajectory for the Trust, however 3 HCAs 
have commenced return to work via a phased return to work plan which ought to improve this 
position. 
 
Ward 3Y: The ward reported a low RGN fill rate on day duty of 77.6% although the HCA fill rate is 
100%. Performance indicators were Amber for the last 2 months and the high number of vacancies in 
this area has had a direct impact on the ability to staff the ward effectively. A focused recruitment 
drive will take place within Clinical Pharmacology / Infectious Diseases following discussions with the 
Directorate Manager and Matron. A Ward Manager has recently been appointed and it is anticipated 
that shortfalls will reduce going forward as effective plans are put in place to strengthen the rosters, 
by utilising bank staff whilst recruitment takes place. 
 
Ward 3A: The ward reported a low RGN fill rate on night duty 79.8%. HCAs were allocated at times to 
enhance the total number of staff on shift. The sickness levels are high for this ward area at 9.02% 
and this is currently under review. The ward manager of this area is working closely with HR to ensure 
all appropriate processes are being applied in order to reduce sickness episodes moving forward. 
Overall, performance has remained green for this ward area.  
 
ESAU: The ward reported a low HCA fill rate on day shifts of 58.6%. Currently there are no WTE 
vacancies for band 2 posts, however the Matron is currently looking at the establishment with the 
Directorate manager to agree and finalise establishment figures for effective roster production. All 
patients received harm free care and given the full complement of staff in this area and further work 
will be undertaken to analyse rosters in order to ensure they are produced as effectively as possible. 
 
POCCU: The ward reported a low HCA fill rate for day shifts. This was due to a high percentage of 
sickness of 14.9% for the area. The charge nurse for the unit is working closely with HR and has 
given assurance that all appropriate processes are being applied. Performance overall has remained 
green for this area and there are currently no outstanding vacancies. All patient received harm free 
care during February. 
 
WARD 10Z/7X: The ward reported a low fill rate for HCAs during the night shift at 57.1%. There is 1 
WTE Band 2 vacancy for this area who will be appointed to with the bulk HCA recruitment drive over 
the coming weeks. It is anticipated that this will significantly improve the HCA fill rate position due to 
this area having so few HCAs as part of their establishment. The sickness rate is currently 5.32% and 
ward performance overall is green. The ward have received no formal complaints during the last 
quarter and all patients received harm free care. 
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Report summary and recommendations 
 
Sickness in February has had an impact upon the fill rates on the wards along with an increase in the 
number of requests to provide additional cover to meet the needs of vulnerable patients requiring 
close observation.  
 
Mental health act compliance has also affected fill rates due to mental health services being unable to 
provide nursing support for patients under section 2 of the mental health act. The trust has also seen 
a significant increase in the number of patients we are now managing subject to a deprivation of 
liberty order [DOLs], where additional nursing resource is required in order to safeguard these 
patients and as a result, plans are in place for the Nurse Bank to recruit HCAs with mental health 
experience who can be utilised to support those patients who present with challenging behaviours or 
in need of closer observation in order to promote their safety. 
 
Vacancies across the trust remain higher than expected due to successful business cases and 
investment in nursing, hence bulk recruitment and directorate recruitment drives are underway. A Job 
Fayre takes place on the 8th,9th and 10th of April and the trust will send representatives in an attempt 
to recruit RGNs from Scotland. 
 
An acuity and dependency review lasting four weeks was undertaken Trust wide from 2nd February 
2015. Data collection is now complete and the report will follow at the end of April 2015. 
 
Sickness levels are high in 4 of the ward areas who reported low fill rates. Assurance has been given 
that respective HR policies and procedures are being adhered to with the management of sickness 
policy for all ward staff. 
 
Wards that are below the agreed minimum fill rate continue to be reviewed three times daily and bank 
staff availability is prioritised according to patient dependency on the day. This is led by the Assistant 
Chief Nurses and the Matrons. All decisions made at the meetings are recorded and available for any 
audit purposes.  
 
 
  
 
 
 
.   
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TITLE: Quality Governance Memorandum   AUTHOR: Madelaine Warburton 

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Lisa Grant /Madelaine Warburton 

  
X
  

For decision (no budget requested) Service line affected: Trust 

  Date of board meeting to discuss this paper:  31/03/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Trust Board November and December 2014, February 2015  
 

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

Key stakeholders: Our compliance with: 
x Patients X Regulators (CCG/NTDA , 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: Quality governance  State: Financial impact on quality State: External regulatory impact  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

To support the Trust’s application to become a legally constituted foundation trust, the Trust has prepared a Board 

Quality Memorandum (the Memorandum).  This is based on the self-assessment of the Trust’s quality governance 

arrangements.   

 

2. QUESTION(S) ADDRESSED IN THIS REPORT  

Monitor’s guidance states that the Board of Directors of an applicant trust should confirm through a board statement 

and board memorandum that it is satisfied that: 

 The Trust has, and will keep in place, effective leadership arrangements for the purpose of monitoring and 

continually improving the quality of healthcare provided to its patients and 

 Due consideration has been given to the quality implications of future plans (including service redesigns, 

service developments and cost improvement plans) 

 

The Memorandum summarises the Trust’s responses to the 10 questions posed by Monitor’s quality governance 

framework.  The Memorandum is structured in line with the domains of quality governance, with a narrative that states 

the Trust position against each domain. The Memorandum is supported by an indexed bank of evidence. 

            

3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to approve the :  

 Board Quality Memorandum 

 Signing of the Board Statement on Quality Governance.  
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1. STRATEGIC CONTEXT                                 
The Board Quality Memorandum is a key document which summarises information about the Trust’s 

systems and processes to ensure delivery of high quality services and the means by which the 
Board and the organisation gain assurance that those systems and processes are robust. It also 
highlights the role the Board takes in leading on quality, creating the culture of the organisation and 
where the Board itself has made a significant impact on quality through changes it has initiated. To 
inform the development of the Memorandum the Trust has conducted a number of assessments 
against Monitor’s Quality Governance Framework.  The self assessments have been independently 
reviewed in June 2012, November 2012 and February 2014. The assessments are summarised in 
Appendix A.   
 
The Trust undertook a further assessment against the Quality Governance Framework, the results 
of which were considered by Board members at a workshop in November, and formally reported to 
the Trust Board in November 2014. A score of 4.5 was agreed.  The self-assessment took into 
account Monitor’s feedback at the conclusion of Phase 1 of the assessment.  
 
For each key question a rating is assigned on a four point scale from 0 (green) to 4 (red).   To be 
authorised applicants must demonstrate a score of 3.5 or less with an overriding rule that none of 
the four categories of the QGF are entirely amber-red rated.  
 
Risk Rating Scoring Definition  Evidence 

Green  0.0 Meets or exceeds expectations  Many elements of good practice and there 

are no major omissions.  

Amber – green  0.5 Partially meets expectations but 

confident in management’s 

capacity to deliver green 

performance within a reasonable 

timeframe.  

Some elements of good practice, has no 

major omissions and robust action plans to 

address perceived shortfalls with proven 

track record of delivery.  

Amber – red  1.0 Partially meets expectations but 

with some concerns on capacity to 

deliver within a reasonable 

timeframe.  

Some elements of good practice, has no 

major omissions. Action plans to address 

perceived shortfalls are in early stage of 

development with limited evidence of 

track record of delivery.  

Red  4.0 Does not meet expectations Major omission in quality governance 

identified.  Significant volume of action 

plans required and concerns about 

management capacity to deliver.  
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2. ANALYSIS          
The Trust has continued to strengthen and demonstrate embeddedness of its quality governance 
arrangements.  Overall there is significant evidence of good practice well embedded within the Trust 
whilst recognising areas for continued improvement.  
                                    
The Trust Board having reviewed the self-assessment in November agreed a score of 4.5.  A report 
summarising the areas for improvement was presented to the December Trust Board Meeting with a 
progress report provided in February 2015. The following table summarises the current Trust 
position, and specifically refers to the actions taken since November 2014 which, explains the 
change in score.   
 

 Strategy.  Score Summary  

1A. Does Quality drive the Trust’s strategy? 0 SMART quality objectives defined and 

communicated through various mechanisms 

supported by delivery plans. 

Introduction of perfect ward meetings, aligned to 

quality objectives, discussion of complaints, 

incidents and sharing learning at ward level.   

Performance review process aligned to delivery of 

objectives.  

1B. Is the board aware of potential risks to 

quality? 

0.5  Implementation of recommendations from external 

review of risk management with training and 

education to deliver improved reporting including 

definition of risk.  

Enhanced reporting of risk to Board committees.  

Improved BAF, with time-lined actions to address. 

Introduction of heat map.  

  Capabilities and culture.     

2A Does the board have the necessary 

leadership, skills and knowledge to 

ensure the delivery of its quality agenda? 

0.5 One NED vacancy on the Board with a plan to 

recruit in April 2015. Interim NED recruited to 

address temporary skills gap pending permanent 

recruitment. .   

2B Does the board promote a quality 

focussed culture throughout the trust? 

0 Evidence of increased reporting of incidents from 

Staff Survey 2014.   

Robust process for the oversight of incidents and 

RCA’s through weekly safety meeting.  

  Processes and structures.     

3A Are there clear roles and responsibilities 

in relation to quality governance? 

0.5 Revised Quality Governance Committee and its sub 

committees now implemented.  

 

3B Are there clearly well defined. Well 

understood processes for escalating and 

0.5 Strengthened assurance and escalation framework. 

Focussed clinical audit programme.  
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resolving issues relating to quality? 

3C 

 

 

Does the board actively engage patients, 

staff and other key stakeholders on 

quality? 

0 Continued focus on effective engagement.  

  Measurement.    

4A Is appropriate quality information being 

analysed and challenged? 

0 Use of Quality information continues to improve.   

4B Is the board assured of the robustness of 

the quality information? 

0.5 Development of information assurance matrix to 

provide assurance re data quality.   

4C Is quality information used effectively? 0.5 Evidence of improvements delivered through 

effective use information.  To further extend use of 

trend analysis and benchmarking.  

  Overall score  3.0  

 

 

3. CONCLUSION & RECOMMENDATION      

The Board is asked to approve the  :  
 Board Quality Memorandum 
 signing of the Board Statement on Quality Governance.  
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Appendix 1 : Quality Governance Board Memorandum 

Executive Summary and Conclusions  
  

In order to support the Trust’s application to become a legally constituted foundation trust, the Trust 
has prepared a Board Memorandum on Quality Governance (the Memorandum).  This is in accordance 
with Monitor’s guidance that the Board of Directors of an applicant trust confirms through a board 
statement and board memorandum that it is satisfied that: 

 The Trust has, and will keep in place, effective leadership arrangements for the purpose of 
monitoring and continually improving the quality of healthcare provided to its patients and 

 Due consideration has been given to the quality implications of future plans (including service 
redesigns, service developments and cost improvement plans) 

 
The Memorandum summarises the Trust’s responses to the 10 questions posed by Monitor’s quality 
governance framework by reference to good practice as set out in Appendix B14, Guide to Applicants.   
 
The Memorandum is structured in line with the domains of quality governance, with a narrative that 
states the Trust position against each domain. The Memorandum is supported by an indexed bank of 
evidence. 
 
Process of self-assessment  
The Trust has completed a number of self-assessments of quality governance led by the Chief Nurse 
and supported by the Associate Director of Corporate Affairs and the Foundation Trust Project 
Manager.   
 
The outcome of the self-assessments are summarised in Appendix 2. 
 

1) Strategy  

1a) Does quality drive the Trust’s Strategy? 
 
The Trust’s vision is to deliver the highest quality healthcare driven by world class research for the 
health and wellbeing of the population.  The vision is underpinned by five strategic themes which are 
to : 

 improve the quality of life for the Trust’s patients 

 deliver an exceptional patient experience  

 Achieve international recognition for the Trust’s research and development. 

 Develop a world class workforce  

 Play a lead role in the development of a sustainable health system.   
 
The Trust’s values have been developed by the Board, following consultation with staff and are: 

 Patient centred 

 Professional 

 Open and engaged  

 Collaborative 

 Creative  
 
The Trust has defined five core quality objectives which are refreshed annually.   The quality objectives 
are the Trust’s corporate objectives reflecting the Board’s focus on quality.  The objectives are specific 
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and time-lined and progress is monitored quarterly by the Quality Governance Committee, the Board 
committee with over-arching responsibility for patient quality.  Each quality goal has a detailed action 
plan with a designated lead.   
 
The Board monitors delivery of the quality objectives through the monthly dashboard of metrics and a 
bi-annual report on progress.  
 
The Trust has communicated the quality objectives through a range of mechanisms including the 
development of a one page strategy document which has been included in the staff magazine, Team 
Brief, weekly  In Touch and Patient Safety and Experience weekly bulletin. There are also posters and 
screen savers detailing the messages.    
 

1b) Is the Board aware of potential risk to quality?                                            
 
The Trust revised its risk management framework  in 2014 following an external governance review.   
The revised Risk Management Policy was approved by the Board in September 2014.   The process of 
risk identification, evaluation, monitoring and reporting from the divisions, Committees and the Board 
is defined within the Policy.  
 
All committees of the Board are responsible for managing risk within their area of responsibility and 
escalating in accordance with the Escalation and Assurance Framework, as reflected in their terms of 
reference.  The Board receives a monthly update on divisional risks (15 or greater).     
 
The Board Assurance Framework (BAF) provides a comprehensive and integrated approach to the 
identification, control and assurance regarding risks to the delivery of the Trust’s strategic objectives.  
The BAF is considered by the Board every quarter, following review by the executive team.  In addition 
the BAF is included as an appendix to every Board meeting to provide ease of reference and calibration 
for Board members when discussing areas of risk.  The risks on the BAF are reported to the relevant 
Board Committee every quarter together with risks from the divisional/corporate risk registers with a 
score of 10 or more. 
 
The Audit and Assurance Committee reviews the BAF every quarter to inform the audit programme. 
The BAF is reviewed by the internal audit function on an annual basis to provide assurance to the Trust 
that the framework is effective in controlling the risks to the strategic objectives. 
 
The monthly performance report for the Board includes performance against current objectives as well 
as horizon scanning for any risks or challenges to quality and safety.  The analysis of performance 
includes RAG rated indicators, identifying potential risk to the delivery of the strategic objectives with 
supporting commentary to explain action being taken.   
 
The Trust’s Escalation and Assurance framework describes how the Trust’s policies, procedures, quality 
systems and organisational learning is monitored by an effective committee structure. The framework 
provides the Board with assurance about how the organisation is able to identify, monitor, escalate 
and manage concerns in a timely fashion at an appropriate level 
 
The Resources and Performance Committee is responsible for overseeing the delivery and governance 
of the CIP/QEP programme.   
 
The Trust has enhanced its governance arrangements for the QEP scheme which were approved by the 
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Board in May 2014. All QEP schemes are rated according to their potential impact on quality.    
Schemes with a significant potential to impact quality are supported by a detailed risk assessment of 
the three key elements of quality.  QEP schemes are approved by the divisional management teams 
with final approval by the Chief Nurse and Medical Director to provide assurance regarding quality 
impact. Schemes considered to be at risk are included on the directorate risk registers, and if necessary 
escalated to the divisional level.  The quality assessment is repeated during the life of a project for 
example due to significant change in project scope.   
 
Post implementation reviews are undertaken on a selection of schemes.  The post implementation 
review uses the Trust’s clinical audit process.   
                                                                                                           
A Whistleblowing Policy is available to all staff through the Trust’s intranet site.  The Trust has an 
anonymous rumour board where staff can pose questions to the Executive Team.   There is also the 
opportunity for staff to talk to members of the Board and Executive during organised and impromptu 
walkabouts throughout the Trust.    
 
Areas for improvement:  

 Continue with risk training across all staff . 

 Embedding robust action plans to support effective control of risks and the reporting of 
progress. 

 Communicate revised Assurance and Escalation framework. 

 Further embed the environmental scan process, to inform identification of future risks and 
form part of Board planning process.  

 

2) Processes and Structures  
 

2a) Does the Board have the necessary leadership, skills and knowledge to ensure delivery of the 
quality agenda?  
 
The Trust Board comprises of 14 members: Chairman, 5 non-executive directors, chief executive, 4 
executive directors (all voting) and 3 non –voting executive directors.   
 
Non-executive directors (NEDs) chair the Board’s committees.  One of the NED members of the Quality 
Governance Committee is also a member of the Audit and Assurance Committee.  
 
The composition and skills of the Board are assessed which informs recruitment, development and 
succession planning.    The Trust has separated the previous role of Director of Nursing/Chief Operating 
Officer into two roles (Chief Nurse and Director of Operations) to ensure an emphasis on quality.  New 
members of the Board are inducted into both the organisation and their role as Board members.   
 
A  Board development programme is in place which includes sessions on quality, risk management and 
patient safety and mortality.   The effectiveness of the Board’s committees is regularly reviewed. There 
have been changes to the Board committee structure, including Quality Governance Committee, which 
has a simplified sub committee structure to improve visibility of issues.   
 
The Quality Governance Committee oversees the system of quality governance ensuring safety and 
excellence in patient care, delivering high quality patient experience, identifying and managing risks 
arising from clinical care and ensuring effective use of resources through adoption of evidence based 
pathways.   Membership ensures there is representation from all divisions and clinicians experts which 
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supports robust clinical challenge and debate. 
 
