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 Royal Liverpool and Broadgreen University Hospitals NHS Trust  

 

Meeting of the Trust Board: Part 1 held in public  

 

Held on Tuesday 27 January 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 (left after item 14/259) 
  Mrs R Edwards    Director of HR and OD  
  Mr J Graham   Deputy Chief Executive/Director of Finance 
  Ms L Grant    Chief Nurse  
  Mr D Killworth   Non-Executive Director 
  Prof J Saunders    Non-Executive Director 
  Mr G Stewart    Non-Executive Director  
  Dr P Williams   Medical Director 
   
 
In attendance Miss H Jackson    Director of Strategy and Redevelopment 
  Ms D McLaughlin   Director of Operations 
  Mrs H Shaw    Director of Communications and Marketing 
       

    Dr S Constable         Programme Director, NW Leadership Academy 
      Mrs M Warburton          Associate Director of Corporate Affairs 
       Mr M Grimshaw         Corporate Governance Manager (Minutes)  

   
Apologies:     Prof M Adil          Clinical Advisor to the Board 

     
    
14/235 Introduction  

 

Mr Griffiths welcomed members of the public (5) and governors (3) to the meeting.  

 

14/236 Declarations of Interest 

  

 None declared.   

 

14/237     Minutes of the Trust Board Meeting held on 16 December 2014  

  

 The minutes of the meeting held on 16 December 2014 were agreed as a true and 

accurate record. 

 

14/238 Rolling Action Tracker 

 

 It was noted that no items had been identified as being overdue. 

 

 Attention was drawn to an outstanding action on the Chair’s Log relating to an 

analysis of areas of Trust over performance.  
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 Chair’s Log: The Board tasked the Resources and Performance Committee to 

undertake a detailed risk analysis on the identified areas of over performance. 

   

14/239 Urgent Matters Arising 

 

  Mr Kehoe drew attention to the national industrial action that was planned for 29 

January 2015. Ms McLaughlin outlined the implications for the Trust and the 

preparations that had been made to mitigate the effects. It was noted that any non-

urgent planned operations and appointments would be postponed with only urgent 

and emergency care provided. Ms McLaughlin reported that industrial action by the 

North West Ambulance Service would also have a significant impact on operations. 

A ‘command and control’ centre would be established to provide managerial 

direction for the duration of the action. 

 

14/240 Chair’s Update 

 

 Mr Griffiths firstly thanked colleagues for welcoming him to the Trust and for 

providing an extensive induction programme. Thanks were also extended to Mr 

Eastwood for his work as Interim Chair and for providing an effective hand-over. Mr 

Griffiths announced Mr Eastwood’s appointment as Vice-Chair of the Trust. 

 

 As work continued to appoint a new Non-Executive Director (NED), Mr Griffiths 

explained that there would be no changes to the chairs of the Board’s committees 

at the current time with this being revisited as part of the annual review of 

committees and the appointment to the outstanding NED vacancy. 

 

 It was noted that a positive meeting had been held with Aintree University Hospital 

Foundation Trust and Liverpool Women’s NHS Foundation Trust as part of the 

Healthy Liverpool programme in exploring new clinical models to deliver better 

outcomes for patients. 

 

 Mr Griffiths emphasised the importance of the Trust’s Foundation Trust application 

and the need to prioritise this in the short term.  

 

14/241 Trust Executive’s Report 
 
  Mr Kehoe welcomed Mr Griffiths to the Trust. Mr Griffiths’ Board experience was 

outlined and it was noted that he was also currently Chair of the Disclosure and 

Barring Service. 

 

 Mr Kehoe drew attention to the Local Clinical Research Network Performance 

Review by the National Institute for Health Research.  It was reported that this had 

been a positive meeting and the significant progress made by the network over the 

previous nine months had been recognised. 

 

 Mr Kehoe reported that the Health is Wealth Conference organised by the Liverpool 

Health Partnership had taken place on 21 and 22 January. This had been a 

successful conference and had provided the opportunity to launch the shadow BRC 

development which generated positive interest from the attendees. Congratulations 

were extended to the team at the Liverpool Health Partners and it was noted that 
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the Trust would look to build on and strengthen the relationships that were formed 

at the conference.  

 

 Mr Kehoe explained that DEFRA had asked the Trust to join their pilot to review the 

Balanced Scorecard (BSC), a key part of the new Plan for Public Procurement: 

Food and Catering Services. The Trust would be the first organisation in the country 

to include the new BSC within a tender and DEFRA would be monitoring its impact. 

 

 The Board considered each of the sections and raised the following questions. 

 

 Noting the challenge the Trust faced with discharging patients within the expected 

timeframe, Mr Eastwood challenged what steps could be taken to improve 

performance and queried whether further publicising the issue should be 

considered. Mr Kehoe reported that the Trust was working closely with the Clinical 

Commissioning Group (CCG) to find solutions and that he had been encouraged by 

the commitments to improve performance from across the whole system. It was 

therefore not felt necessary to further publicise the issue at this time. 

 

 Mr Eastwood questioned whether the Trust was still forecasting to meet its annual 

financial plan. Mr Graham confirmed this to be the case but noted that negotiations 

remained on-going with commissioners with regards to payment for areas of over-

performance. It was hoped that the discussions would produce a positive outcome. 

 

 Noting the delay to the building of the new hospital, Mr Killworth queried whether a 

recovery plan had been received from Carillion. Miss Jackson reported that Carillion 

continued to assert that the building would be completed on schedule but the 

revised recovery plan had not yet been received.  Miss Jackson confirmed that she 

would progress this through the appropriate channels.   

 

 Mr Graham drew attention to the on-going discussions between the Northern Health 

Science Alliance and the Government to encourage support for research and 

development in the North. It was noted that the discussions were progressing well 

as part of the overall Northern Powerhouse Strategy and the Trust was hopeful that 

this would lead to significant inward investment. 

 

 Mrs Edwards reported that the figure for mandatory training attendance for the 

month had decreased to 72% from 75% in November 2014. The issues had been 

discussed at the Resources and Performance Committee and a number of actions 

were being progressed included exploring the possibility of delivering the training 

on the wards and extending e-learning. 

 

 Dr Williams noted that whilst the indicator for mortality in the Trust dashboard had 

been assigned a ‘red’ rating, this was against the Trust’s own target to achieve a 

mortality indicator of 100 and therefore did not represent an outlier against national 

statistics. Mr Eastwood challenged the Trust’s performance with regards to MRSA. 

Dr Williams acknowledged that eight cases for the year to date was disappointing. 

A peer review had been carried out by Salford Royal NHS Foundation Trust and 

this had provided a number of actions to help the Trust improve performance. It was 
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also noted that the figures for MSSA had slightly reduced which indicated that the 

actions being taken regarding infection prevention were working. 

 

 Ms Grant highlighted that there had been an increase in clinical incidents for the 

month. Ms Grant asserted that the increase was attributable to increased demand 

and sickness levels and a cohort of new nurses. The Board was assured that this 

issue would be closely monitored and reported through Quality Governance 

Committee. Ms Grant continued to draw attention to the Trust’s performance for 

responding to complaints. It was noted that improvements had been made during 

December 2014 and a detailed improvement plan had been developed albeit some 

of the actions would take several months to implement.   

 

 Mr Graham reported that proposals had been issued in relation to national tariffs, as 

part of the contract discussions.  It was suggested that it would be useful for the 

Board to consider this guidance.  

 

 Action: Mr Graham to update the Board on the proposals in relation to the 

national tariff in February 2015.      

 

 Mrs Shaw provided an update as to how the Trust was engaging with its key 

stakeholders. The first intake of students at the University Technical College were 

nearing the completion of their studies and therefore the Trust was working with 

them to explore how best to link them with opportunities in the Trust. Mrs Shaw 

noted that this was a key relationship as it would help to retain talent in the city. 

 

 Mr Stewart asked whether there was an update on the Trust’s performance for the 

completion of Root Cause Analysis (RCA) investigations. Ms Grant reported that 

whilst the Trust had not quite achieved a 100% completion rate, the processes had 

become significantly more robust. The majority of overdue RCAs related to VTE 

and medication incidents and that these would be addressed.  It was noted that the 

number of incidents requiring completion of RCAs had increased, which Dr Williams 

explained was as a result of the Trust’s drive to encourage reporting. Training in the 

completion of RCAs was being provided for staff and areas of improvement had 

been identified with actions generated, overseen by the Patient Safety meeting and 

reported through to Patient Safety Sub Committee.   

 

 With reference to the divisional risk registers, Mr Killworth challenged what steps 

the Trust was taking to mitigate the loss of company maintenance support for the 

major analysers in the case of processing a positive Ebola sample. Ms Grant 

reported that the Trust had procured point of care equipment to circumnavigate the 

use of the analysers. Mr Eastwood challenged whether further progress had been 

made on ensuring that the WHO checklist was being used consistently across all 

surgical directorates. Ms Grant noted that the Trust was in the process of engaging 

Theatre experts to review practice and that monthly audits were in place. 

 

 Miss Jackson reported that in relation to the ‘Closer to Home’ project, the possibility 

of adapting and extending the principles to other specialities beyond gerontology 

was being explored. 
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 The Trust Executive reports were noted.  

  

14/242  Committee Reports 

 

 Mrs Warburton explained that the report summarised the key items discussed, risks 

identified and assurance provided by the Board’s Committees which was further 

supported by verbal updates from the Committee chairs.    

 

 In terms of the Quality Governance Committee, Mr Eastwood drew attention to a 

discussion that had taken place with regards to outliers. This related to an issue 

identified by the CQC as an area for improvement.  A revised process had been 

initiated which was applied to all patients and reported on whether they had been 

subject to a daily clinical review. Performance had improved albeit was being 

closely monitored by the Director of Operations to ensure that it was applied 

consistently across the Trust.    

 

 Mr Graham noted that the Trust had agreed to participate in a piece of work 

regarding the payment by result tariff audit. This would involve an imminent pilot 

with Monitor to explore how best to engage commissioners in the relevant systems.  

 

 Miss Jackson noted that the next meeting of the Transformation Committee would 

be in February 2015. An overview of overall progress was scheduled to be 

received. 

 

 Mr Killworth reported that January’s Resources and Performance Committee had 

considered the improvement in sickness rates and the issues relating to mandatory 

training. Assurances had been provided with regards to the number of QEP items 

identified for 2015/16 with the importance of ensuring recurrent savings 

emphasised by the Committee.  

 

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

considered by the Committees.  

 

14/243 Board Assurance Framework – 3rd Quarter Review 2014/15 

 

 Mrs Warburton reported that this quarter’s review of the Board Assurance 

Framework (BAF) had specifically focussed on the outstanding gaps / negative 

assurance to ensure that all actions had a deadline / date or next substantive 

review. Attention was drawn to the inclusion of a heat map which was in 

accordance with a recommendation from the external governance review of the 

Trust’s risk management arrangements. It was noted that a quarterly report had 

been received by the Resources and Performance and the Quality Governance 

Committees to enable them to manage their respective risks and to scrutinise 

action plans effectively and that this approach would be applied to all the Board’s 

Committees. The BAF should also be used to inform the committee agenda. A 

challenge remained to better integrate divisional and corporate risk registers with 

the BAF but progress was being made. Mrs Warburton also stated that the Trust’s 

risk appetite would be reflected in the BAF and this would be included in the next 

quarterly review. 
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 Noting that there were a significant number of risks identified in the ‘red’ areas of 

the heat map, Mr Griffiths suggested that it would be useful if future reports 

illustrated the ‘path to green’ and included the key milestones to reduce the scores. 

Dr Williams supported this approach but noted that there were instances in which 

the Trust did not have full control of the mitigations. Mr Kehoe stated that each risk 

would have both internal and external influencing factors and therefore it was 

important to be clear on the issues that the Trust could influence. 

 

 Mr Eastwood challenged the ability of the BAF to accurately reflect the strategic 

risks that appeared to be subjective in nature. Mrs Edwards stated that whilst some 

measures relied on qualitative information, there were also measurable metrics that 

could demonstrate ‘exceptional’ and ‘world class’. Mrs Warburton explained that 

five of the risks were defined around the Trust’s strategic themes. Prof Saunders 

supported the view that the Trust’s strategic objectives were aspirational and were 

underpinned by SMART objectives to demonstrate progress.  

 

 Action: For future iterations of the BAF to include milestones for reducing the 

risk score and to incorporate relevant metrics for each strategic risk. 

 

 The Board approved the proposed scores and noted the controls and assurances 

provided. 

 

14/244 Patient Story  

 

 Ms Grant presented a patient story which outlined the experience of an elderly 

patient who had been admitted via A&E with chronic obstructive pulmonary disease 

(COPD) asthma. Whilst there were no concerns regarding the standard of care 

provided, the patient expressed ‘concern’ with regard to her initial experience due 

to a number of factors on the ward. Ms Grant stated that this instance illustrated the 

importance of staff spending more time listening to patients to provide reassurance 

and ensure issues are addressed.  It was noted that in the example provided, this 

could have led to an earlier discharge. Ms Grant outlined a number of initiatives 

including Listening Week, the RLB Nursing Programme and initiatives to improve 

communication between patients and staff. It was stated that these all 

demonstrated the direction of travel for the Trust which was towards emphasising 

the importance of quality and the patient experience. 

 

 Mr Killworth queried how the patient stories were shared throughout the Trust. Ms 

Grant confirmed that they were shared at a number of Trust meetings including 

Patient Experience and Perfect Ward to support learning and adoption of positive 

behaviours.   

 

 Prof. Saunders challenged how the Trust was encouraging patients to 

communicate. Ms Grant explained that this largely depended on giving patients 

permission to share their experiences.  

 

Mr Griffiths questioned the transferability of the lessons learned to the organisation 

as a whole. Ms Grant reported that due to the increase in nurses in the Trust, 
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capacity was available to spend more time interacting with patients. The focus was 

now on ensuring that staff demonstrate through their behaviours the Trust’s values. 

Mrs Edwards suggested that it would be useful to film Ms Grant’s presentations to 

the Board and disseminate it throughout the organisation. 

 

Action: For the patient stories to be disseminated throughout the Trust e.g. 

by film. 

 

 The Board noted the presentation. 

 

14/245 Patient Safety and Mortality 

 

 The Board considered the quarterly update on patient safety and mortality. The 

positive performance with regards to Crude Mortality, Hospital Standardised 

Mortality Ratios and Summary Hospital-level Mortality Indicator were noted. Dr 

Williams stated that the Trust remained cautiously optimistic that positive trends 

would continue. It was noted that the Trust was performing well against its peers.   

 

 Dr Williams reported that the current mortality peer review (MPR) process had been 

reviewed and that all information was being held electronically within the 

Effectiveness Team. The next stage of the MPR process was to include a quality 

assurance element to ensure that lessons learned were being disseminated widely 

across all areas of the Trust. It was noted that this would be complete within 6-8 

weeks.  The detailed review was due to be considered at the Quality Governance 

Committee in February.  

 

 Dr Williams drew attention to the increased monitoring that was taking place for 

patients transferred to the Broadgreen site. This was providing improved 

assurance. It was also noted that VTE performance had improved which reflected 

positive work from across the Trust. In terms of the Hospital Acquired Thrombosis, 

Dr Williams stated that the August 2014 score for the Medicine Directorate was 7 

rather than 14 as shown in the report. 

 

 Ms Grant reported that an action plan for reducing falls had been implemented and 

that this was being monitored through the Quality Governance Committee. The 

positive work being carried out on medicine management by the Pharmacy team 

was noted. 

  

 Mr Eastwood stated that the report was highly encouraging and congratulated all 

those involved. 

 

 The Board noted the report.  

 
14/246 QEP Quarterly Update 
 

Mr Graham provided an update on the Trust’s year to date QEP position. It was 

noted that £7.48m had been achieved through £4.75m recurrent projects and the 

remainder through non-recurrent projects. At month 9, the Trust had a year to date 

shortfall of £2.3m but Mr Graham reported that he was still forecasting that the 

target would be met.  
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Significant improvements had been made to identify the 2015/16 QEP projects. As a 

result, £14.5m of the 2015/16 QEP stretch plan had been identified by the end of 

Month 9. It was noted that the stretch target was to provide the Trust with flexibility 

and Mr Graham stated that this policy would be retained going forward. Good 

progress had been made with completion of the quality sign off for projects with only 

seven projects outstanding. 

 

In terms of future actions, Mr Graham confirmed that efforts would continue to 

identify recurrent items for 2014/15. Whilst good progress had been made on 

identifying the 2015/16 items, it was stated that further work was required to ensure 

that there was a commitment throughout the Trust to deliver against the stretch 

target. 

 

Mr Griffiths queried the process for ensuring that there was accountability for 

delivering the QEP projects. Mr Kehoe explained that a quarterly QEP review 

meeting took place to monitor both progress with delivery of the financial targets 

and oversight of the quality impact of the projects with further embedding to take 

place in 2015/16. 

 

The Board supported the plan for quarter 4 and progress on identification of the 

2015/16 QEP plan.  

  

14/247 Achievement of 4 Hour Emergency Care Standard  
 

 Ms McLaughlin reported that in common with the rest of the country, the Trust 

continued to experience significant pressure within the Emergency Department. 

The Trust did not achieve the 95% target for December 2014.  Ms McLaughlin 

outlined the reasons for this noting ‘waiting for a bed’ as the predominant issue. 

   

 Reference was made to the winter plan that was presented to the October 2014 

Board meeting. The planning assumptions were based on the requirement for 60 

more beds or equivalent. The plan was behind target to the equivalent of 38 beds to 

manage the anticipated quarter 4 demand. A number of initiatives were outlined 

which would help the Trust meet this target. 

 

 Mr Griffiths queried when the Trust would achieve the 95% target.  Ms McLaughlin 

explained that there were a number of variables that would contribute to 

performance and that it was difficult to predict. It was noted that it would most likely 

be quarter 1 of 2015/16 when the Trust was sustainably above the 95% target. 

 

 Mr Stewart challenged whether there were any further steps that could be taken to 

discharge patients more quickly. Ms McLaughlin reported that whilst the Trust was 

continuing to improve Trust processes, the main issue related to delays in social 

care assessment. A pilot with Local Solutions had been developed to help mitigate 

this issue but what was required was a system wide response from all agencies. Mr 

Kehoe added that the Trust was working with all partners to develop better 

integrated pathways for patients. 
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 The Board noted the revised plan and the on-going risk to delivery. 

 

14/248 Safe Staffing Monthly Update 

 

The Board considered the monthly update on safe staffing. Ms Grant reported that 

that there were no overall concerns as nurse staffing figures had been maintained 

at over 90% in December. Attention was now focused on ensuring that the Trust 

had the correct ‘skill mix’ rather than nursing numbers. The RLB Nursing 

programme would be an important part of this and therefore it was noted that 

attendance on the programme would be included as an additional metric in future 

reports. 

 

Action: To include attendance figures for the RLB Nursing Programme in 

future staffing reports. 

 

The Board approved the report for circulation.   

 

14/249 FT Progress NTDA Report 

 

The Board considered the update on progress with its application for FT status.  

 

Mr Graham reported that Monitor had advised that they expected to commence 

phase 2 of their assessment process in early March 2015. It was noted that the 

process had slightly changed in that the working capital analysis would take place 

at the start of the process.  

 

Recognising the timeframe, Mrs Warburton stated that there was a need to 

prioritise the Board Development activity.  

 

Action: To prioritise the items to be considered in advance of Monitor 

commencing phase 2 of their assessment process. 

 

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. 

 

14/250 Fit and Proper Persons 

 

Mrs Warburton explained that the Health and Social Care Act 2008 (Regulated 

Activities) Regulations 2014 which include the fit and proper person requirements 

for directors for NHS bodies came into force on 27 November 2014.  

 

In addition to the usual requirements of good character, health, qualifications, skills 

and experience, Mrs Warburton reported that the new fit and proper person 

requirement for directors had a wider impact. It would exclude people from office 

who had been responsible for, been privy to, contributed to or facilitated any 

serious misconduct or mismanagement (whether unlawful or not) in the course of 

carrying on a regulated activity, or discharging any functions relating to any office or 

employment with a service provider. 
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There was an expectation that the Trust would have a compliant process for the 

appointment of prospective directors and it was noted that the requirements would 

also apply to existing directors. This would also be included in Monitor’s licence 

requirements. 

 

Mr Griffiths queried whether there was a timeframe for ensuring compliance. Mrs 

Warburton confirmed that there was a need to meet the requirements as soon as 

possible. Mrs Edwards added that the new requirements would be built into the 

Trust’s recruitment process with the process subject to annual review via the 

appraisal process. 

 

The Board approved the proposed actions the Trust intended to take to ensure 

compliance with the requirements of the fit and proper person requirements. 

 

14/251 Duty of Candour 

 

 Mrs Warburton explained that the Health and Social Care Act 2008 (Regulated 

Activities) Regulations 2014 had made it a statutory requirement that health service 

bodies act in an open and transparent way in relation to care and treatment 

provided to service users in carrying on a regulated activity. NHS provider boards 

needed to ensure assure themselves that they complied fully with the spirit of 

openness implied by the duty.  

 

 Ms Grant drew attention to a table which outlined how the Trust’s processes and 

procedures together with appropriate measures would deliver compliance. It was 

noted that there would be a clear audit programme to ensure that it was fully 

embedded and this would be progressed with the Effectiveness Team. 

 

 The Board noted the report and acknowledged the action taken to date. 

 

14/252 Terms of Reference – Resources and Performance 

 

 Mrs Warburton explained that the Trust had recently reviewed the sub-committee 

structure supporting the Quality Governance Committee, with the revised terms of 

reference approved by the Board in October 2014.  The review had proposed that 

the Health and Safety and Equality and Diversity Sub Committees report to the 

Resources and Performance Committee.   

 

 In addition following the review of the Trust’s risk management arrangements, the 

Committee’s responsibility for managing the strategic risks within its area of 

responsibility, had been expanded to include the specific risk reporting 

requirements in accordance with the Trust’s risk management policy. The terms of 

reference for the Resources and Performance Committee had been revised 

accordingly and recommended for approval by the Resources and Performance 

Committee.   

 The Board approved the revised Terms of Reference in accordance with the 

recommendation from the Resources and Performance Committee.     
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14/253 Environmental Scan 

 

 Mrs Warburton explained that a number of national reports and frameworks had 

identified the importance of external scanning for good governance. The aim of the 

environmental scan report was to summarise a range of issues and highlight 

potential strategic, assurance, market influence and governance issues for the 

Board. Mrs Warburton added that the issues contained in the report could also 

contribute to the Trust’s SWOT and PESTLE analyses.  

 

 Mr Kehoe stated that the report was useful but it was noted that more detail was 

required in terms of the steps being taken by the Trust in response to each issue. 

 

 The Board agreed the report as the Trust’s approach to scanning the environment 

and the key issues contained in the report were noted. 

 

14/254 Chair’s Logs from Meeting 

 

 The following Chair’s log was identified from the meeting:- 

 

 Resources and Performance Committee to undertake a detailed risk analysis on the 

identified areas of over performance. 

   

14/255 Questions from Members of the Public 

 

The Chair invited members of the public to ask questions.  

 

A member of the public queried what percentage of Carillion employees working on 

the Royal site were employed by Blue Sky Solutions, a company purported to be 

using zero hour contracts. Ms Jackson stated that she would provide a 

comprehensive written response but noted that Blue Sky Solutions was an internal 

recruitment agency for Carillion. Mrs Edwards added that she attended a bi-monthly 

meeting with Carillion and their union representatives and no issues had been 

identified. 

 

A governor drew attention to a recent survey of people in Liverpool carried out by 

the Daisy Health Group which showed that A&E services were a matter of public 

concern.  It was queried whether the Trust Board had a joint strategy with the CCG 

to begin address those public concerns and take the findings of the survey forward. 

Ms McLaughlin stated that the CCG had an on-going campaign called ‘Examine 

Your Options’ which aimed to encourage people to consider a range of treatment 

options before presenting to A&E. It was also suggested that a focus group could 

be established with members of the public to better understand their fears, anxieties 

and motives for presenting at A&E. 

 

Action: To explore establishing a focus group with members of the public to 

better understand their fears, anxieties and motives for presenting at A&E. 

 

A member of the public queried when the Trust would re-open the hydro-pool at the 

Royal Hospital which had been out of commission for several weeks. Ms 
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12 

 

McLaughlin stated that she would provide a response outside of the meeting as the 

question had only been submitted the previous evening.  Miss Jackson reported 

that the business case for developing a hydro-pool at Lyme Court was still in 

development. 

 

A member of the public noted the improvement in recruitment timescales following 

bringing the service in-house from Capita. It was therefore queried whether the 

Trust could make any further improvements by bringing other services in-house. Mr 

Kehoe stated that the Trust was constantly reviewing contracts across the 

organisation to explore whether improvements could be made on value for money.  

 

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: 24 February 2015 

Public�Board�meeting�27�01�15�

Top

Overall�Page�15�of�157
Page�12�of�12

http://www.eshareuk.com


Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Jun-14 
14/82 

Achievement of 4 
Hour Emergency 

Care Standard 

Monthly report to be 
produced for the Board 

DMc On forward plan for Board 

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 

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. 

Nov-14 
14/199 

Health and Safety 
Report 

To include the Trust’s 
Health and Safety 

objectives in future 
quarterly updates from 
the Health and Safety 

Sub-Committee. 

DM Included in the Quarter 3 H&S 
Update  

 

 

CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 
 

Meeting 
Date 

Item Action Owner Action Taken 

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 To be discussed at Feb 15 Board as 
part of the LTFM paper 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 

delivering high quality 
care in every ward? 

To report progress 
with the action plan 
to the Board as part 
of the performance 

report and any 
slippages in terms to 

be identified and 
corrective action 

taken to address (VTE 
Assessment).   

PW Report to be remitted to Quality 
Governance Committee Feb 15  

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 

DM Update to be included in A & E 4 hour 
substantive report  
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slippages in terms to 
be identified and 
corrective action 
taken to address 

(discharge 
summaries).   

Nov-14 
14/190 

Trust Executive's 
Report - Are we 
keeping patients 

safe? 

To include definitions 
of ‘falls’ in future 

reports.   

LG  Included in January 15 Board report. 

Oct-14 
14/163 

Trust Executive's 
Report - Are we 

treating patients as 
quickly as possible? 

Ms McLaughlin to 
report to R & P 
Committee in 

relation to action 
taken to reduce DNAs 

DM Ms McLaughlin noted that she would 
report to the Resources and 

Performance Committee in January 
2015 in relation to action taken to 

reduce non-attendance at outpatient 
clinics.  Update report to R & P Feb 15 

Jan-14 
13/282 

Trust Executive 
Report - Stakeholders 

To explore governors’ 
existing links with 
stakeholders. To 

Remind Board 
members of 

stakeholder links. 
Mrs Shaw to revise 

report to reflect work 
of communications 
team in relation to 

social media.   

HS Workshop with governors held on 16 
Oct 14.  Stakeholder list updated and 

circulated 2 Feb 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 On February 2015 Board agenda. 

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. Monitored at FT steering Group. 

Reported to Board on a quarterly 
basis.  Detailed update Feb 15. 
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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 

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   Mar-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 
14/244 

Patient Story 

For the patient stories to 
be disseminated 

throughout the Trust e.g. 
by film. RE/HS   Mar-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  Mar-15 

Dec-14 
14/214 

Trust Executive's 
Report 

To establish a patient 
group to provide public 

input into the development 
of a smoke free site. 

HS The Trust's plans for 
implementing smoke free 
sites have been discussed 

with patients duing the 
recent listening week. 

Work is also being done 
with the public health 

team at the city council 
on public surveys in 
relation to smoking. 

Feb-15 

Nov-14 
14/200 

NHS England Forward 
View 

To provide an update 
report on the NHS England 

Forward View. 

JHG   Mar-15 

Nov-14 
14/190 

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) 

Nov-14 
14/190 

Trust Executive Report 
- Are we treating 

patients effectively? 

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

ongoing performance, 
updating the Board on a 

monthly basis via the 
performance report. (on  

discharge ensure patients 
with heart failure referred 

to correct team) 

PW   Jan-15 

Nov-14 
14/190 

Trust Executive's 
Report - Are we 

keeping patients safe? 

To monitor timeliness of 
completion of RCAs and 

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

LG Monthly updates 
included in Board report  

Mar-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. 