Compliance with NICE guidance monitored through Clinical Audit and Cost Effectiveness Sub 
Committee. 
 
Areas for improvement 

 Strengthening of the Board development programme. 

 Implementation of a formal succession plan for the Board.  

 Embedding of leadership style based on coaching principles to further support cultural change.  
 

2b) Does the Board promote a quality focused culture throughout the Trust?  
 
The Board is responsible for promoting a quality focussed culture across the Trust.  A key element of 
this is the operation of an effective reporting process which ensure that quality is integral to the Board 
agenda,  enabling the Board to understand and improve quality of care and embed quality throughout 
the Trust.   
   
The Trust participated in the National Pioneer Programme which was led by the Chief Executive.   The 
Trust has continued to apply  the principles from  national pioneer programme to further strengthen 
staff engagement.   The Trust holds regular staff engagement events which Board members attend.     
The Trust’s “Every One Matters” Staff Engagement Strategy is monitored by the Resources and 
Performance Committee. The Trust has introduced a ‘Going Local – 6 steps to the stars’ initiative which 
actively engages staff across the Trust to identify ideas for improving patient care and experience.   
 
Staff are encouraged to identify concerns and report these on the Trust’s reporting system.  The most 
recent CQC report  commended the staff for being hardworking, caring and compassionate and who 
were proud to work for the trust, which is demonstrative of a quality focussed culture. 
 
The Trust has a structured service visit programme of  ‘patient safety walkabouts’ which non-executive 
directors, shadow governors and representatives from the Patients’ Council attend.  Feedback from 
the walkabouts is considered at the Patient Experience Sub Committee.  The Patient Experience Sub 
Committee has a patient representative on its core membership. 
 
Patient stories are included at each Board meeting.  Patient stories are also considered at divisional 
meetings as well as the Patient Experience Sub Committee to ensure a real understanding of issues 
from patients’ perspectives.  
 
A weekly patient safety meeting reviews all moderate, severe and near miss incidents.  All RCA’s are 
presented at the weekly safety meeting and action plans are monitored until complete at the Perfect 
Ward meeting  which monitors ward performance and ensure lessons are learned. At monthly Perfect 
Ward meetings  each ward manager and matron discuss their incidents and the numbers reported and 
asked to encourage staff to increase their reporting.  
 
Lessons learnt are shared through a weekly Patient Safety Bulletin. A staff awards scheme is run 
annually where teams and individuals are recognised for their performance and contribution to patient 
care and experience. 
 
A NED chairs the Quality Governance Committee with a further NED a core member of committee.    
The Quality Governance Committee meets monthly and provides assurance to the Board in relation to 
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delivery of quality governance. Membership ensures there is representation from all divisions and 
clinicians experts which supports robust clinical challenge and debate. 
 

3) Processes and structures  

3a) Are there clear roles and accountabilities in relation to quality governance? 
 
Quality is a core element of all Board members job descriptions.  Job descriptions for the NEDs are 
clear as to the responsibility of the quality of service provision and the need to ensure a patient focus 
to Board business and reviewed through the appraisal framework.  The appraisal framework for the 
executive directors is part of the Trust’s appraisal process and is aligned to the Trust’s values and 
strategic objectives.    
 
Primary responsibility for quality of patient care is shared between the Chief Nurse and Medical 
Director.  
 
The Board receives a quarterly report on patient safety and mortality, providing assurance to the 
Board and monitoring areas for improvement.  
 
The Quality Governance Committee has responsibility for overseeing quality governance. The Quality 
Governance Committee is chaired by a non-executive director and has non-executive and executive 
directors, clinical directors and divisional managers as regularly attending members. The Quality 
Governance Committee receives detailed quality performance reporting which is RAG rated and tracks 
delivery  against quality objectives goals and a wide range of quality metrics.    
 
The sub committees of Quality Governance Committee have been reviewed and the changes are in 
the process of being implemented.     This will consist of 5 sub committees.  The sub committees are : 
• Patient Safety   
• Clinical and Cost Effectiveness  
• Patient Experience  
• Medicine Divisional Governance  
• Surgery Divisional Governance 

 
The Trust has recently reviewed its  performance management framework and updated it to reflect 
roles and responsibilities across the Trust in relation to performance management.   
 
The Trust has recently strengthened its Assurance and Escalation Framework which  defines 
accountabilities and escalation processes across the Trust.  
 
Areas for improvement 

 Development and implementation of performance dashboards to support performance at 
Quality Governance Committee and at ward level.  

 Enhancing learning from incidents and complaints 
 
 

 

3b) Are there clearly defined well understood processes for escalating and resolving issues and 
managing performance?  
 
The Trust revised its risk management framework  in 2014 following an external governance review.   
The revised Risk Management Policy was approved by the Board in September 2014.   The process of 
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risk identification, evaluation, monitoring and reporting from the divisions, Committees and the Board 
is defined within the Policy.   The Trust’s Escalation and Assurance Framework  has been strengthened 
and describes how issues are escalated within the Trust. This framework provides clarity regarding the 
way committees function, link in and escalate issues or concerns. 
 
Action trackers and chairs’ logs ensure that actions are followed through by committees and matters 
are escalated across the governance structure.  
 
The Trust’s Performance Management Framework describes the roles, responsibilities and 
arrangements for managing performance across the Trust.   
 
A quarterly report on incidents, complaints and claims including analysis of trends is considered by the 
Quality Governance Committee, together with details of actions taken to address issues.   
 
Staff are encouraged to raise concerns and issues through their line manager, their team meetings, 
their clinical and professional leaders and or their union representatives.   The Trust has a “rumour 
board” where staff are able to raise issues directly with the Executive Team.    A Whistleblowing Policy 
is available to all staff on the Trust’s intranet site.   
 
The Trust has a  partnership agreement with Staff Side, reflecting its commitment to improved 
partnership working with recognised trades unions as a key part of the Trust’s Staff Engagement 
Strategy.    
 
The Trust produces a weekly patient safety and quarterly experience bulletin which is circulated to all 
staff and which includes key issues from the weekly safety meeting.   There is also a quarterly patient 
experience bulletin that focuses on lessons learnt from complaints and patient feedback.  All RCA’s 
relating to falls with harm, VTE, medication incidents and pressure ulcers are discussed at the Weekly 
Safety Meeting. Action plans are monitored through Perfect Ward or Divisional Governance Meetings. 
There is a standing agenda item on the monthly Clinical Directors meeting with regards to incidents 
that have occurred. This is to share information and lessons learnt. 
  
Quarterly reporting on NICE guidance implementation and compliance is overseen by the Effectiveness 
sub-committee of Quality Governance Committee.  
 
The clinical audit programme is managed within the quality governance team.  There is a reporting 
process in place from the weekly Clinical Audit Working Group, to the Clinical and Cost Effectiveness 
Sub-committee and Quality Governance Committee. An annual report on progress with the plan is 
considered by the Quality Governance and Audit and Assurance Committee.  
 
The latest CQC report commented on the Trust’s open culture where staff could raise concerns. 
 
Areas for improvement:  

 Embedding of the Trust’s Assurance and Escalation Framework and its further development.    

 Embedding perfect ward meetings and the introduction of bespoke dashboards to support.    

 Continued improvements with quality of RCA’s and lessons learnt need to be sustained.                                                                                                                                        
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3c) Does the Board actively engage patients, staff and other key stakeholders on quality? 
 
The Trust’s Communication and Marketing Strategy 2013-17 sets out how the Trust engages with 
external and internal stakeholders as well as including key messages and mechanism for effective 
communications.  
 
Patients are actively involved in the development of new pathways and services including the re-
design for the new hospital.  
 
The Patient Engagement and Experience Strategy was launched in 2014, with the launch attended by a 
number of Board members.  Patients and the public were involved in the launch entitled "A Year of 
Listening”  The Trust holds a number of “listening weeks”  throughout the year focusing on different 
topics encouraging patients, carers and visitors to provide feedback and ideas. External stakeholders 
are also invited to participate in “listening weeks”. 
 
The Trust has a range of patient representation on a variety of different forums including the Patient 
Experience Sub Committee and  the Learning Disabilities Steering Group.   
 
The Trust’s Quality Account is developed in consultation with the Trust’s stakeholders and patient 
representative groups including the Trust’s  Patients’ council, Liverpool Health Watch. 
 
A patient story is provided to every Board meeting and are also used across the Trust at other 
meetings to encourage learning and understanding.  
 
The Trust has a structured service visit programme of  ‘patient safety walkabouts’ which non-executive 
directors, shadow governors and representatives from the Patients’ Council attend.  The findings from 
the walkabouts are reported to the Patient Experience Sub Committee. The Patient Experience Sub 
Committee includes a patient representative on its core membership. The Executive also undertake  
walkabouts of clinical and non-clinical areas.  
 
The Trust participated in the National Pioneer Programme which was personally led by the Chief 
Executive.  The Trust’s “Every One Matters” Staff Engagement Strategy is monitored by the Resources 
and Performance Committee.  The Trust has produced a tailored local programme ‘Going Local – 6 
steps to the stars’ initiative which actively engages staff across the Trust to identify ideas for improving 
patient care and experience.   
 
The Trust has an established and enthusiastic Patients’ Council who receive and discuss a variety of 
patient information such as environment, parking, ward facilities and estates management. Feedback 
from ward visits and patient safety walkabouts are also discussed.   A number of the Patient Council 
members also attend various focus groups within the hospital sites and present their finding verbally 
to the Council for noting and escalation as needed 
 
The Trust has worked closely with the shadow governors to develop a shared understanding of the role 
of governors in providing feedback on quality from members/partner organisations and seeking 
assurance in relation to the Trust’s services.   A bespoke performance pack has been developed for the 
shadow Council of Governors, which focuses on quality and patient experience, and provides a “clear 
line of sight” to the Board report.  
 
The Trust uses its internet website to promote the healthcare services provided and the patient 
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experience and engagement work undertaken.  The regular Members Newsletter ‘Membership News’ 
is publicised on the website and encourages attendance at a number of planned health events and 
training sessions, enabling members to get involved and learn new skills.  
 
Quality is discussed with commissioners at regular quality performance meetings and the where Trust 
performance regarding quality goals and targets is reviewed and challenged. 
 

Measurement 

4a) Is appropriate quality information being analysed and challenged?  
 
The Trust Board receives and considers a comprehensive suite of performance measures reflecting 
national and local priorities.   These include quality and safety performance data as well as assurance 
of compliance to national priority indicators.   
 
The metrics are grouped together to assist in the triangulation and identification of issues and 
therefore understanding of progress in delivery. Metrics are supported by analysis of performance and 
reporting of improvement activity.  
• Patient safety 
• Effective treatment 
• Access 
• Patient experience 
• Benchmarking 
• Regulatory Compliance 
• Ward quality dashboard 
 
The Trust Board receives a ward dashboard which RAG rates every ward over a range of safety and 
quality indicators as well as information on staffing levels.  
 
The Quality Governance Committee considers more granular performance reporting on quality to 
support greater detailed analysis of themes and trends.  The quality performance report is widely 
debated at the Quality Governance Committee and as new priorities emerge will be revised to reflect 
the new priorities.   
 

4b) Is the Board assured of the robustness of quality information? 
 
The Trust has commissioned external assurance in relation information reporting to include assurance 
in relation to the quality and robustness of the collection process.  The Trust has produced a central 
document information matrix of all KPIs that are published internally and externally.  The matrix will 
include the quality assurance against each indicator, the standard operating procedures and who is 
responsible for the data collation, assurance and publication. KPMG reviewed the progress made on 
the information matrix and take a sample of all high priority metrics for audit.   
 
There are documented controls to assure on-going information accuracy, validity and 
comprehensiveness defined within the Trust’s Information Quality Policy. The Policy outlines how the 
Trust will ensure compliance with HSCIC standards.   
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The Information Governance Group oversees the quality of data reporting including the annual data 
quality audit.   
 
The monthly board performance report includes indicators of coding accuracy from audit activity. 
 
The annual Internal audit plan, is approved by the Audit and Assurance Committee and includes a 
range of audits which provide assurance on the quality of data being reported.   
 
The clinical annual audit plan  includes both national mandated  and locally  mandated priorities.  
Delivery of the plan is overseen by Clinical Audit Assurance Group.   Directorates are held to account 
for any outstanding action plans or audits 
 
Areas for Improvement  

 Development of an Information Management Strategy 

 Application of visible data quality measures to performance metrics.  
 

4c) Is quality information being used effectively?  
 
The Trust has developed its quality reporting to ensure that it is comprehensive and integrated and is 
aligned to the Trust’s priorities.  Data generally refers to the most up to date as possible to inform 
timely review and decision making.  The performance reports include targets and analysis to highlight 
trends or underperformance. 
 
Board reporting on quality  metrics is grouped against the Trust’s quality goals and strategic priorities 
to aid monitoring of delivery of quality goals and strategic priorities.   
 
The Trust’s Quality Account is published on its website  and provides an annual summary of how the 
Trust has performed against its quality objectives and also where further work is needed.   
 
The quality dashboard is displayed on the ward “knowing how we are doing boards”.  Wards 
benchmark with other wards.    
 
The performance reports include benchmark data.   The Trust board report benchmarks a range of 
indicators including infection control, length of stay and non-attendance at outpatient appointments.  
The quality performance report contains more granular information and further benchmarking and 
trend analysis.   
 
There are many examples of changes following consideration of quality information including 
improvement in VTE assessments and reduction in incident of C.diff.  
 
 A monthly report is sent to all ward managers and matrons regarding harm, lessons learned and 
numbers of incidents reported. 
 
Areas for improvement 

 Improved reporting of trend analysis and use of humanised data  
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Appendix 2: Quality Governance self-assessment overview

  Deloitte 
June 2012  

Deloitte 
Nov 
2012  

Trust 
January 
2014  

Deloitte 
Feb 14  

Monitor 
May 
2014  

Trust 
Oct 14  

Trust 
March 15 

 Strategy   

1 A  Does quality drive the Trust’s Strategy  0.0 0.0 0.0 0.0 0. 5 0. 5 0.0 

1B  Is the Board aware of potential risks to quality 0. 5 0. 5 0. 5 0. 5 1. 0 1. 0 0 5 

 Capabilities and culture  

2A  Does the Board have the necessary leadership, skills and 
knowledge to ensure delivery of its quality agenda 

0. 5 0. 5 0. 5 0. 5 0. 5 0. 5 0. 5 

2B Does the Board promote a quality focussed culture 
throughout the Trust 

0. 5 0. 5 0.0 0.0 1. 0 0. 5 0.0 

 Processes and structure 

3A  Are there clear roles and responsibilities in relation to 
quality governance  

0. 5 0. 5 0.0 0. 5 0. 5 0. 5 0. 5 

3B  Are there clearly well-defined and understood processes 
for escalating and resolving issues relating to quality 

0. 5 0. 5 0. 5 0. 5 1. 0 0. 5 0. 5 

3C  Does the Board actively engage patients, staff and other 
key stakeholders on quality 

0. 5 0. 5 0. 5 0.0 0.0 0.0 0.0 

 Measurement  

4A  Is appropriate quality information being analysed and 
challenged  

0. 5 0.0 0. 5 0. 5 0.0 0.0 0.0 

4B Is the board assured of the robustness of the quality 
information  

0. 5 0. 5 1. 0 1. 0 0. 5 0. 5 0. 5 

4C  Is quality information used effectively  0.0 0.0 0.0 0.0 0. 5 0. 5 0. 5 

 Overall score 4.0 3.5 3.5 3.5 5.5 4.5 3.0 
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Appendix 3 

Private and confidential 

Monitor 

[Date] 

Royal Liverpool and Broadgreen University Hospitals Trust 

Quality governance 

In connection with the application of the Royal Liverpool and Broadgreen University Hospitals Trust for NHS 

foundation trust status, the board of directors confirms that: 

• The board is satisfied that, to the best of its knowledge and using its own processes (supported by Care 

Quality Commission information and including any further metrics it chooses to adopt), the trust has, and will 

keep in place, effective leadership arrangements for the purpose of monitoring and continually improving 

the quality of health care provided to its patients, including: 

- Ensuring required standards are achieved (internal and external) 

- Investigating and taking action on substandard performance 

- Planning and managing continuous improvement 

- Identifying, sharing and ensuring delivery of best practice 

- Identifying and managing risks to quality of care 

• This encompasses an assurance that due consideration has been given to the quality implications of future 

plans (including service redesigns, service developments and cost improvement plans) and that processes are 

in place to monitor their ongoing impact on quality and take subsequent action as necessary to ensure 

quality is maintained. 

The basis of the board of directors’ confirmation is set out in the attached board memorandum, dated 

[DATE]. 

Signed for and on behalf of the board: 

Title: 

Date: 

Trust: 
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FOCUSED REVIEW: REFERENCE INFORMATION 

 

(Please see appendix for details of full audit trail of this paper) 

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

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

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

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

Have we considered opportunity & risk in the following areas?                       

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

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

 

The constitution is a key document which will determine and shape the operation of the Foundation Trust. 

The draft constitution has been prepared with the Trust’s lawyers and includes standing orders for the Trust 

Board of Directors and Council of Governors as well as the model election scheme. The Constitution for the 

Foundation Trust is based on Monitor’s model constitution and there are no deviations from the model 

constitution that need to be highlighted to the Board. 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

 

To highlight changes to the draft constitution since it was approved by the Board in July 2013 in response to 

the feedback provided by Monitor who reviewed the document as part of Phase 1 of the Foundation Trust 

application process. 

 

 

3. CONCLUSION AND RECOMMENDATION        

 

The Board is asked to consider and approve the draft constitution for submission to Monitor. 

 

 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Bill Griffiths, Chairman 

☐ To note 
x For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  31/03/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  N/A 
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MAIN REPORT:  

1. ANALYSIS                                                       
The Trust re-drafted its constitution in July 2013 on the basis of the new model core constitution 
issued by Monitor to reflect the changes made by the Health and Social Care Act 2012. The Trust 
also took the opportunity to review the composition of the Council of Governors and to reduce the 
size of the governing body from 31 (17 public, 5 staff, 9 appointed) to 26 governors (14 public, 5 
staff, 7 appointed). This was in response to natural attrition but also to reflect a publication from PA 
Consulting and Monitor which suggested that the optimum size of a governing body was 20-25 
members. 
 
At the end of Phase 1 of the Foundation Trust status application process, Monitor provided feedback 
on the draft constitution and the following amendments have been made:  
 

Reference Monitor Comment Trust response  

Main Body  

Paragraph 10.3 Perhaps should be made clear that 
the Corporate Secretary can only 
determine these matters in 
accordance the provisions of the 
2006 Act and the Constitution as to 
constituencies and membership.   

Completed. 

Paragraph 11.2 Insert “and other members’ 
meetings” after “Annual Member’s 
Meeting” – as the Annex does not 
deal only with the annual meeting. 

Completed. 

Paragraph 34.2.2 Paragraph 36.2.2 (Model Core 
Constitution) provides that the duty 
paragraph 36.1 is not infringed if the 
matter has been authorised in 
accordance with Constitution.  The 
draft constitution does not contain 
any provision dealing with when a 
matter is to be authorised – as in 
paragraph 36.10 of the Model 
Constitution.  Please insert 
appropriate provision or explain why 
the provision has been omitted.   

34.1.1 relates to the duty to 
avoid a situation in which the 
director has (or can have) a 
direct or indirect interest that 
conflicts (or possibly may 
conflict) with the interests of 
the trust The Trust has 
determined to omit the 
provision purposively as it 
does not deem it appropriate, 
at this time, as the potential 
perception for bias may 
render any such decision 
subject to challenge.  

Paragraph 48 This refers to notice in writing or sent 
by electronic communication.  But a 
notice sent electronically may be a 
notice in writing – the communication 
is merely the form in which it is sent 

Clause amended to clarify 
position of notice sent 
electronically.   
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Reference Monitor Comment Trust response  

(instead of by post or delivery in 
person). In addition, provisions for 
electronic communication often 
deem delivery to have been the next 
day, or otherwise less than the 
deemed date of delivery by post (see 
for example section 148 of the 
Health and Social Care Act 2012). 
Amendments are not necessary (and 
we accept that the current provision 
is still appropriate), but the Trust 
may wish to consider amendments.   

Annexes  

Annex 3, paragraph 
3.5 

This should include a statement that 
these partner governors are 
specified for the purposes of 
paragraph 3(7) of Schedule 7 to the 
2006 Act 

Completed 

Annex 5, paragraph 
6.10 

 

 

 

Please consider revising this so that 
Trust’s final decision is based on 
evidence from a registered medical 
practitioner (who is independent 
from the Trust) and/or a court. 

Amended accordingly.   

Annex 5, paragraph 
6.13 

Annex 5, paragraph 
7.3 

Monitor’s current view is that these 
provisions should be qualified by a 
time limit within which the governors 
should comply.   

6.13 Requirement to return 
statement confirming 
acceptance of the code of 
conduct within one month.  

If refuse for two months, 
without reasonable cause,  to 
undertake any training which 
the Council of Governors 
requires all governors to 
undertake 

Annex 5, paragraph 
12 

Under section 60 of the 2006 Act, 
the form of the declarations referred 
to here and time period within which 
they should be made should be 
specified in the Constitution.  Further 
provisions are therefore required. 

Additional para inserted 
relating to declaration that 
they are qualified to vote (or 
stand) in the election.  

Annex 6, paragraph 
2, second sub-
paragraph 

Should this refer to business being 
conducted in the name of the 
Council of Governors of the trust? 

Amended to refer to business 
of the Council of Governors 
shall be conducted in the 
name of the Foundation Trust. 
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Reference Monitor Comment Trust response  

Annex 6, paragraph 
3.1.8 

The Trust should consider whether 
more is needed to take account of 
B.2.5 in the Code of Governance 
and Appendix B8 in the Guide to 
Applicants.   

Clarification of process to for 
appointment of chair and non-
executive directors.  Both 
documents considered.   

 

Annex 6, paragraph 
7 

Paragraph 20 of the Constitution 
deals with conflicts of interests of 
governors.  It would be appropriate 
to have cross-references, and the 
trust should ensure the provisions 
are consistent. 

Cross reference inserted. The 
provisions are consistent 
because paragraph 20 simply 
refers to the SOs.  

Annex 6, paragraph 
8 

The Trust should consider whether 
more is needed to take account of 
B.6.6 in the Code of Governance.  

Provision 8.4 added for the 
removal of a governor in 
prescribed circumstances.  

Annex 6, paragraph 
8.1 

Trust must ensure that the 
Standards referred to, which appear 
to be designed for staff, are suitable 
for governors and their statutory role. 

The specific section within the 
Standards of Personal and 
Business Conduct defined 
specifically for governors. . 

Annex 7, paragraph 
3.8.9 

This refers to a “code of conduct” but 
elsewhere there are references to 
Standards of Personal or Business 
Conduct (e.g. paragraph 9.1) – are 
they the same? 

Changed to Standards of 
Personal and Business 
Conduct 

Annex 7, paragraph 
6.2.1 

Is this too broad?  What about a 
matter which is discussed in the 
public part of the board meeting?  
What about where disclosure is 
required by law or pursuant to 
whistleblowing legislation? 

Section inserted in relation to 
confidentiality clause 
excepting any requirements 
by law, y obligations that an 
individual has to raise 
concerns about patient safety 
and care with regulatory or 
other appropriate statutory 
bodies pursuant to any 
professional and/or ethical 
obligations that he/she has, 
including any obligations set 
out in guidance issued by 
regulatory or other 
appropriate statutory bodies.  

Annex 8, paragraph 
1.1.2 

Is the meaning of “registered 
volunteer” sufficiently clear or does it 
require definition? 

Reference made to Trust’s 
Volunteer Policy  

Annex 8, paragraph 
5.3(ii) 

Under section 60 of the 2006 Act, a 
form of declaration should be 
specified in the Constitution.   Please 
consider whether the requirement for 

Declaration included. The 
Trust is satisfied that the 
requirement for “specification” 
is met by the Chief 

Constitution�cover�report.docx

Top

Overall�Page�138�of�192
Page�4�of�5

http://www.eshareuk.com


RLBUHT BOARD PACK

[Type text] 
 

  
 

TITLE: Constitution  AUTHOR: Madelaine Warburton 

Reference Monitor Comment Trust response  

“specification” is met by the Chief 
Executive’s approval of a form of 
declaration.      

Executive’s approval of the 
form of declaration.  

Annex 8, paragraph 
5.3 (iv)  

We note that paragraph 10.3 of the 
Constitution states that the corporate 
secretary shall determine the 
constituency/class of constituency of 
which an individual is eligible to be a 
member.  Inconsistent with para 5.3  

Revised to reflect para 10.3 of 
the Constitution.   

Annex 8, paragraph 
5.1 (dispute 
resolution) 

We would also question whether the 
3rd and 4th indents of paragraph 6.1 
are appropriate. Annex 8 should be 
provisions about the members, but 
these provisions extend the dispute 
resolution to other persons.  Should 
be elsewhere in the Constitution. 

 

Dispute resolution section 
inserted  

 
The updated draft constitution can be found via the following link (changes have been highlighted ).    
The Trust has corrected typographical errors, incorrect references and  formatting  inconsistencies  
although these have not been highlighted. Final checking of page numbers will take place once all 
changes accepted.  
 
2. CONCLUSION & RECOMMENDATION 

The Board is asked to consider and approve the draft constitution for submission to Monitor. Once 
authorised any changes to the Constitution will require both the approval of the Council of 
Governors and the Board of Directors. The Trust will inform the (shadow) Council of Governors of 
the changes to the Constitution.      
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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?                       

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

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

 

The Board Code of Conduct was identified for review as part of the work from the external assurance of the 

Board’s Governance Memorandum arrangements.  The Code of Conduct has been discussed by Board 

members at a workshop, where strengths and areas for improvement were identified.   The Board members 

also considered the behaviour statement results from the Board survey.  The Code of Conduct should be 

considered along with a number of local governance documents including the draft Constitution, Standards 

of Personal and Business Conduct and Standing Orders.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 

The Code has been re-drafted to reflect the Trust’s values, taking into account both feedback from the Board 

workshop.  The proposed Code is value based and is not overly prescriptive but seeks to define how the 

Board members will demonstrate behaviours consistent with the Trust values.  The Code will provide a 

framework for review of the Board meetings  

 

 

3. CONCLUSION AND RECOMMENDATION                                  

 

The Board is asked to debate the draft Code and to consider whether further work is required.      
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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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x For assurance 

 

Sponsor: Donna McLaughlin 

☐ To note 

X For decision (no budget requested) Service line affected: Trust 
 For decision (budget requested) Date of board meeting to discuss this paper:  30/03/2015 

Budget: Capital  Security marking:  None 

Funding source:   Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive Team, Divisional Team Meetings 
 

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  Legal frameworks (HSE, NHS Constitution etc.) 

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

Have we considered opportunity & risk in the following areas?                       

X Clinical 

State: Articulated in paper 

X Financial 

State: Articulated in paper 

X Reputation 

State: Achievement of national patient standard 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The purpose of this paper is to outline a revised approach to a Performance Framework across the 
Trust with the aim of ensuring the Trust continues to be a highly performing organisation. .  The Trust 
board has previously agreed a performance management framework which since approved the 
following changes have taken place; 
 The separation of the Chief Operating Officer/ Chief Nurse into two posts: Chief Nurse and 

Director of Operations  
 The Data Quality Assurance Group and pending Data Quality Strategy 
 Changes to the reporting structures of the Trust Committees 
 Introduction of Perfect Ward Meetings 
The Performance Management Framework seeks to encompass achievement of broader strategic 
objectives contained within the Trusts Vision, Strategic Themes and Annual Corporate and Quality 
Objectives alongside the operational performance, financial, quality and patient experience indicators 
set by the Department of Health. 
 
2. QUESTION(S) ADDRESSED IN THIS REPORT 

Why do we need a performance management framework and what are the aims and purpose? 
What are the principles and underlying requirements? 
What KPIS will be reported to what level within the organisation? 
How will the Performance Framework be executed? 
What other areas will be developed over the next 12 months? 
 

3. CONCLUSION AND RECOMMENDATION 
Trust Board is asked to approve this revised Performance Management Framework.
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1. Introduction - Why do we need a performance management framework? 

It is the Trust’s intention to develop and implement a clear, corporate Performance Management 
Framework for 2015-16 which sets out the over-arching principles and approach to delivering the 
Trust Vision – “Delivering the highest quality healthcare driven by world class research for the health 
and wellbeing of the population”. 

This Framework has been developed to ensure that Royal Liverpool and Broadgreen University 
Hospitals NHS Trust (RLBUHT) successfully delivers national standards for quality, performance, 
finance and patient experience as laid out from the Department of Health,  the requirements of our 
regulators (CQC, TDA and ultimately Monitor) and local contractual targets from commissioners.  It is 
set within the context of the Annual Business Planning round to ensure a clear line between national 
requirements, contractual obligations and the strategic and business priorities of the Trust. 

This paper therefore describes:   

 The over- arching Performance Framework in detail including its key components. 
 The environment, aims and intentions of the Framework 
 The accountabilities and responsibilities for executing the Framework 
 The process, enablers and outcomes required to ensure delivery 
 The consequence of underperformance and the associated recovery actions. 

2. Aims and Purpose of the Performance Management Framework 
 
Performance management in the Trust will be defined as a set of actions with the aim of improving 
performance to deliver better outcomes for patients and the community we serve. This Framework 
aims to align the delivery of clinical and non- clinical operational performance targets, quality 
indicators and outcome measures to ensure the Board, Management teams and individual staff are 
able to: 

 Assess performance and finance against clear targets and goals. 
 Undertake exception based performance, financial and QIPP delivery tracking. 
 Predict future performance and forecast outturn and identify key actions. 
 Put in place effective Review Meeting structures including intervention as necessary and 

appropriate. 
 Focus resources and improvement efforts in required areas. 

 
The key purpose of the Performance Management Framework is: 

 To ensure that the organisation has effective systems and processes in place to provide 
assurance to the Board that the organisation is performing to the statutory and regulatory 
highest standards. 

 To develop the business intelligence of the Trust to inform service delivery and improvement, 
activity planning and productivity and efficiency increases and deliver cost reduction and 
transformation programmes. 

 To support the delivery of strategic themes and corporate and quality objectives as detailed in 
the Trust Strategy (to 2018). 

 To provide assurance that the Trust is achieving best value for money in its use of resources. 
 
The Performance Management Framework is set within an over-arching strategic model which is set 
out in the diagram below: 
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3. Principles of Performance Management 
The following principles underpin the Trust’s Performance Management Framework: 
 

 Creating a performance culture: these arrangements are intended to support the 
development of a culture of continuous performance improvement, delivered for the benefit of 
patients. This will be supported by clear objectives at all levels which drive a culture of high 
performance and accountability, supported by the Personal Development Review (PDR) 
process. At directorate and service-line level the Performance Management Framework 
should also be used as a driver for cultural change and engagement within areas. 

 Delivery focus: The performance management approach will be integrated, action oriented 
and focussed on delivering improved performance. 

 Proportionality and balance: Performance management arrangements will seek to ensure 
that performance management interventions and actions are proportional to the scale of the 
performance risk and that a balance between challenge and support is maintained. 

 Good Quality Data – A sub-group, the Data Quality Assurance Group was established by the 
Trust in June 2014 to review current governance arrangements of our performance indicators 
and also provides assurance on the quality of information collected. (Appendix B – ToR). A 
Data Quality Strategy is being formulated and is anticipated to be completed by Autumn 2015. 

 Accountability: Performance management arrangements will ensure that all parties are clear 
where lines of accountability lie. 

  

 

4. Overview of the Performance Management Framework 
 
The Performance Management Framework will ensure that there is a clear line of sight from the 
Board defined organisational strategy and objectives, through to the work of every individual 
employee. In order to achieve this, the Trust’s will: 
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 Translate its strategy, including the definition of becoming high performing, into operational 
terms through the annual planning process and ensuring each strategic objective has well 
defined KPIs. 

 Communicate the broader strategy and objectives throughout the organisation 
 Bring the executive team into account via the Board and its sub committees and utilise the 

cycle of trust committees, performance review meetings between the divisions and the 
Executive team, to support open discussion and feedback. 

 
The Performance Management Framework relies on a structure for delivery and the management 
arrangements are set out below: 
 
Level 1: Board Level (including Board Sub Committees) 
This is applies to indicators included in the following: 
 Accountability Framework for NHS Boards (Monitor Compliance and TDA oversight) 
 Contractual KPIs and CQUINS of significant financial or reputational value. 
 Board priorities e.g. strategic and quality objectives. 
 Migration Plan for the New Royal 
 Individual Executive Directors priorities 
 
These create the board pack which is presented to each Board Meeting. Each indicator has an 
assigned Executive Director who is response for delivery. Each Director has the opportunity through 
this report to escalate by exception underperformance of other indicators which they feel requires 
board discussion.  
 
To support the Board discussion the board pack indicators have been mapped to one of the Trust 
Board Committees: 
 Resource and Performance 
 Quality Governance 
 Transformation 
 Research, Development and Innovation 
 
The Trust Board Committees provide an opportunity for more in-depth analysis to divisional level.  
The Resource and Performance Committee and Quality Governance Committee will be supported by 
associated performance dashboards for 2015-16.  The dashboard for RDI and Transformation is 
under development.   
 
There are also quarterly performance reviews between the Divisional Teams and the Executive 
Team, to agree and set divisional business plans in March.  Subsequent divisional performance 
reviews are used to monitor delivery against divisional business plans with particular emphasis on:- 

 New Hospital Migration – Length of Stay and other efficiency drives 
 Business Development/Sales Opportunities 
 Development of key partnerships 
 Progress against strategic themes and corporate objectives – review of performance to date 

and a forward look. 

  
Level 2: Directorate Level 
These include: 
 Board measures specific to each directorate 
 Directorate priorities outlined in the directorate business plan 
 All KPIS and CQUINS included in the contracts to directorate level 
 
 
In each division there are; 
 Divisional Quality Governance Meeting. 
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 Divisional Resource and Performance Meetings 
 Divisional Boards 
 
Level 3: Departmental / Ward 
These are locally held performance and quality information specific to the department. 
 
A minimum of twice a year there will be a triangulation of directorate data which will be debated at a 
board development session to ensure any challenged directorate/ ward are appropriately supported .  
 