Mar-15 
(Jan-15) 

Sep-14 
14/134 

MRSA Performance Listening event to be 
arranged re: infection 

prevention and control 

RE Mrs Edwards reported 
that a listening event had 

been scheduled for 
February 2015  

Feb-15 

Sep-14 
14/130 

Trust Executive's 
Report - Finance 

Assessment of financial 
implications and funding 

source to be included on all 
future board papers 

JHG All reports to include 
financial implications 
explicitly and for the 

report template to be 
amended to highlight this 

more prominently  

Apr 15 
(Jan 15 ) 
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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 

Feb 15  

Apr-14 
14/07 

BAF Blockages with IT 
stakeholder software to be 

resolved 

JHG HS explained that issues 
with the software (Apr 

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

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

Mar 15 
(Jan 15)  

Apr-14 
14/03 

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-15  

Nov-13 
13/245 

Business 
Continuity/Emergency 

Planning Annual 
Report 

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

JHG   Sept 15 

Nov-13 
13/198 

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

the Trust's planning 
process for 2014/15 

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

nursing staff 

Apr 15  

Jul-13 
13/157 

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

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

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

Jan 15 

Jul-13 
13/157 

Strategic Initiatives - 
Performance 

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

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

review of meeting and 
annual review of Board.  

Mar-15  
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Jul-13 
13/165 

Keogh Review/Revised 
CQC Inspection 
Methodology 

Role of duty managers to 
be considered 

DMcL Part of review of wider 
review.  Included as QEP 

scheme.  

Mar 15 
(Oct 14)  

Oct-12 
12/110 

Corporate 
Performance Report 

Report to include 
corrective action taken in 
response to complaints 

ALL Analysis of lesson learnt 
included in quarterly 
report to QGC.  High level 
analysis to be included in 
Board Intell pack - update 
to May Board. Review of 
Trust approach to 
complaint handling Sept 
13. Verbal update to Dec 
Board.  A weekly lessons 
learnt bulletin that 
includes incidents 
reported on datix, 
complaints themes, 
infection control 
produced May 2014.  To 
include key lessons in 
Board report May 2014 
onwards.  

Jun-15  
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Calendar of ad hoc reports      Report owner: Madelaine Warburton 

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

 

Date Ad Hoc Report  

  

 
 
 
 
 
 
 
 
 
 
March 2015 
 

Audit Committee Annual Report 
 

Annual Plan 

National Inpatient Survey 

4 hour A & E Update 

NHS England Forward View 

Corporate Branding 

Staff Survey 

Disciplinary Policy 

Assurance and Escalation Framework 

Risk Management 

Constitution 

 
 
 
 
 
 
April 2015 
 

Patient Safety & Mortality 
 

BAF (including risk appetite) 

Declaration of Interests 

National Inpatient Survey 

4 hour A & E Update 

Budget / LTFM 
 

 
 
 
 
 
 
May 2015 

Health & Safety update 

QEP Programme Approval/Review 

LCRN performance 

Board & Committees review 

Infection Prevention & Control Annual Report 

Cancer Strategy 

QGM/BGM 
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 Chair’s log          Report owner: Madelaine Warburton 

 

Executive Director/NED No of Board Meetings 
Attended* 

 * Includes 1 
extraordinary board 
meeting Bill Griffiths 1/1 

Aidan Kehoe 6/6 

Mike Eastwood 5/6 

Ros Edwards 6/6 

John Graham 6/6 

Lisa Grant 5/6 

Helen Jackson 5/6 

David Killworth 4/5 

Donna McLaughlin 5/6 

Jon Saunders 6/6 

Helen Shaw 4/6 

Geoff Stewart 6/6 

Peter Williams 6/6 

Madelaine Warburton 6/6 

 

Committee (date 
& chair) 

Issues and lead officer Receiving 
Body 

Recommendation/ 
assurance/mandate to 
receiving body 

Action 

R & P Committee 
03.02.15 
David Killworth 

Impact of risks and 
compensating 
mitigations. 
 
Lead: John Graham 

Trust Board Report on impact of risk 
and mitigating actions to 
go to February’s Trust 
Board. 

 

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 
March 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.   

Verbal update 
on progress 
with rolling out 
Duty of 
Candour to 
February 
Board. 
 
Substantive 
update 
including plan 
re: Speaking 
Out report to 
March Board. 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Commentary 

The Trust is continuing to work intensively with our partner organisations, through the Healthy Liverpool 
Programme, to consider the best service models for our population. Our clinical teams are heavily 
engaged in this work and it is exciting for the future of healthcare in the City to see the level of 
collaboration being achieved. 
  
Emergency pressure at the Royal Liverpool Hospital continues to be the most significant operating 
challenge facing the Trust, although we are now seeing an improving trend. Nationally, there is also a 
major focus on elective waiting times, and, along with all Trusts, we have been given a target for extra 
patients to be treated to reduce waiting times.  
  
In relation to our strategic themes we are pleased to see the launch of the Biomedical Research Centre, 
which will help develop our reputation for research, development and innovation, and also the start of 
our coaching programme, which supports the development of our world class workforce. 
  
We have had discussions with both the TDA and Monitor regarding commencement of the final phase of 
the Foundation Trust assessment, and expect this to start in March, with the process being completed in 
the summer. 
  
Planning for the next financial year remains a challenge, as the national tariff has formally been rejected 
by providers, and the next steps are still being considered nationally. There will, therefore, be further 
time required for contract discussions with commissioners. 
  
  
What’s gone well? 
  
Major Trauma Review Accreditation: Our Team attended the Cheshire & Merseyside Major Trauma Peer 
Review on 29th January. The panel have submitted an initial verbal report and we have been successfully 
re-accredited as a Major Trauma Centre Collaborative (MTCC) for another 12 months. There were no 
serious or major issues raised by the panel, and overall it was an extremely positive review. The first draft 
report from the peer review team is expected by mid-February. Well done to everyone involved. 
  
Electronic Patient Records: There has been significant progress in relation to the development of our 
Electronic Patient Record (EPR). The role out of EPRO has been completed; Cardiology, Rheumatology 
and dietetics are now using PENS for clinical noting and the clinical portal is now available to be rolled 
out. We have begun the procurement of an electronic patient record with Liverpool Women’s Hospital 
and Aintree hospital to have a single system for all three organisations. A contract will be awarded in 
June 2015 and communications and staff involvement are ongoing. 
  
North Region Meeting with David Flory, Chief Executive, NHS Trust Development Authority: On 3rd 
February I attended a meeting of the Northern Trusts Chief Executives with David Flory. A key area of 
focus at the meeting was the planning for 2015/16. It was acknowledged that whilst the tariff offer had 
been rejected, it was clear that Trusts needed to be considering the impact of this on other elements of 
the contract, such as CQUIN payments. It was also stressed that demand and capacity plans needed to be 
well thought through and deliverable. 
  
Telephone Call with David Hoppe of Monitor: Monitor is keen to progress with the assessment process 
for the Trust achieving FT status, and David and I had a good discussion about how we move forward. It 
was agreed that work would commence in March, with a review of our working capital position, which 
would be undertaken by Ernst and Young.  
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Commentary 

Cornerstone Initiative: I was invited by Liverpool City Council to attend an event on Thursday 29th 

January in relation to this initiative, which could radically change the lives of thousands of vulnerable and 
deprived children in this City. It is envisaged that through a charitable framework, Liverpool commercial 
and public sector enterprises would work with the Liverpool City Council and LJMU to empower 
vulnerable children to fulfil their potential. With a partnership between the City, public sector, and 
Commerce, the vision is for these children to grow up to be the ‘cornerstones’ of our city. And if we can 
make it work for Liverpool, the whole initiative and project management could be the role model for 
other major conurbations in the UK. Liverpool could be seen nationally and beyond, as the pioneering 
force which inspired and drove this initiative.  
  
New IT Director: Welcome to David Walliker who joined our Trust as Director of IT last month. David 
became Chief Information Officer at Liverpool Women's in 2013, and transformed the way IT is used 
throughout the Trust. His innovative IT strategy, 'Doing IT RIGHT' focused on records management, 
intelligent data, greener working, holistic working, and technology-led care. It is a pleasure to have David 
join us at such a critical time in the development of our IT services. 
  
Boot Out Breast Cancer: On 26th January, I had a very positive meeting with Debbie Dowie, Founder and 
Volunteer Chair of Boot Out Breast Cancer. The Charity are raising funds for the Breast Unit on the 
Alexander Wing at Broadgreen Hospital and a Charity Ball will take place on Saturday 7th March at Old 
Trafford Cricket Stadium. I have shared the details with Board members previously. Further information 
can be obtained on the website: www.bootoutbreastcancer.org.uk 
 
Developing our Coaching Culture: We had a very positive event, attended by more than 70 senior 
members of staff, launching our coaching culture programme. The aim of the programme is to embed 
‘anytime, in-the-moment’ coaching within the Trust, as well as providing a strong Trust resource for more 
intensive 1:1 coaching. The programme will be run by PB Coaching, and will have different levels of 
education and training, meaning that we will have some staff supported to achieve a Masters level 
coaching qualification, whilst other staff will help develop the ‘anytime’ model. This programme will be 
key to helping us develop our workforce and help individuals achieve their potential.  
  
LHCH/RLH Executive meeting: We had a good meeting with the Liverpool Heart and Chest Hospital 
(LHCH) executive team to discuss joint working between our Trusts. We are continuing to work towards a 
single site for Upper GI cancer, and are hopeful that a new model will be in place in the next couple of 
months. 
  
New Royal Media Event: Carillion hosted a media event about the new Royal on 10th February. It was an 
excellent opportunity for us to show the progress made to date, and highlight once again the 
improvements in healthcare that the new Royal will deliver. The event attracted an enormous amount of 
media attention, with articles reaching a readership of 900,000 and twitter and Facebook postings 
reaching 7,000 members. 
  
BRC Launch: We launched the Liverpool Health Partners Biomedical Research Centre (BRC) in 
Personalised Health at the Health is Wealth Conference on the 22nd January. The launch was extremely 
well received and gives us the platform to develop a strong bid for a fully-funded National Institute for 
Health Research (NIHR) BRC in 2016/17. Currently, 10 of the 11 BRCs are based in the South of England, 
with the one Northern centre, Newcastle, attracting only 2% of the overall £780m allocation. If we are to 
address the Health Inequalities between the North and South of England it is essential that we build up 
our research capability, and the BRC, therefore, represents an exciting step in the right direction. 
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe 

Commentary 

AHSN: At the North West Coast AHSN Board we have approved £1.1m of expenditure to support 
infrastructure for a number of innovative projects. Among these, is support for the development of the 
Liverpool Genomic Medicine Centre, which was successful in becoming a hub for the 100,000 genomes 
project, and funding for the e-learning package on patient safety developed by ourselves and Liverpool 
Health Partners. 
  
  
Where have we been challenged? 
  
Emergency pressures: The difficulties associated with patient flow meant that in January the Trust 
achieved just under 92%, against a national target of 95%, in relation to the A&E standard for patients to 
be seen, treated and discharged or transferred from A&E within 4 hours of arrival. The January 
performance was, however, a significant improvement on that seen is December, when the Trust 
achieved just over 88%, and does highlight an improving trend. Performance has improved further in the 
early part of February, and as at 12th February our performance for the month to date was over 96%. 
  
 
Are there any emerging issues? 
  
  
Project Shape: Following Board approval last month, formal consultation on the proposed re-
organisation of clinical services and the re-structure of the senior leadership teams started on 29 January 
and is due to finish on 14 March.  This followed an extensive period of pre-consultation engagement, 
starting last August where clinicians and managers were invited to attend workshops each month to 
contribute to the design of their clinical services and make suggestions on the leadership arrangements 
required to deliver those services.  Informal 1:1s are underway with all those in scope to explore any 
issues and concerns they have, and focus groups have been arranged to listen to the views of staff.  Plans 
are in place for the ‘State of Readiness’ centre, due to start at the end of March, where clinicians and 
managers will be invited to take part in a day of scenarios and exercises to determine their current and 
future potential, which will contribute to selection process for posts available in the new structure. There 
will undoubtedly be a wide variety of views collected throughout the consultation, and further updates 
will be given to the Board as the process progresses. 
  
Medical Education: To support the drive to create more General Practitioners in Primary Care, the North 
West Deanery is radically amending the training programmes for junior doctors. This will mean fewer 
posts, and time, in acute hospitals and more time for junior doctors in primary care settings, and will lead 
to acute Trusts facing difficulties in filling medical rotas. We are discussing the timing of changes with the 
Deanery and are also working on innovative ways of covering rotas. A full update will be given at the 
March Board meeting. 
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Values:  Patient centred and professional
Strategic objectives:  Further enhance culture of patient safety
Indicator Target Actual Period
‘care for Pats . i s  priori ty’ +ve s taff survey response 68% 71% Annual

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

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

Fa l l s  per 1,000 bed days , moderate to severe harm 0.12 0.25 Month

C. di ff cases  (Hospita l  Acquired) 4 1 Month

C. di ff cases  (Hospita l  Acquired) 40 36 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 0.29 Month

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

VTE assessments  conducted 95% 96.5% Month

Serious  Untoward Incidents 0 8 Month

Never events 0 0 Month

NHS Safety thermometer - Harm Free Care 90% 94.1% Month

Inpatient Experience Survey - Pos i tive Responses 91% 71.6% Month

Friends  and Fami ly - Net Promoter Score 75 59 Month

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

18 Weeks  RTT - Admitted 90% 91.4% Month

18 Weeks  RTT - Non-Admitted 95% 96.1% Month

18 Weeks  RTT - Active Pathways 92% 92.2% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 93.0% QTD

Cancer - 14 day wait - Breast Symptoms 93% 93.5% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 96.6% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 97.8% QTD

Cancer - 31 day wait - subsequent treatment (drugs) 98% 98.8% QTD

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 85.8% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 98.5% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 93.4% QTD

Cancel led Operations 0.6% 0.86% QTD

Audit data  WHO checkl i s t compl iance Month

Audit of transfers  from Broadgreen 4 Month

Nurses  receiving human factors  tra ining 170 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% 5.2% Rol l ing12Month

Qual i fied nurse per bed 2.40 2.23 Month

Staff turnover N/A 0.80% Month

Actual  s taffing vs . establ ishment Month

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

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

Data sources under development 

Data sources under development 

Data sources under development 

Data sources under development 

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% 91.9% Month

A&E 4-hour s tandard (weekdays) 90.1% Month

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

Inpatient Survey - Discharge Planning 90% 48.4% Month

Dai ly Average Discharges  (week days) 151.0 Month

Dai ly Average Discharges  (weekend days) 110.0 Month

Average Length of Spel l  - Elective (week days) 4.9 Month

Average Length of Spel l  - Elective (weekend days) 11.5 Month

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

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

HSMR (Weekdays) 100 94.17 Rol l ing12Month

HSMR (Weekends) 100 96.89 Rol l ing12Month

Diagnostics  wait times  (week days) 1.5 Month

Diagnostics  wait times  (weekend days) 0.6 Month
Same sex accommodation breaches 0 0 Month

Ready for discharge 10% 19.0% Month

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

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

Mandatory tra ining 95% 73.0% 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% 46.4% Month

% RCAs  completed (year to previous  month) 100% 89.1% YTD

Completed commercia l  s tudies 4 Month

Time from study open to fi rs t recrui t (days) 70 67 Month

Patients  recrui ted to NIHR tria ls 4,361 2,967 Quarter

Information governance breaches 0 0 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 £27.1 £22.5 YTD

Surplus/defici t £9.09 £5.90 YTD

Cash forecast accuracy assessment G 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) £12,410 £9,828 YTD

Total  income actual  vs  plan 110.2% YTD

Monitor governance risk rating #VALUE! AG Month

TDA risk rating #VALUE! 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 – February 2015 Report owner: Helen Jackson 

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

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

2 
3 

4 

6 
7 

  8 

9 

5 

10 

Number/Title Progress update 

Preparation 

1 Master Programme The master programme continues to be populated.  Progress has been made in particular on the 13 
implementation steering groups and on a number of IT workstreams. 

Service Redesign 

2 Service Redesign Projects Key developments on the main service redesign projects include:   
Closer to Home Project. A visit to Salford to learn from their experiences of GP and care home 
alignment took place on the 11 February 2015. The Frailty Assessment Unit moved from being open 5 
days a week to 6 days a week, this service will be open 7 days a week from April with a target 
reduction in length of stay, which currently sits at 6.2 days, to 72 hours.  Work progresses on the 
Acute Geriatric Unit workstream with a target reduction in length of stay from 16–18 days to 7–8 
days. Progress on 2 of the workstreams, Home Falls Rapid Response Team and Unified Liverpool Early 
Supported Discharge Team, are partly dependent on commissioner intentions. 
Project White Space – 1. CT within 24 hours (ahead of schedule): The fourth CT scanner is now 
operational and within six weeks of opening we anticipate all in patient CT that can technically be 
performed will be undertaken within 24 hours. Anticipated beds saved = 14 beds. 2. Ultrasound within 
24 hours (ahead of schedule): Evening inpatients lists are now routine. Weekend inpatients lists 
started in January 2015. All technically possible inpatient requests should now be performed within 
24 hours. Anticipated beds saved = 12 days.  3. MR within 24 hours (on schedule): Additional MR 
scanning capability is required and funding for this is being explored. The costs of leasing modular 
buildings, etc, are being investigated. Anticipated beds saved= 6. 4. Endoscopy within 24 hours (ahead 
of schedule): The project analysis is complete and a business case is currently being prepared. This 
requires use of some space at Broadgreen to establish an outpatient endoscopy centre. There is an 
agreement to move to 7 day a week service. Anticipated beds saved = 6. 5. Interventional Radiology 
within 24 hours (on schedule): Process mapping was undertaken on the 23 January, and a highly 
complex process is anticipated. Currently, ideas for the way forward are being investigated.  A plan 
should be available in April 2015.  6. Interdisciplinary consultations within 24 hours (on schedule): 
There have been preliminary meetings with key members of staff. The first team meeting was held 
on the 27 January 2015.  A plan should be available  in April 2015.   

New Hospital 

3 Clinical and technical design 
and Reviewable Design Data 

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

4 Construction Carillion is reporting that, although works are behind, they are still planning practical completion for 
the 31 March 2017.  An additional week has been lost in January, the delay being attributable to wind 
down time to tower cranes suffered during the concrete frame construction on the main hospital.  

5 Hospital Environment and 
Readiness for Service Move 

Construction of the two single bedroom and en suite mock up near to the Education Centre is due to 
be completed in March.  The 900 days events scheduled for 26 – 28 January 2015 focused on the 
interior design and way finding and were well attended. 

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

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

Number/Title Progress update 

6 Sustainable Communities M&E apprentices are being classroom-based trained for on site roles. A second intake of M&E 
apprentices is planned for March, to ensure appropriate timings with forthcoming job roles.  
The Up-Skill programme successfully concluded in December with 13 long-term unemployed people 
graduating, 8 since securing permanent employment.  
By the end of January, 110 candidates had registered through the job shop, with 28% from priority 
wards and a further 31% from the city.  
A fourth Meet the Buyer event will take place jointly with the Anfield project on 26 February 2015.  
Local spend is currently at 35% and is expected to rise as further sub-contractors are brought on site. 
All opportunities are open to local suppliers, where they exist. A record of postcodes and outcome of 
bids is reported monthly to Liverpool in Work.  
The Trust invited Sacred Heart pupils onto site on 27 January 2015, to highlight the dangers of 
construction sites (provided by Carillion) and show them what the new RLUH and Life Sciences 
Campus will look like.  

7 FM Mobilisation and transition Carillion FM Services remains on target to deliver its Mobilisation Plan and this will help to ensure a 
smooth transition to Interim Services in April 2015. Staff transfer is a significant element of the plan 
and Carillion is employing significant resources in this area. 

Clatterbridge Cancer Centre 

8 Sale and Development 
Agreement 

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

9 Joint project planning Between January – July 2015, the Royal’s clinical teams will be involved in the detailed planning for 
the new Cancer Centre.  Over 10 clinical pathway workstreams are under development with a further 
clinical pathways workshop held on the  12 February 2015. 

Liverpool Health Campus 

10 Accelerator The Accelerator Business Case will be considered by the TDA at their Capital meeting on 26 February 
2015 and, if approved, work will start on site in June. 
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Report owner: John Graham Capital expenditure: Are our investment projects on track? 

Area Project / Investment description 
Total 
cost 

(£000s) 

2014-
15 cost 
(£000s) 

On 
time 

On 
budget 

On 
benefit 

Corporate PFI Prepayment PDC 94,000 13,535 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. MRSA Bacteraemia. The trust has currently reported 8 cases against a target of zero. There 

were 8 serious incidents declared in January. RCA completion rates:  Completion rate for the year to the end of 

January is 89.1% .Incident reporting has increased throughout the month which is positive and all incidents continue to 

be reviewed at the Weekly Safety Meeting. VTE Assessment performance has improved and for the second month 

running the Trust has attained more than 95%. 

•How are we performing?  

•Infection prevention and control: The trust remains over trajectory for MRSA [8] and under trajectory for C. Difficile. 

There was one CDT case reported in January on Ward 9b. In relation to the reported MRSAs, 5  were related to poor 

line care and access.  

•Actions: Ward based Skills Facilitators are now in post to train on aseptic non touch technique [ANTT] and peer review 

(180 nursing staff trained and peer reviewed to date) . Extra Sessions have been put in place for all junior medical staff  

who will also be peer reviewed . The ANTT passport process has been introduced to the organisation and will be in 

place by the end of March to ensure that only staff who have been assessed as competent are accessing devices . 

•VTE assessments: These report one month behind and so the figure for December is reported which was 96.3%. This 

is the 2nd month in a row that the Trust has met this target. The divisions continue to closely monitoring  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.  

•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 (eg bruising following a fall equates to moderate harm). The completion 

rate for RCAs is monitored by  the Risk Manager through Datix. The key area of underperformance in relation to RCAs  

are VTE and Medication errors, however, an extraordinary meeting is due to take place on the 16 th February and all 

outstanding will be completed.  All outcomes and lessons learned will be shared through the weekly meeting of harm 

and VTE steering group.  

•Serious Incidents declared in January:  1. Missed right lung lesion on 3 occasions a shoulder x-ray was performed 

(occurred Jul 12 – known 29th January 2015), 1 Cardiac Arrest,1 fall (#NOF), 1 fall (Head Injury), 1 connection to airflow 

meter instead of oxygen flow meter, 1 readmission through Emergency Department (patient died),  1 Grade 4 pressure 

ulcer declared on a patient admitted with a grade 3 pressure ulcer that then deteriorated to a grade 4. All SI reviews are 

underway and outcomes will be reported to the patient safety sub committee. 

•Lessons learned from falls with moderate to severe harms: 1.Staff are missing out on the need to re-assess falls 

risk when the patient’s condition changes which has led to an insufficient plan of care to mitigate any new risks eg. new 

low blood pressure  (BP) due to medications. Staff have been reminded to undertake reassessment of falls risk 

assessment [FRAT] score post fall, on change of condition, on transfer to another clinical area or weekly as per policy 

directive and a new care plan has been devised which gives emphasis to the need for lying and standing BP to be 

recorded for every patient at risk of fall. There has also been an increase of incidence where environmental clutter has 

caused falls. Staff have also been asked to be extra vigilant about ensuring patients who mobilise with drip stands do so 

safely and with assistance as required. Falls: The rate of falls has increased in January to 6.4 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 of have the potential to cause longer term effects e.g. 

Fractured neck of femur] has marginally increased with 6 patients sustaining moderate to severe harm, with 3 of these 

reported as an SI. A patient sustained a cerebral bleed causing his death on NOFU, a patient also sustained a fractured 

neck of femur on ward 6X and a patient sustained a cerebral bleed following a fall on ward 6A.  Lessons learned will be 

reported on conclusion of the investigation. The remaining moderate to severe harms were 2 patients who sustained 

wrist fractures and a patient who sustained a laceration to the head. On the whole, the falls rate is up from the same 

period in 2013-14. For the next 4 weeks, the team will review every patient on the 2nd and 4th floor over 65, or under 65 

with a falls risk as these areas 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 safety measure 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. This includes formal theory training and practical risk 

assessment and patient management training whilst working with staff on the wards. New areas that the team wish to 

focus on, based on lessons learned are: Postural hypotension  and undertaking an accurate lying and standing blood 

pressure, [certain medications or cardiac conditions, can result in a sudden drop in blood pressure when standing up 

which result in a fall]. The team are also meeting with A&E educators to review the head injury pathway and potential 

adaptation/rollout to wards.  

•Hospital acquired pressure ulcers: In January the trust reported 6 grade 2 pressure Ulcers and 1 grade 4 pressure 

Ulcer.The grade 4 pressure ulcer occurred on Ward 2b. This has been declared as an SI and will be subject to full 

investigation. Outcomes will be reported to the Patient Safety Sub Committee.   

•RIDDOR: There was one RIDDOR reportable incident in January and this was in the division of Surgery when a 

member of staff alleged that they tripped over a chair within the office environment.  

•PSA / CAS Alerts: The Trust’s various alerts are currently compliant with the defined timescales with the exception of 

one PSA alert, (PSA 2014 017 – Risk of death and serious harm from delays in recognising and treating ingestion of 

button batteries) however, this was completed two days after the required deadline and is now fully compliant. 
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant 
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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 but 

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

as expected. 

Please note, PROMS data is based on patient participation rates (internal data) as agreed as part of the Quality 

Contract with our commissioners. We are achieving above 80% for each of these. 

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. Further analysis is required. 

WQIs: There was one  red area  in December that was A/E. A plan to ensure there is a tool “fit for purpose” to assess 

the department is being developed currently.   

WQA/SQA: The performance target for the detailed ward quality audit [WQA] and outpatient service quality [SQA] 

audit programme has been set at 90% of areas to achieve green or green amber. The Trust is compliant with this 

figure. There is one ward currently rated amber and this is ward 2A. The ward has been performing well in the 

monthly audits and is due to have the deep dive audit completed again in April. Outpatient areas continue to be 

audited and action plans developed.  

CQC reviews: To supplement the ward audit programme the quality team  also undertake internal CQC visits. There 

was also a planned inspection undertaken on the19/20th of January in 4 areas identified for review which included 

Wards 6y, 4x, 2a and A/E.  The process was in line with CQC methodology and had a range of staff and expert 

patients participating. The feedback was provided to the Chief Executive and Chief Nurse and an action plans agreed 

to deliver improvements. Overall the findings were very positive and gave assurances of the quality of care provided, 

a report will be presented to the Quality Governance Committee on the findings of the inspections.  

  

  

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% 91.6%
Ward Quality Assessment 90% 97.6%
Service Quality Assessment 90% 100.0%

Following care pathways YTD YTD Month

Advancing quality pathways: Target Actual vs. r3m

AMI 95.00% 98.95%
Hip & Knee 95.00% 96.88%
Heart Failure 83.41% 73.83%
Pneumonia 78.75% 80.36%
Stroke 89.81% 71.75%

% stroke patients spending at least 90% of stay on a stroke unit 80% 79.6%

Treatement effectiveness
PROMS: Hip Replacements N/A 88.1%

Knee Replacements N/A 89.2%
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% 8.2%
New to follow-up ratio 2.23 2.52

M
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T NB: 3 month lag time in data.

Now based on Appropriate

Care Score (ACS)

Current reporting based on 
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completed quarter shown.
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2.0
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1.5
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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 January 

• The trust did not achieve the 95% standard for emergency care in January although this was an 

improvement on Decembers position. 

• DNA rates are higher than target and a plan was submitted to R&P 

• There is a national focus on the number of patients waiting18 weeks which will increase pressure 

on the Royal site bed capacity. 

• 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. 

The trust has successfully managed diagnostic waits to below 6 weeks for the last 9 months.  

Unfortunately, in January 137 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. 

 

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 1 out of the 5 weeks of January 

15 and has continued to achieve into February. 

 

3. DNA 

Following discussions at Trust Board, a plan was scrutinised by Resources and Performance 

committee focused on 3 critical areas; dental, gastroenterology and ophthalmology.  There are 

monthly outpatient improvement meetings which report to Patient Experience Committee.   Resources 

and Performance has therefore asked Quality Governance to provide on going assurance to the 

delivery of this plan. 

 

4. 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. The trust has been requested by the TDA to reduce the  

backlog from 1,653 to 1,453 by  the end of February.  A trajectory to achieve this has been shared 

with R&P.  There is risk to delivery as this plan requires additional elective patients to be treated on 

the Royal site, where capacity is already at a premium due to emergency pressures. 