 
Level 4: Individual  
Each individual member of staff has agreed objectives linked to the trust objectives and values via an 
annual appraisal and PDR documentation.  This is recorded on an electronic system (ESR). 

In addition to the above structures the Executive Team may supplement the performance framework 
structure with additional arrangements.  For example, the Perfect Ward Meetings initially reported 
directly into Quality Governance Committee and was chaired personally by the Chief Nurse.  As these 
have become more embedded this meeting now reports through the Divisional Quality Governance 
Meetings.   Currently, there are monthly Strategic QIPP meetings, chaired by the Chief Executive to 
hold the Executive, Corporate team and Divisions account on the delivery of QIPP.  This is in 
recognition of the key strategic importance of the achievement of a recurrent QIPP plan. 

Over time as the performance framework embeds these structures will be reviewed to ensure 
consistency and prevent any duplication in both reporting and holding to account.  .   

 

4. Execution of Performance Framework Arrangement including escalation, action planning 
and early warnings. 

Level 1: Trust Board 
Committee Membership Reporting Documentation 
Trust Board Full Board Board Pack 

5 year Integrated Business Plan 

Other Board Committee supporting information (e.g. 
assurance from the Resources and Performance 
Committee on achievement of QEPP) 

Resource and 
Performance 
Committee 

Non Exec (Chair), 
NEDS, CEO and 
Exec Directors, 

Divisional Teams 

In year financial and performance variance analysis 
including nationally determined performance and 
contractual indicators and CQUINS performance. 

Financial dashboard – include QEPP 

Workforce dashboard - including sickness rates, 
mandatory training 

Operational performance report – including 18 weeks, 4 
hours  

Reports from task and finish groups reviewing areas of 
poor performance. 

 
Quality 
Governance 

Non Exec (Chair), 
NEDS, CEO and 

Detailed assurance on the quality of trust services, 
including the detailed information on Francis action plan, 
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Committee Exec Directors, 

Divisional Teams – 
clinical 
representation 

and CQC reports. 

Quality Governance Dashboard – includes SUIs, 
complaints handling 

Divisional Presentations (every quarter) 
Transformation 
Committee 

Non Exec (Chair), 
NEDS, CEO and 
Exec Directors, 

Service Redesign 
clinical champions 

Under development 

Quarterly 
Divisional 
Performance 
Reviews 

Executive Team 

Divisional Teams 

Presentation on key performance information including 
detailed information against the Divisional Business Plan. 

Scrutiny and assurance regarding risks and adequacy of 
actions. Decisions on interventions. 

Executive 
Team 

Weekly Executive 
Team 

Review of weekly KPIs of risk of underperformance.  

Scrutiny and assurance regarding risks and adequacy of 
actions. Decisions on interventions. 

Level 2: Directorate Management 
Committee Membership Reporting Documentation 
Divisional 
Quality 
Governance 
Meetings 

Divisional Team 

Clinical Directors and 
Matrons from each 
directorate 

Standard agenda including; feedback and lessons learnt 
from incidents, mortal reviews 

Scrutiny and assurance regarding risks and adequacy of 
actions. Decisions on interventions. 

Perfect 
Ward 

Assistant Chief 
Nurse, Ward 
Managers and 
Matrons 

Nursing Quality Indicators – including Falls, complaints, 
staffing levels 

Scrutiny and assurance regarding risks and adequacy of 
actions. Decisions on interventions. 

Divisional 
Boards 

Directorate Teams 
including HR and 
Finance 

Presentation on key performance information including 
detailed information and actions to deliver on key business 
targets. 

Scrutiny and assurance regarding risks and adequacy of 
actions. Decisions on interventions. 

Directorates 
Quarterly 
Performance 
Reviews 

Divisional and 
Directorate Teams 

Presentation on key performance information including 
detailed information against the Directorate Business Plan.   

Scrutiny and assurance regarding risks and adequacy of 
actions. Decisions on interventions. 

Level 3: Departmental / Ward Management 
Committee Membership Reporting Documentation 

   
Ward 
Meetings 

Matron, Ward 
Manager and Ward 
Staff 

Nursing Quality Indicators – including Falls, complaints, 
staffing levels specific to the ward 

Departmental 
Business 
Meetings 

Departmental Teams 
including HR and 
Finance 

Presentation on key performance information including 
detailed information and actions to deliver on key business 
targets. 
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Level 4: Individual 
Committee Membership Reporting Documentation 
Appraisal 
and 121s 

Individual and line 
manager 

Agreed objectives 

Appraisal and PDR documentation 

Escalation, Action Planning and Early Warnings  

Escalation of any performance which could comprise the Trust license is escalated to the Trust CEO 
and Chair by the accountable Executive Director.  The escalation of underperformance is through the 
Trust Committee structure, with the agenda item “any urgent matters arsing” to capture information 
which has come to light since the papers have been published.  Early warnings of deteriorating 
performance in month is brought into the Executive Team by the weekly performance report.   

Any indicator which is scoring Red should have an action plan. This should include a timescale for 
recovery.  Remedial action plans are to be performance managed by the receiving committee unless 
it is explicitly tasked via a chairs log to a more appropriate committee, to an Executive Officer for 
personal overseeing of delivery. 

 
5. Roles and Responsibilities 
Whilst it is everyone’s job to manage performance, the Board must drive a culture of performance by 
providing a clear vision and Trust priorities, goals and objectives and by holding the executive to 
account for the delivery of strategy.  Effective performance management requires defined roles and 
responsibilities and clear ownership of outcome measures. A summary of these roles and 
responsibilities is included in the Appendix.  : 
 

6. Areas for Future Development  

Environmental Scan – A relatively new board report is the “environmental scan”. One of the 
principals of this Performance Framework will be horizon scanning and therefore over time this 
update to the board could update the KPIs contained within this framework.  

Earned Autonomy – The opportunities of Service Line Reporting (SLA) and Project Shape- the 
creating of clinical business units (CoGs) presents the opportunity to develop earned autonomy.  
Higher performance could earn greater levels of delegated authority with greater levels of 
performance management intervention in underperforming areas.  The trust will work towards 
developing the concept of Foundation CoGs where consistently high performing CoGs will be 
assessed against a clear set of governance criteria, resulting in reward and flexibilities around 
decision making, autonomy, financial spend and innovation.  

Corporate Department Performance Framework – these will be developed over the next 12 
months. 

Recommendation 

The Trust Board is asked to approve this Performance Management Framework. 
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Appendix 1 – Roles and Responsibilities 

Chief Executive has overall statutory responsibility for patient safety, governance and performance 
management. and is accountable to the Trust Board 

Chairs of Quality Governance, Resource and Performance, Research Development and Innovation 
and Transformation Committee are accountable for reporting assurance to the Trust Board on the 
achievement of the KPIs for their respective Committees. All members of committee share 
responsibility for providing assurance. 

Executive Directors Are accountable for ensuring the achievement of the KPIs to which they are 
accountable for. This accountability includes the establishment of thresholds for achievement and 
where appropriate early warning (amber) ratings.  The Executive Director is responsible for ensure 
action plans are in place for any indicator which is under performing, this needs to include a trajectory 
with a timescale for improvement.   
 
Director of Operations; leads the development and implementation of the performance management 
arrangements and has delegated responsibility for preparing, implementing and updating the 
Performance Framework; 

 ensuring that robust systems are in place for the performance management 
of national, local and internal targets; 

 ensuring that plans to address “off plan” performance are developed and 
implemented; 

 ensuring that governance arrangements to support performance management are in place, 
robust and effective. 

 Providing assurance on data quality. 
 
Director of Finance has lead responsibility for delivering the Planning Framework including Business 
Planning, Contracting and leading on delivery of financial balance. 
 
Medical Director, Chief Nurse have lead responsibility for driving professional accountability in 
delivering key performance indicators and engendering clinical leadership across the trust in these 
agendas. 
 
Director of HR leads the development and implementation of the Individual Performance Review 
Process that aligns the contribution made by individual staff to delivering performance. 
Leads on workforce strategy and planning and organisational development including training and 
talent management. 
 
Business Intelligence and Information Team provides the accurate and timely analysis and 
Interpretation of performance data for performance review and follow up purposes.  The Head of 
Business Intelligence – is accountable for maintaining an active KPI database.  For overseeing data 
quality and escalating data quality issues to the responsible Directors. 
 
All Staff contribute towards performance improvement and management by being encouraged and 
supported to identify improvement opportunities and to take the required action. It is important that 
staff own the data on their activity, and understand how that translates to the corporate performance 
of the organisation. 
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X Clinical X Financial  X Reputation  
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                 

The Assurance and Escalation Framework provides the Board with assurance about how the organisation is 

able to identify, monitor, escalate and manage concerns in a timely fashion at an appropriate level. 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       

The Assurance and Escalation Framework has been reviewed to reflect changes and improvements to the 

Trust’s systems for providing assurance and escalating concerns to the Board. It describes the responsibility 

and accountability for the Trust’s governance structure and systems through which the Board receives 

assurance or escalated  risks related to quality of services, performance targets, service delivery and 

achievement of strategic objectives.  The framework describes how the Trust’s policies, procedures, quality 

systems and organisational learning is monitored by an effective committee structure 

 

3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to approve the Trust’s Board Assurance and Escalation Framework and discuss and approve the 

continuing work to strengthen the Trust’s governance arrangements. 
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Assurance and Escalation Framework 
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AUTHOR: Madelaine Warburton 

MAIN REPORT:  

1. STRATEGIC CONTEXT                                 

The Trust developed an Assurance and Escalation Framework following the first independent review 
against Monitor’s Quality Governance Framework which was approved by the Board in December 
2011.  The framework describes the responsibility and accountability for the Trust’s governance 

structure and systems through which the Board receives assurance or escalated  risks related to 
quality of services, performance targets, service delivery and achievement of strategic objectives. 
The framework describes how the Trust’s policies, procedures, quality systems and organisational 

learning are monitored by an effective committee structure.  

This provides the Board with assurance about how the organisation is able to identify, monitor, 
escalate and manage concerns in a timely fashion at an appropriate level. 

2. ANALYSIS   

The Assurance and Escalation Framework has been reviewed to reflect changes and improvements 
to the Trust’s systems for providing assurance and escalating concerns to the Board. The main 

changes include: 

• Revised role of the key governance committees including responsibility for oversight of risk   
• The development of an Information Assurance Framework 
• Strengthening the content, use and scrutiny of the Board Assurance Framework 
• The role of the shadow Council of Governors 
• Strengthening systems regarding CQC compliance and extending patient safety walkabouts.  
 Clarification of escalation routes through division and organisation structures. 

 

The Trust is committed to further strengthening its assurance and escalation framework. Future 
work includes: 

 Definition of the assurance system used by the Trust including scope and strength of 
assurance used.   

 Strengthening of the processes for reporting to Board members on new significant issues 
that have occurred each month (reportable issues) which have potential issues with quality, 
safety or organisation reputation.  

 A formal process for escalation of issues identified by Governors is currently being 
developed through the development of a “holding to account” framework.   

 Improving quality of risk reporting to the Board and the committees with further integration of 
the BAF and the divisional risk registers. 
 

3. RECOMMENDATION 

The Board is asked to approve the Trust’s Board Assurance and Escalation Framework and discuss 
and approve the continuing work to strengthen the Trust’s governance arrangements.  
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1. INTRODUCTION  

Royal Liverpool and Broadgreen University Hospitals Trust (the Trust) has developed a range of 

policies, systems and processes, which together comprise an integrated assurance and escalation 

framework (the Framework).  

This document describes this assurance and escalation framework and demonstrates how the 

Trust’s quality systems and organisational learning is monitored by an effective committee structure. 

The processes also link to Monitor’s Quality Governance requirements which are structured around 

four pillars; strategy, capability and culture, processes and structures and measurement.  

This provides the Board with assurance about how the organisation is able to identify, monitor, 

escalate and manage concerns in a timely fashion at an appropriate level.  

2. PURPOSE  

This framework describes the responsibility and accountability for the Trust’s governance structure 

and systems through which the Board receives assurance or escalated concerns/ risks related to 

quality of services, performance targets, service delivery and achievement of strategic objectives. It 

also addresses under-performance and ensures that potential performance problems are identified 

early and rectified.  

3. DEFINITION OF QUALITY  

Quality in the NHS is defined in terms of three domains: patient safety, patient experience and 

clinical effectiveness (Darzi, 2008 NHS Next Stage Review, DH, 2008) which are now enshrined in the 

Health and Social Care Act 2012.   The Trust uses Monitor’s definition of quality governance as being 

the combination of structures and processes at and below board level to lead on trust-wide quality 

performance.    

The Trust has five values, the first and primary one being “patient centred”.   

4. THE TRUST BOARD  

The Trust Board is responsible for ensuring robust quality governance processes are in place to:  

• Ensure required standards are achieved  

• Investigate and take action on sub-standard achievement  

• Plan and drive continuous improvement  

• Identify, share and ensure the delivery of good practice  

• Identify and manage actual and potential risks to the quality of care  

• Ensure there are clear roles, responsibilities and processes for managing quality and 

escalating and resolving issues  

• Ensure appropriate information which is subject to robust data quality controls is used for 

assurance and decision making  
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• Ensure there is an open culture within the Trust that promotes learning which is supported 

by ‘Being Open’ and ‘Whistleblowing’ policies.  

To have the capability to fulfil this function the Board is required to provide leadership and have the 

necessary skills and knowledge. To provide assurance that the Board has the capability and 

competence an annual self-assessment and periodic (minimum 3 yearly) independent assessment is 

undertaken. In addition, an effective appraisal process for Board members is also in place.  

5. RECEIVING ASSURANCE AND IDENTIFYING CONCERNS  

The Trust has a number of systems and processes which support the delivery of high quality care and 

ensure good governance. These processes enable those responsible for delivering, monitoring and 

receiving care to provide assurance to the Trust Board and also identify and raise concerns.  

5.1 Staff Involvement  

The Trust strives to have an open, honest and learning culture, which is described in its 

“Whistleblowing” and “Being Open” policies. This is also reflected in the Trust’s value of being “open 

and engaged”.   

The Trust encourages the reporting of all adverse incidents by its staff and the reporting of 

complaints and concerns by patients, their carers and relatives. The Trust has a number of policies 

and systems which encourage staff at all levels to be involved in performance monitoring and to 

raise concerns about any risk issues. These include: 

• Quality Plan 

• The Whistleblowing Policy 

• Safeguarding Policy  

• Being Open Policy 

• Risk Management Policy   

• HR policies 

• Incident Reporting and Management Policy 

• Information Governance Policies and processes  

• Board visits to clinical areas  

• Staff Surveys  

• Induction programme  

• Mandatory training  

• CQC registration and compliance  

• Patient stories to the Board and other Trust meetings.  

5.2 Patient  Involvement  

The Trust has a Patient Experience Strategy supported by an implementation plan which has been 

developed to address local and national drivers. The Trust encourages patients, services users, carers 

and the public to make comments and/or raise concerns both formally and informally via a number 

of mechanisms, such as: 

• PALS (Patient Advice and Liaison Service)  
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• Complaints – formal and informal  

• Service user and carer experience surveys  

• Service user and carer forums  

• Listening weeks 

• Healthwatch  

• Patients’ Council  

• Local Authority - Health Overview and Scrutiny  

• Patient-Led Assessments of the Care Environment (PLACE) 

• Patient stories to  the Board and other meetings, 

The Trust positively engages with service users, carers and the public and welcomes their 

involvement and feedback on how they can become more involved in decision making processes.  

5.3 Commissioners of Services  

There are formal mechanisms by which commissioners can raise concerns. These include:  

• Contract and Performance Review meetings  

• CQUIN monitoring  

• Complaints  

• GP concerns  

• Serious incidents  

• Patient safety incidents reported via NRLS (National Reporting and Learning System)  

5.4 Internal and External Sources of Assessment and Assurance  

In addition to sources of assurance identified above, there are numerous internal and external 

sources which cover the range of the Trust’s activities and include:  

• Internal audit  

• External audit  

• Monitor  

• Trust Development Authority 

• Care Quality Commission 

• Health and Safety Executive  

• Externally commissioned independent investigations e.g. Ombudsman and homicide 

investigations  

• Clinical audit  

• National audits  

• Royal College reviews  

• Accreditation for delivery of specialist services.  

• Information Governance Toolkit  

• Benchmarking with other NHS providers  

• NHSLA compliance  
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• Patient and carer user surveys 

The Trust also commissions external reviews of its activities where the need for additional 

independent assessment and assurance is identified.  

6. TRUST INTERNAL SYSTEMS FOR MONITORING PERFORMANCE, DECISION MAKING AND 

ESCALATION  

A ‘ward to board’ structure showing the roles and responsibilities from the clinical teams to the 

Board is included at Appendix 1. Each Division has a structure for governing quality to support the 

corporate structures and processes.  

Processes for monitoring performance, managing risk, receiving assurance and escalating concerns 

are outlined below. An issue that requires escalation can start in any part of the organisation and 

this process ensures that managers and Executive Directors provide assurance or escalate issues 

through the ‘ward to board’ organisation structures. Wards and clinical teams escalate issues to 

their directorate management teams who in turn escalate to Divisional Management Teams.   

Executive Directors are responsible for escalating issues to the Executive Team and/or relevant 

Board committee and onward, when required, to the Trust Board.  

The Trust operates a gold, silver and bronze on-call system to ensure escalation of issues and 

incidents. Bronze on-call is provided by the duty manager/night practitioners, silver is provided by 

senior operational managers and gold is provided by Executive Directors.    

The timescale in which concerns are escalated or assurance provided varies according to the 

significance of the concern.  This may be through routine monitoring systems defined below, or if 

required through a fast track process.  Senior Managers and Executive Directors will use their 

judgement to determine the timescale for escalation, influenced by the impact the issue has on 

the delivery of safe, high quality care or organisation reputation.   

As a guide, issues that would require escalation include, but are not limited to:   

• Significant serious incidents, e.g. in-patient deaths where the care and treatment 

provided to the patient may have been a contributing factor.  

• Significant complaints and complaints which are difficult to manage  

• Significant claims 

 • Incidents which have required a RIDDOR report and/ or resulted in a visit by the Health 

and Safety Executive (HSE)  

• Forthcoming inquests where the Trust’s delivery of safe services may be criticised  

• Receipt of a Coroner’s Prevention of Future Death Report 

 • Non-compliance against CQC outcomes which have major impact  

• Receipt of any Improvement or Enforcement Notice from CQC, HSE or other regulator  
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• Significant adverse publicity in the media    

6.1 Committee Structure   

To support the Trust Board in carrying out its duties effectively, committees reporting to the 

Board are formally established.  The remit and terms of reference of these committees are 

reviewed each year to ensure robust governance and assurance arrangements are in place.  Each 

committee receives assurance reports from various sources within their terms of reference.  A 

summary of the business conducted by the Committees is provided to the Board.    This provides 

an effective structure with defined information flows for monitoring performance, receiving 

assurance and identifying under performance and concerns which require escalation.  

This structure is detailed in Appendix 3 and the role and function of key committees is detailed in 

Appendix 4.  The key committees for monitoring quality and performance are the Quality 

Governance Committee and Resources and Performance Committee with Audit and Assurance 

seeking assurance that the arrangements are effective.      

Internal Audits are used as part of the Assurance and Escalation Framework.  The audit 

programme is developed by Internal Audit based on a local risk assessment aligned to the Trust’s 

own risk and assurance framework, as well as discussions with senior officers.  The risk based 

Internal Audit Plan is developed in compliance with national standards and guidance.   The 

Internal Audit programme informs the Director of Audit Opinion which in turn contributes to the 

Annual Governance Statement. 

The Audit & Assurance Committee is responsible for monitoring the required action following 

audits.  Following receipt of an audit, the relevant committee is responsible for scrutinising the 

report and determining whether the outcome provides assurance on the relevant risk and where 

improvements are required, ensure sustainable action is taken.     

6.2 Chair’s Log   

All committees will use the Trust’s Chair’s Log  to: 

• Escalate risk over the threshold delegated to the committee (in accordance with the Risk 

Management Policy threshold and the Trust’s Scheme of Reservation and Delegation or 

identified through other issues presented at the committee) 

• Escalate decisions outside the delegated authority of the committee 

• Communicate gaps in assurance to be addressed by other forums.  

• Commission tasks for other committees 

• Integrate issues which cross the terms of reference of different committees 

The chair and the secretary for the committee/sub committee/group will be responsible for 

ensuring the chair’s log is populated at the end of each meeting.  The chair of the 

committee/secretary who receives the chair’s log will ensure that action is taken as required by 

the chair’s log and will report back to the originating committee on action taken. 
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6.3 Executive Team  

Central to the Assurance and Escalation Framework is the Executive Team (ET) and is the forum to 

which Executive Directors escalate concerns. The ET meet weekly (once a month as an extended 

Corporate Management Team) and is the executive discussion, development, and decision-

making forum.   

6.4 Monitoring Quality and Performance Information to Provide Assurance and Escalate 

Concerns   

Monitoring quality and performance information occurs at all levels of the Trust to provide ‘ward 

to board reporting’. The Trust Board is responsible for approving the Trust’s Performance 

Management Framework.   

The monthly report to the Board is the key process for providing assurance to the Board that the 

Trust is meeting internal and external targets for quality and performance.  It is also the 

mechanism for identifying under performance, documenting exception reports and describing 

action which is being taken to address any areas of under-performance or non-compliance.  This is 

discussed by the Board each month who may task its committees to undertake action in relation 

to areas of under – performance or concern.  The Board performance report is structured around 

the Trust’s strategic themes.  Benchmarking against other providers is also included where 

appropriate.    

A Quality Performance Report including additional operational detail is produced and used by the 

Trust in a number of fora.   

The Board Performance Report and the Quality Performance Report are collated monthly by the 

Information Management Team and includes Division and Trust performance. Under-performance 

is identified through the RAG rating and analysis of both under performance and learning are 

included within the report.      

A desktop performance dashboard details a range of performance and quality indicators with the 

most recent daily, weekly and monthly performance against target.   Data is refreshed on a daily 

basis and provides real time performance information.   

The Data Quality Assurance Group provides assurance on the quality of information collected and 

used by the Trust which includes identification of high risk data reporting and collection areas for 

review, monitoring the data quality audits and determining appropriate action for risks and issues 

escalated from audits carried out  

The Trust is currently developing an Information Assurance Framework to ensure correct 

definitions and calculations are used for all KPIs. Each indicator will be assessed against a number 

of data quality dimensions to provide a RAG rating.   

6.5 Triggers for Under-Performance   

Concerns in performance that could adversely affect quality and would trigger an exception 

report and action plan in the monthly performance monitoring report include, but are not limited 
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to:   

• Performance in the ‘red’ threshold of the KPI  

• Deteriorating ‘amber’ performance over more than one month  

6.6 Divisional Quality Governance Functions 

Both divisions have governance structures and maintain a number of systems and processes to 

support effective quality governance monitoring and escalation of risk including: 

• Balanced Scorecards – the ward quality dashboards and for in-patient areas provide a monthly 

RAG rated monitoring system for a range of KPIs relevant to the ward.   These are monitored by 

ward managers and directorate managers.  Any concerns about under-performance in a team are 

escalated to the Division’s Management Team.   

• Division and Directorate/ Performance Dashboards – these provide a monthly RAG rated 

monitoring system for a range of KPIs relevant to the Division’s and its Directorates’ performance.  

Any significant underperformance in a clinical team which could be masked by an aggregated 

directorate score is escalated.    

• Contract Monitoring – Each Division manages the contracts with each of their commissioners.  

Any significant contractual risks would have an exception report and action plan.    

• Risk Identification – Any risk identified through monitoring quality and performance is added, 

where appropriate, to the relevant Directorate or Division risk register.  

6.7 Patient Safety Walkabouts 

The Trust has a structured service visit programme of ‘patient safety walkabouts’ which non-

executive directors, shadow governors and representatives from the Patients’ Council attend.  

Feedback from the walkabouts is considered at the Patient Experience Sub Committee. These 

visits are conducted using the principles of the NHS Institute’s ’15 Steps Challenge’ and enables 

staff and service users to provide direct feedback to Board members.  A system to record and 

report on the outcome of these visits enables themes and trends to be identified and ensure 

when required appropriate action has been taken to address any concerns identified. Any 

significant concerns are escalated to the relevant senior manager and a report is provided to the 

Patient Experience Sub Committee.   As a central part of the trust’s governance arrangements,  

joint visits by NEDs and governors provide an opportunity to:    

• visit a wide range of clinical services across the trust;  

 • improve knowledge of the services provided by the trust;   

• meet with members of staff and increase the visibility of the NEDs and governors;  

• gain an understanding of any issues or concerns affecting members of staff;   

• identify areas requiring further attention by the executive team; 
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• enhance relationship between NEDs and governors.  

 • use the visits to triangulate knowledge in key areas against information obtained in other 

forums. 

 6.8 Corporate Functions 

Corporate governance structures are in place and a number of key documents, structures and 

processes are in place that are reviewed and approved.  This includes the Standing Orders, 

Scheme of Reservation and Delegation and Standing Financial Instructions.  

6.9 Risk Monitoring Escalation and Assurance Framework  

 In addition to the Board Assurance Framework there are three tiers to the Trust’s risk 

management process which are interlinked via an escalation process. these are the; Corporate 

Risk Register, Divisional Risk Registers and Directorate Risk Registers.  The Risk Management 

Policy describes the Trust’s approach to managing risk in more detail.   

Each risk is scored using a standardised risk matrix (see Appendix 6) and a score and RAG rating 

applied.  The RAG rating of the risk determines who owns and is responsible for managing the risk 

as defined by the Trust’s Risk Management Policy.     

6.10  Responsibility for Managing Risk  

Risks shall be reported to relevant committees/responsible individual depending on the residual 

risk score as follows: 

• ≥15 – each formal meeting of the Board of Directors 

• ≥10 – Relevant Committee of the Board of Directors at least quarterly.  

• ≥8 – Specialty/Divisional /Departmental Governance meeting at least quarterly 

• ≥≤6 – Ward/Departmental Management at least annually 

6.11 Calculating Risk 

This section describes how to score risks by estimating severity of impact and likelihood of 

occurrence using a standard 5x5 matrix. Each risk can be measured by multiplying the severity of 

harm and the likelihood of that harm occurring. This calculation will produce a residual risk score 

that refers to the amount of risk remaining after treatment.  The Trust uses a standard 5 x 5 

scoring matrix set out below: 

IMPACT INDEX LIKELIHOOD INDEX 

5 Multiple deaths caused by an event; ≥£5m 

loss; May result in Special Administration 

or Suspension of CQC Registration; Hospital 

closure; Total loss of public confidence 

5 Very Likely No effective control; or 

≥1 in 5 chance within 12 

months 
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4 Severe permanent harm or death caused 

by an event; £1m - £5m loss; Prolonged 

adverse publicity; Prolonged disruption to 

one or more Divisions; Extended service 

closure 

4 Somewhat 

Likely 

Weak control; or 

≥1 in 10 chance within 

12 months 

3 Moderate harm – medical treatment 

required up to 1 year; £100k – £1m loss; 

Temporary disruption to one or more 

Divisions; Service closure 

3 Possible Limited effective 

control; or ≥1 in 100 

chance within 12 

months 

2 Minor harm – first aid treatment required 

up to 1 month; £50k - £100K loss; or 

Temporary service restriction 

 Unlikely Good control; or 

≥1 in 1000 chance 

within 12 months 

1 No harm; 0 - £50K loss; or No disruption – 

service continues without impact 

1 Extremely 

Unlikely 

Very good control; or 

< 1 in 1000 chance (or 

less) within 12 months 

 

6.12  Board Assurance Framework   

The Board Assurance Framework (BAF) provides a structure and process to enable the 

organisation to focus on the risks that might compromise the achievement of its strategic 

objectives.  It maps out the key controls to mitigate the risks and provide a mechanism to inform 

the Board of the assurances received about the effectiveness of these controls.   

The BAF provides an effective focus on strategic and reputational risk rather than operational 

issues, and highlights any gaps in controls and assurances.  It provides the Trust Board with 

confidence that systems and processes in place are operating in a way that is safe and effective.   

In order to ensure triangulation between the annual plan and the BAF.  

The NHS Audit Committee Handbook 2014 emphasises the distinction between strategic and 

operational objectives and risks.  Operational risks will generally not feature in the BAF and will be 

managed at directorate or committee level.  However operational risks that are deemed by the 

executive to impact on the delivery of the strategic objective will be reflected as a contributory 

cause to the overall risk.        

The BAF is reviewed every quarter and supports the Chief Executive to complete the Annual 

Governance Statement.  It is part of the ‘Assurance and Escalation Framework’ to ensure the 

Trust’s performance across the range of its activities is monitored and managed; resulting in 

targets being met, objectives achieved with good outcomes for patients.  The BAF reflects the 

controls and assurances around the principal risks that may impact the delivery of the annual 

objectives and, more importantly, the strategic themes.  Each risk is linked to a Trust strategic 

theme and has an Executive lead who is responsible for receiving assurance that the actions 
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required to mitigate the risk are completed at either local operational or strategic level.  The BAF 

is co-ordinated by the Associate Director of Corporate Affairs with individual Executive Directors 

responsible for individual risk on the BAF with oversight provided through each of the Board’s 

Assurance Committees. The BAF is reviewed every quarter at each of the Board’s committee 

alongside the risks with a residual risk score of 10 or more from the divisional and corporate risk 

registers.   

6.13 Quality Impact of QEP Schemes   

The Trust has a robust process for assessing and monitoring the quality impact of QEPs.    All 

potential QEPs are risk assessed for quality impact using the Trust’s quality impact assessment 

tool.  All QEP projects have a quality risk rating which is defined by reference to the Trust’s 

standard risk matrix to produce a RAG rating, derived from a review against the 3 key elements of 

quality (i) patient safety (ii) patient experience and (iii) clinical effectiveness.  Post implementation 

quality audits will be undertaken on a selection of projects that require further assessment. 

 6.14 Monitoring Compliance with Care Quality Commission (CQC) Standards.   

The Trust has systems and processes for monitoring CQC compliance. A key element of seeking 

assurance on compliance is through undertaking mock CQC reviews. These reviews are internal 

quality inspection process that tests service provision and compliance against regulatory 

standards.  The model of inspection is similar to that used by CQC inspectors and judgements of 

compliance are made.   

Any non-compliance following mock CQC inspections is escalated through the Assurance and 

Escalation framework and an action plan developed.   

6.15 Council of Governors (shadow)  

Under its constitution, an NHS Foundation Trust is required to establish a Council of Governors, 

comprising elected public and staff governors and representatives from partner organisations 

who have been invited to sit on the Council. As an aspirant NHS Foundation Trust, RLBUHT has 

established a “shadow” Council of Governors.     

The Council of Governors’ prime role, as stated in the Health and Social Care Act (2012), is 

specifically to hold the Non-Executive Directors individually and collectively to account for the 

performance of the Board of Directors and to represent the interests of the members of the NHS 

Foundation Trust within this.    

As RLBUHT moves closer toward achieving NHS Foundation Trust status, it is important to 

consider how the Council of Governors, the Executive Directors and Non-Executive Directors will 

understand the full range of services provided by the Trust and find out about the issues and 

concerns affecting staff and patients.   

A formal process for escalation of issues identified by Governors is currently being developed 

brought the development of a “holding to account” framework.   

6.16 Organisation Learning 
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The Trust is committed to learning from incidents and complaints in a culture that is open and 

transparent and share learning across the organisation.  This is achieved in a number of ways: 

 Reporting of analysis and trends to Committees and the Board   

 Review of incidents from the weekly safety meeting  

 Communication through the weekly Patient Safety Bulletins 

 Awareness raising through various materials including poster campaigns, all user emails 

 Reviews of incidents and claims at Perfect Ward and Divisional Governance meetings.  

7. OUTPUTS FROM BOARD ASSURANCE AND ESCALATION FRAMEWORK   

Using the information flows defined within this Board Assurance and Escalation Framework 

supports the Trust Board in the development of, and provides assurance for:   

• Quality Account  

• Annual Governance Statement  

• Monitor Compliance Statements  

• Compliance with Monitor  and TDA targets  

• CQC compliance 

 Annual Report 
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Appendix 1 Trust Board to Ward Structure 

 

HCA 

•Range of clinical responsibilities to deliver patient care itemised, e.g. privacy & dignity, personal care,  support patient during clinical investigations, reporting incidents, documenting care in nursing records 
(countersigned) 

•Standard statements in Job Descriptions on e.g. equality & diversity, infection control policies and procedure, confidentiality, freedom of information, management of risk and health & safety, safe guarding 
children & vulnerable adults, records management & information quality.   

•Competency Statement in Appraisal  for quality & performance indicator -  I deliver the best quality service I can, collecting, collating and reporting on routine data and information consistently and competently    

Nurse 

•  Range of clinical responsibilities to deliver patient care itemised, e.g. safe comfortable therapeutic environment, informs nurse in charge when circumstances change affecting patient care, involving patients and 
carers in the planning and delivery of care, maintain and improve quality of patient care through contribution to the development of standards and clinical benchmarking,  

•Standard statements  in Job Descriptions  (as above)   

•Competency Statement in Appraisal  for quality & performance indicator - I set and monitor standards of quality and productivity by gathering, analysing and reporting on a range of quality data and information 
designed to improve patient care and services, and to meet performance targets    

Ward 

Manager 

•Range of clinical responsibilities to deliver patient care itemised, e.g. critical analytical approach to care delivery, risk management policy and action plans, develop methods for identifying, maintaining and 
improving the quality of patient care  

•Standard statements in Job Descriptions (as above)   

•Ward manager accountability framework (quality indicators) e.g.  Observations of practice, audit, team meetings, patients surgery, complaints responses, ‘knowing how we are doing boards’. 