 

5. 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% 4.1%

Surgery 7% 11.4%

CCSS 7% 0.4%

% patients who did not attend (DNAs) 10% 11.9%

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1% 4.5%

Quarter Quarter Quarter

Target Actual vs. r3Q

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

% total operations cancelled by hospital 0.6% 0.86%

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 38

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 91.9%

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

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

Are we treating cardiac patients quickly?

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

Are we treating patients quickly?

A
C

C
ES

S 
TO

 C
A

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

Are we diagnosing and treating emergency patients quickly?
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Commentary 

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

Executive Summary  

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%. In November  this improved to 46% and 

December is reporting 59.3% [data 1 month behind due to timescales]. There were 233 patient satisfaction surveys 

carried out in January by the trust.  

 

How are we performing? The response rate to Level 2/3 complaints has improved in December to 59.3% however it 

is important to note that until the datix electronic system is fully embedded that part of the complaints management 

process remains paper based. This process although routinely quality assured through a second person check still 

creates a potential  risk in relation to data quality. There remains some sickness absence in the complaints team that 

has impacted on the ability to turn complaints around as quickly as required however this has been addressed using 

temporary staff. The overall quality of the response letter has improved and this has been noted by a number of 

Executive Directors who have final sign off of each letter.  

Subject to the complex nature of some complaints, the Trust aims to adhere to a response time to three timescales 

subject to the level of investigation required and these timescales are agreed with the complainant from receipt of their 

letter. Response times are split into three categories; 25 days, 35 days or 60 days and during December, the following 

compliance was recorded: 

 

 

  

 

Action taken with regards to the management of complaints: The divisions are handling and managing the 

complaints process with a different approach by promoting the use of face to face meetings with complainants. The 

quality of the complaint response is also undergoing further scrutiny at divisional level to ensure that it answers 

questions fully. The recruitment of 2 additional Complaints Managers to support each division will help further. The job 

descriptions have been approved and the posts are currently due to go to advert. 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 are also undertaking a “look back” exercise to ensure all complaints that require an action plan have one in 

place and that it is discussed and monitored at governance meetings.  Going forward, the team will send out patient 

satisfaction surveys with regards to how the complainant feels the overall complaints process has been. This 

information will be used to improve the service provided by the trust.  

 

Learning from complaints: 

The second edition of the Patient Experience Bulletin was printed in January for all staff, patients and visitors. The 

bulletin shares feedback from listening weeks, patient stories and complaints highlighting lessons learnt. A review of 

complaints and themes are taken and discussed at the Patient Experience Group.  

 

From this month’s complaints, the main themes comprise of complaints associated with: 

• Communication and information (or lack of) provided to patients 

• Aspects of clinical treatment 

• Appointment delays or cancellations 

 

Both divisions are now tracking the commitments set out in complaint responses by developing action plans and 

monitoring these through their respective divisional meetings. In turn, complaints and the subsequent responses 

provided to patients are monitored as part of the recently introduced unannounced quality inspections which aim to 

triangulate any issues previously highlighted, by asking patients about their experience and discussing previous 

complaints with staff, to attain assurance that lessons have been learnt and patient experience is enhanced. 

 

Patient Experience Surveys 

Patient Experience Surveys continue and throughout January, 233 surveys were undertaken. The responses from 

these surveys are shared with the respective ward managers and results are discussed at the monthly ward meetings. 

This data also forms part of the Perfect Ward agenda, where themes are discussed to promote shared learning. The 

next Patient Listening Week will focus further on the trusts internal surveys to gain further insight into the responses so 

that action can be taken to improve in these areas.  

 

Friends and Family 

The Friends and Family Test continues with 17.6% of patients who accessed Accident and Emergency responding to 

the questionnaire in January, with 28.9% of inpatients providing a response. The Net Promoter Score for both areas 

was 59, with 64.3% of patients stating they would be extremely likely to recommend the Trust to their Friends or 

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

Month Month Months

Target Actual vs. r3m

% patients who had a positive experience when asked:

Were you involved as much as you wanted to be in decisions about your care? 90% 72.1%

Were you given enough privacy when discussing your condition or treatment? 95% 81.9%

Did you find someone to talk to about your worries and fears? 90% 62.6%

Have your medications and possible side effects been discussed with you? 90% 65.2%

Have you been kept informed of your discharge plans? 90% 48.4%

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

Was your pain was managed effectively? 95% 84.1%

Friends and Family Test ('Net Promoter Score') 75 59

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% 82.0%

- assessment & observation units 80% 76.3%

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% 98.1%

Cleanliness performance audits - BG ward areas 95% 97.7%

Accom: # mixed sex accommodation breaches 0 0

Pain: Pain Management Nursing Quality Audit Score 90% 99.0%

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

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

YTD YTD YTD

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

Level 1: Response < 5 days 98% 100.0%

Level 2/3: Response < 25 days 90% 59.3%

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

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

Executive Summary 

The graphs on the following page show how our performance compares with our peer group of Teaching 
Trusts outside London across a number of areas. There are no significant movements from the previous 
period. 

How are we performing? 

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

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

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

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

 

 

 

 

 

 

 

 

 

 
 

 

Outpatient DNAs: The graph highlights that in this period the Trust has one of the highest percentage of 
DNAs within the peer group. An action plan was presented to the Resources and Performance Committee 
to its last meeting which 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 December we were rated 163rd of 167 Trusts for 
inpatients and 96th of 139 for A&E for the percentage of respondents that would recommend the service 
(January 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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The Top and Bottom Performing Peer l ines  show the 

best and worst peer score from each individual  

month. The named Peers  are the best and worst in 

the most recent month.
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Best Peer 

This Month

Nottingham University Hospitals NHS Trust
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This Month

Central Manchester University Hospitals NHS 

Foundation Trust
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Best Peer 

This Month

University Hospitals Of Leicester NHS Trust

Worst Peer 

This Month

University Hospitals Birmingham NHS 

Foundation Trust
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This Month

Cambridge University Hospitals NHS 

Foundation Trust
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This Month

Central Manchester University Hospitals NHS 

Foundation Trust
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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 #NAME? 0.15 #NAME?

Best peer 0.00 0.09

Worst peer 0.02 0.20

RLBUHT target

All Benchmarking including infection rates is based 
on the latest Dr Foster data period (to Oct 14)

MRSA cases per 
1,000 bed days

CDT cases per 
1,000 bed days

YTD 

actual Change

YTD 

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

CQC 

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

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

Are we confident we are compliant with this regulator?   
The CQC undertook an unannounced follow up inspection on the 30th June and 1st July focusing on all areas within 
the trusts action plan following the initial visit in November and December 2013.  The final report has now been 
published by the CQC and found the trust to be compliant with all of the action plan. 
 
The move of HEC and CCU has now been completed and these teams are now situated on the third floor. The CQC 
has been notified at the end of December however, that due to significant pressure on our services, the old HEC/CCU 
area had been utilised as an escalation area. This was agreed by CQC and every effort has been taken to reduce the 
length of time this area open. A risk assessment has been undertaken and patients numbers / staffing routinely 
assessed three times per day. 

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

Feedback:  Provided and 
now published onto the 
CQC site.   

Action taken in response:  Outcome:  

NHS England Staffing requirements.  

Area covered: National Mandate to publish nurse 
staffing.  

Focus of regulator: Governance and safety.  

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

Following the publication of the Hard Truths recommendations there is a requirement for all trusts to publish 
monthly data on staffing. This is applicable only to inpatient areas where patients stay overnight. 
The trust is required to and is publishing the following: 
• Day shift and night shift staffing plan against the actual staff available. 
• This will be produced in hours. 
• A percentage staff availability score will be provided.  
• Data will be submitted by site and each site will have every inpatient ward staffing availability provided. 
• Data will be submitted by UNIFY and uploaded to the NHS Choices website. 
• The Trust will also be required to publish this data on their own web page.  
For January the overall percentage of trained and untrained nursing staff against the actual required is >90%. There 
were 11 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 January has had an impact upon the fill rates on the wards along with 
close observations, there has been a significant increase in the number of patients we are now managing subject to 
a deprivation of liberty order ( DOLS ) where additional nursing resource is required in order to safeguard these 
patients. 
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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

g
re

s
s

Clostridium difficile Clostridium difficile YTD
<= Quarter 

Plan
1 <=48 36 0

Thresholds Weight Dec-14 Jan-15
Risk Score (based on 

Weighting)
RAG

P
ro

g
re

s
s

All Cancers: 31-day wait 31 day diag to treat (first treatment) >=96% 1 96.6% 96.6% 0

Surgery >=94% 97.8% 97.8%

Anti cancer drug treatments >=98% 98.8% 98.8%

Urgent GP referral to treatment >=85% 85.8% 85.8%

Screening service referral >=90% 93.4% 93.4%

Admitted >=90% 1 93.1% 91.4% 0

Non-admitted >=95% 1 96.4% 96.1% 0

Incomplete >=92% 1 92.1% 92.2% 0

Urgent suspected cancer referrals >=93% 93.0% 93.0%

Breast symptomatic (not susp cancer) >=93% 93.5% 93.5%

A&E % patients waited ≤ 4 hours >=95% 1 92.8% 91.9% 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 10 (January 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 10 RAG Month 10 RAG Month 10 RAG

Clostridium difficile Clostridium difficile

Surgery: 20 

Medicine: 25 

CCSS: 3

20 15 1

All cancers: 31-day wait Diagnosis to first treatment >=96% 95.9% 98.4% 100.0%

Surgery >=94% 97.5% 100.0% N/A

Anti cancer drug treatments >=98% 100.0% N/A 97.7%

Urgent GP referral to treatment >=85% 84.1% 91.8% 63.6%

Screening service referral >=90% 93.4% N/A N/A

Admitted >=90% 91.0% 100.0% 100.0%

Non-admitted >=95% 96.7% 96.4% 99.7%

Incomplete >=92% 90.8% 93.6% 95.4%

Urgent suspected cancer referrals >=93% 97.2% 88.1% 95.0%

Breast symptomatic (not susp cancer) >=93% 93.5% N/A N/A

A&E % patients waited ≤ 4 hours >=95% 100.0% 90.0% 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 Williams CQUIN tracker: Are we on track to meet our CQUIN targets? 

Goal 
 

Summary of targets and progress.  
 

NATIONAL 

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

1.1 Staff FFT: All staff must have the opportunity to provide their feedback at least once per 
year. Questions based on how likely our staff are to recommend this hospitals to friends and 
family for treatment and also to friends and family as an organisation to work. HR department  
lead on this element and results  are very positive and are higher than the national average for 
both questions  at over 85%. Seeking staff feedback is also gained through the unannounced  
Patient Safety Walkabout programme and mock CQC inspections. 
1.2 Day case and OPD Early Implementation : This early implementation is going well and in 
January 2015, the response rates were: 27% OPD, 28% Dental, 32% Day case areas. The 
feedback from comments is used by the department managers to improve patient experience 
and service delivery. For example extra refreshments provided for patients in out patient 
clinics. 
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. January response rate was 17.6% 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. January response rate was 28.9%. 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.   
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 NHS Safety Thermometer for the month of January harm free care  is at 94.81%. For the 
prior 3 months the trust has averaged 94.96% harm free care and we continue with the 
requirement to submit data each month.  
Work to reduce pressure ulcers, both old and new based on our data in the previous year is 
underway in collaboration with the trust and the CCG. The trust has submitted a plan to 
collaborate with the community tissue viability team to help increase awareness of the risks 
and to deliver joint education events. This has been accepted as a way forward and work is 
underway to implement an improved referral system to the Tissue viability team to ensure 
patients are seen earlier and those patients highlighted at risk are seen as a priority. Currently 
the team average 600 referrals per month, however some referrals are inappropriate and the 
aim is to reduce the referral rate however ensuring the most at risk patients are seen by the 
TVN and appropriate action plans in place. 

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

The requirements for this CQUIN remain unchanged from 2013-14. Performance against the 
90% target is: [1 month behind] 
Case finding questions within 72 hours of admission: Q1 67.7% Q2 67.7%., October 64.4%, 
November 66%, December 51% : Q3 60.0% 
Dementia Diagnosis assessment when indicated: Q1 26.1% and Q2 44.7%. October was  20.8% 
and November 33.3%, December 34.4% : Q3 32.4% 
Referrals for follow up when indicated: Q1 80% and Q2 92.3% . October was 89.4% and 
November 76.4%, December 64.7% : Q3 77.4% 
The performance against this target has been disappointing and as a result, a comprehensive 
action plan has been developed to bring about improvement. The Dementia Nurse Specialist 
will work closely with clinicians within the assessment areas to promote the use of this 
assessment and to identify those patients who require a review. Many organisations are 
finding this particular target challenging but the organisation are committed to bringing about 
significant improvement over the coming months. Engagement sessions will also be held with 
clinicians to explain the nature of this assessment and the importance of being compliant in 
undertaking this routinely for all appropriate patients.  
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2014/15 CQUINS 

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

LOCAL /REGIONAL CQUINs 

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

The latest data for the pathways below accurate to October 2014 [3 months behind] is: 
• 4.1 AMI 98.9% against a target of 95.00% 
• 4.2 Heart Failure 73.7% against a target of 87.5% - an improvement on last month, 

attributed to the appointment of an additional heart failure nurse. 
• 4.3: Hip and Knee Replacement 96.7% against a target of 95.00%. 
• 4.4: Pneumonia 81.5% against a target of 85.6% - a number of patients yet to be entered 

due to missing or incomplete case-notes.  Two additional medical records clerks have been 
recruited to improve case-note collection. 

• 4.5 Stroke 71.2% against a target of 80.3% [this is based on the percentage of stroke 
patients that spend 90% of their stay on the stroke unit].  

For the 2014-15 contract  there are additional pathways and these are: 
• 4.6: COPD (August 2014 onwards) 4.88% against a target of 50.0% - data completeness is 

an issue, staffing levels have been addressed. 
• 4.7: Hip Fracture (October 2014 onwards) 4.00% against a target of 50.0% - Composite 

Process Score stands at 70.81% i.e., achieving 7 out of 8 measures for each patient.   
However, admission to appropriate ward within 4 hours of admission is proving 
challenging.   

• 4.8: Sepsis (September 2014 onwards) 54.14% against a target of 50.0% 
• 4.9 AKI: Awaiting final measures to be released, data collection date to be confirmed. 
• 4.10:  Diabetes: data collection to commence January 2015 for December discharges.  
• 4.11: Alcoholic Liver Disease: Measures and data collection go live date are yet to be 

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

Goal 

 
Summary of targets and progress. 

 

Local CQUINs 

Communication 
[LOCAL]:  
 
On Track? For Q3.  

1. Communication (In-Patients) - Electronic Discharge Summaries to be sent to GP within 24 
hours. Q1 Target is 60% Target met and payment achieved. Q2 target 60% Trust achieved 
80.9%. 2. Communication (In-Patients) - Patients to be offered a copy of summary on 
discharge. Q1 Target is 60%. Payment not achieved. October = 81.38%, November = 80.91%, 
December = 79.41%  Q3 80.58% 
3. Communication (In-Patients) - MDS.  Q1 Target is 60%. Payment not achieved. Not all 
wards use electronic prescribing and so TTOs will never be on the electronic discharge 
summary". 
4. Communication (In-Patients) - Assessment Units. Q1 target 50% Trust achieved  76.3%. Q2 
target is 70% and the trust achieved 77.8% We are on track to achieve Q3. October = 78.28%, 
November = 75.82%, December = 75.28% Q3 76.54% 
5. COMMUNICATION - Outpatient Correspondence. Further discussion at CQPG. 
Implementation plan required discussion to take place with Commissioners Feb 2015. 
6. COMMUNICATION - A&E and St Pauls Correspondence. Implementation plan required. The 
department need to explain how the Trust is getting its IT systems ready to deliver EDS in A&E 
and St Pauls A&E and agreement will be reached regarding the proposed way forward in 
February 2015. 
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: Next assessment for Q3 data, due February.  
9. Systems Interoperability: Removed by CCG as IT systems are not ready.   
 

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

The aim of this CQUIN is to ensure safe and effective patient care for patients attending as an 
emergency who can be diagnosed, treated and discharged on the same day. The agreement 
was to focus on 4 pathways: Chest Pain, Abdominal Pain, Supraventricular Tachycardia [SVT] 
and Acute Headache.  
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. 
 
  

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

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

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

Q2 performance under review by the CCG. 7 Day implementation plan submitted to CCG and 
full payment for Q2 achieved. Q3 to be assessed end February 2015.  
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant 

Commentary 

The ward based dashboard provides a snapshot of performance each month.  

The KPIs are categorised to provide an overall RAG rating and risk score for the ward.  

Overall risk scores: The scores for the KPIs are calculated as follows: WQA/WQI: 0 if Green or Green 

amber, 0.5 if amber and 1 if red or red amber. Hospital Acquired Pressure Ulcers. 0 if none, 0.5 if any grade 

2 and 1 if any grade 3 or 4. Falls 0 if no falls and 1 if falls reported, MRSA/CDT 0 if none reported 1 if 

reported, VTE 0 if over 95%, 0.5 if 90-94.9% and 1 is under 90%. Complaints 0 if none, 0.5 if 1 and 1 if 

more than one complaint.  Ward level RAG rating is based on: 0-2 = green, 2.5 -4 = Green/Amber, 4.5 – 6 

= Amber, 6.5 – 8 = Amber red and 8.5 or above is a red risk rating.   

There were one wards rated red in January with all performing percentage performance at Green  

Ward Quality audits. One area was rated red in December which was the Emergency Department. 

The reasons for the red rating were due to a lack of compliance in relation to Medication Safety (33%), poor 

adherence to Infection and Prevention Control guidance (30%) as well as sub-optimal compliance with the 

use of the Early Warning Score (66%), a tool used to identify clinical deterioration in patients. The 

Emergency Department Matron has been tasked with developing a robust action plan to bring about 

improvement, however, there has also been some concern raised by the ED team that the tool utilised 

within this area is not fit for purpose and that it does not audit the appropriate interventions to attain an 

appropriate quality score.  

In conjunction with the NQI Lead, the team have been asked to review the audit tool and source a range of 

alternative tools for the emergency environment, which can then be considered and potentially 

implemented.  This has a task end date of March 2015. In the interim internal CQC mock inspections will 

continue to monitor the clinical area. 

    

Whilst no other specific ward areas were rated red, overall the following three criterion fell into the Amber 

Category this month: 

Falls: 83.6%  

From the audits undertaken the main improvements required to improve the Trusts position are the need to 

document that information has been given to patients and that compliance with comfort rounding is 

captured. The areas that fell short of the standard expected in relation to falls management included the 

Coronary Care Unit, 10Z, 6X, Ward 8 BGH, 4A, 4B and 4X, 8Y and 9A. These wards will be performance 

managed at Perfect Ward meetings by the Assistant Chief Nurse for the division.  

Infection Prevention and Control: 82.5% 

The main issues affecting this score consisted of a lack evidence that hand wipes are available for patient 

use and a lack of completion of the VIIAD Charts. Improvements will be monitored via the Perfect Ward 

Meetings but the areas needing to improve are outlined as follows: ED, 2Y, 3X, 3Y, 6A, 6X, 6Y, 7B, 8A, 8Y 

and 9A. Matrons have been made aware of the need to improve on this important metric and are working 

closely with their respective teams to enhance practice which in turn ought to improve compliance with the 

policies set out.  

Discharge Planning: 83.6% 

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: 2Y, 3X, 3Y, 5Y, 6X, 6Y and 4X. A piece of work with regards to the discharge process is 

underway, this metric will continue to be monitored at Perfect Ward meetings.  

  

Escalation Areas: Over the last 6 months additional bed bases have been opened. Ward 4X has been 

opened for over 6 months and has a substantive Ward Manager and Deputy Ward Manager in place. An 

action plan has been developed to ensure that the ward is operating safely that is monitored at the Patient 

Safety Group. This ward is now included within the monthly audits and checks. In addition to this an 

additional 12 beds have been opened in what was previously the Heart Emergency Centre, now entitled 

Ground Floor Escalation. These beds have been opened since December with a clear plan to reduce and 

close these beds in place. This area has not been monitored through the monthly audits however internal 

CQC inspections have taken place to provide assurance that the environment and quality of care is 

maintained.  

 

6.06�High�Quality�Care.pdf

Top

Overall�Page�47�of�157
Page�16�of�17

http://www.eshareuk.com


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 2 59 105.9 17.8 9

Ward 4 (BG) Dermatology 0 100 10 0.65 0.65

3A Cardiology 2.5 55 39.15 7.15 2.15

3B Clin Pharm/Inf Dis 2 30.4 2 1

9BDW Medical day ward 3 14

3X Infectious Diseases 1.5 64 24.6 4.5 3

3Y Infectious Diseases 2.5 60 25.63 4 1

5X Gastroenterology 2 9.1 29.9 4.15 2

5Y Gastroenterology 2 38 34.1 4.3 1

6A Nephrology 3 0 34.1 2 0

6B Nephr (Dialysis) 1 54.04 2 1

6X Respiratory 3 50 36.34 4.15 1

6Y Respiratory 1 86 36.77 4.55 0

7A Diabetes 2 40 32 1 0

7B Diabetes 1.5 50 27.8 1 0

9ADU Nephrology HDU 2 1 0

AMU Acute Medicine 3 83.19 4 2

RCCU Coronary Care 3 67 TBC 0.5 0

HEC Cardiology 2 70 0.8 0

SRU (W8 BG) Clinical Gerontology 1 31.2 1.92 0

2B Clinical Gerontology 2 94 33.21 2.53 1

2X Clinical Gerontology 2 83 30.2 3.8 1

SU & 2Y Stroke Unit 2 77 44.44 0 0

2A Clinical Gerontology 4 31.43 1.83 0

Ward 2 (BG) Urology / Gen Surg 3 51 23.23 2.3 1

5A General Surgery 2.5 29 38.74 0 0

5B General Surgery 3.5 26 46.05 2.91 1

8X / ACRU General Surgery 3.5 77 44.01 9.3 2

8Y Vascular / Urology 3.5 57 22.17 5.1 3

ESAU ESAU 0.5 24.22 1 0

9A Renal Transplant 0.5 72 20.06 3 1

8A Vascular Surgery 2.5 50 38.28 2 2

9Y Breast Surg/Ophthalm 2 76 34 0 0

ITU Anaesthetics 2.5 100 131.4 15 15

POCCU Anaesthetics 1 100 24.33 1 1

8HDU Anaesthetics 2 49.23 3 3

Ward 1 (BG) Orthopaedics 1 84 34.66 3.6 2

4A Orthopaedics 2.5 7.1 31.61 1 1

4B Orthopaedics 1 79 46.32 2 1

4X, NOFU, 

OTAU Orthopaedics
4 37 2 2

Ward 5 (BG) MTC Rehab (Ortho) 2 24.6 1.2 0

DCU (BG) Day Case Unit 2 9.81 0 0

7Y Clin Haematology 0 63 27 4 3

10Z Clin Haem (BMT) 0.5 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? 

• This month I have focussed in the IP & Innovation dashboard to provide the Board with an understanding of our 

current status. RD&I works closely with Alex Wells and the Service Improvement Team and Janet Budd and the 

QEP Team to ensure cohesive understanding and joint working. See on Page 3 illustration 

• There has been an Innovation call from the Health Foundation and the Gastro team under Paul Richardson are 

being supported by RD&I in submitting an application looking at Alcohol Pathways. 

•   

Where have we underperformed or been challenged – why and what are the implications, overall and specifically in 

relation to our strategic objectives and quality of care? What actions are we taking? Have we considered the possibility 

of any unintended consequences occurring? 

• Continue to strive to achieve the 70 day target for 80% of studies as set out by DoH.  

• We submit our Performance Initiating & Delivery (PID) to the DoH quarterly and we remain mid in the league 

table  but continue to strive to increase performance. 

 

Are there any emerging issues on the horizon? 

What are the challenges /your concerns for the future– and what are the implications, overall and specifically could they 

impact quality? 

• The Health Regulatory Authority (HRA) are currently working through the process for National approval  with a 

single sign off  for studies , RD&I remains to be fully engaged with the HRA and supports any pilot work streams. 

• 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.  

• The BRC was launched at the LHP Health & Wealth Conference on the 21st January 15 with a workshop looking at 

existing UoL/NHS and commercial partnerships and how these can be developed further.    

 

Are there any emerging issues on the horizon? 

What are the opportunities /your hopes for the future – and what are the implications, overall and specifically could they 

impact quality? 

• Working closely with North West E health on a GP practice recruitment system called “Farsite” , LHP have taken the 

lead on this project and  the Trust /RD&I have agreed to support  this piece of work.  

 

Are there any questions for the board?  

Commentary 

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

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

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

*Please see commentary for further information 
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Research studies undertaken and in the pipeline 

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 89 90

# non-commercial studies open 338 340

# feasibility studies requested by pharma or CLRN 14 22

# feasibility studies awarded (updated biannually) 2 5

# feasibility studies declined by our clinicians 0 4

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') 57% 42%

% studies failing to recruit a patient in first 70 days* 43% 62%

Time from full document set to RD&I approval: Local LCRN (Target 15 Days) 14 12

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

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 66 67

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)
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Executive Summary 

 

The following exceptions are noted this month. 

 

• The sickness rate increased during December from 5.53% (Nov) to 5.99%. The rolling average is 

5.21%, up from 5.08% in November. The Trust target is 3.8%. 

 

• The Mandatory Training compliance rates are being reconciled with local records and a drive to 

assist all managers / areas with booking staff on training is underway. Where staff are non-

compliant without mitigation, action may be taken under the Trust’s disciplinary policy. 

 

• Preparation is well underway for the next Appraisal window starting in April 2015. This includes 

working with the national ESR team to improve system usability, updating the management 

hierarchies in the system, as well as improving guidance and delivery of training to further 

understand the appraisal process and the use of the ESR system.   

 

• The Trust launched a new Coaching programme at an event on 9 February with over 75 senior 

leaders in attendance.  Our approach to coaching is to encourage ‘anytime’ coaching where staff 

and managers use a coaching style during their everyday conversations with each other.  Training 

is available for managers and staff from March, and Executive Directors have attended a training 

programme to explore their own style of leadership to ensure that a coaching style is led and role 

modelled from the top.      

 

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

programme, will help us to embed a values led culture and behaviours in preparation for our new 

hospital.  Collective leadership is where everyone as an individual and in teams, take personal 

responsibility for getting things right with patient safety, patient experience and staff experience 

firmly in mind.  Under collective leadership we all have a responsibility to work together, to look out 

for and fix things where we can and raise issues where we can’t, instead of assuming someone 

else will, or blaming others for not doing so. The process starts with the Kings Fund completing an 

audit on how close our culture is to this way of working.     

 

• The People Strategy was approved by the Trust Board last year, and an action plan to deliver the 

outcomes was presented to the Resources & Performance Committee last month.  The committee 

will receive quarterly reports on progress.  The strategy and action plan addresses issues reported 

to the Board by exception such as staff engagement, health & well-being, appraisal, education & 

training, coaching and leadership development together with supporting the Trust with significant 

organisational change under our plans for transformation.       

  

  

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

Heads WTE By Division : Month Ending 31 December 2014

346 315.17 5.81%

1008 899.42 16.58% Heads WTE

1437 1263.85 23.30% 1022 941.37

392 342.30 6.31% 2435 2202.53

135 126.57 2.33% 2048 1828.47

253 236.75 4.37% 504 450.85

604 550.79 10.16% 6009.00 5423.23

1834 1688.38 31.13%

6009.00 5423.23

*WTE excludes bank, agency and overtime.

Employee Relations Activity

Oct-14 Nov-14 Dec-14 Oct-14 Nov-14 Dec-14

2 4 3 1 5 8

0 0 0 1 1 1

20 3 2 32 16 18

0 1 1 1 2 3

2 3 0 1 7 3

5 2 0 2 2 0

0 0 0 0 1 1

0 0 0 1 1 1

29 13 6 39 35 35

Employment Tribunal

Bullying & Harassment

Equal Pay

Discipline

Totals

Actual Establishment

Redundancy

Capability (Formal Process)

Grievance

Liverpool Clinical Labs

TRUST BOARD WORKFORCE SUMMARY

December 2014
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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%

RECRUITMENT: TRUST AVERAGE

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

Stage 1- Recruitment Request

Stage 2- Advert close

Stage 3- Shortl i s ting

Stage 4- Interviews

Stage 5- Offer made & Checks  underway

Stage 6- Notice period

Stage 7- Checks  complete to Start Date booking

WEEK 12WEEK 1 WEEK 2 WEEK 3 WEEK 4 WEEK 5 WEEK 11WEEK 6 WEEK 7 WEEK 8 WEEK 9 WEEK 10
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Report owner: Ros Edwards 
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Report owner: Ros Edwards Our 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 £4.5m behind its EBITDA plan at Month 10. 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 to January is 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 £2.6m behind plan with over 40% of QEP still to be 

delivered in the final two months of the financial year.  