•Competency Statement in Appraisal  for quality & performance indicator - I actively lead on improving the delivery of patient care and services by analysis of complex data and information, developing and 
implementing solutions to enhance quality and meet performance targets   

Matron 

•Range of clinical responsibilities to deliver patient care itemised, e.g. Expected to create an environment of continuous quality improvement …. Actively support the directorate in provision of high quality, modern, 
dynamic and patient centred services….. Support directorate in delivery of key performance targets …. Ensure implementation of national, local and trust standards of best practice and quality and monitor 
performance to inform the corporate review programme.   
•Standard statements in Job Descriptions (as above)   
•Competency Statement in Appraisal  for quality & performance indicator - I actively lead on improving the delivery of patient care and services by analysis of complex data and information, developing and 
implementing solutions to enhance quality and meet performance targets   

 

Directorat
e Manager 

•Range of managerial  responsibilities to deliver quality & performance itemised, e.g. accountable along with the CD for the performance of the Directorate … establish a clear vision for the directorate and work with 
senior colleagues to create a working environment to empower staff to achieve optimal performance … report progress  to divisional governance team and via the performance review process 

•Standard statements in Job Descriptions (as above)   

•Competency Statement in Appraisal  for quality & performance indicator - I actively develop a culture of quality and productivity to improve patient care and services by ensuring that relevant and up to date 
information is accurately presented, analysed and used to demonstrate and improve quality and performance. 

 

 

DGM 

•Range of managerial  responsibilities to deliver quality & performance itemised, e.g. ensuring that clinical decisions are reflected in the decision making process  … link with commissioners about service 
developments, contracts and clinical care pathways,  performance of the division including meeting national standards  e.g. CQC and access to service ….resolve complex issues ensuring that lessons are learnt …. 
Setting framework to deliver safe, effective high quality direct patient care and social care services  …. set goals and standards , 

•Standard statements in Job Descriptions (as above)   

•Competency Statement in Appraisal  for quality & performance indicator - I actively develop a culture of quality and productivity to improve patient care and services by ensuring that relevant and up to date 
information is accurately presented, analysed and used to demonstrate and improve quality and performance. 
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Director  

of  

Operations 

•Range of managerial  responsibilities to deliver quality & performance e.g. responsibility for the effective and efficient delivery of the day to day operational performance of the Trust ensuring high quality 
patient care within agreed budgetary parameters … has specific responsibility for facilitating the development of improvement strategies to deliver the Trust’s continued success …  establish working 
relationships with the Divisions to deliver the highest standards of operational service and to deliver performance targets … provides visible leadership to the Divisions on performance and financial 
management, overseeing action planning and exception reporting to demonstrate progress against cost and quality targets.  

•Standard statements in Job Descriptions on e.g. confidentiality, health & safety, clinical governance & risk management, conflict of interest, code of conduct, infection control, information quality assurance, 
freedom of information, equal opportunities,    

•Competency Statement in Appraisal  for quality & performance indicator -  I actively develop a culture of quality and productivity to improve patient care and services by ensuring that relevant and up to 
date information is accurately presented, analysed and used to demonstrate and improve quality and performance. 

Chief Nurse 

• Range of managerial  responsibilities to deliver quality & performance e.g. pivotal in ensuring the provision of an effective high quality nursing service, responsible for the provision of advice and guidance to 
the organisation at the highest level on nursing and quality related matters … vital role in supporting quality initiatives, and issues of access and equality & diversity to improve the patient experience. …. 
ensure the services delivered to patients are excellent, accessible, equitable and safe … ongoing development of the quality strategy and monitoring its effectiveness through a robust audit programme to 
ensure delivery of high quality services to patients.   

•Standard statements in Job Descriptions on e.g. confidentiality, health & safety, clinical governance & risk management, conflict of interest, code of conduct, infection control, information quality assurance, 
freedom of information, equal opportunities,    

•Competency Statement in Appraisal  for quality & performance indicator -  I actively develop a culture of quality and productivity to improve patient care and services by ensuring that relevant and up to 
date information is accurately presented, analysed and used to demonstrate and improve quality and performance. 

Medical  

Director 

•Range of managerial  responsibilities to deliver quality & performance e.g. leads shapes and steers the clinical service delivered by the Trust in order to drive the best health outcomes for the communities 
served  … As the advocate for both the patient and the medical community, ensure the systems and processes are in place to safeguard the quality of the clinical service across the Trust and deliver optimal 
outcomes for people.  Ensure clinical risk strategy is developed and implemented for same reason … responsible officer for Fitness to Practice so that the Board is assured that the clinical service standards are 
maintained.. 

•Standard statements in Job Descriptions on e.g. equality & diversity, infection control policies and procedure, confidentiality, freedom of information, management of risk and health & safety, safe guarding 
children & vulnerable adults, records management & information quality.   

•Competency Statement in Appraisal  for quality & performance indicator -  I actively develop a culture of quality and productivity to improve patient care and services by ensuring that relevant and up to 
date information is accurately presented, analysed and used to demonstrate and improve quality and performance. 

NED 

•Competency Statement in NED Appraisal  indicators - Adds value to the work of the board through personal expertise and promotion of excellent corporate governance, Patient, carer and community 
focus  e.g.  prepared to challenge established thinking on current strategy or practice, policy and use of resources …. probes and tests information and assumptions, seeking assurance … makes the most of 
current opportunities to bring about improvements that are of benefit to staff, carers or patients … uses insight into the broad strategic direction of health and social care to help shape and implement the 
approaches and culture and influences developments across the wider health and social care context.   

assurance�and�escalation�frame

Top

Overall�Page�166�of�192
Page�15�of�20

http://www.eshareuk.com


  

Assurance and Escalation Framework v2.0 Page 16 
 

Appendix 2 Chair’s Key Issues Log  

 
 
Committee/Sub Committee Date Chair 

 
Agenda Item Issue and Lead Officer Receiving Body, e.g. 

Board Committee 
 
 
 

Recommendation/Assurance/mandate to receiving body 
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Appendix 3 Trust Committee Structure  

 

 

 

TRUST BOARD 

Research & 
Development 

Committee 

Research Ops 

Research 
Strategy 

Innovation 

Research 
Governance 

Resources & 
Performance 
Committee 

Capital Planning 

IMT Programme 
Board 

QEP Governance 

Sustainability 

Education 
Governance 

Health & Safety 

Equality & 
Diversity 

Audit & 
Assurance 
Committee 

Quality 
Governance 
Committee 

Patient Safety Clinical and Cost 
Effectiveness  

Patient 
Experience  

 Medicine 
Divisional 

Governance  

Surgery 
Divisional 

Governance  

Charitable Funds 
Committee 

Remuneration 
Committee 

Transformation 
Committee 

Programme 
Funding Group 

Transformation 
Design Group 

New Hospital 
Implementation 

Group 
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Appendix 4 Role and Function of Key Committees  

Committee  Principal Functions 

Audit and Assurance Committee  

 3 Non-Executive Directors  
 

Provides independent assurance to the Board for 
processes operating within the Trust for risk, 
control and governance.   The Committee will 
assure the Board of Directors that there are 
effective systems of internal control and risk 
management (clinical, organisational and 
financial) across the organisation. 

Quality Governance Committee  
• 2 Non-Executive Directors   
• Chief Executive 
• Chief Nurse  
• Medical Director      

Provides assurance to the Board that high 
standards of care are provided and that 
adequate and appropriate governance 
structures, processes and controls are in place 
to: 
• Promote safety and excellence in patient 
care. 
• Identify, prioritise and manage risk 
arising from clinical care. 
• Ensure effective and efficient use of 
resources through evidence-based clinical 
practice. 
• Promote wellbeing of patients.  
Responsible for managing the strategic risks 
relevant to its area of responsibility and to 
provide assurance that the risks are being 
managed. 

Resources and Performance Committee  
• 2 Non-Executive Directors   
• All Exec Directors including Chief 
Executive. 

Provide assurance to the Board in relation to 
financial and non - financial performance 
(corporate) performance issues. The Committee 
will review and advise the Board on in year 
performance against agreed objectives.  
 
Provide assurance to the Board to ensure that 
the workforce has the capacity and capability to 
provide high quality, safe patient care effective 
management, leadership and development, 
workforce planning education and learning, and 
organisational development in accordance with 
the Trust’s strategic aims. 
 
Responsible for managing the strategic risks 
relevant to its area of responsibility and to 
provide assurance that the risks are being 
managed. 

Charitable Funds Committee  
• Chairman of the Board   
• One Non-Executive Director  
• Director of Finance 

 Medical Director or Executive Director of 
Nursing and Operations (One Committee 

 
To oversee the management, investment, 
monitoring and effective use of the funds.  The 
Committee will approve expenditure from the 
charitable funds of the Trust in accordance with 
its delegated authority, the objects of each fund 
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place to be shared). and in compliance with Charity Commission 
Regulations. 
 
The Committee is responsible for managing the 
strategic risks relevant to its area of 
responsibility and to provide assurance that the 
risks are being managed 
 

Transformation Committee (draft)  
 

 Trust Chairman 

 One Non-Executive Director (who will 
operate as Chair of the Committee) 

 Chief Executive 

 All Executive Directors 
 

The Committee is responsible for the direction, 
management, delivery and governance of the 
2018 Programme and inter-related delivery 
groups. 
 
The Committee is responsible for managing the 
strategic risks relevant to its area of 
responsibility and to provide assurance that the 
risks are being managed.  
 
 

Remuneration Committee  
 

• Three Non-Executive Directors  

The Committee will determine remuneration, 
terms and conditions and allowances for the 
Chief Executive, Executive Directors, senior 
managers on Trust Contracts and all other staff 
employed on Trust terms and conditions. 
 
The Committee will consider what compensation 
commitments (including pension contributions 
and other elements) their directors’ terms of 
appointment would give rise to in the event of 
early termination.   
 
The Committee is responsible for managing the 
strategic risks relevant to its area of 
responsibility and to provide assurance that the 
risks are being managed. 
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Appendix 5: Risk Assessment Matrix  

 

 

LIKELIHOOD 

 IMPACT 

Insignificant Minor Moderate Severe  Catastrophic 

Almost no 

impact  

Small 

impact  

Significant 

impact  

Major 

impact  

Objectives 

could not be 

achieved 

1 Extremely 

unlikely  

1 2 3 4 5 

2 Unlikely 2 4 6 8 10 

3 Possible 3 6 9 12 15 

4 Somewhat 

Likely 

4 8 12 16 20 

5 Very likely  5 10 15 20 25 

 

SCORE Incident / Risk Grade 

(NPSA Cat.) 

Level of Risk Communicated to 

and overseen by 

15 - 25 Catastrophic SIGNIFICANT 

Executive Director 

Reported to Board of Directors 

10-14 Major HIGH 

Divisional Management /Head of 

Department 

Reported to relevant Board 

Committee  

8 - 9 Moderate MEDIUM 

Directorate Manager /Head of 

Department  

Reported to Divisional 

Governance 

4-6 Minor LOW 

Ward Manager /equivalent  

Perfect Ward  

1-3 None VERY LOW 
Ward/Departmental 

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

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

X Staff X Legal frameworks (HSE, NHS Constitution, Public Interest  
Disclosure Act) 

X Other (Students, Community, other HCPs)   
 

Have we considered opportunity & risk in the following areas?                       

X Clinical  Financial  X Reputation  

Quality and Patient Care and Services  Skilled and Competent Workforce 

 

EXECUTIVE SUMMARY: 

 

1. STRATEGIC CONTEXT                     

Sir Robert Francis QC’s much-anticipated report was published on 11 February 2015. The review was set up 
to look into how NHS organisations handle concerns raised by staff in the wake of the Mid Staffordshire 
enquiry which, in part, attributed poor patient care to a culture of NHS staff feeling unable to raise concerns. 
The Review emphasises with some force the requirement for NHS bodies to encourage openness and 
transparency in handling concerns. There is a real emphasis on the continued need for cultural change, with 
a focus on leadership, training and the proper management of complaints. NHS bodies are encouraged to 
embrace this new culture. Sir Robert’s stated priority is that “above all, behaviour by anyone which is 
designed to bully staff into silence, or to subject them to retribution by speaking up, must not be tolerated.”  
The full report is available at www.freedomtospeakup.org.uk 
 
The report also considers the recommendations from the Savile report from Kate Lampard with regard to 
raising concerns, which was released in February 2015.     
 
2. QUESTION(S) ADDRESSED IN THIS REPORT 
The Review sets out 20 principles for change and 36 specific actions that cover local and national 
organisations grouped under five key themes: 

 Culture 
 Handling of cases when concerns are raised 
 Measures to support good practice 
 Measures for vulnerable groups 
 Additional legal protection 

 
3. CONCLUSION AND RECOMMENDATION 
The Review envisages some important legislation changes for the NHS specifically, and other measures, 
which Sir Robert considers the NHS has a “moral obligation” to adopt. The Secretary of State has already 

purpose of paper Key facts 
 For assurance Sponsor: Ros Edwards 
 To note 
X For decision (no budget requested) Service line affected: Trust 
  Date of board meeting to discuss this paper:  31 March 2015 

  Security marking:  Not Restricted 

  Please note, this report could be subject to FOI disclosure 

Other forums where this will be discussed:  Resources and Performance Committee, Joint Consultative Group, 
Divisional Partnership Meetings, Health and Safety Committee   
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confirmed that he is “accepting all [Sir Robert’s] recommendations in principle” and that the NHS-specific 
legislation will be introduced before the election. The over-arching recommendations are: 

 All organisations should implement the principles and actions in the report in line with the 
good practice outlined 

 The Health Secretary reviews progress at least once a year against the actions in the report 

The Trust is in a good position to respond to the report and this builds on the best practice already in place 
such the work on staff engagement and the deep dive interventions, which are an established method of 
dealing with staff concerns.  However, this is clearly an issue that will require further debate and actions 
from staff at all levels of the organisation to meet the challenges of the review.    
 
The Trust Board is asked to approve the actions detailed in this report.        
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PURPOSE 
 
INTRODUCTION & BACKGROUND OF REPORT 
The review was set up to look into how NHS organisations handle concerns raised by staff in the wake of the 
Mid Staffordshire enquiry which, in part, attributed poor patient care to a culture of NHS staff feeling unable 
to raise concerns. 
 
The Review emphasises with some force the requirement for NHS bodies to encourage openness and 
transparency in handling concerns. There is a real emphasis on the continued need for cultural change, with 
a focus on leadership, training and the proper management of complaints. NHS bodies are encouraged to 
embrace this new culture. Sir Robert’s stated priority is that “above all, behaviour by anyone which is 
designed to bully staff into silence, or to subject them to retribution by speaking up, must not be 
tolerated.”  
 
The full report is available at www.freedomtospeakup.org.uk 
 
The Freedom to Speak Up report recognised that progress has been made in the NHS since the public inquiry 
into the failings Mid Staffordshire, and that there is clear evidence that concerns are raised on a daily basis, 
are listened to, and are addressed way in which management responds to concerns.  There are clear overlaps 
in our statutory requirements with regard to whistleblowing, Duty and Candour and the Fit and Proper 
Person Test and they can often be confused, for clarity an overview of each requirement is attached 
(appendix 1). The report also considers the recommendations from the Savile report from Kate Lampard with 
regard to raising concerns, which was released in February 2015.     
 
The Trust response for the 2014 survey with regard to staff agreeing they would feel secure to raise concerns 
about unsafe clinical practice was 65%, which was below the 2014 average for acute trusts, which was 67%.  
The best score for acute trusts was 80%.  This demonstrates that there is still significant work to be done to 
secure the confidence of our staff.        
 
This is summary of the key themes from the report:  
 
Culture  
The report emphasises a need for a culture of safety and learning in which all staff feel safe to raise a concern 
and for these conversations to take place as part of everyday practice. It identified that there remains a 
disparity between policies and standardisation of procedures and the level of support given to staff. The 
issue of bullying featured highly, the report identified the need for a system-wide approach. To improve 
culture, employers are encouraged to celebrate the benefits for patients and the public when concerns are 
raised.  
 
Handling cases 
The report provided clear evidence that in many of the cases, much of the pain and expense could have been 
more easily avoided if concerns had been handled effectively early on. The report stresses the importance of 
organisations investigating concerns raised to identify the facts, and appropriate feedback is given to the 
individual(s) raising the concern.  
 
Measures to support good practice 
While creating the right culture and enabling effective reporting and handling of concerns is essential, the 
report highlights some major gaps in training for all staff so that they understand the importance of raising 
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concerns and how to raise a concern, and for managers so that they are appropriately equipped and 
supported. 
 
Measures for vulnerable Groups 
The review found that certain groups of staff were particularly vulnerable when raising concerns because of 
the nature of their term of employment which means that they are less likely to be a fully integrated 
member of a team, and they may miss out on the same level of induction, training, and communications that 
permanent members of staff may have around raising concerns.  

 
KEY ISSUES & EXCEPTIONS 
 

 The responsibility for policy and practice should rest with the executive board member who has 
responsibility for safety and quality  

 The Trust should appoint a champion or guardian who has lead responsibility for dealing with 
concerns raised to act as a ‘Freedom to Speak Up Guardian’.  This person should be appointed by the 
CEO and act in a genuinely independent capacity. 

 The Trust should ensure that we have at least one nominated director to receive and handle 
concerns 

 All departments should nominate at least one manager to receive and handle concerns   

 The Trust Board and senior teams adopt and promote a zero tolerance approach to bullying and 
ensure that this is clearly communicated across the Trust. 

 The Whistleblowing Policy should be reviewed to ensure that it reflects the national template.  The 
scope of the policy should be extended to cover whistleblowing and raising concerns. The national 
Whistle- blowing helpline should be clearly publicised.  

 Publicise the bullying and harassment policy and deal with any issues pro-actively      

 The Trust has an effective process in place as part of the Deep Dive Steering Group which enables 
concerns to be raised, this should be publicised and celebrated. 