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. 

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 ongoing 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 10 of £27.0k with a reported EBITDA to month 10 of 

£22.5m resulting in an adverse variance to plan of £4.5k 

Cash balances were £29.2m against a plan of £47.0m. 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 Activity Query Notice. 

 Business Planning and Commissioning discussions for 2015/16 have commenced. 

  

Are there any questions for the Board? 

  

 

6.10�Finance.pdf

Top

Overall�Page�56�of�157
Page�1�of�8

http://www.eshareuk.com


Are we delivering our services profitably? 

Income £365,536 £402,704 £438,210 £461,168

Expenditure (£338,402) (£380,200) (£406,085) (£430,366)

EBITDA £27,134 £22,504 £32,125 £30,802

Operating surplus £13,785 £10,489 £16,259 £15,401

Retained surplus £8,780 £5,749 £10,268 £9,410

I & E surplus margin 2.40% 1.43% 2.34% 2.04%0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 7.42% 5.59% 7.33% 6.68%

Operating surplus margin (op. surplus/income) 3.77% 2.60% 3.71% 3.34%

Retained surplus margin (ret. surplus/income) 2.40% 1.43% 2.34% 2.04%

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

£7,119

Net cash inflow/outflow:

£0 £2,519 (£7,200) £6,678

(£5,920) £1,000 £6,740 (£1,862) £8,500 £5,078 £386 £6,711

(£3,876) £3,399 £367 (£3,976)

£8,691
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£000m 18 month projected cashflow

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

Cash balance £47,000 £29,245

Undrawn cash facilities £0 £0

Liquidity ratio 4 4

Liquidity days 23 14

Cash days of op. expense 42 23

%debtors >90 days overdue 5% 27%

%creditors >90 days overdue 5% 16%

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

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

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

Executive Summary 

• The Trust has planned EBITDA to month 10 of £ 27.0m with a reported EBITDA to month 10 of £ 

22.5m, an adverse variance of £4.5m. 

• Over performance against planned activity levels is driving higher than planned expenditure 

levels, particularly with regard 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 10 by £ 37.2m, mainly attributable to Patient Care of £ 21.6m ( 

Core contract £16.8m, specialist commissioners £ 4.8m) and non patient care of  £15.6m 

Are there any emerging issues on the horizon? 

• The joint activity review has been completed. Discussions on the findings are continuing  with 

commissioners. 

• Recovery plans are in place focusing in particular on expenditure control for the remainder of the 

year. 

Are there any questions for the Board? 
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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) £112,690 £115,505 £113,088 £124,028 £49,752 £56,127

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 240,895 253,998 215,834 217,713 175,218 182,998

# elective 6,588 6,656 637 734 323 357

# non elective 5,915 6,145 23,731 28,548 114 136

# inpatients 12,503 12,801 24,368 29,282 437 493

# outpatients 213,673 225,771 177,491 173,441 170,499 177,226

# day cases 14,719 15,426 13,975 14,990 4,282 5,279

SURGICAL MEDICAL CCSS

Patient care only

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

Commentary 

Report owner: John Graham 
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YTD YTD Month YTD YTD Month

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

Non-current assets £173,112 £160,277 Working capital £31,992 £24,474

Current assets £95,559 £85,790 Net assets £188,786 £171,219

Trade & receivables £43,059 £49,814 Assets - current liabilities £205,104 £184,751

Non-current liabilities (£16,318) (£13,532)

Current liabilities * (£63,567) (£61,316) YTD

Trade & payables (£61,000) (£58,334) Estimated risk rating if FT (5=best): 4

Total assets employed £188,786 £171,219 (see glossary for component parts )

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

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

target actual vs. r3m

Bed util isation (%) 91% 0.0%

Theatre util isation (%) 80% 0.0%

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

HCA per bed 0.8 0.8 0.7 0.6 2.9 2.9

Qualified nurse per bed 2.6 2.5 1.7 1.7 7.4 6.8

Junior doctor per bed 0.7 0.6 0.4 0.4 3.4 2.4

Consultant per bed 0.5 0.5 0.2 0.2 2.8 1.7

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

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 6 0 0

Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days) 5.8 0.0 0.0

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

Wastage

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

Equipment  ALL DIVISIONS

SURGICAL MEDICAL CCSS

People

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

S Staff B Services from other NHS Bodies W Equipment

C Establishment & Premises X High cost drugs
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Report owner: John Graham Our finances 4/4: How are we managing our costs? 
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Executive Summary 

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

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

the 2014/15 baseline. 

Are there any issues emerging on the horizon? 

 Continued focus on the QEP programme for the year. 

 Robust management of the main CCG Contract for the year.  

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

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

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

Executive Summary 

Activity has been above plan for the first ten 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 

 

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

6.10�Finance.pdf

Top

Overall�Page�63�of�157
Page�8�of�8

http://www.eshareuk.com


Commentary 

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

Key highlights for this month are: progress on our strategic programmes and development of the 

Programme Management Office (PMO). 

 

How are we performing? Business as usual performance and implementation of initiatives [FY + 

YTD] 

 

What has gone well?  

The PMO is now fully established and has made significant progress with the development of 

toolkits for Programme and Project Management; and intranet pages for the IT Department.  These 

developments are currently being quality assured and will be operational by 1st April 2015. 

The Electronic Patient Record (EPR) procurement project continues to make good progress and the 

detailed requirements document has been distributed to the shortlisted suppliers. Staff have been 

invited to be involved in the review of responses and at demonstrations of the systems. Recruitment 

for the EPR Programme Manager, mentioned in last month’s report, is underway. 

The Paper Free Health Records (PFHR) programme has made progress in delivery of the clinical 

portal with a new release planned for user testing from 12 February. The roll out of the EPro (clinical 

letters solution) is almost complete with one final release due by the end of March; this development 

has been well received by the user community. The electronic forms project (PENS) has completed 

implementation in Rheumatology and Dietetics; and the roll out to Cardiology is underway. 

The Department is maintaining contact at a strategic level with development of the Integrated Frailty 

Pathway to ensure any long term IT solution considers the impact on the Trust’s systems. 

The vacancies in our Technical teams have been filled with temporary staff and permanent 

recruitment is underway with start dates planned in March. 

 

Where have we underperformed or been challenged?  

The Service Desk accessibility measures (call abandoned and calls answered within 30 seconds) 

have slipped slightly below the target for January due to an increase in call volumes and staffing 

shortages due to sickness.  

System availability on the internet fell below target due to a network fault, we are awaiting further 

information from the supplier on the reason for this and will provide more details next month. 

As mentioned in the last report, the JAC upgrade plans were due to be ratified following supplier 

training. Due to additional requirements and scheduling conflicts for key members of the Project 

Team this implementation has been deferred and the revised plan is for a go-live on 10th May.  

PFHR business case is still under development and its presentation to Trust Board has been 

deferred. 

The Bed Management Whiteboard still has a number of small issues outstanding and we will 

complete a full review to troubleshoot what is needed to get this project fully live. 

 

How are our improvement initiatives progressing?  

 The Nursing Technology Fund bid for our Bedside Monitoring solution was unfortunately 

unsuccessful. This provides an opportunity to re-scope the project and include “fating of blood 

products”, bringing together two projects that impact the same groups of staff and use the same 

technological solution. A proposal is being developed for consideration by the IT Design Authority. 

Although the Desktop Optimisation project will not complete to the original timescales the pace of 

roll out has improved with more than 300 pieces of equipment rolled out this month. 

 

Are there any emerging issues on the horizon? 
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Report owner: John Graham Our IT: Do we have the IT systems and devices we need? (1/2) 

Reporting period is: Jan, 2015

Freedom of Information
Indicator Target Actual
# FOI requests 49

# FOI requests  not responded to within 20 days 0 1

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

Number of Information Governance Breaches  (YTD) 0 72

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

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

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

Network

99.80% 98.88%

1

Fi lestore 99.80% 100.00% 5

Bob 99.80% 100.00% 5

Tie 99.80% 100.00% 5

MS Exchange 99.80% 100.00% 0

IPM 99.80% 100.00% 0

PACs 99.80% 100.00% 5

ICE 99.80% 100.00% 0

JAC 99.80% 100.00% 5

Winscribe 99.80% 100.00% 5

CyberRen (Renal )

99.80% 99.92%

5

Bluespier 99.80% 100.00% 5

A&E Whiteboard 99.80% 100.00% 5

Programmes and projects
Description Stage Actual

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

Electronic Patient Record (EPR) Electronic patients records Initiation G

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

Electronic whiteboard for bed management Delivery R

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

Extended internet outage of 345 minutes on 13th January. BT 

supplied and managed N3 gateway server identified as cause of 

fault; awaiting further information from supplier regarding this 

Extended outage duration 311 minutes. Despite extended outage, service availability still 

within accepted tolerance. Work continues with CML to address system performance 

issues.

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

Are we providing effective IT support throughout the Trust? 

0

1,000

2,000

3,000

4,000

5,000

6,000

Feb 2014 Mar
2014

Apr 2014 May
2014

Jun 2014 Jul 2014 Aug
2014

Sep 2014 Oct 2014 Nov
2014

Dec
2014

Jan 2015

Service desk calls answered 

0%

5%

10%

15%

20%

Feb 2014 Mar 2014 Apr 2014 May
2014

Jun 2014 Jul 2014 Aug 2014 Sep 2014 Oct 2014 Nov 2014 Dec 2014 Jan 2015

Abandoned phone calls 

0
50

100
150
200
250
300
350

Feb 2014 Mar 2014 Apr 2014 May
2014

Jun 2014 Jul 2014 Aug 2014 Sep 2014 Oct 2014 Nov 2014 Dec 2014 Jan 2015

Average seconds call wait 

6.11�IT.pdf

Top

Overall�Page�66�of�157
Page�3�of�3

http://www.eshareuk.com


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 with the following 
focus groups to help with service development and 
redesign; palliative care, 7/7 working, smoke free and 
website  redesign 
 
An event is being  planned for March to attract  people 
from the Chinese community to become Trust members 

Priority: 2018 Lead: Helen Jackson 

New Royal: On February 10th the Trust held an event for the local media  to show the construction progress one 
year on from work starting on site. There was a tour of the site and an opportunity to interview the Chief Executive, 
Carillion’s construction director. There were also some of the local people who have been recruited on Carillion’s 
Upskill programme. There was good coverage during that day on the print and broadcast media as well as on social. 
Further events will be planned for key stakeholders in the coming weeks.. 

Priority: World Class Workforce Lead: Ros Edwards 

There was a launch event  for managers on 9th Feb of the Trust coaching programme. This appeared to be well 
received  and there has already been  strong interest in the coaching certificate programme.  Work has been done 
to simplify the  appraisal process  and communication has started to encourage managers and staff to prepare for 
completing appraisals during April – June.  The Trust  is planning for the reductions in junior doctors that will result 
from the increase in primary care placements from this year. Along with other acute trusts we are working to 
negotiate a phased implementation to allow for alternative workforce solutions to be  implemented.  

Priority: Sustainable Health System Lead: Aidan Kehoe 

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

RD&I Lead: John Graham/Peter Williams 

The RD&I team attended the 100,000 Genomes site visit with NHS England  earlier this month. The team from NHS 
England appeared impressed. 
 It appeared that the Main Agreement between LWH and NHS England was close to signature with a deadline of 
23rd February for approval for the LWH to commence on 2nd March 2015. It is anticipated that within the first 3 
after this  there will be  fully signed subcontracts  with  Royal, LHCH and the Walton Centre.  
Within the Royal it appears we are committed to ophthalmology, rare disease, and cancer recruitment, the figures 
for this are yet to be negotiated.  
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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   

 

1 
 

Report owner: Madelaine Warburton 

 

SOCIAL 
 

Strong economic news for Liverpool 

1. Government sends an extra £31.6m to Merseyside for economic development 
Liverpool City Region Local Enterprise Partnership (LEP) has negotiated an expansion of the Local Growth Deal 
with Government which will bring further investment to the City Region. This complements the first Local 
Growth Deal announced last year where the LEP was awarded £232 million for key projects. 
 
2. Bournemouth, Liverpool and Brighton have emerged as the UK's most exciting hotbeds of digital talent 
Liverpool has experienced the second-fastest growth in new digital companies, more than doubling its number 
of digital firms. 
 

3. Liverpool gets £55m tourism boost to city economy as Giants lead in record crowds 
New report celebrates millions of visitors coming to Liverpool as film industry also sets up camp in 
city. 
 
Opportunity: Positive that jobs are being created 
and that high-tech businesses are increasingly 
attracted to the city in the context of the 
BioCampus development and for general health 
outcomes. 

Threat: N/A 

Steps taken by the Trust: The Trust continues to promote economic development through the submission of 
the Accelerator Business Case and the establishment of the shadow Biomedical Research Centre. 
 

POLITICS & THE ECONOMY 
 

Labour announces its ten-year plan for health and social care 

The Labour Party has published a document summarising its ten-year plan for health and social care. 
Announcing the plan, Andy Burnham laid out the party's proposals on NHS efficiencies, competition, 
integration and workforce. 
Report 
 

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. 
 

LEGISLATION & TECHNOLOGY 
 

Finding the Balance: Regulation of NHS Providers 

This report from NHS Providers outlines the results of a member survey undertook in September 2014 on 
Trust’s experience of the regulatory regime over 12 months. 
Report 
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Report owner: Madelaine Warburton 

Opportunity: Important for the Trust to retain a 
voice in the regulatory regime that it faces. It is 
vital to ensure that regulatory requirements are 
risk based, proportionate and aligned. 

Threat: Not being involved in shaping the regulatory 
regime could leave the Trust exposed to a system that is 
overly burdensome and unfit for purpose. 

Steps taken by the Trust: Consultation responded to by Assoc. Director of Corporate Affairs. 
 

Statement on the national tariff payment system 2015/16 consultation 

Monitor has completed its analysis of responses to the statutory consultation on the proposed rules and prices 
in the National Tariff for 2015/16. 
 
The analysis shows that around 13% of clinical commissioning groups (CCGs), 37% of relevant providers by 
number, and 75% of relevant providers by share of supply, objected to the proposed method for determining 
national prices for NHS services. 
 
As the share of total tariff income received by the objecting providers exceeds 51%, the National Tariff cannot 
be introduced in its current form at this stage and its implementation will be delayed. 
 

Opportunity: The Trust is expected to continue 
planning for 2015/16 on the basis of the timetable 
and guidance that has already been issued. 
 

Threat: N/A 

Steps Taken by the Trust: Trust in dialogue with CCG to ensure that agreed interim assumptions are applied. 
 

Complaints Matter 

This report into complaints handling finds that there is wide variation in the way complaints are handled across 
the NHS, primary care and adult social care services in England, with complainants being met too often with a 
defensive culture rather than one that listens and is willing to learn. Although examples of good practice have 
been found, the report highlights the need for more to be done to encourage people to come forward with 
their complaints, to keep them informed on the progress, to reassure them that action will be taken as a result, 
and to assess that whether they are satisfied with how it has been resolved. 
Report 
 

Opportunity: Important for the Trust to be aware 
that the CQC will be embedding complaints and 
concerns into their regulatory model. 

Threat: Potential of not meeting CQC standards if the 
Trust’s complaints process is deemed inadequate. 

Steps taken by the Trust: Action has been taken to strengthen the Complaints Team and the electronic system 
(Datix) to monitor complaints is currently being implemented. The respective divisions are also in the process 
of appointing Risk and Governance Managers to further strengthen complaints handling.  
 

THE HEALTH ECONOMY & MARKETPLACE 
 

Key learning from the development of strategic plans in challenged local health economies 

This report from Monitor, the Trust Development Authority and NHS England looks at learning from 11 
challenged local health economies as they developed their five-year strategic plans. The Intensive Planning 
Support Programme assisted these health economies with the challenges and opportunities of joint strategic 
planning, brokering consensus and preparing for implementation. The document highlights the positive 
behaviours and progressive interventions that can help organisations within challenged LHEs jointly plan for 
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Report owner: Madelaine Warburton 

solutions. 
Report 
 

Opportunity: The report signals a move toward a 
health economy-wide view of regulation by the 
national partners. It offers the opportunity to 
continue to develop system-wide solutions to 
issues. 

Threat: Not working better with partners will leave long-
standing issues unresolved and ultimately damage 
patient care. 
 

Steps taken by the Trust: The Trust remains a key partner in the Healthy Liverpool Programme which is taking 
a strategic approach to delivering better outcomes across the Local Health Economy. 
 

NICE sets out draft safe staffing guidance for A&Es 

NICE has outlined draft guidance to help A&E departments ensure there are enough nursing staff available to 
provide safe care at all times to patients. The draft guidance was out for public consultation until 12 February 
2015.  The final guideline is expected in May 2015. 
Draft Guidance 
 

Opportunity: The Trust formally responded to the 
consultation document setting out the proposed 
safe staffing arrangements for the Emergency 
Department. Comments were generally supportive 
of the over-arching principles contained within the 
document and the clarity set out in determining 
the nursing numbers required is welcome. 
 

Threat: The proposals were light in terms of how to 
factor in the additional resource required to manage 
challenging behaviours and it was felt that greater clarity 
was required regarding the uplift needed (in terms of 
how much education time) given the extensive list of 
things that staff working in the ED have a responsibility to 
be aware of. 
 

Steps taken by the Trust: Need to consider if the Trust would be able to meet with the proposed staffing 
numbers and in turn, to consider what additional resource would be required if we were unable to follow the 
guidance. 
 

Research looks at how many 30-day readmissions are really preventable 

In an article recently published by the Emergency Medicine Journal, researchers from Warwick Medical School 
address the issue of preventable emergency care demand. The research evaluates readmission as a measure of 
adverse outcome, confirming the complex nature of this indicator and concurring with previous studies which 
showed that readmission is not always a consequence of poor care. The study proposes a framework to 
analyse which causes of 30-day readmissions could be preventable. 
Report 
 

Opportunity: The model represents a useful 
evidence-based instrument to inform financial 
decision making i.e. routine hospital data collected 
could be used to create a framework to inform 
more accurately which 30-day readmissions should 
not have associated payment. 
 

Threat: That the Trust continues to be financially 
penalised for unpreventable 30-day readmissions.  

Steps taken by the Trust: The Trust will develop a process whereby relevant published research will be 
reviewed to assess any potential opportunities and/or threats to operations. 
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Terminally ill doctor Kate Granger's 'my name is' campaign wins support 

A campaign by a terminally ill doctor to encourage healthcare staff to introduce themselves to patients is being 
supported by more than 90 NHS organisations. Dr Kate Granger, a 31-year-old hospital consultant, started the 
"Hello my name is..." campaign while she was being treated for cancer. She felt frustrated by staff who failed 
to tell her their names. 
 
David Cameron, Jeremy Hunt and Bob Geldof are all supporting her campaign. 
 

Opportunity: To improve patient experience with 
an increased focus on ‘human factors’ 

Threat: Patient care without a compassionate approach 
leads to poor outcomes. 
 

Steps taken by the Trust: The Trust is fully signed up and this is recorded on the scheme website. The approach 
will be adopted and all staff will be expected to adhere to it. This will be audited as part of the quality 
inspections and patient surveys. 
 

Social Media and the NHS 

This report is the result of a nine-month analysis which examined a range of NHS organisations, including 
foundation trusts, trusts, community healthcare trusts, ambulance trusts and clinical commissioning groups to 
understand the patterns of social media use by different levels in the organisations. 
Report 
 

Opportunity: Social Media – with its step-change 
ability to drive engagement and co-operation across 
traditional boundaries organisations and localities – 
can play a crucial role in supporting all aspects of NHS 
transformation. 
 

Threat: Not engaging with social media could result in 
the Trust being left out of important conversations.  
 

Steps taken by the Trust: The communications team manage the Trust’s social media accounts and are 
proactive in using social media for engaging with and informing the public. The team plan to conduct more 
social media engagement events based on specific topics in the near future. 
 

Media: Review of January 2015 

 
 

 

Performance against the emergency waiting targets 
for the whole of the NHS came under the spotlight 
locally, regionally and nationally. Stories shifted from 
focus on these targets to other areas such as 
ambulance waits, trolley waits and cancelled 
operations before concentrating on human interest 
angles of patients waiting excessively. Whilst the 
Trust was included in local stories on waiting times 
figures, we weren’t outliers, however our city centre 
location and high profile contributed to more 
prominence in local coverage. Conversely this 
coverage generated lots of positive feedback from 
patients and families via letters to the newspaper, 
calls to the radio and on our social media accounts, 
seen by over 41,000 users and gaining over 4,000 
interactions. 
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Report owner: Madelaine Warburton 

 
 

Opportunity: There is a lot of support, understanding 
and good will towards staff from patients and local 
people. Even when people have commented on 
waiting longer than expected, they have been positive 
about the hard work and caring attitude of members 
of staff, particularly in the emergency department. 
This presents an opportunity to boost staff morale by 
letting them know they are appreciated and that their 
hard work has not gone unnoticed by patients, local 
people and the Trust Board. 
 

Threat: During busy periods like recently there 
remains the possibility that mistakes are made and/or 
that patients and families are not communicated with 
effectively and a patient decides to go to the media 
with their experience.  

Steps taken by the Trust: The communications team regularly forwards compliments on social media or print 
media to the teams responsible for the care of that patient. Examples of patient thanks are also included in 
corporate communications to staff (e.g. Insight staff newsletter and Team Brief). 
 

Local Health Economy 

 
1. Monitor closes investigation into Liverpool Woman’s Hospital - Liverpool Women’s NHS Foundation 

Trust has improved how it is managed, and as a result Monitor has decided to close its investigation 
into the trust. 

2. Liverpool Community Health NHS Trust has withdrawn from the FT pipeline to explore “alternative 
organisational models”, including the option of becoming a multispecialty community provider. 
Liverpool Community said its decision, which has been accepted by the NHS Trust Development 
Authority, would allow it to “look at a new way of organising NHS community services that is more 
joined up and able to keep pace with the changing health needs of the area’s population”. 
 

Opportunity: Liverpool Community Health’s decision 
to withdraw its FT application could create greater 
opportunities for closer collaborative working to 
reduce hospital stays for certain patient groups. 
 

Threat: Depending on what alternative models 
Liverpool Community Health adopt, this may lead to a 
fragmentation of community services and increasing 
difficulties in discharging patients from hospital when 
they need community support. 
 

Steps taken by the Trust: Discussions continue with partners across the city as part of the Healthy Liverpool 
Programme in terms of how to better reconfigure existing services to produce improved outcomes. 
  

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

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

Risk Source Risk Owner Risk 
Date 

added 
Risk * 
rating 

Main Controls Review Date 

Identified 

following 

Serious 

Incident – 

Failure to 

comply with 

Guidance 

Teresa Keyes, 

Divisional General 

Manager – 

Division of Surgery 

*ID3224 Division of Surgery -  Division 

Team Brief and the WHO Checklist 

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

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

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

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

reputation damage. 

Mar 

14 

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. 

28/2/2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Strategic 

Objective Risk 

Susan Hayes, 

Directorate 

Manager, GUM, 

TIDU and Clinical 

Pharmacology 

*ID3446 Division of Medicine – Clinical Pharmacology/TIDU 

Management and control of outliers within Clinical Pharmacology and TIDU 

Outlier Data challenges impacting on patient flow and safety 

CAUSE: 

1. The Outlier list sent out each day us inaccurate 

2. The List is sent out late 

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

EFFECT:  

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

seen. There is an unacceptable delay in patient flow 

There are an increased number of outliers to review 

IMPACT:  

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

experience 

There is a reduction in continuity of patient care 

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

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

Dec 

14 

16 

(20) 

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

to the list are rectified. 

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

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

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

28/2/2015 
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Risk management: Are we mitigating divisional risks effectively? Report owner: Lisa Grant 

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

* reported on the last board report  

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

Risk Source Risk Owner Risk 
Date 

added 
Risk * 
rating 

Main Controls Review Date 

Link to a 

Strategic 

Objective 

Analysis of 

Incidents, 

Complaints 

and Claims 

Marie Dewhurst – 

Deputy Director of 

Infection, 

Prevention and 

Control 

*ID3169: Corporate – Infection Risk 

Patient Safety Risk of MRSA Bacteramias 

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

peripheral devices and surgical drains.  

Effect: Hospital acquired MRSA bacteraemia.   

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

implications.  

Nov 

13 

16 

(16) 

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

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

learned and action plans reporting to the Divisional Governance Committees. 

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

training in ANTT. 

Introduction of  ANTT competency pathway  

190 nurses trained/40 medical staff trained 

 

28.1.2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Lynne Murphy, 

Nurse 

*ID3402:  Division of Medicine – Emergency Department 

Resus capacity 

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

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

CAUSE:  

1. high capacity resuscitation area 

2. Limited appropriate clinical space 

EFFECT:  

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

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

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

IMPACT:  

This poses a significant clinical and patient safety risk 

Oct 

14 

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

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

throughput within the Emergency Department 

3. escalate any blockages to operational team 

9.3.2015 

Analysis of 

Incidents, 

Complaints 

and Claims 

Ruth Suckling, 

Consultant 

*ID3391:  Division of Medicine – Emergency Department 

Using corridor as a clinical area 

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

which is in fact a corridor  

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

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

conditions - see WEB61634. 

IMPACT: This poses a significant clinical and patient safety risk 

Oct 

14 

16 1. full capacity protocol 

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

23.3.2015 

Linked to 
Strategic 
Objective 

Marie Dewhurst, 
Infection Control 

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

Oct 
14 

16 
(12) 

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

28.2..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 

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. 

27.2.2015 

Linked to 

Strategic 

Objective 

Paul 

Bradshaw, 

Deputy 

Director of 

Finance 

*ID3438 – Corporate – Finance Department 

Affordability of an elective over activity for Commissioners 

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

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

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

plan for 14/15 

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

Commissioners, 

12.2.2015 

Linked to 

Strategic 

Objective 

Paul 

Bradshaw, 

Deputy 

Director of 

Finance 

*ID3439: Corporate – Finance Department 

Non-elective activity 

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

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

elective admissions if coding judged incorrect. 

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

plan for 14/15. 

Dec 14 15 Complete AQN audit programme 12.2.2015 

Link to 

Strategic 

objective 

Stella Clayton, 

Deputy 

Director of 

Human 

Resources 

*ID1724 – Corporate Services Human Resources 

Failure to achieve Mandatory Training Targets 

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

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

of mandatory training. 

Effect:  Not enough staff are attending mandatory training. 

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

evidence of training. 

Sept 11 15 

(9) 

Divisions have been informed to action non attendance and improve their 

compliance rates.  Learning and Development targeting staff who are non 

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

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

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

importance of attendance within Divisions. 

27.03.2012 - MT target set at 95% 

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

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

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

monitored and reviewed 

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

manager flexibility to choose appropriate training date 

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

October, attendance achieved 79% continuous monitoring to track compliance 

28.2.2015 

6.15�Risk�Management.pdf

Top

Overall�Page�76�of�157
Page�3�of�4

http://www.eshareuk.com


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

Risk Source Risk Owner Risk Response Review date 
Date 

added 
Curr 

Link to a 

Strategic 

Objective 

Andrew Cleary 

– Directorate 

Manager – 

Orthopaedics 

*ID2785 Division of Surgery – Orthopaedics 

Achievement of 18 Week Reduction for Trauma and Orthopaedics and General Surgery 

Cause:  Potential failure of target for 18 week RTT.  NHS North first identified a concern to all trusts 

in a letter dated 26 July 12. This highlights a need to focus on all patients waiting greater than 18 

weeks and in particular the 40 -52 week bracket. Patients waiting greater than 18 weeks should be 

doing so through choice or clinical complexity.  

Effect:  Patients not being treated within 18 weeks when they have not opted out. 

Impact:  Financial penalty for each patient failing the 18 week target.  Damage to Trust reputation 

and potential market share. 

Oct 12 12 

(16) 

The directorate has set out an aim to reduce the volume of patients waiting 

greater than 18 weeks without a TCI to within the allowed 8% tolerance by the 

end of March 15.  There is a risk that due to clinic capacity the non admitted 

pathway demand could impact upon the achievement of that aim. Capacity 

constraints due to theatre, preoperative assessment and consultant capacity to 

deliver in hours and waiting list activity could also affect achievement of the 

target trajectory.  

NHS North has indicated that the Department of Health are considering options 

for patients waiting greater than 18 weeks to be offered alternative providers 

with a risk to activity and reputation directorate has set out a performance 

trajectory and monitoring of the non admitted and admitted pathways on a 

weekly basis to identify trajectory variance. 

The directorate has a plan to deliver a reduction in the volume of non tci greater 

than 18 week patients against the trajectory. This is reviewed on a daily basis and 

progress is reported to the divisional manager on a weekly basis. 

T&O - Business case approved to transfer Limb Recon to BGH thus freeing up 

both theatre and bed capacity to support spinal surgery.  

Flexing of out patient / theatre capacity regularly deployed  

On going validation  

Diagnostic PTL now pro actively utilised 

General Surgery  

Implementation of the 18 week business case (though dependent upon theatre 

staff)  

On-going validation  

Pathway redesign to support early RTT discharge  

Utilisation of diagnostic PTL  

Theatre utilisation monitored  

Divisional weekly performance meetings to escalate potential areas of concern 

28/2/2015 

Linked to a 
Strategic 
Objective 

Phil Forrester, 

Assistant Chief 

Nurse 

ID3381 – Division of Surgery – Division 

Mandatory Training data not within target 

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

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

Sept 14 12 

(16) 

Review of ESR data.  All Directorate Managers tasked with local scoping. 28.1.2015 

Are there any areas requiring Board attention? 

Item Comment 
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Clinical Audit

% Statutory audits on track 80% 97%

# locally agreed mandatory audits on track N/A 133

# 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% 75%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 636

# NICE guidance RAG rated Green 0 581

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 133 Local mandatory audits on plan and increase of 2 from the previous 
month. 
 
3 audit returns have been received 
Assurance rating: 
1 Green 
1 Amber 
1 Red 
 
The following audits have been identified as audits of note: 
 
Clinical Audit demonstrating Red Assurance: 
 
AC02921 Communication and Follow Up of Results Exceeding Crimson Limits in 
Clinical Biochemistry (2nd round), Assurance: Red 
This is the second round of audit (1st round AC02626), two standards were identified 
neither of which were achieved: 
100% of biochemistry results exceeding Crimson Limits are communicated to the duty 
Medic, result 50% (AC02626 - 90%) 
100% of biochemistry results exceeding Crimson Limits are listed on the whiteboard 
and followed up, result 45% (AC02626 - 86%) 
The following explanation was provided by Clinical Biochemistry: 
This big drop, compared to the initial audit reported in May 2014 (conducted Apr 14 – 
Jun 14) probably reflects changes in the staffing levels in the biochemistry team 
between October 2013 and November 2014 as well as the lack of awareness.  
 

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

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Over the same period, there were unresolved issues relating to access to the 
whiteboard and the ability to view and enter patient data.  
 
While this is unlikely to represent a clinical risk, it will undermine clinical chemistry 
role in managing these challenging cases. In addition, these are missed learning 
opportunities for medical and scientists trainees. Of note, there were 27 patients on 
the whiteboard (excluding the five cases mentioned earlier). Notably, there were no 
“after midnight results” in this audit sample after excluding acute hyperkalaemia 
cases. 
Red assurance was given due to the outcome and the opinion of the Trust Audit Lead 
(TAL) that the action plan was not adequate, a more robust action plan has been 
requested and the RAG may be revised based on the receipt of this. 
 
Clinical Audits instigated due to NPSA 
 
AC02919 How well are AMAU performing with regards to reporting adverse drug 
reactions (yellow card scheme)?, Assurance: Amber 
This audit was originally reported as red assurance to Clinical Effectiveness Sub 
Committee (CESC) however following further correspondence amber assurance was 
agreed. 
6.5% of hospital (in this case AMAU) admission can be attributed to an adverse drug 
reaction (ADR) of which only 0.4% had a yellow card attached to their admission. 
The audit was presented to AMAU staff to increase awareness of the need to report 
ADRs, and the ADR yellow card reporting has been made part of the ward round jobs 
for junior doctors or senior doctors as necessary. 
 
Statutory Clinical Audit Returns 
 
AC02113 National Hip Fracture Database (NHFD) - Part of FFFAP, Assurance: Green 
The National Hip Fracture Database (NHFD) is a clinically led, web-based quality 
improvement initiative commissioned by the Healthcare Quality Improvement 
Partnership (HQIP) and managed by the Royal College of Physicians (RCP). 
The Trust was ranked 12th nationally out of 182 eligible trusts for overall Best 
Practice Attainment  and ranked 1st within the North West out of 26 trusts:      
RLU 82.4%, North West average 50.5%, UK average - 60.6% 
Of the 12 standards applied the Trust achieved 10, the following two standards were 
not met: 

A&E to Ortho ward in 4hrs       RLU 46%   National:47% 

30 Day follow up  RLU 32.2%, National 39.7% 
 An action plan has been developed to address the above and further discussions 
have been held at CESC. 
 

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

Mortality 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NICE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mortality Peer Review: Currently 75% of reviews have taken place, 3% increase from 
the previous month. 
 
Top 3 reporting Directorates: 
Breast – 100% (2 of 2) 
Trauma and Orthopaedics 93% (27 of 29) 
Emergency department – 89% (250 of 280) 
 
Bottom reporting Directorates: 
Renal Transplant – 0% (0 of 3) 
General Surgery -  47% (33 of 70) 
Infectious Diseases & Clinical Pharmacology – 54% (63 of 117) 
 
Mortality MDT Review 
One mortality MDT meeting took place during January, the patient was referred due 
to respiratory not being informed that they were an outlier. 
 
A respiratory patient was transferred during the night to a non-respiratory ward and 
a respiratory consultant was not informed. The patient deteriorated following 
transfer and died. 
 
There were no concerns regarding the care of the patient whilst an outlier, however 
primary wards should be consulted when patients are on an outlying ward and that 
an ICE referral should be made to the primary team consultant. The lesson will be 
shared at the deteriorating patients and mortality meeting.  
 
NICE: Currently there are 636 pieces of NICE guidance that are or are potentially 
applicable to the Trust of these 581 are RAG rated green.  
 
Work continues to improve the robustness of the reporting and monitoring of NICE 
guidance. A new RAG system was ratified at CESC in February which will see the 
introduction of a white RAG for guidance that is newly published and a baseline 
assessment is awaited. A yellow rag will be used to highlight guidance that has been 
fully implemented within the ability of the Trust but barriers outside the Trusts 
control prevent certain specific standards being implemented. 
 
Discussion continue in regards to a new database to improve reporting and evidence 
gathering. 
 

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams 
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Quality Performance Overview - Trust - November 2014 (Month 8 2014-2015)

Indicator
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Inpatient Experience Surveys >=91% 250 342 73.0%  qt

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

Outpatient Surveys - CRT (% +ve 

performance)
>=90%  qt

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

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

Staff attitude complaints <=41 - -  t

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

Ward Quality Assessment Tool (Inpatient 

Assessment) - overall % green / amber 

green

>=90%  t

Service Quality Assessment - % rated 

green or amber green
>=90%  t

Health Records Performance (casenote 

availability)
>=100%  t

Stroke Care >=80%  nmq

Advancing Quality CQUIN - AMI  q

Advancing Quality CQUIN - Heart Failure  q

Advancing Quality CQUIN - Hip & Knee  q

Advancing Quality CQUIN - Pneumonia  q

Advancing Quality CQUIN - Stroke  q

Preferred Place of Care assessed 

[HSPCT patients]
>=95%  q

Personalised care plan for patients 

known to HSPCT
>=98% 

Patients known to HSPCT letter faxed to 

GP on discharge 
>=80% 

Preferred Place of Care achieved 

[HSPCT patients]
>=70% q

CODG records pain managed >=80%  q

CODG other symptom managed >=80%  q

Assessment using MUST >=95%  q

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

At risk patients refer to dietician >=100%  q

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

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

Where to die when the time comes

Currently under review

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Indicator
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Emergency admissions dementia 

screening (inpatients aged 75+, LOS 

72hrs+)

>=90%  q

Dementia diagnostics for at risk patients >=90%  q

Referral for specialist diagnosis 

following positive diagnostic 

assessment

>=90%  q

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

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

Catheter Associated Urinary Tract 

Infections CQUIN [30% reduction]
<=2% 3 704 0.5%  q

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

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

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

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

Unhealed pressure ulcers on discharge 

reported to GP
>=100%  q

Adult patients risk assessed (NQI audit 

based on 50% sample of patients)
>=98% 275 278 98.9%  q

Care plan in place if at risk (NQI audit 

based on 50% sample of patients)
>=98% 167 176 94.8%  q

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

Smoking status recorded (inpatients) >=90%  q

Ratio of MRSA Screens: Elective 

Admissions
>=1.0:1  n

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

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

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

Clostridium difficile - Rate per 1,000 bed 

days YTD
35  t

Implemented as part of DN 

Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Nov-14

Patient Safety

Patient Safety Thermometer CQUIN

Indicator
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MSSA - Number YTD - - 21  t

E. coli - Number YTD - - 73  qt

VRE - Number YTD - - 4  qt

ESBL - Number YTD - - 6  qt

Mortality (HSMR) <=100  nt

Mortality (All diagnoses) <=100  nt

Discharge summary <= 24 hours 

(inpatient ward areas)
>=95% 1,482 1,866 79.4%  q

Discharge summary <= 24 hours 

(assess/obs areas)
>=80% 538 712 75.5%  q

Outpatient correspondance plan, pilot 

and deployment
- q

Outpatient correspondence <= 2 weeks 

(Gastroenterology, Cardiology and 

Diabetes)

TBC q

Nursing Sickness Absence (rolling 12 

month)
<=5%  qt

Nursing Turnover (rolling 12 month)  qt

Mandatory Training (composite, attended 

& booked)
 t

Number of vacancies WTE <=55.0 - -  t

Vacancies recruited waiting to start - -  t

Average time from offer to start date
<=8 

Weeks
- -  t

Recruitment in Nursing [for recruitment currently]

Clinical Indicators

Productivity

Communication CQUIN

People

Workforce
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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 8 2014/15 (April 2014 to November 2014)

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

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

RTT: admitted >=90%  n

RTT: non-admitted >=95%  n

RTT: active pathways >=92%  n

Diagnostic waiting times <=1%  t

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

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

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

Time to initial assessment 95th 

percentile

<=15 

mins
- - 4 mins  n

Time to treatment decision median
<=60 

mins
- - 43 mins  n

Delayed transfers of care <=2.1%  n

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

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

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

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

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

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

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

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

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

MINAP audit data completeness >=90%  q

Stroke care >=80%  nm

Data Quality on Ethnic Group >=85%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

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

MRSA bacteraemia - Rate per 1,000 bed 

days YTD
<=0.031 8  t

Ratio MRSA Screens: Elective 

Admissions
>=1.0:1  n

Clostridium difficile YTD <=36 - - 35  nmq

Clostridium difficile - Rate per 1,000 bed 

days YTD
35  t

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

Activity against plan t

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

Day Case Basket Procedures % >=80%  t

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

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

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

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

Emergency Readmissions following non 

elective
N/A  t

Emergency Readmissions rate following 

elect/dc
N/A  t

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

PATIENT SAFETY

Infection Control

VTE

PRODUCTIVITY

Activity Performance

Activity reported in Section 8

Productivity Indicators

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

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

Turnover (monthly) 0.49%  t

EBITDA achieved >=5 nm

EBITDA margin >=3 nm

Return on assets >=3 nm

I&E surplus margin >=3 nm

Liquidity Ratio >=3 nm

CQUIN Indicators q

Compliance Framework (Governance 

Risk Rating)
- -  m

Financial Risk Rating - -  m

PEOPLE

See Section 10

RISK RATING/PERFORMANCE FRAMEWORK

Workforce

FINANCIAL HEALTH

Finance

Financial Health information 

included in Section 9

Commissioning for Quality and Innovation (CQUINs)
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Assurance report from committees  
Mark Grimshaw  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Madelaine Warburton  

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  24/02/2015 

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 13 February 2015.  Copies of the minutes are available 

electronically for all Board members on e-share.      

 

3. CONCLUSION AND RECOMMENDATION        

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

by the Committees.   
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Assurance report from committees  
Mark Grimshaw  

MAIN REPORT:  

1) Audit & Assurance Committee – 22nd January 2015   

Considered 

 The Committee was updated on the work undertaken by the Counter Fraud Service between 

September 2014 and January 2015. A change to the delivery of the mandatory and core skills 

training programme was noted along with an update on current investigations. The outcome 

from the Protect Inspection was noted. It was confirmed that the inspection was generally 

positive, with the Trust assessed as green in nine standards, amber in three, red in one and 

neutral in two. 

 The Committee considered the External Audit – Update and Emerging Issues Report and an 

update on the interim accounts audit. It was confirmed that the audit work would include a 

review of the Trust’s project management arrangements and the Accelerator scheme. 

 Quarter three review of the Board Assurance Framework. Noted that in response to the 

recommendation from the external review of the Trust’s risk management arrangements the 

strategic risks on the BAF were being considered by the Board’s committees to enable the 

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

sought assurance over the effective management of their assigned risks. 

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

special payments for the period April - December 2014.  

 The Committee approved a process for the recording and reporting of tender waivers to 

provide compliance with Trust Standing Orders. 

 The Committee was informed of the timetable for the preparation, submission of the Trust’s 

Annual Accounts. 

 

Assurances 

 The Committee considered the Clinical Audit Assurance Quarter 3 Assurance Report. 

 The Committee considered a progress report against the Internal Audit Plan 2014/15. It was 

noted that reports had been issued in relation to budgetary control and clinical control audit. 

The Committee was informed that discussions continued with commissioners regarding 

contracts. 

 The Committee was assured that there were no high level recommendations outstanding 

from previous internal audit reports. 

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

special payments for the period April - December 2014.  

 

2) Resources & Performance Committee – 3rd February 2015 

 

Considered 

 Workforce dashboard including the significant improvements to recruitment since bringing 

the service back in-house. 
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 People Strategy Implementation Plan. Noted that the action plan centred on the culture of 

staff engagement and coaching rather than HR processes. 

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

Reported that there had been a significant level of opposition to the tariff consultation by all 

provider trusts but particularly acute trusts and whilst the Trust remained in talks with 

commissioners there had been formal rejection to the tariff. 

 Recovery plans for the Medicine and Surgery Directorates were considered. 

 Corporate Performance Report – Key issues noted related to the 4 hour A&E standard and 

the 18 week target. Also noted was a report setting out the plans in place to reduce the 

number of DNAs. 

 Verbal update on the role of case managers and discharge planning. 

 Report on Clinical Audit and Value for Money. 

 A number of HR policies were considered and ratified. The updated disciplinary policy was 

recommended to go to Trust Board for approval.  

 

Assurances 

 Assurance was provided on the development of a coaching culture within the Trust. 

 That the monthly overspends in the Medicine and Surgery Directorates were being actively 

managed. 

 QEP Update 

 Cash Working Group Update. 

 Sickness Improvement Plan 

 

3) Quality Governance Committee – 4th February 2015 

 

Considered 

 The Committee considered the Division of Surgery - Venous Thromboembolism (VTE) Risk 

Assessments and Electronic Discharge Summaries (EDS) Report. The Committee was 

informed that the division had undertaken a significant amount of work to improve 

compliance of VTE assessments and EDS. Noted that the VTE Policy would be amended to 

reflect current practice. 

 Division of Surgery - Mortality Reviews Report was considered. 

 The Committee considered the Division of Medicine - Venous Thromboembolism 

Assessments (VTE), Electronic Discharge Summaries (EDS) and Mortality Reviews Report. 

Committee informed that the division was consistently achieving the target for VTE 

assessments. The challenges with achieving the EDS target were discussed. Noted that the 

EDS Working Group would undertake a final review of actions. 

 The Committee considered an Outlier Process Report. Noted that the Trust had received 

disappointing results following an audit. Committee informed that the Trust would not 

remove the paper based system until there was complete assurance with the electronic 

system. Noted that as the Care Quality Commission had found deficits in the way the Trust 
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managed outliers there was a need to provide full assurance of the process in place to 

address this. 

 A report detailing information and evidence related to governance systems and processes in 

place across the division of medicine was considered. Issues relating to mandatory training 

and complaints were noted. Improvements made in relation to the quality of response 

letters and sickness absence rates were also noted. 

 The Committee considered an update on the Falls Action Plan which highlighted areas where 

improvements had been made since the last quarter. Noted that the Falls policy would be 

amended to reflect the latest NICE guidance. 

 Quality Performance report for December 2014.  

 Care Quality Commission Action Plan. It was noted that two items remained graded as amber 

(outliers and the work required within Outpatients). Work was continuing until all areas were 

graded green. 

 

Key Risks 

 Potential financial penalties (CQUIN) and patient risk if the target for EDS was not met. 

 Trust performance against the Dementia CQUINN was at 70%. An action plan was in place to 

address this. 

 

Assurances 

 The Committee was given assurance that the Trust had achieved the 4hr Emergency 

Department target for the last two week period, that the 18 week target was being achieved 

and that standards related to cancer had also been achieved. 

 Assurance provided that the mortality peer review process is working within the Trust.  

 Clinical Audit Report. 

 

 

CONCLUSION & RECOMMENDATION  

  

The Board is asked to discuss and note key items, decisions made and linkages to key risks.     
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AUTHOR: Jacqueline A Pirmohamed – Chief Operating Officer 

FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: [N/A] 

X To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Corporate 

  Date of board meeting to discuss this paper:  24th February 2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  [DH R&D/NIHR CRN CC/CRN NWC Partnership Group/CRN NWC 
Executive/CRN NWC Host Executive/CRN NWC R&D Managers/CRN 

NWC Partner Trust] 
(Please see appendix for details of full audit trail of this paper) 

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

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

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

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

Have we considered opportunity & risk in the following areas?                       

X Clinical X Financial  X Reputation  
State: [Opportunity Patients to participate in research 

with improved care delivery. Risk of  
under performing: Reduced opportunity for patients to 

participate in studies across CRN NWC] 

State: [Opportunity: Brings resources to  

the region to support delivery of research. 

Risk: NIHR CRN’s receive funding based on Activity i.e. 

Patients recruited into research studies.] 

State: [Opportunity: Attract investment to the 

CRN NWC region from research funders & life 

Sciences sectors. Risk: Not achieving targets, 

NWC may be seen as a less attractive place to 
undertake NIHR Research. Funders may consider 

this when Placing studies in the NWC region.] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

Trusts Research & Development Strategy. The Clinical Research Network is required to report its activity against 7 nationally 

agreed High Level Objectives (HLO’s – Table 1); RLBUHT is Host Trust for the CRN NWC. 
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2. QUESTION (S) ADDRESSED IN THIS REPORT             

This report summarises the Quarter 3 results from CRN NWC in meeting the DH/NIHR High Level Objectives collectively for all x15 
NIHR networks. The Executive summary is attached below with an additional appendix to support this information. This report is 
based on both local and National Data produced by the Local Clinical Research network and the National Institute of Health Research 
(NIHR) coordinating centre. 

High Level Objective (National Objectives for x15 
CRN’s collectively) 

Target for CRN by year end = 1st April 
2015 (Local targets highlighted 
where in place) 

Current RAG1 for 
CRN NWC  

Comments 

1. Increase patient recruitment into NIHR research 650,000 (49,000 CRN NWC)  CRN NWC will not achieve this target this 
year. Current recruitment across the region 
is approximately 22,000 patients at the end 
of Q3. NB: there is a data upload delay 
nationally of approximately 6 weeks. This 
metric is not currently on track to be 
achieved nationally. 

2. Increase the % of commercial & non-commercial 
research studies recruiting to time & target (R2TT).  

80% Commercial 37% This metric is based only on studies that 
have closed to date in the year. National 
figures for commercial research R2TT range 
= 23 % - 42%. Non commercial 

95% 

3. Increase the number of commercial contract studies 
delivered through the NIHR CRN. 
Increase % of NIHR commercial studies seeking MHRA 
approval. 

600 
 
 
75% 

 CRN NWC partner sites have continued to 
increase life sciences activity year on year. 
Currently the network is supporting over 
200 studies across the region. There is 
significant potential for growth in this area. 
Improvements in set up of studies enabling 
early recruitment of patients will be key to 
achieving success. CRN NWC will be working 
with AHSN, LHP, Lancs Hub and Northern 
Research Alliance to adopt a streamlined 
Industry Gateway across the region.  

4. Reduce time taken for studies to achieve NHS 
permission through CSP. 

80%  CRN NWC are at the top of the national 
performance metrics for this metric out of 
the 15 LCRN’s.  

5. Reduce the time taken to recruit 1st patient into a 
study once approved.  

80%  This metric is not being met nationally. 
Trusts report this data directly to DH.  

6. Increase participation in NIHR research. 99% (all studies) 
70% (Commercial studies only) 
25 % of GP sites doing research 

 All Trusts and 25% of GP sites in the CRN 
NWC are engaged with NIHR research to a 
greater or lesser degree.  

7. Increase participation in Dementia research studies. 13,500 patients nationally  CRN NWC has led on this metric nationally 
for Q1&2 of 2014/5. The network remains 
in the top quartile of the x15 LCRN's for this 
target. 

 

3. CONCLUSION AND RECOMMENDATION        

 

The Board is asked to note this report as Host Organisation for the CRN NWC. 

                                                           
1
 RAG = Red, Amber & Green metric used to denote overall network performance by NIHR CRN CC. 
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Corporate Objectives 2015/16 

Purpose of paper Key facts 
☐ For assurance 
 

Sponsor: Aidan Kehoe 

☐ To note 
X For decision (no budget requested) Service line affected: All 

☐ For decision (budget requested) Date of board meeting to discuss this paper:  25th February 2014 

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

Other forums where this has/will be discussed:  Executive Directors 
 

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: Delivery of high quality care State: State: Enhanced Trust profile 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

This report focuses on the delivery of all of the Trust’s strategic themes, asking the Board to agree the key corporate 

objectives for 2015/16.  

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

The paper proposes a set of corporate objectives for 2015/16. These will be delivered in year and whilst not 

representing the whole of the Trust’s work programme are a key focus make a significant contribution to the 

achievement of our vision and strategic themes.  

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

The Board is asked to agree 5 key corporate objectives that will be shared across the Trust. 
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Corporate objectives 2015/16 
                        AUTHOR: Aidan Kehoe 

MAIN REPORT:  

1.Introduction                  

 

Last year the Trust re-visited its vision, strategic themes and underpinning values in light of the widespread contextual 

changes we have seen across both the NHS as a whole, and also our local health economy. The Trust also agreed a set of 

corporate objectives for delivery within the year. As we enter the new year 2015/16 it is important that we develop key 

objectives that help us to deliver our vision, and that every member of staff can understand how their work will 

contribute to our success. Integral to achieving this is a clear alignment between our agreed corporate objectives and 

the individual objectives of every member of staff. These objectives will therefore form part of the Trust appraisal 

process. 

 

2. Vision statement                                                        

 

Our overarching vision is: 

 

Delivering the highest quality healthcare driven by world class research for the health and wellbeing of the population 

 

 

3. Strategic themes  

  

The strategic themes we have agreed to drive our vision are: 

 

a. To deliver an exceptional patient experience, making the Trust one of the most sought after places to be 

treated anywhere in the world 

b. To improve the quality of life for our patients by providing excellent, safe and accessible healthcare, which puts 

patient’s wellbeing at the heart of all we do 

c. To develop a world-class workforce, recognised for its skills and level of engagement and founded on a culture 

of achievement, education, training and development 

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

the bedside 

e. To play a lead role in the development of a sustainable health system for the communities we serve 

 

 

4. Values 

 

The values we have developed to underpin delivery of our vision are: 

 

I. Patient centred  

II. Professional  

III. Open and engaged  

IV. Collaborative  

V. Creative 
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5. Corporate objectives 2015/16 

 

Following discussion at the Executive Directors meeting we have developed the following 5 key objectives for 2015/16 

for further discussion at the Board: 

 

5.1 Ensure as many patients as possible receive the best (evidenced based pathway) care 

 

This objective supports the delivery of key strategic themes a, b, and c, as set out in section 3. Examples of key 

features within the objective would be: 

 implementing the new Advancing Quality pathways for high the volume conditions - COPD, sepsis, 

diabetes, hip fractures, liver disease 

 the implementation of an electronic database for the monitoring of individual NICE guidelines 

  

Measurement of success would be achieved by reviewing key indicators such as: 

 achievement of the AQ measures for each pathway 

 compliance with NICE guidelines 

 the impact of evidence based pathways on length of stay and patient outcomes  

5.2  Update the 2018 programme and develop a Trust strategy to 2025, with clear milestones 

 

This objective supports the delivery of all five key strategic themes, as set out in section 3.Examples of key 

elements within the strategy would be the: 

 existing workstreams designed to ensure an effective transition into the new hospital  

 ensuring the sustainability of health provision 

 supporting innovation, bench to bedside improvements and life sciences  

 improving patient care and enhancing the Trust profile national and internationally 

 

Measures of success would be: 

 reducing the bed requirement for the new hospital by 30 (length of stay reductions contributing to 

patient experience) 

 agreement with Clatterbridge of new cancer care pathways and shared services 

 successful transfer of hard FM from Lorne Stewart to Carillion 

 a continued increase in the number commercial studies between phases 1 and 4 

 accelerator start on site June 2015 (subject to TDA approval) 
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5.3 Launch and implement coaching leadership 

 

This objective supports the delivery key strategic themes a, b, and c as set out in section 3.Examples of key 

features within the objective would be: 

 the introduction of a Post Graduate Certificate in Coaching for senior Trust managers 

 the introduction of a 5 day structured coaching programme for band 7s and above 

 the use of coaching conversations and sessions throughout the organisation 

 

 

Measures of success would be: 

 25 people PGCC qualified 

 140 people completing the 5 day programme 

 benchmark and targets for impact measures will be established via a survey 

 

5.4 Establish and embed an accredited nurse training programme 

 

This objective supports the delivery of key strategic themes a, b, and c as set out in section 3.Examples of key 

features within the objective would be: 

 a bespoke programme for all Trust nursing staff designed to equip the workforce with the skills and 

attributes to deliver exceptional patient care  

Measures of success would be: 

 600 nurses enrolled 

 400 nurses graduate 

 designed RLB Dental Nurse Programme 

 

 

5.5 Establish the Bio Medical Research Centre for Stratified Medicines and Personalised Health 

 

This objective supports the delivery of all 5 of the key strategic themes, as set out in section 3.Examples of key 

features within the objective would be: 

 development of the framework which includes the themes, translational work within the themes,  

 creation of the governance and management structure including external advisory panels, steering 

group and operational meetings.  

 identification of work streams 

 

Measures of success would be: 

 core staff appointed  

 theme leaders appointed 

 work streams active 

 

 

6. Conclusions and recommendations 

 

The Board is asked to discuss and agree a set of corporate objectives for the year 2015/16. 
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☐ For decision (no budget requested) Service line affected: Trust 
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Budget: [Please insert]  Security marking:  None 
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Has this paper considered the following?                                                                                                           [Please tick all that apply] 

Key stakeholders: Our compliance with: 
xx Patients ☐x Regulators (PCT/SHA, Monitor, CQC etc) 

☐x Staff ☐ Legal frameworks (HSE, NHS Constitution etc.) 

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

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State: Increased risk of mortality State: CCG contracted penalty State: Achievement of national patient 
due to overcrowding in ED  standard 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

 

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust has struggled to 

consistently achieve.  It is also well 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 January performance.  The trust did not achieve the standard for January, but has achieved the 

last 3 weeks. 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 How did the trust perform in January? 

 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                                  [2-3 sentences] 

 

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 January at 91.9% 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. 

2. Results 

The graph below shows the 4 hour emergency access weekly performance (April to 7
th

 February 2015). 

WEEKLY PERFORMANCE BAR CHART 

 

The reporting period for January – 29
th

 December to 1
st

 February (5 week month).  The reporting period for February 

is 2
nd

 February to 28
th

 February (4 week month). 

The chart below shows the breach reasons for January (expressed as a % and by actual patient numbers). 
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January 2015 breaches by reason 

 

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. 