 Continue with Staff Engagement Strategy and ensure that leaders are visible to all staff. 

 There will be a nationally agreed training plan for all staff devised by HEE and NHS England which the 
Trust will need to support (details to follow on this)    

 Continue with staff conversations in line with the Staff Engagement Strategy 

 Encourage team meetings, 1:1 sessions, staff briefings, reflective practice to be used as forums to 

raise concerns and drive improvement.  Ensure that staff feel able to work with colleagues to find 

solutions 

 The report recommends that Trusts should devise and implement systems to enable investigations to 
be undertaken, where appropriate by external investigators.  This reflects our current practice and a 
number of investigations have been carried out by external providers.        

 The report recommends that chief executives, or other designated officer in organisations, should be 
involved and have responsibility for regularly reviewing all formal concerns. This reflects the process 
in place for the areas involved in ‘deep dives’, but consideration needs to be given to how other 
formal concerns can be reviewed as formal concerns are required to be published in the Quality 
Accounts. 

 Consider whether an anonymous helpline, an intranet page or e-mail address should be developed 
for staff to report concerns  

 Any settlement agreements must signed off at CEO level and any confidentiality clauses should 
genuinely be in the public interest.  Any agreements should be available for CQC inspection. 
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 The report recommends giving staff access to mediation, mentoring, advice and counselling. These 

services are available to Trust employees via Staff Support Services and should be promoted  

 In cases of whistleblowing the report recommends that staff should be supported to find alternative 
employment in the NHS, where it is mutually agreed with the individual that this is the most 
appropriate thing to do and utilises valuable skills.  The Trust will need to agree with local Trusts how 
this could be managed and supported via the HR Director network    

 The report specifically makes reference to locums, agency and bank workers, student and volunteers 
being more vulnerable, the Trust needs consider how we communicate engage and support all 
workers in the Trust to raise concerns. 

 Black and minority ethnic (BME) were also vulnerable and excluded with some cultural issues on 
their confidence to report concerns.  This should be explored within the Equality and Diversity Sub-
Committee and the BME Networks.   

 
IMPACT ON STRATEGIC OBJECTIVES & RECOMMENDATIONS 
The Trust is in a good position to respond to the report and this builds on the best practice already in place 
such the work on staff engagement and the deep dive interventions, which are an established method of 
dealing with staff concerns.  
 
The Trust Board are tasked with specific actions which are detailed in the report, however this is clearly an 
issue that will require further debate and actions from staff at all levels of the organisation to meet the 
challenges of the review.  The Board is asked to support the recommendations within the report.  
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Policy Statements  
 
Duty of Candour Policy Objectives are:  This policy sets out the appropriate processes for communicating 
with a patient and/or family/carer following a reportable patient safety incident and should be followed in 
conjunction with Trust Incident Reporting Policy and Procedure. In addition to the ‘professional duty of 
candour’ of individual healthcare professionals, and as a result of the Francis Inquiry, there now exists under 
the NHS Standard Contract, issued by NHS England, a ‘contractual duty of candour’ for NHS organisations to 
ensure that ‘patients/their families are told about patient safety incidents that affect them, receive 
appropriate apologies, are kept informed about investigations and are supported to deal with the 
consequences.’  [NHS Standard Contract 2014/15, Updated Technical Guidance, Appendix 5] 
 
Whistleblowing Policy Objectives are: Any member of staff, who raises concerns in good faith, can do so in 
confidence without fear of reprisal or victimisation. This policy sets out a process for staff to follow which 
offers them a confidential route to raise genuine concerns and provides support throughout the process.
  
The Public Interest Disclosure Act (PIDA) 1998 ensures protection for employees who have concerns about 
the organisation they work for.  
 
Certain kinds of disclosures qualify for protection ("qualifying disclosures"). Qualifying disclosures are 
disclosures of information which the worker reasonably believes tend to show one or more of the following 
matters is either happening now, took place in the past, or is likely to happen in the future. The following are 
all examples of qualifying disclosures: 
 

 a criminal offence 

 the breach of a legal obligation  

 a miscarriage of justice 

 a danger to the health or safety of any individual 

 damage to the environment 

 deliberate covering up of information tending to show any of the above five matters 

 abuse or mistreatment of patients or other staff 

 exposing patients to unacceptable risk 

 acts of fraud and theft against the organisation and patients  

 dangerous Health and Safety situations  

 deliberately concealing information relating to any malpractice  

 staff working under the influence of alcohol  

 bullying or harassment of staff/patients  
 

Fit and Proper Person Test- The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 (the 
2014 Regulations) places a duty on NHS providers not to appoint a person or allow a person to continue to 
be an executive director or equivalent or a non-executive director (NED) under given circumstances  
 The requirement for fit and proper persons  
 Providers must not appoint a person to an executive director level post (including associate directors) or to a     
non-executive director post unless they are:  
 

 Of good character;  

 Have the necessary qualifications, skills and experience;  

 Are able to perform the work that they are employed for after reasonable adjustments are made; 

  Can supply information as set out in Schedule 3 of the Regulations (see the Role of the CQC below).  
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FOCUSED REVIEW: REFERENCE 

INFORMATION 

Purpose of paper Key facts 
x For assurance 

 
Sponsor: Lisa Grant, Chief Nurse 

☐ To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  31/03/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive Team Meeting 4th March 2015 
(Please see appendix for details of full audit trail of this paper) 

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

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

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

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

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Patient safety and experience  State: Effectiveness State: Public document  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

 

The Trust commissioned an independent review of its risk management arrangements to seek assurance with regards to 

its internal policies and processes. The review was undertaken by Deloitte and a board workshop was held in June to 

discuss the reviews findings.  The final report was produced in August 2014. The Board considered the findings of the 

review and the action plan in September 2014. The actions within the plan have been monitored by the Foundation 

Trust Steering Group (FTSG).  

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

 

The report outlines the work undertaken to date with regards to the implementation of the recommendations following 

the Deloitte review of risk management arrangements. There has been some significant work undertaken across the 

trust over the last 12 months and the action plan provides assurances with regards to the work undertaken to date and 

the timescales for delivery of the plan.  

 

 

3. CONCLUSION AND RECOMMENDATION                                   

 

The Board is asked to note the progress with the Risk Management Review Action Plan  

Risk�Management�Action�Plan�Fr

Top

Overall�Page�178�of�192
Page�1�of�3

http://www.eshareuk.com


RLBUHT BOARD PACK

 
  

  
 

TITLE: Risk Management Review Action Plan  AUTHOR: Lisa Grant 

 

 

 

 

 

 

1. STRATEGIC CONTEXT    

 

The Trust commissioned an independent review of its risk management arrangements to seek assurance with regards to 

its internal policies and processes. The review was undertaken by Deloitte and a board workshop was held in June to 

discuss the reviews findings.  The final report was produced in August 2014. The Board considered the findings of the 

review and the action plan in September 2014.  

 

The findings of the review at the time of the report noted the focus on risk management arrangements and the need for 

the Board to promote a positive risk culture across the organisation. A  number of improvements were noted as well as 

some material gaps that required addressing to enable the Trust to effectively manage risk.  

 

The review findings within the report were grouped into two theme areas: 

 

 Board oversight of risk; and 

 Risk and culture within the organisation 

 

A total of 24 recommendations were presented to the Trust that have been taken forward within the risk the action 

plan. This included the development of a Risk Management Policy that was undertaken and ratified by the Board In 

September 2014.  

 

The key recommendations were taken forward and can be found within appendix 1 of this report.  

 

2. QUESTION(S) ADDRESSED BY THIS REPORT              

 

This report addresses the following questions: 

1. Has the trust taken forward the recommendations outllined within the Deloitte Report on Risk Management? 

2. Has the trust made improvements with regards to Board oversight of risk and with regards to risk and culture within 

the organisation? 

2. What is the timescale for delivery of the plan? 
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TITLE: Risk Management Review Action Plan  AUTHOR: Lisa Grant 

 

 

 

3. ANALYSIS 

 

The actions within the plan are progressing with additional resource approved to support each division. The work that 

has been undertaken to date now needs to be further embedded across the trust and monitored through the trusts 

reporting structures.  

 

A Risk Management Policy was ratified by the Board in September 2014 and has been shared with both divisions and 

directorates. Further scrutiny of all risk registers has commenced across the trust. An audit of compliance with the Risk 

Policy has commenced and will continue going forward. Key performance indicators have also been added to the board 

pack to ensure that the trust is meeting its objectives with regards to the policy.  

 

There have been improvements made over the last 12 months with regards to risk management and the reporting of 

clinical incidents. The National Staff Survey 2014 has seen an improvement with 90% of staff reporting incidents 

compared to 86% in 2013.  Going forward work has commenced on ensuring individual staff receive feedback following 

the submission of an incident on Datix. The processes for monitoring RCA’s and action plans are now robust and 

continued work to support staff to further embed this work has commenced. The risk registers across the trust have had 

additional focus to ensure that they are amalgamated when appropriate across the divisions, horizon scanning for 

potential risk and are accurately recording the description of the risk and the controls in place. The risk registers and the 

BAF will be presented to the committees that oversee risk within their terms of reference in April 2015.  

 

The action plan is currently planning to be completed by the end of April 2015.  

 

                                                   

4. CONCLUSION & RECOMMENDATION               

          

The Board are asked to note the progress to date and the schedule of work left to complete by April 2015. The Board 

are also asked to note the plan of work that will continue to embed the changes across the trust going forward.  
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 

Domain 

Ref

FT Plan 

Ref

Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

A.1 A.1 Board Oversight - Board risk awareness
A1.1 45.20 Risk Management 

Strategy

31-Mar-15 LG R1 -  HIGH - Revise RMS in line with recommendations and establish RMS implementation 

plan to enable tracking of progress against objectives.

March Update  -  LG - RMS KPI's to be presented at March Patient Safety Group 

by HB and then on to Trust Board for the April board pack. 

g

A1.1 45.30 30-Sep-14 LG R2 -  HIGH - introduce a risk management policy in order to allow staff to clearly understand 

the processes for identifying & managing risks.

Completed

g

A1.2 45.40 Risk Appetite 30-Apr-15 LG R3 - Risk appetite -  HIGH - agree the trust's risk appetite and a Risk Appetite Statement to 

be used to communicate this to all stakeholders.

Risk appetite statement completed. The statement is now in the process of 

being circulated to all stakeholders.

A1.3 45.51 Risk Training 31-Jan-15 LG / MW R4 - Risk Training - Risk training needs to be delivered as part of the Board Development 

Programme with annual updates as required.

Completed. To be included on forward plan for board development. 

g

A1.4 45.52 Risks Assocated with 

QEPs

00-Jan-00 00-Jan-00 R5 -  HIGH - The QEP Governance Process actions - covered by other actions in the FT 

Project Plan

No update to report this month

g

A.2 A.2 Board Oversight - Risk Capture, Reporting 7 Oversight
A2.1 45.53 BAF 30-Apr-15 MW R6 - Use of BAF - Use the BAF to promote debate and inform the agenda of the Board.  

Further refinements to the BAF are required and include:

• Incorporation of a risk heat map to provide an at-a-glance view of current risk scores, 

which can then be compared with the risk appetite; and

• Enhancement of the narrative to provide a clearer articulation of controls and assurances 

in relation to the risks described.

Jan 15 -  MW - Heat map included.  Narrative provided in covering report.  

Future quarerly reports to include "path to green" for risks and highlight key 

milestons.                                                                                                                     3rd 

quarter review of BAF focussed on outstanding actions to ensure due dates 

agreed for and that gaps in assurance are progressed. 

g

A2.2 45.60 Risk Reporting 30-Apr-15 LG / MW R7 - Corporate Risk Register -  HIGH - establish formal CRR and agree where responsibility 

for review and oversight of the CRR falls within the trust's governance structures.

A Corporate Risk Meeting has commenced in March and will report through the 

Patient Safety Sub Committee then onto the relevant sub committee of the 

board. A report to PSSC has always been in place with regards to corporate risks 

however this group will provide further scrutiny and oversight. 

g

A2.2 45.61 30-Apr-15 LG R8 - Focus on key emerging risks - Review the monthly risk report to ensure an optimal 

focus on the key emerging risks.

The external scan report is presented to the Board each month and will also be 

shared with the governance team so that identified emerging risks can be 

added to the appropriate risk register.   The Board receive an overview of risks 

scoring 15 and above as part of the board pack. Further strengthening of the 

utilisation of the risk registers at directorate level will also enhance reporting 

structures to the board. 

A2.3 45.62 Committees & Risk 

Management

31-Mar-15 MW R9 - Escalation - Review the Assurance and Escalation Framework to ensure that it 

accurately reflects the processes within the Trust and is communicated to all Trust staff.

March Update  -  MW - As per previous updated.  Planned March 15 where it 

will be considered by Trust Board. 
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 

Domain 

Ref

FT Plan 

Ref

Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

A2.3 45.63 31-Mar-15 All / MW R10 - Committee membership / attendance -  Review the membership of the key 

Committees and meetings to ensure appropriate staff attendance and members must be 

held to account for their (or nominated representative) attendance.  Consider introducing a 

minimum required level of attendance for all members.

Jan15  Update  -  MW - 75% attendance level in place.  Attendance reported as 

part of minutes.  

g

A2.3 45.64 30-Apr-15 MW /

JHG / 

LG / 

HJ

R11 - Review of BAF risks at committee - Each committee should have, at least quarterly, a 

dedicated agenda item for reviewing its assigned BAF risks. These will allow the committee 

Chairs or Executive leads to provide an overview of how the committee has sought 

assurance over the effective management of their assigned risks.

Jan Update  -  LG - Feb - MW and HB have discussed the reports and to date 

they are presented together at QGC and R&PC further discussions to take place 

regarding the production of a composite report. Discuss at FT steering group. 

March Update  -  MW - Composite report to QGC and R & P Jan 15.  Further 

work necessary to integrate and identify key issues. The BAF and risk registers 

will be presented to QGC and RPC in April. 

A2.3 45.65 31-Mar-15 MW R12 - links between assurance committees - Formally establish links between the assurance 

committees to ensure that all risk areas are appropriately addressed, thereby avoiding both 

unnecessary duplication and items being missed between committees.  This may be 

facilitated by holding regular meeting between all Chairs and Executive leads, or maximising 

the benefits of cross-membership by nominating individuals to provide high level overviews 

at respective committees.  The Assurance and Escalation Framework should be fully 

updated to articulate any established links.

March Update  -  MW - Assurance and Escalation Framework to be  considered 

by the board in March. Committee chairs prompted to give update at Board.  
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 

Domain 

Ref

FT Plan 

Ref

Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

B.1 B.1 Risk Culture Within the Organisation - Risk Governance

B1.1 45.67 Risk Identification & 

Recording

30-Apr-15 LG R14 - Use of Datix -  HIGH - Staff need to understand their responsibilities in relation to risk 

management, be appropriately trained in the use of Datix and receive feedback on incidents 

raised.  In order to facilitate this, the Trust should ensure that Datix forms are simple and 

intuitive to complete.

Jan Update  -  LG - Staff understand their responsibilities in relation to risk 

management - The Chief Nurse specifically discusses this on induction. Staff 

receive training specifically as part of corporate induction and mandatory 

training. To strengthen this process Datix will be added to local induction for 

staff to be shown on a 1:1 basis. The phoneline exists but this is still under 

utilised. 

03 Feb - FTSG - Incident Reporting Feedback – investigate system capability to 

automatically provide email feedback on outcome of incident investigation.                                                                                                                                                                                    

March -A presentation to all Ward Managers and Matrons will take place in 

March at Perfect Ward informing them of the process to respond to all staff 

who complete a datix incident. Further guidance has been added to datix and 

ward managers asked to share with staff on how to complete an incident form.   

The same guidance is discussed at Induction and Mandatory Training and is 

available via the Staff Hub and DATIX.  

Until local feedback is  embedded staff will who request feedback on the 

incident report form will receive a letter once the investigation is complete – 

with the investigation findings, alternatively they will  be informed to seek 

feedback from their line manager for all other low graded incidents for local 

trend analysis. Staff will also be asked to keep the letter received to go as part 

as evidence into their appraisal so that the number of incidents reported by 

staff can be discussed by them and their manager. To facilitate this 2 band 2 

administration assistants will be recruited to for a 6 month period.   This 

process will be adopted for all clinical and non clinical incident reporting – with 

a link to the health and safety team where appropriate.

B1.2 45.68 Risk Governance & 

Escalation

31-Oct-14 AK R15 - Chief Risk Officer - Consider appointment of designation of Chief Risk Officer who can 

coordinate and lead on risk management activity.

Jan Update  -  LG - FTSG

Jan Update  -  MW - Email to LG and AK 30 Jan 2015                                      March - 

this has been added to LG job description 

g

B1.2 45.70 31-Mar-15 LG R16.1 -  HIGH - Ensure all divisions have equitable and appropriate access to governance 

resources in order to effectively manage localised risks and incidents. 

Jan Update  -  LG - 2 x band 8A governance leads appointed, surgical post holder 

commenced medicine post to start in May however Medicine has some interim 

governance arrangements in place.  Assurance will be identified through 

divisional governance minutes that are presented to QGC on a monthly basis. 

g
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 

Domain 

Ref

FT Plan 

Ref

Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

B1.2 45.80 30-Apr-15 LG R16.2 - stanardise processes - standardise the processes for managing risk between 

divisions to ensure consistent and comparable approached are taken.

Jan Update  -  LG - The governance post holders will be responsible for 

achieving consistency across the trust working together to ensure processes are 

the same and that risks are managed consistently. Assurance will be identified 

through divisional governance minutes that are presented to QGC on a monthly 

basis. 

B1.3 45.90 Risk Training 30-Apr-15 LG / RE R17 - risk Management Training - Provide all staff with risks assessment and management 

training tailored for their grade and type of work.

March - The training for mandatory training and induction is currently being 

reviewed therefore as an interim measure guidance notes on how to complete 

an incident form have been put onto the Learning and Development staff hub, 

new staff are directed to this as part of theri induction. Those staff attending 

core skills updates are directed through the presentation on risk management. 

This will also be added to the Patient Safety Bulletin. 

B1.3 46.00 31-Mar-15 RE R17 - Ensure risks management responsibilities are clearly articulated within  job 

descriptions across the Trust and that these form an active part of the annual personal 

appraisal process.

March - team brief has been circulated to staff outlining their responsibilities 

and all new JD's now have this included. All staff have discussions on risk 

management as part of the patient safety indicator within their appraisal. 

g

B.2 B.2 Risk Culture Within the Organisation - Risk Reporting and Communication
B2.1 46.01 Risk Registers 31-Oct-14 LG R18 - ensure that risk  is a standing item -  Introduce standardised agendas for ward and 

departmental meetings and ensure that risk  is a standing item.There should also be a focus 

on lessons learned where appropriate, including relevant messages from, for example, the 

weekly meeting of harm and RCA bulletins (enabling staff without regular access to emails 

to understand key actions required to be taken).

Generic agendas have been produced for divisional governance and directorate 

governance meetings and are being embedded by the governance managers in 

each division. The divisional governance minutes will be monitored at QGC. 

Perfect Ward minutes will be presented within the new committee structure to 

Divisional Governance Meetings and provide assurances with regards to these 

discussions at ward/departmental level. The weekly safety meeting continues 

to highlight lessons learnt within the weekly Patient Safety Bulletin. 

g

B2.1 46.02 30-Apr-15 LG R19 - rolling audit programme - Introduce a rolling programme of audits to ensure that risks 

are appropriately articulated, consistently scored and have well defined mitigating actions 

with reviews according to dates set.

March - 2 audits are currently being undertaken, the first audit is a review of 

risk registers and compliance with the new Risk Policy, this will be presented to 

QGC in April. The second audit reviewed the Patient Safety Sub Committee 

agenda and use of the risk registers to capture and action risks. This was 

presented to QGC in March. 
g
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RISK MANAGEMENT REVIEW ACTION PLAN
BGAF 

Domain 

Ref

FT Plan 

Ref

Key Line of 

Enquiry
Planned 

Finish date Brd Lead Current Actions Update on Progress Plan Risk

B2.2 46.10 Incidents complaints 

& Claims

30-Apr-15 LG / All R20 - Triangulation Across Data Sets - Increase the level of triangulation across data sets, for 

example assessing the levels of complaints in particular areas against incidents recorded.  

This will assist in identifying and addressing underlying causal factors.

March Update  -  LG - Datix Complaints module is currently being rolled out 

across the trust and training has commenced. It is anticipated that this make 

take a number of months to have this in place. A 6 month analysis of incidents 

and complaints is presented at PSG and going forward will amalgamate this 

information in the quarterly report. The next report will be presented in April 

15. 

g

B2.2 46.15 31-Mar-15 LG / PW R21 - Trends in Lessons Learned -  HIGH - Where trends or lessons learned are identified, 

ensure that comprehensive action plans are devised and regularly reported to the 

committees.  These should include clear timeframes, responsible owners and measurable 

outcomes to enable the committees to clearly ascertain the level of progress made.

March Update  -  LG - RCA action plans have improved the trust position 

through Perfect Ward. HB will include within the 6 month review of risk trends 

identified from RCA's and incidents. This will be presented to PSG in March.  

There is now a plan to go back and audit that actions have been undertaken in 

clinical areas to provide additonal assurances that lessons have been learnt 

following an RCA. This will be reported through Patient Safety Sub Committee 

at the end of quarter 1. 

B2.4 46.20 Communication of 

Risks & Lessons 

Learned

01-Jan-15 HS / All R22 - Communication of Lessons Learned -  HIGH - lessons learned from key reports need to 

be: i) clearly defined and ii) methods for communication to Trust-wide staff confirmed.

There are a number of examples following the publication of key reports that 

have been reported across the trust. National Staffing Guidance in response to 

Francis and the Hard Truths Report is an example that is reported to Trust 

Board, the Francis Action Plan is discussed at QGC and was communicated to 

staff across the trust being accessible on the intranet. Going forward reports 

that are published will be take to the appropriate committee and an agreed 

plan to share the lessons learnt will be addressed as part of that discussion.  

g

B.3 B.3 Risk Culture Within the Organisation - Risk Culture
B3.1 46.30 Risk Culture 31-Jul-14 RE R23 - Incident Reporting - Develop an action plan to respond to staff feedback from the 

incident reporting workshop.  Ensure that the action plan includes clear timeframes for 

completion, responsible owners and measurable outcomes.  Key actions taken and progress 

made should be reported to staff using a ‘you said, we did’ approach.

The action plan has now been completed and will be reported at Patient Safety 

Group in April. 

g

B3.1 46.40 30-Sep-14 RE / LG R24 - Anonymous Reporting - Consider the introduction of an anonymous e-mail or hotline 

which will allow staff to report concerns or risks to the organisation.

March Update  -  Systems are in place and that anonymous reporting brings risk 

with regards to level of detail provided by the reporter. A whistle blowing policy 

is in place and being open policy. There are examples of staff escalating 

concerns directly to senior managers and executives. An example of this is 

Ward 4X when an action plan was developed, the risk was added to the risk 

register and reported through governance structures and to the Board. 

g
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    
At the November 2014 Board meeting a paper was presented outlining the key elements of the NHS 
England “Five Year Forward View” document which was published on 23rd October 2014. The Board 
paper set out a number of Trust enabling actions in order to ensure that it is able to effectively 
implement the provisions of the Five Year Forward View. 
 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       
Where is the Trust up to with delivering the enabling actions contained in the November 2014 
paper? 
 

 

3. CONCLUSION AND RECOMMENDATION                                  
The Trust acknowledges that it must appropriately equip itself to deliver the proposals in the Five 
Year Forward View and is making good progress in many areas. However, it is clear that ongoing 
review of approach and preparedness is vital against the extreme challenges being faced. 
 
 
 
 
 

Trust�Board�NHS�Forward�Plan�U

Top

Overall�Page�186�of�192
Page�1�of�3

http://www.eshareuk.com


RLBUHT BOARD PACK

[Type text] 
 

  
 

NHS England Forward View Update 

 

ofolong term 

longTITLE: DOUBLE CLICK TO INSERT  

AUTHOR: Paul Bradshaw/Mark Thorne 

 

MAIN REPORT:  

1. ANALYSIS                                                       
 
The November 2014 Board report set out a number of enabling actions which are listed below 
together with progress made to date at March 2015. 
 
Actions 

 Develop commercial acumen, capacity and capability across the senior management teams 
in the Trust to identify, support and deliver opportunities for service design and development 

 Develop capacity and capability within clinical leaders to engage in the discussions about 
service models that will emerge 

 Development of strategic business intelligence (financial, clinical and operational) to support 
clinical discussions and strategic decision making 

 Development of internal governance processes to support and enable future service 
redesign decisions whilst exercising appropriate oversight and assurance 

 
Progress 
Commercial acumen is being developed across senior management including through the following: 
- 

 Business planning – the process across the Trust has become increasingly sophisticated 
with good engagement both clinically and managerially. Business plans have highlighted 
multiple opportunities for efficiency improvements, joint working and care provision in 
community settings. 

 Business Development – established commercial business development principles are being 
employed within the Trust to identify and appraise opportunities and to respond to tenders. A 
sales forecasting approach is being developed although this has yet to be shared more 
widely including with the Board. 

 Business Intelligence – strong progress is being made in the development of business 
intelligence within the Trust. The data warehousing and BI portal project is advancing quickly 
(2nd stage business case was approved in February by EMT) and developments around 
strategic financial information are being introduced within the Trust (costing development 
action plan will be considered by R&P in April).  

 
Clinical leaders come together through regular clinical summits within the Trust and periodically 
involving partner organisations. Engagement in the Healthy Liverpool programme across a number 
of workstreams ensures that the Trust is able to influence economy wide plans and to understand all 
developments being proposed. 
 
The Trust is continually making greater use of key business intelligence information including 
performance and financial benchmarking to inform decision making. Recent further developments in 
the provision of service line reporting and patient level costing information are being used to greater 
effect. 
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The establishment and bedding in of the transformation programme brings with it the appropriate 
governance to ensure that innovative proposals are captured and developed in a carefully 
considered manner to minimize risks associated with implementation and to ensure that maximum 
benefits are realized. 

 

2. CONCLUSION & RECOMMENDATION                           
 
The Trust acknowledges that it must appropriately equip itself to deliver the proposals in the Five 
Year Forward View and is making good progress in many areas. However, it is clear that ongoing 
review of approach and preparedness is vital against the extreme challenges being faced. 
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Glossary of terms 

 
 
 

Acronym Term Definition 

 95
th

 percentile The 95
th

 percentile shows the result for 95% of patients. 

 Absenteeism % working days lost due to staff sickness. 

A&E Accident & Emergency 
Department 

Assesses and treats patients with serious injuries or illnesses. 

 Active pathway  

AMI Acute myocardial infarctions Commonly known as a heart attack. 

AHP Allied health professionals  

 Block patients  

BAF Board Assurance 
Framework 

A register of the major strategic risks to the Trust and what is being 
done to manage them. 

BMT Bone marrow 
transplantation 

A bone marrow transplant is a procedure that involves replacing 
damaged bone marrow with healthy bone marrow stem cells. 

CAS Central Alerting System Provides safety alerts. 

CAUTIs Catheter Associated Urinary 
Tract Infections 

Urinary tract infections (UTIs) which are associated with the use of a 
urinary catheter. 

CCG Clinical Commissioning 
Group 

CCGs are groups of GPs that will, from April 2013, be responsible for 
commissioning/buying local health and care services. 

CCSS Core Clinical Support 
Services 

 

CDT Clostridium Difficile Toxin 
infection 

Clostridium difficile infection is reported, based on detection of CDT 
that includes all samples except those where the patient has already 
been diagnosed in the previous four weeks. Measured as an absolute 
number of trust-attributable cases against an agreed trajectory. 

CLRN Comprehensive Local 
Research Network 

25 CLRNs cover the whole of England by region. They coordinate and 
facilitate the conduct of clinical research. 

CQC Care Quality Commission The Care Quality Commission (CQC) regulates all health and adult social 
care services in England. 

CQUIN Commissioning for Quality 
and Innovation 

 

 Day cases An elective patient admitted during the course of a day for treatment 
that does not require the use of a hospital bed overnight. 

DNAs Did Not Attends Outpatient appointments where the patient failed to attend. 

DoH Department of Health  

DVT Deep Vein Thrombosis Deep vein thrombosis (DVT) is a blood clot in a major vein that usually 
develops in the legs and/or pelvis. 

EBITDA Earnings before interest, 
tax, depreciation and 
amortisation 

A measure of the performance of the “underlying business” i.e. 
surplus/deficit from day to day operations. 

 EBITDA margin This compares the actual EBITDA to the income achieved. 

   

 Elective patients Patients for whom a procedure is performed by choice and planned. 

ECIST Emergency Care Intensive 
Support Team 

 

EDMS Electronic Document 
Management System 

 

ESBL Extended Spectrum Beta-
Lactamase 

The number of Trust attributes ESBL (Extended Spectrum Beta-
Lactamase) bloodstream infections reported, measured as an absolute 
number against an agreed trajectory. 

FT Foundation Trust  

FY Full Year  

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine. 
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Acronym Term Definition 

 Global trigger tool  

H&S Health & Safety  

HCA Health Care Assistant  

HRG Healthcare Resource Groups  

HSMR Hospital standardised 
mortality ratio 

This gives the case-mix adjusted mortality rate of the “HSMR basket of 
diagnoses” (the diagnoses that account for 80% of all in-hospital deaths 
relative to the national average). 

 I&E surplus This is the retained surplus as a percentage of revised income. 

 Inpatients A patient who occupies a bed for at least one night. 

LCRN Local Clinical Research 
Network 

 

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient 

 Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs. 

 Level 2 complaints More formal complaints. 0-25 working day response time. 

 Level 3 complaints  

 Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 
easily realisable) assets. 

 Locums A person who temporarily fulfils the duties of another.  

 Mandatory Training A requirement based upon the responsibility for nursing staff to work 
in a safe manner. 

 Mentors Person shares knowledge, skills, information and perspective to foster 
the personal and professional growth of someone else.  

MHA Mental Health Act  

MRSA Methicillin-resistant 
staphylococcus aureus 

The number of MRSA bloodstream infections reported measured as an 
absolute number against an agreed trajectory. 

MSSA Methicillin-sensitive 
staphylococcus aureus 

The number of Trust attributable MSSA bloodstream infections 
reported, measured as an absolute number against an agreed 
trajectory. 

MINAP Myocardial Infarction 
National Audit Programme 

Audits data completeness and validity. 

NICE National institute for health 
and clinical excellence 

A special health authority of the English National Health Service (NHS), 
serving both English NHS and the Welsh NHS. 

NIHR 
league 

National institute for health 
research league 

The league table looks at the number of studies undertaken by each 
individual Trust, and the number of patients they recruit into those 
studies. 

NPSA National patient safety 
agency 

 

NSS National Student Survey  

 Never events  

 Non-elective patients Patients for whom a procedure is performed as an emergency. 

 Non-referred patients Patients who have come to the hospital without a referral from a GP or 
another hospital. 

NTDA National Trust Development 
Authority 

 

NQA Nursing Quality 
Assessments 

Aggregate rating of 11 standards within Nursing Quality Assessments 
audits. 

NQI Nursing quality indicators Monthly Audit programme across wards collecting information in 
relation to falls, medication, observation, pressure area care, infection 
control, nutrition, pain, nurse cleaning elements, discharge & transfer. 

 Outpatient A non-residential hospital patient i.e. a patient who visits a hospital, 
clinic or associated facility for diagnosis or treatment but does not stay 
for over 24hrs. 
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Acronym Term Definition 

PAS Patient Administration 
System 

 

PEMS Patient evaluation 
management system 

Patient satisfaction survey response rates for patients included within 
the Advancing Quality Programme denominator. 

PET Patient Experience Tracker Performance indicator based on the results of questions from the 
National Inpatients Survey selected by the Care Quality Commission. 

PROMS Patient reported outcomes 
measures 

Patient Reported Outcomes Measures, based on questionnaires which 
collect health status information from patients before and after an 
intervention. 

 Patient safety thermometer An internal survey or inpatients on a particular day each month to 
identify incidents of VTE, falls, pressure ulcers & CAUTIs. It does not 
include MRSA, CDT, MSSA, VRE or ESBL infections, or medication 
incidents, as they are not required by the DoH operating framework. 

PbR Payment by results Payment by results is the rules-based payment system under which 
commissioners pay healthcare providers for each patient treated, 
taking into account the complexity of the patient’s healthcare needs. 

PCT Primary Care Trust PCTs previously commissioned primary, community and secondary care 
from providers but are scheduled for abolition on 31.03.13. 

 Primary coding  

PFI Private finance initiative A way of funding public infrastructure projects with private capital. 

 Prophylaxis Any medical or public health procedure whose purpose is to prevent, 
rather than treat or cure a disease. 

QEP Quality Efficiency 
Programme 

 

QOF Quality and outcomes 
framework 

The Quality and Outcomes Framework (QOF) is a system for the 
performance management and payment of GPs. 

 Referred patients  Patients referred by a GP or another hospital. 

RCA Route Cause Analysis   

RIDDOR Reporting of Injuries, 
Diseases and Dangerous 
Occurrences Regulations  

Workplace incidents that cause more than 7 day’s inability to carry out 
normal duties. Work related diseases and dangerous occurrences. 

ROA Return on Assets An indicator of how profitable a company is relative to its total assets. 
Calculated by dividing a company’s annual earnings by its total assets. 

ROI Return on Investments A performance measure used to evaluate the efficiency of an 
investment or to compare the efficiency of a number of different 
investments. To calculate ROI, the benefit (return) of an investment is 
divided by the cost of the investment. 

RLBUHT Royal Liverpool and 
Broadgreen University 
Hospital  

 

R3m Rolling 3 months Looks at the average of the last 3 months. 

 Secondary coding  

 Spells A continuous period of inpatient care within the hospital. 

SUIs Serious untoward incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises. 

SQA  Service quality assessment  

SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 
fiscal policy as dictated by the Dept of Health at a regional level. 

SHMI Summary hospital-level 
Mortality indicators 

SHMI is a hospital-level indicator which reports on mortality at trust 
level across the NHS in England. 

TARN Trauma Audit and Research 
Network 

TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage. 

 U’perf ward/dir Shows the number of underperforming wards or directorates. 
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Acronym Term Definition 

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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