 
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. 
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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 
 
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. 
 
Frailty Unit 
This is a multi-agency service between RLBUHT, Liverpool City Council and Liverpool Community Trust.  It has been 
operational Monday to Friday 9-5pm.  From February there is sufficient staff to increase this service to 7 days.  This 
should reduce LOS to equivalent of a further 3 beds. 
 
Internal Medicine Floor – 7 day 
This was planned as part of original winter plan, and is an outstanding recommendation by ECIST (Emergency Care 
Intensive Support Team).  It is a radically different way of managing short stay/general medical conditions by assertive 
twice daily ward rounds over 90 beds over 7 days.  The benefits of this change will realised over time. 

 
ED Assessment Area 
Additional investment has been made into ED to create a dedicated emergency triage area within the ground floor.  This 
will remove the use of Emergency Triage in the corridor.  This will open on 4

th
 March. 

 
Operational – CCP Week 
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CCP week (coffee, croissant and a plan) week 26
th

 January.  Last year the trust ran a successful ‘operational fresh start’ 
week.  The lessons learnt have been accommodated into the 4 hour action plan.  This week was used to embed areas of 
good practice and the recommendations from the TDA observation visit of the 3

rd
 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. 

 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.  As the other initiatives come 
on line this area will be closed. 
 
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. 
 
Gap 
There are daily discussions to manage the capacity ‘gap’, which includes increase in outlying patients (medical patients 
in surgical wards); reduction cancellation of elective cases.  Ultimately, the 4 hour target remains compromised whilst 
there is capacity gap. 

 
6. Strategic Response 

 
The trust is actively engaged with Merseyside System Resilience Group (SRG) to redesign the discharge pathway.  The 
Trust’s operational response has been discussed with Liverpool CCG and Liverpool City Council. 

 
7. Key Risks 
 
Alongside this revised winter plan is a risk register which includes: 

 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 3
rd

 sector organisation for Hospital at Home scheme. 

 No exit from hospital at home scheme. 

 Potential double counting of LOS efficiency from these plans and the transformation programme. 
 
The BAF score was increased to 20 at the November Trust Board meeting. 
 

Performance Management and Governance Arrangements 

The paper to June’s board outlined the performance management arrangements.   
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The fortnightly overview and scrutiny meeting chaired by the Director of Operations remains in place to oversee the 

delivery of the 4 hour improvement action plan.  Membership of this group includes the TDA and Liverpool CCG.  The 

timing of this meeting has been moved to encourage greater external representation.  The minutes of this meeting are 

reported into Resources and Performance Committee. 

 

Conclusion and Recommendation 

The achievement of the 95% 4 hour standard is a key patient experience metric, which the trust has struggled to 

consistently achieve.  The board is asked to note the revised plan whilst noting the ongoing risk to delivery. 
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      To note 
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implications).  
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  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.  
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Has this paper considered the following?                                                                                                           [Please tick all that apply] 

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

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

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

Have we considered opportunity & risk in the following areas?                       

x Clinical x☐ Financial  Y Reputation  
State: Patient Safety  State: Effectiveness and resource  State: Patient safety and trust reputation 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

Since May 2014 the Trust has been mandated to provide monthly safe staffing reports. These reports must 

fulfill the requirements of the NHS Quality Board recommendations for publishing safe staffing figures. The 

Trust must also provide bi annual acuity reviews to accompany this paper.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

The purpose of this paper is to provide the board with assurance regarding staffing levels and fill rates in the 

Month of January 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/establishment has been determined 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 is currently taking place and the findings of this will be reported to the board in April 

2015.  

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

For January the overall percentage of trained and untrained nursing staff against the actual required is >90%. 

There were 11 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 January has had an impact upon the fill rates on 

the wards along with close observations; there has been a significant increase in the number of patients we 

are now managing subject to a deprivation of liberty order (DOLS) where additional nursing resource is 

required in order to safeguard these patients.  The board is asked to note the report and its conclusion that 

overall, nurse staffing numbers were maintained in January. The board are are asked to note that the skill 
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mix in some areas of the trust requires further review and in order to be assured that the nursing workforce 

have the right skills and values that the Royal Liverpool and Broadgreen (RLB) Nurse Programme continues to 

be embedded across the trust.  

 

MAIN REPORT:  

STRATEGIC CONTEXT                                 

This report provides an update in relation to safe staffing in the Trust for the month of January. The content 

adheres to the guidance set out in the National Quality Board guidance. This month there has been an 

increase in the number of areas that highlighted a fill rate of less than 80%. On the whole this has been due 

to HCA fill rate and HCA sickness.   

Within this report 11 areas are highlighted as being below 80% in January which are: 7A, 8HDU, 8Y, 9A, 9Y, 

HEC, Ward 2 BGH, 3Y, 10Z/7X, 5B and 9HDU 

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 and 

ward level so it is clear where any shortfalls occurred and gives assurance with regards to the performance of 

these clinical areas or highlights areas of concern and action that will be taken to ensure future risks are 

mitigated.    

Nurse recruitment is progressing well with on-going improvements with reducing the number of nurse 

vacancies.  

Sickness in January has contributed to staffing challenges in some areas throughout the month. 

 

The increase in the request for close observations of patients [1 to 1 nursing care 24/7] has posed significant 

challenges. Many of these requests are as a result of a noticeable increase in the number of patients being 

subject to a deprivation of liberty safeguard order [DOLS]. This will be placed on the risk register.  

 

Safe�Staffing�Jan�front�sheet.

Top

Overall�Page�100�of�157
Page�2�of�3

http://www.eshareuk.com


RLBUHT BOARD PACK

 
 

  
 

TITLE: Safe staffing January 2014  AUTHOR: Colin Hont 

The use of escalation beds has also posed some additional challenges in ensuring safe staffing levels are 

optimised with the opening of a further area on the ground floor, however, staffing is discussed three times 

per day at the staffing huddle to ensure an appropriate nursing provision is in place. 

 

 

2.2 Horizon scanning 

 

The trust wide acuity study is currently being 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.   

There has also been an increase of substantive staff joining the Trust’s Temporary Staffing Bank. These staff 

will be able to further support gaps that are identified and this will have an impact on being able to fill shifts 

at short notice due to short term sickness. 

3. CONCLUSION & RECOMMENDATION                                       

 

Staffing fill rates on average across the trust in January were consistently high. Broadgreen fill rates for all 

shifts across a 24 hours period averaged 95.67 % and the Royal site averaged a fill rate of 96.57 %. 

 

Wards where high levels of sickness were reported are supported by the HR Team and Assistant Chief 

Nurses. The Assistant Chief Nurses will continue to monitor staffing indicators and other patient safety and 

experience indicators at the Perfect Ward Group.  

 

The Trust board are asked to acknowledge the challenges in January and the work being undertaken to 

strengthen our position in terms of vacancy fill rates and the development of the nurse pool. The board are 

also asked to acknowledge the increased demands on the nursing workforce to provide staffing cover to 

escalation areas and the assurance that nurse numbers and patient safety are discussed every day with the 

senior nurse team. The board are asked for their continued support of the on-going implementation of the 

Royal Liverpool and Broadgreen Nurse Programme.  
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Safe staffing report 

 
1.0 Introduction and Background of Report 
 
This report provides an update in relation to safe staffing in the Trust for the month of January. 
The content adheres to the guidance set out in the National Quality Board guidance.  

   
This month there has been an increase in the number of areas that highlighted a fill rate of 
less than 80%. On the whole this has been HCA fill rate and due to HCA sickness.  
  
We reported 11 areas in January which are: 
 

 7A, 8HDU,8Y, 9A, 9Y, HEC, 2 BGH, 3Y, 10Z/7X, 5B, 9HDU 
 
A full analysis of our fill rates is provided below.  
 

Trust level fill rate – January 2015 
 
Fig 1: 
 

Site 
 

 
Day 

 
Night 

 

  

Average fill rate - 
registered 

nurses/midwives 
(%) 

 

Average fill 
rate - care 
staff (%) 

 
 

 
Average fill rate - 

registered 
nurses/midwives 

(%) 
 

Average fill rate - 
care staff (%) 

 
 

 
BGH  
 

96.6% 94.5% 100.0% 91.6% 

 
RLH 
 

             93.3% 95.6% 96.2% 102.1% 

 
Trust total 
 

94.95 
 

95.05 
 

98.1% 
 

96.85% 
 

 

2.0 Comparison from the previous month 
 
In January we reported eleven wards with a fill rate of less than 80% across one shift group 
compared to 10 wards in December.  
 
The overall trust fill rate remains high, and has improved from the previous months data with 
Broadgreen seeing the highest improvement.  
 
Sickness rates in January were 5.32 % which resulted in some difficulties filling shifts.  
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Full report 
 
Section one: Fill rate data 
 
The trust submitted its safe staffing data for this period on 12 February 2015. The table on page 3 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 later in this report. Please note 
that planned hours are those that have been agreed, are required for safe staffing and on which our 
establishments are set.  
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January’s safe staffing overview 
Fig. 2 
 
 

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 1585 1544.9 1252.5 1157.5 589 589 589 586 97.5% 92.4% 100.0% 99.5%

2B
430 - GERIATRIC 

MEDICINE
1627.5 1507.75 1627.5 1261 589 579.5 589 608 92.6% 77.5% 98.4% 103.2%

2X
430 - GERIATRIC 

MEDICINE
1390 1360 1505.25 1447.5 573.5 573.5 883 572.75 97.8% 96.2% 100.0% 64.9%

3A 320 - CARDIOLOGY 2017.5 2032.5 1320 1327.5 876.06 744.18 584.04 819.54 100.7% 100.6% 84.9% 140.3%

3X
350 - INFECTIOUS 

DISEASES
1162.5 1014.5 1162.5 1104.5 584.04 584.04 292.02 292.02 87.3% 95.0% 100.0% 100.0%

3Y
350 - INFECTIOUS 

DISEASES
1395 1100 1162.5 1165 620 620 310 400 78.9% 100.2% 100.0% 129.0%

4A
110 - TRAUMA & 

ORTHOPAEDICS
1567 1497.5 1056 1016.5 666.5 666.5 632.5 615.4 95.6% 96.3% 100.0% 97.3%

4B
110 - TRAUMA & 

ORTHOPAEDICS
2425 2287.25 1602.66 1531.66 1370 1293.25 705 637.5 94.3% 95.6% 94.4% 90.4%

5B
100 - GENERAL 

SURGERY
2015 2092.5 1162.5 1129.7 976.5 745 654.5 714 103.8% 97.2% 76.3% 109.1%

2Y
326 - ACUTE INTERNAL 

MEDICINE
400 - NEUROLOGY 2032 1988.5 1881 1831.5 839.4 820.56 574.62 527.52 97.9% 97.4% 97.8% 91.8%

5A
100 - GENERAL 

SURGERY
1937.5 2254 1162.5 965.5 1302 1270.5 651 531.5 116.3% 83.1% 97.6% 81.6%

5X 300 - GENERAL MEDICINE
301 - 

GASTROENTEROLOGY
1575 1470.5 1627.5 1648.5 589 589 589 788.5 93.4% 101.3% 100.0% 133.9%

5Y 300 - GENERAL MEDICINE
301 - 

GASTROENTEROLOGY
1552.5 1530 1162.5 1208.5 589 589 589 684 98.6% 104.0% 100.0% 116.1%

6A 361 - NEPHROLOGY 1860 1528.5 700.5 714.5 666.5 734.5 666.5 547.25 82.2% 102.0% 110.2% 82.1%

6X [REC]
340 - RESPIRATORY 

MEDICINE
1860 1792.5 1162.5 1267.7 593.46 584.04 584.04 706.5 96.4% 109.0% 98.4% 121.0%

6Y
340 - RESPIRATORY 

MEDICINE
1815 1755 1245 1279.5 584.04 584.04 584.04 715.92 96.7% 102.8% 100.0% 122.6%

7A 300 - GENERAL MEDICINE 302 - ENDOCRINOLOGY 2092.5 1757.5 1395 1639.5 883.5 630 573.5 795.5 84.0% 117.5% 71.3% 138.7%

7B 300 - GENERAL MEDICINE 1627.5 1423.5 1395 1363.5 573.5 573.5 573.5 786.75 87.5% 97.7% 100.0% 137.2%

7Y
303 - CLINICAL 

HAEMATOLOGY
1412.5 1357.4 642.5 615 651 651 325.5 325.5 96.1% 95.7% 100.0% 100.0%

8A
100 - GENERAL 

SURGERY
2185 1819.5 1255 1061 992 882.5 661.5 627.25 83.3% 84.5% 89.0% 94.8%

8HDU
192 - CRITICAL CARE 

MEDICINE
3720 3630 930 753.5 2604 2593.5 325.5 157.5 97.6% 81.0% 99.6% 48.4%

8X
100 - GENERAL 

SURGERY
2606 2475 1459.5 1477 1302 1185.5 960.5 1092 95.0% 101.2% 91.1% 113.7%

8Y
100 - GENERAL 

SURGERY
1627.5 1641 1162.5 802.5 666.5 666.5 624.25 548.25 100.8% 69.0% 100.0% 87.8%

9A
100 - GENERAL 

SURGERY
1560 1327.5 465 270 596.75 596.75 0 0 85.1% 58.1% 100.0% #DIV/0!

9HDU
192 - CRITICAL CARE 

MEDICINE
361 - NEPHROLOGY 1395 1223.5 82.5 75 573.5 573.25 286.75 163.5 87.7% 90.9% 100.0% 57.0%

9X [3B]
305 - CLINICAL 

PHARMACOLOGY
1695 1544.5 1395 1490

584.04 584.04 584.04 715.92
91.1% 106.8% 100.0% 122.6%

9Y
100 - GENERAL 

SURGERY
1870 1370.5 462.5 392.5 620 620 150 160 73.3% 84.9% 100.0% 106.7%

10Z and 7x
303 - CLINICAL 

HAEMATOLOGY

370 - MEDICAL 

ONCOLOGY
1967 1925 887.5 759.5 1302 1302 409.5 189 97.9% 85.6% 100.0% 46.2%

ITU
192 - CRITICAL CARE 

MEDICINE
8902.5 8577.5 930 846 6258 6100.5 31.5 31.5 96.3% 91.0% 97.5% 100.0%

POCCU
192 - CRITICAL CARE 

MEDICINE
1800 1518.5 465 420 976.5 1008 0 0 84.4% 90.3% 103.2% #DIV/0!

ESAU
100 - GENERAL 

SURGERY
1157 1144 490 485 651 651 325.5 325.5 98.9% 99.0% 100.0% 100.0%

AMU
326 - ACUTE INTERNAL 

MEDICINE
5445 4917 1725 1691 2628.18 2430.06 1083.3 1045.62 90.3% 98.0% 92.5% 96.5%

4x
110 - TRAUMA & 

ORTHOPAEDICS
1533.5 1386 1039.5 966.5 664.5 652.5 589 579.5 90.4% 93.0% 98.2% 98.4%

CCU 320 - CARDIOLOGY 930 930 465 532.5 584.04 584.04 292.02 254.34 100.0% 114.5% 100.0% 87.1%

HEC 320 - CARDIOLOGY 2325 2146.5 465 383.5 876.06 866.64 283.34 191.94 92.3% 82.5% 98.9% 67.7%

Ward 5 BGH
110 - TRAUMA & 

ORTHOPAEDICS
314 - REHABILITATION 1105 1151.5 930 915 620 620 310 310 104.2% 98.4% 100.0% 100.0%

Ward 4 BGH 330 - DERMATOLOGY 988.15 860.8 272.3 265 119.2 119.2 119.2 119.2 87.1% 97.3% 100.0% 100.0%

Ward 2 BGH 120 - ENT 101 - UROLOGY 877.5 877.5 362.5 362.5 483 483 94.5 63 100.0% 100.0% 100.0% 66.7%

Ward 1 BGH
110 - TRAUMA & 

ORTHOPAEDICS
1366.35 1366.35 560.5 555.5 690 690 231 231 100.0% 99.1% 100.0% 100.0%

Ward 8 BGH 400 - NEUROLOGY 314 - REHABILITATION 1395 1283.5 1627.5 1449.5 589 589 480.5 408.5 92.0% 89.1% 100.0% 85.0%

ED
180 - ACCIDENT & 

EMERGENCY
7207.5 6623.5 465 950.5 3720 4628 310 677.5 91.9% 204.4% 124.4% 218.5%

Ward name

Registered 

midwives/nurses

Registered 

midwives/nurses
Care Staff Care StaffMain 2 Specialties on each ward

Average fill 

rate - care 

staff (%)

Average fill 

rate - 

registered 

nurses/midwiv

es  (%)

Average fill 

rate - care 

staff (%)

Average fill 

rate - 

registered 

nurses/midwiv

es  (%)
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Reviewing and publishing of the data 
 
For the purpose of this report we will, by exception, highlight the following: 
 

 Every ward where fill rates have fallen below 80% in month [80% and below has been chosen 
as an internal measure and is not mandated] which 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/or patient 
 satisfaction which will be triangulated with the gaps in fill rate for these areas. 

 A clear outline of what is being done to address any risks identified, both in the short 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 January are: 
 

 Of the 40 areas reviewed [the remit is for every inpatient designated ward to be included] there 
were 11 areas where less than 80% fill rates were identified across at least one shift [Day or Night].  

 From January 2015 we have commenced collecting A&E data for safe staffing. This will not be 
submitted nationally but will be included in the staffing reports from hereon in. 

 
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 January and highlighted at Fig. 3 on page 5.  
 

 
 
 
 
 

Nurse�staffing�report�January�

Top

Overall�Page�105�of�157
Page�4�of�7

http://www.eshareuk.com


Royal Liverpool and Broadgreen University Hospitals NHS Trust 

      - 5 - 
 

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 
 
Fig. 3 

Ward 

% Fill 
Rate 
Days 
RGNs 

% fill 
Rate 
Days 
HCAs 

% fill 
Rate 
nights 
RGNs 

% fill 
Rate 
nights 
HCAs % Vacs. 

WTE 
Vacs 
RGN + 
HCA 

% 
sickness 
January 

Harm 
Free 
Care. 

NQI 3 Month 
performance NQA 

Falls 
mod 
to 
severe 
harm.  

Grade 2-
4 
hospital 
acquired 
pressure 
ulcer 
grade 2-
4 

ward 
based 
complaints 
received in 
January 

HCAIs in 
past 
three 
months. 

FFT net 
promoter 
score. 

7A 84.0% 117.5% 71.3% 138.7% 9.40% 2 15.71% 90.32% A/A/G GA 0 0 0 1 20 

5b 103.8% 97.2% 76.3% 109.1% 21.50% 3.82 10.76% 100.00% NA/NA/A GA 0 0 1 2 24 

8Y 100.8% 69.0% 100.0% 87.8% 17.70% 7.2 7.01% 83.33% G/G/A GA 0 0 1 1 19 

9HDU 87.7% 90.9% 100.0% 57.0% 5.70% 1 2.88% 100% G/G/G GA 0 0 0 1 n/a 

9Y 73.3% 84.9% 100.0% 106.7% 12% 3 16.10% 100   GA 0 1 0 0 31 

3y 78.9% 100.2% 100.0% 129.0% 28% 4 0.00% 100 A/G/G GA 0 0 1 0 13 

8hdu 97.6% 81.0% 99.6% 48.4% 0 0 10.32% 100 G/NA/G G 0 0 2 0 17 

HEC 92.3% 82.5% 98.9% 67.7% 14.2%             4 3.08% 91.67% G/G/G GA 0 0 0 0 n/a 

ward 
2 

100.0% 100.0% 100.0% 66.7% 
15.30% 3.6 0.00% no data G/G/G GA 0 0 0 0 26 

10z/7x 97.9% 85.6% 100.0% 46.2% 21.30% 4.4 17.73% 100 G/G/A GA 0 0 0 4 7 

9A 85.1% 58.1% 100.0% #DIV/0! 15.40% 3 0.00% 100 G/G/G GA 0 0 0 0 21 
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Ward 7A. The ward reported a low fill rate for RGNs on night duty although the HCA fill rate was 
117% days and 138% night duty as a result of the need for close patient observation and the skills 
required for the patient group. Vacancies on this ward remain at 9% but recruitment is completed and 
staff will be in post over the next 2 months. Where registered nurse shifts were unable to be filled by 
the temporary staffing resource, HCAs were allocated to enhance the number of staff working on the 
ward. Overall sickness data for the ward area is high at 15.71 %, the Matron and Ward Manager are 
working with the HR Team to ensure policy is followed and staff are supported. The Ward Quality 
Indicators have attained a green rating which gives assurance with regards to the overall quality of 
nursing care received.  
 
Ward 8Y: The ward reported low HCA fill rates on day duty although the RGN fill rate remained 
appropriate. Vacancies remain high on this ward with 5 WTE band 5 staff and 2.1 WTE band 2 HCAs. 
All posts have been recruited into now although there will be an on-going gap in the immediate future 
before successful candidates commence in post. Temporary Staffing have been asked to provide 
support to this ward whilst this gap continues. Performance on ward 8Y has remained satisfactory 
with monthly ward audits for the past three months being rated green or green/amber. An 
unannounced quality inspection was recently undertaken which described care as ‘exemplary’ and did 
not highlight any significant issues. Sickness was above average at 7.01% for the month of January 
although the Ward Manager is working closely with HR in an attempt to reduce the number of 
sickness episodes. 
 
Ward 9A: The ward reported a low HCA fill rate on day shifts although the RGN fill rate was above 
80%. However, when staffing has posed a challenge, bed numbers have been reduced so as to 
ensure an appropriate number of nurses with the required skill mix are available to manage the 
patients within this setting. Performance indicators are good within this ward with no patient harm 
reported throughout the month, although the high number of vacancies (15.4%) in this area has had a 
direct impact on the ability to effectively staff the ward. Recruitment has recently taken place and it is 
envisaged that this will contribute to a significant improvement in the near future. 
 
Ward 9Y: The ward reported a low RGN fill rate on day duty and this was as a result of staff sickness 
(16.10%). Performance remains high and patient feedback is good although the manager of this area 
is working closely with HR to ensure all appropriate processes are being applied to reduce sickness 
episodes going forward.  
 
HEC: The wards report a low HCA fill rate on night shifts and this is due to vacancies for the newly 
merged ward [in terms of staffing] and a reliance on the temporary staffing team providing Health 
Care Assistants. However, it is important to outline that there have been 13 new starters in January 
and performance within this area remains consistently high.   
 
Ward 2 Broadgreen: The ward reported a low HCA fill rate for nights during the month of January, 
however, at times during the month of January, bed numbers on this ward were reduced which 
reduced potential risk. There are a number of vacancies on the ward and recruitment is underway 
although performance has been good, with green rated Nursing Quality Indicators being reported and 
zero patient harms recorded.   
 
Ward 3Y: There was a low RN fill rate on days during the month (78.9%) although additional HCA 
resource was provided so as to promote patient safety. Ward performance has remained satisfactory 
during January and work is underway to recruit into the Ward’s current vacancies of which they have 
4 whole time equivalents.  
 
Ward 5b: The Ward’s fill rate on nights fell slightly short during the month but again, additional HCA 
resource was provided when registered nurses were unavailable from Temporary Staffing. 
Performance within this area remains satisfactory and the Ward attained 100% Harm Free Care 
during January. Recruitment continues in order to close the vacancy gap and staff are due to start in 
the coming weeks which will hopefully support compliance with the fill rates required. 
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Ward 9HDU: The HCA provision at night contributed to a low fill rate within this clinical area. As 
mentioned in last month’s report, this setting only has two Health Care Assistants allocated to the 
team due to the nature of the clinical work undertaken. Therefore, any vacancy will dramatically affect 
the fill rate, as the Temporary Staffing Department have difficulty allocating HCAs with the appropriate 
experience. Recruitment is underway and will have a positive effect on enhancing the HCA fill rates 
moving forward. 9HDU continues to offer effective, harm free care and patient experience is reported 
as being good.      
 
 
Ward 10z/7z: The HCA fill rate at night was low as a result of vacancies and a much higher than 
average sickness rate. Quality Indicators have confirmed that this area delivers satisfactory care and 
100% Harm Free Care was reported during January. Work is underway to address the sickness rate 
with HR supporting the respective managers to bring this rate down. The ward reported 4 HCAIs 
during this period which is of concern, although the IPC team are working closely with the ward 
leaders to examine causes and improve any clinical interventions as required. 
 
Ward 8HDU:  The ward manager has reported that staffing levels were safe on all shifts in January, 
despite a low HCA fill rate at night. However, HCAs within this clinical setting are a small percentage 
of the total number given the work undertaken and any sickness or vacancy factor has a much bigger 
impact on the fill rate. Unfortunately, the ward received two complaints this month which are being 
investigated and if upheld, action plans will be developed. The sickness levels for January were 
higher than average (10.32%) but a high standard of care was offered to patients with no harms being 
reported and a green level performance against the Ward Quality Indicators.   
 
 
Report summary and recommendations 
 
The Trust board are asked to acknowledge the challenges in January and the work being undertaken 
to strengthen our position in terms of vacancy fill rates and the development of the nurse pool. The 
board are also asked to acknowledge the increased demands on the nursing workforce to provide 
staffing cover to escalation areas and the assurance that nurse numbers and patient safety are 
discussed every day with the senior nurse team. The board are asked for their continued support of 
the on-going implementation of the Royal Liverpool and Broadgreen Nurse Programme. 
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  Security marking:   
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

 

Achieve authorization as a Foundation Trust. 

Last update – December Board 2014 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

 

1. What is the current position with respect to the Monitor assessment process? 

2. What are the key issues having a bearing on FT authorisation. 

3. What is the status of the NHS Trust Development Authority Accountability Framework? 

 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

 

The Board is requested to: 

i. Monitor process – To note the timetable for FT authorisation and to provide support to resolving promptly the 

issues raised by the FTSG.   

ii. Accountability Framework – To review the proposed submission and confirm approval to submit. 
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1. FT Process  

a. Monitor has advised that Phase 2 of their assessment process for this Trust is expected to commence 

in early March 2015. The Trust is awaiting detailed information from Monitor about arrangements 

for the commencement of the review. 

b. On this basis FT authorisation is estimated to be no earlier than June or July 2015.  See Appendix 1 

which shows the plan timetable. 
 

2. Key issues having a bearing on FT authorisation 

a. The following items require continued management attention and are material considerations in the 

FT authorisation process: 

i. Quality Governance - Quality Governance Self-Assessment currently scored at 4.5 (needs to be 

reduced to 3.5 or less).   

Action plan in place to address this. Update to be provided at February Board. 

ii. Cash Flow – Additional identified pressures on cashflow of up to circa £35m between 16/17 

and 22/23 and mitigating actions necessary to address shortfall. To be addressed by a 

combination of increased QEP and reduced capital expenditure. Targeted areas for reductions 

in capex to be identified following detailed review of capex requirements. This is a recent 

development not identified at the time of the Phase 1 Monitor review.  

iii. Risk Management - New risk management policy and associated processes need to be 

sufficiently embedded with demonstrable benefits realised.  

RM review action plan implementation ongoing. 

iv. Activity / Capacity - Clear narrative to address key challenges in reducing average length of 

stay for non-elective admissions, the total number of short stay emergency admissions and 

total number of beds.  

Clear Action plan to be developed and agreed at the Transformation Committee.  

b. A schedule of these and other key issues being addressed by the FT Steering Group is shown in 

Appendix 2.  
 

3. 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. Subject areas were listed in the January FT board 

paper. Additional dedicated preparation sessions both before and during the Monitor Phase 2 

assessment process will also be necessary.  

b. An information pack will also be issued to support board members both for interviews with Monitor 

and at the Board-to-Board 

 

4. Accountability Framework 

a. The Trust is required to submit a number of monthly self-certifications which consist of: 

i. A sub-set of Monitor’s Licensing Requirements. These exclude items that cannot reasonably 

apply until the organisation has achieved Foundation Trust Status and is regulated by Monitor.  

ii. A set of Trust Board Statements which are consistent with those that the Trust has been 

submitting for some time as part of the Single Operating Model process to the TDA 

b. The timetable for submissions is now usually the last working day of each month.   
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c. Appendix 3 contains the January certification content drafted for submission by 28th February. The 

actual submission is made on-line on the NTDA website. 
 

5. CONCLUSION AND RECOMMENDATION 

The Board is requested to: 

i. Monitor process – To note the timetable for FT authorisation and to provide support to 

resolving promptly the issues raised by the FTSG.   

ii. Accountability Framework – To review the proposed submission and confirm approval to 

submit. 

  

TB_Report�15-02�Feb�15�v1.docx

Top

Overall�Page�111�of�157
Page�3�of�7

http://www.eshareuk.com


RLBUHT BOARD PACK

 

TITLE: FT Progress / NTDA  

AUTHOR: Mark Thorne, 

Jim Bluett-Duncan 

 

 

 

  

Appendix 1 – Project Plan Overview 
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Appendix 2 – Key Issues Being Addressed by the FTSG 
 

i. Capacity & Activity Gaps - Addressing the current capacity and activity gaps in the migration plan as the 

Trust progresses toward the New Royal in 2017/18. These issues are being addressed by the 

Transformation Committee but it is important that the Trust is able to articulate simply and clearly to 

both Monitor and the TDA how and when the gaps will be closed moving forward. A paper was 

submitted to December Board. The paper set out principally Project White Space target areas for LoS 

savings, and therefore, bed reductions and requires further development. The Trust will need to 

demonstrate continuing progress in developing and implementing these opportunities. 

ii. QEPs for 2015/16 – The Trust needs to have a clear view of its plans covering the next financial year by 

January 2015. Development of QEP opportunities which will deliver required savings in 2015/16 is (end 

January) at c90% (plan is 100%) of the non-stretch target. 

iii. QEPs Post Implementation Reviews (PIRs) – Monitor expressed concern that the Trust did not 

systematically undertake PIRs. This process has been significantly strengthened with 5 PIRs completed 

and further reviews planned. The process is to be further developed and simplified.  

iv. Escalation / Use of Chair’s Log – use of the Chair’s log and escalation of critical issues is being monitored 

/ audited to ensure proper use of the system.  

v. Root Cause Analyses – Monitor had a number of concerns over the RCA process. As part of the risk 

management review, practice around completion, action planning and feedback on RCAs is being 

reorganised and strengthened. 

vi. Trend Analysis – concern was expressed by Monitor, the CQC and Deloitte that there were deficiencies 

in the use and analysis of performance / quality data. This needs to be addressed through improved 

systems and exec director review of performance reports. 

vii. Clinical Audit Programme – weaknesses identified in the management and organisation of the clinical 

audit programme are being addressed to strengthen the effectiveness of this function going forward. 

viii. EPR Project Funding Support – uncertainty remains over the level of support the CCG is willing to 

commit to for the EPR project. The Trust is seeking to agree the process that needs to be followed to 

enable the CCG to commit to funding levels. 

ix. Viability of £12m Reserve – Monitor believed there to be a risk that the Trust will need to use all of its 

£12m recurrent contingency to fund operating items and will not be able to free-up £4m for the unitary 

payment.  The usage analysis for the reserve is currently being reviewed. 

x. Cash Flow – Additional identified pressures on cashflow of up to circa £35m between 16/17 and 22/23 

and mitigating actions necessary to address shortfall. To be addressed by a combination of increased 

QEP and reduced capital expenditure. Targeted areas for reductions in capex to be identified following 

detailed review of capex. This is a recent development not identified at the time of the Phase 1 Monitor 

review. 

xi. Capex Risk – Monitor expressed concern that there was insufficient provision for capital expenditure 

beyond 2014/15. A paper addressing this issue was to be prepared for the end of October. This remains 

outstanding. 

xii. Quality Governance Memorandum (QGM) Self-Assessment – The FTSG has considered the timing of 

QGM self-assessment, the approval process and the need for an independent review. The self-

assessment was brought to November board and the current score of 4.5 agreed. An updated action 

plan is in place to address identified issues. 
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For each Monitor Licence condition, the Board is asked to confirm compliance:

CONDITION MONITOR DESCRIPTION COMPLIANCE

GENERAL CONDITIONS  Response

Condition 

G4

Fit and proper persons as 

Governors and Directors
Yes

Condition 

G5

Having regard to Monitor 

guidance
Yes

Condition 

G7

Registration with the 

Care Quality Commission
Yes

Condition 

G8

Patient eligibility and 

selection criteria
Yes

PRICING CONDITIONS  Response

Condition 

P1
Recording of information Yes

Condition 

P2
Provision of information Yes

Condition 

P3

Assurance report on 

submissions to Monitor
Yes

Condition 

P4

Compliance with the 

National Tariff
Yes

Condition 

P5

Constructive engagement 

concerning local tariff 

modifications

Yes

 CHOICE and COMPETITION CONDITIONS Response

Condition 

C1

The right of patients to 

make choices
Yes

Condition 

C2
Competition oversight Yes

INTEGRATED CARE CONDITION Response

Condition 

IC1

Provision of integrated 

care
Yes

 

 

SELF-CERTIFICATION REQUIREMENTS - MONITOR 

LICENCE CONDITIONS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

JANUARY 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 3 – Accountability Framework – Draft submission for December 2014 
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For each statement, the Board is asked to confirm the following:

For CLINICAL QUALITY, that: Response

1 Yes

2 Yes

3 Yes

For FINANCE, that: Response

4 Yes

For GOVERNANCE, that: Response

5 Yes

6 Yes

7 Yes

8 Yes

9 Yes

10 Yes

11 Yes

12 Yes

13 Yes

14 Yes

The board is satisfied that: the management team has the capacity, capability and experience necessary to 

deliver the annual operating plan; and the management structure in place is adequate to deliver the annual 

operating plan.

The board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to date  

accounting standards in force from time to time.

The board will ensure that the trust remains at all times compliant with the NTDA accountability framework and 

shows regard to the NHS Constitution at all times.

All current key risks to compliance with the NTDA's Accountability Framework have been identified (raised either 

internally or by external audit and assessment bodies) and addressed – or there are appropriate action plans in 

place to address the issues – in a timely manner

The board has considered all likely future risks to compliance with the NTDA Accountability Framework and has 

reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring occurrence and the 

plans for mitigation of these risks to ensure continued compliance.

The necessary planning, performance management and corporate and clinical risk management processes and 

mitigation plans are in place to deliver the annual operating plan, including that all audit committee 

recommendations accepted by the board are implemented satisfactorily.

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 

framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury 

(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets as 

set out in the NTDA oversight model and a commitment to comply with all known targets going forward.

The trust has achieved a minimum of Level 2 performance against the requirements of the Information 

Governance Toolkit.

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of 

interests, ensuring that there are no material conflicts of interest in the board of directors; and that all board 

positions are filled, or plans are in place to fill any vacancies.

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, 

experience and skills to discharge their functions effectively, including setting strategy, monitoring and managing 

performance and risks, and ensuring management capacity and capability.

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing 

care on behalf of the trust have met the relevant registration and revalidation requirements.

SELF - CERTIFICATION REQUIREMENTS - 

BOARD STATEMENTS' COMPLIANCE

Royal Liverpool & Broadgreen University Hospitals NHS Trust

JANUARY 2015 - SUMMARY OF ON LINE SUBMISSION

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the 

TDA's Oversight model (supported by Care Quality Commission information, its own information on serious 

incidents, patterns of complaints, and including any further metrics it chooses to adopt), the trust has, and will 

keep in place, effective arrangements for the purpose of monitoring and continually improving the quality of 

healthcare provided to its patients.

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality 

Commission’s registration requirements.
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

Monitor’s Quality Governance Framework (QGF) forms an integral part of the foundation trust assessment process. It is 

used to assess whether boards accurately understand the quality of care their organisation provides, are able to assess 

and mitigate risks to quality, that quality is seen as a responsibility of the entire board and that trusts are committed to 

continuous quality improvement. The framework has 4 domains and 10 questions that are linked to strategy, 

capabilities and culture, processes and structure and measurement.   The Trust is required to self-assess against the 

QGF which it did in November 2014. Monitor apply their own score following their assessment process and to be 

authorised as an FT the total score must be 3.5 or below.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

In October 2014 the Trust refreshed the self-assessment against the Quality Governance Framework, taking into 

account progress made since the independent assessment approved by the Board in February 2014, and reflecting 

Monitor feedback at the conclusion of phase 1 of the Trust’s assessment.  The self-assessment was prepared by the 

Chief Nurse, Associate Director of Corporate Affairs and the FT Project Manager.   The self-assessment was discussed 

and scores agreed by the Trust Board on 25 November 2014.  Monitor apply their own score following their assessment 

process and to be authorised as an FT the total score must be 3.5 or below. The Trust Board having reviewed the self-

assessment in November agreed a score of 4.5 and requested the development of the Quality Governance 

Memorandum for approval by the Board.   The attached Quality Governance Memorandum is a plan of work with 

timescales that will allow the trust to reach an overall assessment of 3.5 by March 2015.  
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3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to discuss and agree the Quality Governance Memorandum. 

 

1. STRATEGIC CONTEXT    

 

The Board Memorandum on Quality Governance 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 assessments against Monitor’s QGF which 

were independently reviewed by Deloitte in June 2012, November 2012 and February 2014. A summary of the scores 

and direction of travel is included at Appendix A.  The Quality Governance Memorandum is included in Appendix B.  

 

2. To inform the development of the Memorandum the Trust has conducted assessments against Monitor’s QGF which 

were independently reviewed by Deloitte in June 2012, November 2012 and February 2014. 

 

3. QUESTION(S) ADDRESSED BY THIS REPORT              

 

The Trust continues to progress with the implementation and embedding of robust quality governance arrangements.  

Overall there is significant evidence of good practice well embedded within the Trust whilst recognising areas for 

improvement.  The Trust recognises that recent changes may require time before we can demonstrate how the more 

recent changes have impacted on quality governance arrangements,  for example;  

 Revised risk management arrangements 

 QEP governance 

 Alignment of corporate priorities and performance delivery to divisions.  

 Cutural change programme  

 

For each key question a rating is assigned on a four point scale from 0 ( green)  to 4 (red).   On this basis the worst 

possible score would be 40 and the best score would be 0.  To be authorised applicants must demonstrate  a score of 

3.5 or less.  

A quality governance score of less than 4 is required for authorisation, with an overriding rule that none of the four 

categories of the QGF are entirely amber-red rated and for those applicants that have been assessed by an external 

auditor (experienced in quality governance reviews),  a clean (unqualified) opinion on quality governance is required.   
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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 perforamnce 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 perecived 
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 goverannce 
identified.  Significant volume of action plans 
required and concerns about management 
capacity to deliver.  

 

In the context of an amber-green rating, robust action plans are defined as detailed plans with allocated responsibilities 

and a clear timetable for delivery, combined with a plan for ongoing monitoring and evaluation of success. Proven track 

record of delivery means that the applicant can provide evidence of how this has been achieved in the past
i
.   

 

4. ANALYSIS 

                                                      

Several common themes were identified as key to pushing forward progress and reaching the best practice end of the 

quality governance continuum.  

I. Key strengths 

 Clarity of vision (1A) 

 Board commitment to staff enaggment (2B) 

 Engagement with patients, staff and stakeholders on quality (3C) 

 

II. Areas for improvement/future activity  

 Better integration of corporate and divisional planning and performance management  (1A) 

 Implementation pf revised risk management arrangements supported by training, improved reporting 

and learning from incidents leading to the improved identification of future risk (1B and 3B) 

 Embedding improved governance arrangements for QEP schemes. (1B) 

 Implementing revised Quality Governance committee arrangements. (2A) 

 Continued support for cultural support to encourage reporting of and learning from incidents. (2B) 

 Assurance of robustness of quality data through external assurance and adoption of quality kite mark 

(4B) 
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There is one area which is scored as amber/red. This relates to the Board’s awareness of potential risks to quality.  The 

Trust commissioned a review of its risk management arrangements and is focused on implementing the 

recommendations.  The Quality Governance Memorandum has been developed to address all of the areas identified for 

improvement. The Board was informed in November that a score of 3.5 will be reached by February 2015. Following the 

collation of the memorandum and discussions with Executive Directors this date has moved forward to March 2015.  

 

5. CONCLUSION & RECOMMENDATION               

                         

The Board is asked to discuss and agree the contents and ongoing monitoring of the Quality Governance Memorandum. 
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Appendix A  

  Deloitte 
June 2012  

Deloitte 
Nov 
2012  

Trust 
January 
2014  

Deloitte 
Feb 14  

Monitor 
May 
2014  

Trust 
Oct 14  

 Strategy  

1 A  Does quality drive the Trust’s Strategy  0.0 0.0 0.0 0.0 0. 5 0. 5 

1B  Is the Board aware of potential risks to quality 0. 5 0. 5 0. 5 0. 5 1.0 1.0 

 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 

2B Does the Board promote a quality focussed culture 
throughout the Trust 

0. 5 0. 5 0.0 0.0 1.0 0. 5 

 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 

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 

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 

 Measurement  

4A  Is appropriate quality information being analysed and 
challenged  

0. 5 0.0 0. 5 0. 5 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 

4C  Is quality information used effectively  0.0 0.0 0.0 0.0 0. 5 0. 5 

 Overall score 4.0 3.5 3.5 3.5 5.5 4.5 
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Domain 

Ref

FT Plan 

Ref Good Practice Description
Planned 

Finish date Brd Lead Current Actions Update on Progress

1A - 1A - Does quality drive the trust’s strategy? 
1A4 30.80 4.      Wherever possible, quality goals are 

specific, measurable and time-bound.

31-Mar-15 LG QGM - Monitor Letter 1A - Amend 2014/15 quality goals to ensure they have 

specific measurable targets and strengthen governance to ensure they are 

systematically tracked.

Jan Update  -  LG - The 15/16 corporate and quality objectives need 

approving.The CEO is bringing a paper to the Trust Baord for discussion in 

February and Colin Hont, Deputy Chief Nurse is leading the discussion at CMT 

meeting on 18th Feb. Once agreed a refreshed Quality Plan, quality road shows, 

quality cards and ward knowing how they are doing boards will be launched 

across the trust. 

1A5 30.82 5.      Overall trust-wide quality goals link directly 

to goals in divisions/services (which will be 

tailored to the specific service).

31-Mar-15  DMcL QGM 1A5 - (trust-wide quality goals link directly to goals in divisions) Measure 

understanding through existing processes including mock inspections and 

surveys.

To further embed and align perforamnce framework and planning at 

divisional/directorate level to reflect quality/strategic objectives. 

Divisional Performance Reviews are being reviewed.  New style will be launched 

for March.  This includes agreeing with each Divison/ Directorate objectives 

linked to the Trusts corporate objectives, visions and values.

1A7 30.81 7.      Applicants are able to demonstrate that the 

quality goals are effectively communicated and 

well-understood across the trust and the 

community it serves.

31-Mar-15 LG QGM 1A7 - Reinforce communication of quality goals including : 

• Align ward “Knowing how we are doing” board to quality objectives.

• Continue road shows outlining objectives and their progress to date. 

Jan Update  -  LG - Please refer to 30.80. In addition to this "Quality Roadshows" 

will commence to inform all staff on the quality objectives and to discuss how 

they impact and monitor their performance against these. The Quality Plan once 

approved by the Trust Board will also be shared with external stakeholders. 

1B - 1B – Is the board sufficiently aware of potential risks to quality?
1B1 30.32 1.      The board regularly assesses and 

understands current and future risks to quality 

and is taking steps to address them.

31-Mar-15 LG QGM - Monitor Letter 1B - Change risk management processes to ensure that 

low/medium risks are amalgamated where necessary.

Jan Update  -  LG - The Divisional Governance Manager for each division are to 

attend each others divisional governance meeting so that they have an oversight 

of both risk registers and can recommend where appropriate the amalgamation 

of risks when apprpriate. This will commence from February.

1B1 30.33 31-Mar-15 LG Consider changes to the risk management processes to ensure that the raw data 

is being used effectively to look for new areas of risk beyond those already 

recognised. (CQC Report p22 Are Services Well Led?)

Jan Update  -  LG - The quarterly analysis of incidents, claims and complaints 

document is reported to Patient Safety and Patient Experience with a summary to 

QGC. This needs strengthening with regards to the data for complaints. This will 

be addressed with the implementation of the datix module for complaints, 

training for divisions will be completed by the end of March and full roll out will 

commence. 

1B1 30.36 31-Mar-15 LG / MW QGM 1B1 - To improve assessment of future risk through the planning/SWOT 

process. 

Updated SWOT/PESTLE to February 2015 Strategy session. 
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FT Plan 
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1B1 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.

Jan Update  -  LG - RCA action plans highlight lessons learnt that are shared at 

Perfect Ward/Divisional Governance Meetings. Any clinical incidents that 

highlight lessons learnt are added to the weekly Patient Safety Bulletin and 

lessons from complaints are presented in the quarterly Patient Experience 

Bulletin for all staff. The Head of Risk will be presenting a 6 month review of risk 

trends identified from RCA's and incidents. This will be presented to Quality 

Governance Committee in March. The Board also receive a monthly position of all 

of the risks on the risk registers that are moderate and high as well as the 

opportunity to reguarly review the BAF. Board packs have started to detail the 

action being taken against quality performance and what is being done to address 

potential risk. 

1B2 30.30 2.      The board regularly reviews quality risks in 

an up-to-date risk register.

31-Mar-15 LG QGM - Monitor Letter 1B Risk Management  - identify why some significant risks 

are not being reported to board and change processes to avoid future omissions.

Jan Update  -  LG - Refresher training on the production and management of the 

risk register  has commenced for Directorate Managers and will be completed by 

the end of March. The risk registers are currently being reviewed by the divisions 

and the governance team starting with moderate and severe risks. They will next 

be presented at Quality Governance Committe and Resource and Performance 

Committee in April.  Please refer to 46.15 with regards to the Boards oversight of 

th erisk register and BAF. 

1B2 45.67 31-Mar-15 LG/JHG 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 -  The Chief Nurse specifically discusses this on induction. Staff 

then receive training specifically as part of corporate induction and mandatory 

training. To strengthen this process Datix will be added to the local induction 

checklist for staff so that the system can be demonstrated on a 1:1 basis. A 

reporting helpline hsa been in place for the last 9 months but has had limited use 

by staff. A review of the electronic functions available within the datix system will 

be undertaken in February to see if the system has the capability to feedback to 

staff on an individual basis. 

1B6 30.07 6.      Proposed initiatives are rated according to 

their potential impact on quality (eg, clinical staff 

cuts would likely receive a high risk assessment).

30-Sep-14 JHG QGM 1B - Post implementation impact monitoring.

Identify projects for QIA and PIR; finalise criteria and tool for QIA.

Jan Update  -  JBudd - 100% completion of PIRs (as of 23rd Jan). All 5 PIR's are in 

an audit template and evidence files are being collated to identify the process and 

discussions about each review.   There have been 2 PIR identified for 15/16 

projects to date, these will continue to be identified going forwrad. 

1B6 30.05 31-Mar-15 JHG QGM 1B - QEP Quality Impact Assessments

Strengthen scheme plans and risk assessment to ensure any risks identified pre 

implementation are monitored post implementation by the use of agreed KPIs.

Jan Update  -  JBudd - The Quality Impact Assessment was a new process 

implemented this year - all projects to be signed off by Chief Nurse and Medical 

Director as well as more complex projects requiring a more detailed assessment.  

Quality sign off now at 96% ; there are 8 templates outstanding with no 

significant risks identified. 

2A - 2A – Does the board have the necessary leadership, skills and knowledge to ensure delivery of the quality agenda?
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FT Plan 
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2A1 30.45 1.      The board is assured that quality 

governance is subject to rigorous challenge, 

including full non-executive director engagement 

and review (either through participation in audit 

committee or relevant quality-focused 

committees and sub-committees).

31-Mar-15 MW QGM - Monitor Letter - 2B Board Awareness / Reporting - Consider how board 

papers / board agendas / time given may be adjusted to ensure that a suitable 

level of time and attention are given to preventing harm to patients and 

promoting a culture of zero tolerance to harm.

Jan Update  -  MW - Deadline for MW to report back as part of the annual report 

on committee effectiveness to be extended recognising new chair.   To complete 

annual review March 2015. 

2A2 30.85 2.      The capabilities required in relation to 

delivering good quality governance are reflected 

in the make-up of the board.

31-Mar-15 AK QGM - Monitor Letter 2A - Board member challenge -  Monitor observed that 

challenge on quality issues at Board appeared to come mostly from a group of 

NEDs with very little from other board members. Consider how to address this 

reported deficiency. Consider training to help Board members challenge 

appropriately on quality issues. Monitor challenges?

Jan Update  -  MW - Coaching programme for execs commencing February 2015.    

New NED attended Constructive Challenge session run by NHS Providers.  

2A2 30.86 28-Feb-15 RE / MW QGM 2A2 - The Trust has reviewed the profile of the Board to ensure a skills mix 

to deliver effective challenge.  The development of a more structured approach 

to the identification of skills, succession and development planning will be 

considered by the Board in early 2015. 

26-Jan - JBD - RE actioned at November 14 board to produce a formal succession 

plan to bring back to January board.

A report on a revised approach to succession planning was provided at the 

January Trust Board. The Board agreed responsibilities and for quarterly reports 

to be provided for future updates. The Chair is reviewing the gap  analysis from 

the Deloittes mock board. RE to discuss this with the Chair before this is finalised. 

2A2 35.07 31-Jan-15 BG/MW Board Certification on management capability & experience - Review the self 

certification required by Monitor (B12) and consider if further Board 

development is required. 

No update to report this month

2A5 30.90 5.      The board conducts regular self-

assessments to test its skills and capabilities; and 

has a succession plan to ensure they are 

maintained.

28-Feb-15 MW (for 

NEDs)

RE (for 

EDs)

QGM- Monitor Letter 2A - Director Induction Process

 - Ensure induction processes for new directors are comprehensive and fully 

completed.

Jan Update  -  RE - Induction process for Executive Directors prepared for 

confirmation at Executive Directors meeting.  Consists of a checklist and welcome 

pack in addition to the Trust Corporate Induction.  Discussions in place with MW 

for a similar dedicated Induction process for NEDs                                                                                 

MW - produced composite induction pack based on NED induction and used for 

induction new Chair.   Feedback requested from directors (5/1/15). 

2B - 2B - Does the board promote a quality focussed culture throughout the trust?
2B7 30.40 7.      Staff feel comfortable reporting harm and 

errors (these are seen as the basis for learning, 

rather than punishment).

28-Feb-15 LG QGM - Monitor Letter 2B Incident Reporting - Identify reasons for low reporting 

levels and formulate action plan to rectify including:

- reducing time taken to report

- improving feedback

Review RCA methodology and suitability of personnel undertaking reviews. Agree 

remedial action to strengthen the process and improve the quality of the RCAs.

Jan Update  -  LG - Incident reporting did decrease in Nov/Dec but has increased 

in January. Divisional Governance posts have been recruited to to support the 

divisions and to ensure RCA's are completed in a timely manner. 
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2B7 46.20 30-Sep-14 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.

Review of all incidents and near misses has been consolitdated into the weekly 

harms meeting. Following this each week there is  a patient safety bulletin issued 

to all staff highlighting the lessons learned and the actions staff need to take to 

aviod repetition. Lessons learned have also featured in a variety of Trust 

corporate communications. The Trust is devleoping the role of the  mortality and 

patient safety group to raise the profile of saftety issues further and to support 

clicnial teams in improving patient safety.

3A - 3A – Are there clear roles and accountabilities in relation quality governance?
3A2 30.08 2.      There is a clear organisational structure that 

cascades responsibility for delivering quality 

performance from “board to ward to board” (and 

there are specified owners in-post and actively 

fulfilling their responsibilities).

30-Jun-15 RE QGM 2A Action Plan - Accountabilities and portfolios in relation to quality 

governance amongst board members should be clearly defined.

Trust commissioned Hay to co-ordinate review of executive director roles and 

responsibilities.    

Job descriptions for all Directors have been revised in February 2015 with quality 

governance accountabilities strengthened. Quality governance responsibilities for 

below director level are being reviewed as part of Project Shape. 

3A2 30.52 28-Feb-15 RE / LG / 

DMcL

QGM 3A2 - The Trust is updating its roles/responsibilities (30.08) and 

performance management framework (30.27) supported by an updated 

assurance and escalation framework (MW). 

Jan Update  -  DMcL - Project Shape out to consultation end of Jan.  Performance 

Framework to Trust Board in February which will articulate the board to ward 

performance framework.

3A2 37.01 28-Feb-15 AK BGM Action Plan - 1 - High - Clarify ED portfolios and lines of accountability and 

responsibility, ensuring that they are clearly communicated to senior 

management and Trust staff.

Job descriptions for Executive Directors have been reviewed to reflect changes in 

portfolios, both this and the accountability framework will be finalised by 

February 2015. 

3A4 30.09 4.      Quality performance is discussed in more 

detail each month by a quality-focused board sub-

committee with a stable, regularly attending 

membership.

28-Feb-15 LG / MW QGM 3A Action Plan The Trust should ensure that the business and sub-

committee structures of the Quality Governance Committee are appropriate to 

enable the committee to effectively discharge its role. 

Review of Quality Governance Committee to refine sub-committee structure. 

Define forward plans for committee/sub-committee.  

Jan Update  -  LG - The Quality Governance Committee and its supporting 

structures have been reviewed therefore this is complete.  MW is now reviewing 

R&PC and its groups to ensure consistant approach across the trust. 

3B - 3B – Are there clearly defined, well understood processes for escalating and resolving issues and managing performance?
3B1 30.10 1.      Boards are clear about the processes for 

escalating quality performance issues to the 

board:

28-Feb-15 MW QGM 3B Action PlanThe Trust should ensure that the chairman’s log approach is 

used consistently and effectively by sub committees to escalate items to the 

Quality Governance Committees attention.

Reiteration of the Trust assurance and escalation framework to committee chairs. 

Review effectiveness of chair’s log in escalating actions to the right committees 

and in providing feedback to the Trust board that mitigating actions have been 

taken.

Jan Update  -  MW - Chair's logs are being used across Board committees and are 

visible within the papers at QGC.      The Assurance and Escalation framework is 

being re-written with the aim to bring to Feb 15 (although this may slip to March 

15)   Draft shared with DMcL and LG 2 Feb 15 for including info re performance 

framework 

3B1 30.53 28-Feb-15 MW / LG QGM 3B1 - The new risk management policy is being implemented which clarifies 

the criteria for escalation.   The Trust is rewriting the Assurance and Escalation 

Framework which will be aligned to the Trust’s performance management 

framework.  

This will be presented at the February Trust Board. 

3B1 30.55 31-Mar-15 BG/MW QGM - Monitor Letter 3B - Quality issues not being dealt with quickly

Consider why some recurrent quality issues are not being dealt with quickly (RCA 

completion rates, falls rate, A&E targets and staffing issues caused by outsourcing 

of recruitment to Capita). What actions need to be taken to rectify (action tracker 

needs to be fully utilised)

Many of these issues are complex and have been discussed at Board on a number 

of occasions. Going forward the work outlined within the QGM highlights the 

ongoing work to enhance governance arrangements that will overall impact on 

this action. 
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3B2 30.13 2.      Robust action plans are put in place to 

address quality performance issues. With actions 

having:

28-Feb-15 LG / PW QGM 3B Action Plan - Learning from complaints and incidents 

Review all moderate to severe harms at the weekly harm meeting. Ensure 

moderate to severe harms are subject to full RCA and that lessons learned are 

included in a quarterly patient safety report.

Jan Update  -  LG - The weekly safety meeting reviews all moderate to severe 

harms. All RCA's have to be approved at this meeting prior to each action plan 

being monitored at Perfect Ward or the Divisional Governance Meeting. Lessons 

learnt are shared through the Patient Safety Bulletin, Patient Experience Bulletin, 

Divisional Governance Meetings and Perfect Ward. 

3B2 30.14 28-Feb-15 LG / PW QGM 3B Action Plan - Learning from complaints and incidents 

Report on RCA completion rates and return of action plans. 

Jan Update  -  LG - Year to date the trust is currently at 89% completion rate for 

RCA's. There is a backlog with some VTE RCA's requiring medical input. This has 

been escalated to the Medical Director and will be completed by the end of 

February. 

3B2 30.16 31-Mar-15 LG QGM 3B Action Plan - Learning from complaints and incidents 

Divisional and Directorate governance meetings to have a standing agenda item 

on complaints that will include:

• Complaints received.

• Responses completed.

• Lessons identified.

• Action plan responsibility and timescales.

Jan Update  -  LG - A standard template for the agenda and minutes has been sent 

to the divisions by the governance team. 2 Divisional Governance Managers have 

been recruited (1 has commenced to date) and will undertake a monthly audit on 

the divisions and directorates compliance with this. 

3B2 30.17 31-Mar-15 LG QGM 3B Action Plan -  Learning from complaints and incidents 

Ward meetings to be held bi-monthly and to highlight:

• Harms reported on the ward.

• Outcome of RCA and lessons learned. 

• Action plan and progress made. 

Jan Update  -  LG - This has been addressed through Perfect Ward although the 

level of detail provided is not as explicit as outlined in the current actions column. 

Ward minutes agendas are generic and include an update on clinical incidents 

reported each month. Ward Managers are encouraged to feedback and discuss 

lessons learnt at this meeting.  

3B2 30.70 31-Mar-15 LG / PW QGM- Monitor Letter 3B - Implement Action Plans

A002.17a / LG  – Agree & implement action plan following incident reporting 

review

A002.17b / PW  

Agree & implement action plan following risk management review.

A002.17c / LG – Complete by: 30/7/14

Agree & implement action plan following review of falls management.

Jan Update  -  LG - MIAA action plan is monitored at Patient Safety Group                                                                                                        

Risk management review is monitored at Trust Board                                                   

CQC action plan is monitored at QGC                                                                 Falls 

action plan is monitored at QGC                                                              QGM action 

plan is monitored at Trust Board/QGC                            

4A - 4A - Is appropriate quality information being analysed and challenged?
4A1 30.20 1.      The board reviews a monthly “dashboard” 

of the most important metrics. Good practice 

dashboards include:

31-Mar-15 LG QGM 4A Action Plan - The summaries supporting performance reporting should 

include a greater focus on what is being, or needs to be done to address the 

performance risks or issues identified.

Ensure there is clarity regarding when action needs to be taken at ward level.

Jan Update  -  LG - An additional page has been added into the poard pack to 

discuss the ward dashboard and ward performance, a further discussion is 

required at the next FT meeting. 

Jan Update  -  MW - Reviewed summary pages from January Board.   About half 

of pages provide clear evidence of action taken (safety. R & D).  Pages with some 

evidence of actions taken (people, experience, effectiveness).  Pages with limited 

evidence (CQUIN, finance) .  To amalgamate actions 30.21 and 30.22 with 30.20 

as relate to same improvement.     

4B - 4B – Is the board assured of the robustness of the quality information?
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QG 

Domain 

Ref

FT Plan 

Ref Good Practice Description
Planned 

Finish date Brd Lead Current Actions Update on Progress

4B1 30.27 1.      There are clearly documented, robust 

controls to assure ongoing information accuracy, 

validity and comprehensiveness:

01-Apr-15 DMcL QGM 4B Action Plan - assurance re data quality underlying the performance 

information.

Review all data submission that forms part of strategic reports to board and its 

sub-committees.

DMcL - A matrix of all indicators has been pulled together with agreed exec leads, 

responsible officer, data source, assurance process.  The indicators have  been 

put into 3 buckets.  First bucket contains all the high risk indicators e.g. 4 hours, 

18 week.  All data process have to be articulated including written SOPs by end of 

quarter 2.  Next bucket will be completed was completed  quarter 3, The 

outstanding  bucket will be completed for quarter 4.  KPMG have completed an 

external audit report of bucket 1 although the final report has yet to be received. 

The KPMG report, an update on this piece of work, and  suggestions on how the 

board can develop data quality kite mark will be presented to Trust board at its 

February meeting (if the KPMG report is received today).

 

4B1 30.26 31-Mar-15 DMcL QGM 4B Action Plan - assurance re data quality underlying the performance 

information.

Baseline assessment of all data quality external performance metrics.

Refer to 30.27

4B1 30.29 31-Dec-14 DMcL QGM 4B Action Plan - assurance re data quality underlying the performance 

information.

From the baseline commission external audit of process.

Jan Update  -  DMcL - Duplicate of 30.26

4B1b 30.23 b.      The clinical audit programme is driven by 

national audits, with processes for initiating 

additional audits as a result of identification of 

local risks (eg, incidents).

31-Mar-15 PW QGM 4B Action Plan - The trust must ensure its clinical audit programme is robust 

and deliverable. 

Rationalise audits for 2014-15.

Ensure audit cycle is monitored at directorate level.

Standing agenda item on all governance meetings. 

Jan Update  -  MW - Meeting held to establishment understanding of clinical audit 

reporting. To develop to/as is model. March 2015.  Prepared draft clinical audit 

assurance report for discussion (20 Jan 15) 

4B3 30.24 3.      There are no major concerns with coding 

accuracy performance.

31-Jan-15 PW / 

DMcL

QGM 4B3 - Coding Accuracy - To bring assurance report to Board in January 2015 An external audit has been completed.  This will go to R&P in February 2015. 

4C - 4C – Is quality information used effectively?
4C2 30.77 2.      Information is compared with target levels 

of performance (in conjunction with an R/A/G 

rating), historic own performance and external 

benchmarks (where available and helpful).

31-Mar-15 All QGM 4C2 - Make more use of relevant benchmarking and trend analysis both in 

the standard reporting and non-standard reports. Further work is needed in 

relation to the use of precise commentary focussing on action being taken to 

improve areas for improvement as well as the humanising of data. 

To develop definitions to support RAG ratings for metrics. 

Trend Aanalysis (formerly 30.18) - To review current boardpack to follow best 

practice. This will form part of review of timing of board and committee 

meetings.

There is some evidence of improvement with regards to the board pack however 

there remains some improvements to be made with a small number of KPI's and 

the use of trend analysis. This work will continue over forth coming weeks. 
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Purpose of paper Key facts 
x 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:  24/02/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Executive Team Meeting11th February 2015, Trust Board May 2014, 
Board Development session January 2015  

 

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

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

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

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

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
Impact of lack of effective governance  Impact of lack of effective governance  Impact of lack of effective governance  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

The Trust commissioned an independent follow-up review of the Trust’s Board Governance arrangements in support of 

its FT application.  The Board considered the findings at the Board meeting 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 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT 

The Board governance review confirmed progress had been made across the majority of areas and highlighted a 

number of areas where progress was required to ensure that processes were fully effective.  An update is provided in 

appendix 1. To support the effective delivery of integrated governance across the Trust it is important the review is 

considered alongside other external reviews including those of the Trust’s quality governance arrangements (elsewhere 

on the agenda) and the risk management arrangements, the annual review of the effectiveness of the Board and its 

committees and how the arrangements are  defined within the Trust’s Standing Orders, Scheme of Reservation and 

Delegation and the Standing Financial Instructions and effectively applied across the Trust’s governance instructions.  

 

3. CONCLUSION AND RECOMMENDATION  

The Board is asked to note progress with the Board governance action plan, discuss and approve the assembly of a 

coherent, comprehensive and integrated development plan to support the continued improvement of the Board and its 

governance arrangements.  
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1. STRATEGIC CONTEXT    

 

The Trust continues to progress with the implementation and embedding of robust Board governance arrangements.  

As well as addressing the specific actions identified by the external review of the Board’s governance arrangements, the 

Trust is committed to continually reviewing its governance arrangements to ensure that the Board operates effectively 

to deliver its responsibilities as defined within the Trust’s Standing Orders (S.O 2.5.2) 

 Establishing vision, mission and values. 

 Formulating the strategy and structure. 

 Exercising accountability by holding the organisation to account for the delivery of the strategy and through 

seeking assurance that systems of control are robust and reiable. 

 Delegating to management in accordance with agreed parameters. 

 Maintaining the financial viability of the Trust.  

  

2. ANALYSIS  

The external review of the Board’s governance arrangements assessed the Board as achieving four green ratings (all 

good practices in place), and eleven amber/green ratings (some elements of good practice in plan, with robust action 

plans in place and on track) across the 15 domains.  Progress was reported in January 2014 and confirmed progress in a 

number of key areas including: 

 Board composition 

 Board engagement 

 Board reporting  

 

A number of key areas where improvement was required  included: 

 Need to consult on and communicate strategy whilst also developing the supporting strategies, specifically the 

clinical services strategy. 

 Developing a formal process for post implementation reviews of the QEP programmes, ensuring that the Board 

are sighted on quality impact reporting. 

 Addressing the length of Board agendas to ensure that there is sufficient time to engage in full discussion.  

 

The following actions have been taken:  

 Staff involved through the staff engagement events informing the development of the Trust’s values and 

strategic themes. 

 A formal process has been developed for the post implementation reviews of the QEP schemes. The first 

tranche have been completed, with lessons learnt for the next round including the criteria for indentification of 

projects and the methodology.   
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 Board agendas are prioritised with a view to ensuring  sufficient time is available. The Trust has a wide and 

challenging agenda to deliver and it is recognised that further work needs to be done to ensure that Board time 

is spent in accordance with its reserved powers and that the Board is effectively supported by its commitees 

Areas where work is continuing to embed governance arrangements relate to :  

 Succession planning for Board positions.  A report was brought to the Board in January 2015.  The Board 

confirmed that the Chair would be accountable for the succession plan for the Board.  A succession plan is 

now being developed.  

 Board reporting to reflect best practice. The Boardpack continues to evolve.   Further work is underway to 

improve the quality of both the performance element of the pack as well as non standard reports.   

 Development of a Clinical Service Strategy.   This is underway and is due for discussion in March 2015.  

 Board engagement with senior management.  In addition to ensuring Board involvement in patient safety 

walkabouts and attendance at key events such as Clinical Summits, the Board is asked to consider 

additional ways for the Board to enagage with the Trust’s senior management.   

 Code of Conduct – a revised Code of Conduct embodying Board behaviours, linked to the Trust’s values 

and behaviours has been developed.  The Board needs to consider the revised Code of Conduct and ensure 

that it actively models the behaviours which the Board members commit to.   

 QEP reporting.  Revised reporting arrangements have been implemented and these continue to be refined 

to ensure appropriate oversight of the delivery of the projects from both a financial  and quality 

perspective.  

it is important that the findings, and resulting actions from the various reviews are integrated and inform the Board 

development plan for delivery of effective Board governance.  The refreshed Board development plan will define the 

next stage of development for the Board, led by the newly appointed Chair of the Trust.   The effective implementation 

of the plan will enhance the Board’s delivery with strengthened corporate support for the Board and its committees.   

An integrated and ambitious Board development plan will be informed by :  

 Oustanding recommendations from the Board Governance Memorandum review.  It is important that 

respective roles and responsibilities between the Chairman, Chief Executive, Non Executive Directors and 

Executive Directors as  well individual accountabilities of Board directors are widely understood and 

observed.  

 Annual review of committees – to be commenced March 2015.  Will include a review of the committees’ 

terms of reference, skills’ assessment of members, outputs from committees to Board. The effective 

operation of the Board’s committees is key to ensure the effective operation of the Board, enabling the 

Board to focus on those issues where it has reserved powers, seeking assurance from the committees in 

realtion to their  delegated powers.   It is critical that the distinction between assurance provided by the 

Board’s committees and the Trust’s operational/executive management responsibilities is  consistently 

applied when formulating agendas, preparing papers and defining outcomes understood.    
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 Review of Standing Orders, Scheme of Reservation and Delegation and Standing Financial Instructions to 

ensure appropriate definitions of reserved powers to the Board, those exercised by its Commitees, clarity 

of  responsibility for the executive supported by an effective assurance and escalation framework (a draft 

assurance and escalation framework has been prepared and will be submitted to Board in March 2015 ).  

 Risk management arrangements.  The Trust’s risk management arrangements were reviewed in May – 

June 2014 and a workshop held with the Board in June 2014.  We need to assess implementation and 

current control and assurance provided. An update report will be provided to the Board in March 2015.  

 Effective relationship and stakeholder management. The Board has approved a Stakeholder Management 

Plan.   It is important that the Trust effectively manages its relationship with key stakeholders including its 

regulators.  

 

3. CONCLUSION & RECOMMENDATION               

                         

The Board is asked to note progress with the Board governance action plan, discuss and approve the assembly of a 

coherent, comprehensive and integrated development plan to support the continued improvement of the Board 

and its  governance arrangements 
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BGAF 

Domain 

Ref

FT Plan 

Ref

Good Practice 

Description
Planned 

Finish date

Board 

Lead Current Actions Update on Progress Plan Risk

1 1. Board composition and commitment
1.1 37.01 1.1 Board positions and 

size

30-Jun-14 AK BGM Action Plan - 1 - High - Clarify ED portfolios and lines of accountability and responsibility, 

ensuring that they are clearly communicated to senior management and Trust staff.

Trust commissioned Hay to co-ordinate review of director roles and 

responsibilities.  Accountabilities defined.  Reflected within IBP.   Reinforced 

through number of mechanisms including when policies updated.   Following 

workshop with directors, and recognising positive feedback from revised structure 

for job descriptions from Project Shape, to be rewritten to reflect structure and to 

be incorporated within accountability framework for wider dissemination and for 

integrating into the Trust's Assurance and Escalation Framework 

a

1.1 37.02 30-Jun-15 BG/MW BGM Action Plan - 2 - Medium - The Board should keep the number of Board meeting 

attendees under review post-authorisation to ensure that it remains appropriate for all regular 

Board attendees to be present.

To review as part of annual review of Board and its committees.

To be reviewed post authorisation. 

g

1.2 37.03 1.2 Balance and calibre of 

Board members

Ongoing BG/MW BGM Action Plan - 3 - Medium - Given the changes to the composition of the Board, it is 

important that the Board ensures that there are opportunities to spend time together both 

formally and informally

To regularly review Board development programme and ensure appropriate balance of time.

Time set aside on each Board day for either strategy or development discussions. 

To form part of Board development review March 2015. 

g

1.3 37.04 1.3 Board member 

commitment

30-Nov-14 MW BGM Action Plan - 4 - Low - Continue to monitor individual attendance rates at the Board and 

committees. The Board should set minimum attendance rates within the ToR to ensure that 

expectations are clear to all Board and committee members.

Minimum attendance level set by Board of 80%. To be reflected in individual terms of 

reference as part of next annual review.

Attendance monitored and reported at Board and its committees.  

g

1.3 37.05 31-Dec-14 BG/MW BGM Action Plan - 5 - High - The Board should progress with its plans to revise the Board’s 

Code of Conduct once the revised values have been finalised. It is important that this becomes 

a dynamic document used to guide and sense check Board behaviours and etiquette.

To update Board’s Code of Conduct to reflect the Trust’s revised values.

As part of a its Board development, session held in May 2014 where Code of 

Conduct reviewed and review of behaviour statement survey.  Code of Conduct 

revised and shared with Board members for comment.   To be incorporated 

within overall Board development plan (March 2015) 

a
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Finish date

Board 

Lead Current Actions Update on Progress Plan Risk

2 2. Board evaluation, development and learning
2.1 37.06 2.1 Effective Board-level 

evaluation;

28-Feb-14 MW BGM Action Plan - 6 - Medium - Key actions arising from the Board meeting evaluations should 

be captured on the action log, with the outcomes of their implementation clearly monitored. 

Consider nominating a different NED and ED at each meeting to lead the feedback discussion.

Key actions from review will be recorded on action log and progress monitored.  Director 

nominated at each meeting to lead feedback discussion.

Any agreed actions from review of meeting captured on action tracker and 

monitored.  Different NED/ED leads feedback discussion at conclusion of Board. 

g

2.2 37.07 2.2 Whole Board 

Development Programme;

31-May-14 BG/RE BGM Action Plan - 7 - High - Ensure the Board development sessions address the Board 

behaviour statement results of the Board survey in Appendix 1, with a focus on openness and 

decision-making in particular.

Board development session to be developed to address Board behaviour statements.

See 37.05. 

a

2.2 37.08 30-Jun-15 BG/MW BGM Action Plan - 8 - Medium - The Board should ensure that dedicated time is set aside to 

reflect on the outputs of the Board development programme in order to ensure that it is 

having the desired impact in relation to Board skills and knowledge advancement.

Board programme to include time to reflect on progress. To be incorporated as part of Board 

evaluation.

To be included as part of substantive review of Board development plan 

a

2.3 37.09 2.3 Board induction, 

succession and contingency 

planning;

30-Sep-14 BG/AK/RE BGM Action Plan - 9 - High - Continue to progress Board-level succession planning, ensuring 

that this covers all Board positions.

To develop Board succession plan for all positions. Linked with appraisal process and the Talent 

Management Scheme.

Succession planning report considered at January 2015 Board.  Discussion planned 

with Board February 2015 on working with King's Fund on collective leadership. 

a

2.4 37.1 2.4 Board member 

appraisal and personal 

development.

Complete MW BGM Action Plan - 10 - Low - Incorporate formal training records into NED appraisals to 

accurately capture all training provided.

Training record to be maintained by Chair’s PA. Reminder issued to all NEDs to inform Chair’s 

PA if training arranged directly by NED. 

Chair's PA records centrally arranged training on NED training record.   NEDs 

reminded to record all training attended on records. 

g

2.4 37.11 01-Jun-14 BG/AK/RE BGM Action Plan - 11 - High - Ensure that plans to incorporate formal 360 degree evaluations 

into the 2013/14 appraisals are enacted. Consideration should be given to seeking feedback 

from key stakeholders, as well as peers.

Trust intends to use leadership behaviours survey based on Trust values for staff to provide 

feedback on leaders/managers (revised response).   

Coaching programme launched with managers conference in February 2015.   

Coaching to develop 'in the moment' or 'anytime' coaching as the preferred 

leadership style.  Appraisal improvement plan in place, to build on the 

introduction of the new approach in 2014.  360 appraisal in place for NEDs (2014).  

Appraisal process for EDs to include 360 degree appraisal (2015).      

g
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Lead Current Actions Update on Progress Plan Risk

2.4 37.12 28-Feb-15 RE/MW BGM Action Plan - 12 - High - As the Trust moves down the FT pipeline, ensure that plans are 

fully developed to involve the governors within the appraisal process. 

To develop appraisal process to involved the governors.

Appraisal process for NEDs reflects good practice and will be extended to include 

governors once authorised as an FT. 

g
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Board 

Lead Current Actions Update on Progress Plan Risk

3 3. Board insight and foresight
3.1 37.13 3.1 Board Performance 

Reporting 

31-Jul-14 JHG / All BGM Action Plan - 13 - High - In the future iterations of the [performance] report the Board 

should consider incorporating the following elements of good practice: 

•Longer-term trend analysis including 13 month rolling trend analysis where data is available; 

•Greater service line reporting, particularly in relation to the quality metrics; and 

•A greater focus on actions, responsible owners and timescales within the commentary for 

each question posed within the performance report. 

To review current boardpack to follow best practice. This will form part of review of timing of 

board and committee meetings.

Trend analysis used in a number of non standard Board reports, e.g. A & E 

monthly report to Board as well as included in the standard Board report, 

benchmarking, sickness etc. As part of the revision of the pack to reflect the 

2015/6 objectives key metrics will be identified for long terms trend analysis.                                                                                                                     

Emphasis on actions and responsible owners.   Some section of board report 

a

3.1 37.14 01-Apr-14 MW BGM Action Plan - 14 - Medium - Consider the introduction of a cover sheet for committee 

minutes to clearly outline key items discussed and key decisions made and linkages to key risks. 

To develop cover sheet.

Committee assurance report introduced April 2104.  Summarises decisions, risks 

and assurances provided.  Supported by verbal update from chairs of committees. 

Minutes from all committees made available electronically for all Board members. 

g

3.1 37.15 31-Mar-15 BG/All BGM Action Plan - 15 - Medium - There is a need to ensure that a consistent approach to the 

completion and review of the action log is applied in order to enable clarity on the status of the 

implementation of actions. 

All directors to update actions prior to production of Board papers.  To review all overdue 

actions at Board meetings (highlighted in red)

Assoc Dir Corp Affairs reviews all actions prior to reporting to Board.  Any overdue 

actions are highlighted in red for verbal update at the Board.   Any outstanding 

issues regarding completion/progress referred to Board.   All actions are reported 

to Board for "final sign off". 

g

3.2 37.16 3.2 Efficiency and 

productivity 

31-May-14 JHG BGM Action Plan - 16 - High - Ensure that the Board-level process for quality approving QEPs is 

clear and that the responsibility for delivering Trust-wide QEPs is articulated to all relevant 

staff.

Re-define Board process and circulate to relevant staff.

Board level reporting defined within QEP Governance arrangements approved by 

R & P.   Quarterly QEP governance report to Board.   Governance arrangements to 

be reviewed in readiness for 15/16.  Likely to include updates to the Quality sign 

off process, QIA criteria and simplification of the PIR template.

a

3.2 37.17 31-May-14 JHG BGM Action Plan - 17 - High - Continue to develop QEP reporting in line with good practice. 

This should include:

•A QEP phasing monthly delivery graph, to provide assurance to BMs that savings are not 

heavily-weighted towards the end of the year;

•Information on the outcome of quality impact assessments and post-implementation 

reviews; and

•Details on the actions taken to address any under-performance on major schemes, including 

responsible owners and timeframes.

To introduce improved QEP reporting in line with good practice.

Revised reporting incorporates areas of good practice.  Forms basis of reporting 

from QEP meeting through to R & P.  

g
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3.2 37.18 01-Jun-14 JHG BGM Action Plan - 18 - Medium - Continue to embed the process for monitoring the post 

implementation impact [of QEPs] on quality and ensure that relevant staff are engaged in the 

post implementation reviews for significant schemes to determine the impact on quality

To embed process for monitoring post implementation impact on quality.

Post implementation reviews undertaken on 5 projects and reported to Board Jan 

15.  Further improvements to be made to PIR to include criteria for identification 

and methodology for review.  The monitoring is linked to the Trust's performance 

management arrangements, risk management arrangements  and supported by 

the clinical audit programme. 

g

3.3 37.19 3.3 Environmental and 

strategic focus

31-Oct-14 HJ / PW BGM Action Plan - 19 - High - The Board should progress with the planned consultation 

exercise to ensure that the Trust-wide strategy is clear and meaningful to all staff. In addition, 

the Board should ensure that the supporting strategies are fully developed and implemented, 

and aligned to the Trust-wide strategy to facilitate achievement of the Trust’s overall strategic 

aims. The clinical and service strategy and the divisional strategies should be progressed as a 

priority.

Trust consulted on the Strategy vi planned staff engagement events.  Trust values, 

themes and objectives reflected in the Trust's appraisal process.  Reinforced 

through the Trust's communications including team brief and in touch.                             

Clinical Service Strategy being developed as part of 2015/16 strategy review and 

planning for consideration in March 2015. 

a

3.4 37.2 3.4Quality of Board papers 

and timeliness of 

information

01-Mar-14 JLG / MW BGM Action Plan - 20 - Medium - When agendas are particularly heavy, consider amending the 

order of items in advance of the production of papers in order to enable prioritisation of those 

papers requiring Board approval and action, for example the BAF and risk reports.

Agenda meeting to take place prior to Board.  Items will not be re-ordered on the day except in 

exceptional circumstances. 

Board forward plan in place. Agenda meetings take place where items prioritised.  

g

3.4 37.21 01-Mar-14 JLG / MW BGM Action Plan - 21 - High - Review all Board papers to determine whether they include 

commercially sensitive or confidential material. Wherever possible, include papers in the public 

part of the Board meeting.

Board papers to be reviewed and ensure only those with commercial sensitivity or confidential 

material to be included on private agenda.

Majority of Board business is conducted in public.  Revised guidance was issued to 

all directors/authors.   

g
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4 4. Board engagement and involvement
4.1 37.22 4.1 External stakeholders 01-May-14 HS BGM Action Plan - 22 - Medium - Ensure that divisional senior managers understand 

expectations and responsibilities with regards to developing external stakeholder relationships.

Extend stakeholder relationship management to include divisional senior managers.

A customer relationship management system provided by Sugar CRM has been 

identified and a pilot is scheduled to be started W/C 2nd Feb 15.     

g

4.2 37.23 4.2 Internal stakeholders 30-Jun-14 RE/MW BGM Action Plan - 23 - High - The Board must set aside dedicated time to engage with the 

Trust’s senior management, listening and responding to their views.

To introduce additional opportunities to engage with senior managers as part of general 

conduct of business and part of staff engagement. 

Corporate Management Team T of R  redefined to include active engagement on 

key business issues.        Board members invited to and attend key Trust meetings - 

Clinical Summit.  Further work to be undertaken to identify structured 

opportunities for engagement with the Board. 

a

4.2 37.24 30-Jun-14 LG BGM Action Plan - 24 - High - Formally define and communicate how feedback from 

walkabouts should be disseminated to all staff within the areas visited.

To review patient safety walkabout policy and ensure feedback to staff.

Patient safety lead appointed who is reviewing process for walkabouts. 

Patient safety walkabouts redefined. Feedback from the walkabouts shared with 

attenders on the walkabout as well as with the ward.   Feedback shared at Patient 

Experience Sub Committee.  Key issues picked up via patient stories and reflected 

in patient experience performance summary. 

g

4.2 37.25 01-Apr-14 LG BGM Action Plan - 25 - High - Set aside time in the Board’s calendar to reflect on the key 

themes arising from the walkabouts and evaluate the impact of any implemented actions. 

To provide 6 monthly update to Board on key themes from walkabouts and impact of 

implemented actions.

 Feedback from the walkabouts shared with attenders on the walkabout as well as 

with the ward.   Feedback shared at Patient Experience Sub Committee.  Key 

issues picked up via patient stories and reflected in patient experience 

performance summary. 

g

4.4 37.26 4.4 Future engagement 

with FT Governors

31-Jan-15 MW BGM Action Plan - 26 - Medium - Develop detailed recruitment plans to support the 

implementation of the Membership Strategy

To develop detailed plans in conjunction with Membership and Engagement Committee.

Recruitment plans in place focussing on 18-24 and BME and monitored by the 

Membership and Engagement Committee. 

g
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Service line affected: Trust 

  Date of board meeting to discuss this paper:  24/02/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Audit and Assurance Committee 22 January 2015 
 

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?                       

☐ Clinical X Financial  X Reputation  
State: [Please insert] Need for corporate and financial governance   Need for corporate and financial governance   

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

NHS Trusts are required by law to make Standing Orders (SOs), which regulate the way in 

which the proceedings and business of the Trust will be conducted. High standards of 

corporate and personal conduct are essential in the NHS. The Standing Orders, 

incorporating the Standing Financial Instructions (SFIs) and Scheme of Reservation and 

Delegation identify who in the Trust is authorised to do what. The consolidated document 

provides a single source of the key rules under which the Trust is managed and governed.    

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

The Trust’s SOs, SORD and SFIs were reviewed in November 2014 to reflect the TDA 

guidance on the NHS Trust Capital Regime and Investment Business Case Approvals and 

again in January 2015 to reflect the recommendations from the External Governance 

Review of non-executive payments. The changes are summarised in Appendix A, with full 

copies of the documents available electronically for directors via the links included within 

Appendix A.    

 

3. CONCLUSION AND RECOMMENDATION                                   

The SOs, SFIs and SORD have been approved by the Audit and Assurance Committees in 

November 2014 and January 2015 for recommendation to the Board for adoption. 
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Appendix A : Summary of Changes to SOs, SFIS and SORD.                                             

 

Standing Orders – full copy of Standing Orders available via link  

1.1.2 Reference to Health Act 2009 

1.1.4  Reference to HASC 2012 

1.1.7 – 9 Advice and interpretation, of Standing Orders, non-compliance with Standing Orders and duty to 

disclose any breaches.  

2.10  Lead Roles for Board Members  

2.11 Healthwatch included 

4.1.2  Delegation of Functions to other Health Care Bodies and responsibility for ensuring appropriate 

delegation.  

7.2.4  Reference to NHS Act 2006.   

9.3.1  Reference to Capital Regime and Investment Business Care Approval Guidance for NHS Trusts  

9.7  Reference to Capital Regime and Investment Business Care Approval Guidance for NHS Trusts 

10  Allowance for tender waiver where provided for in the Capital Regime and Investment Business Case 

Approvals Guidance for NHS Trusts. 

12.3 Reporting of use of seal revised from quarterly to annually 

 

Standing Financial Instructions – copy of Standing Financial Instruction available via link  

General Updated reference to ‘Finance & Performance Committee’ to ‘Resources & Performance Committee’ 

1.1.6 Contact details for Local Counter Fraud Officer added for breaches of SFIs where there member of staff 

believes inappropriate to discuss with the Director of Finance 

8.7 New Section added to cover arrangements around the Remuneration of the Chairman and Non-

Executive Directors 

8.8 Section added to cover arrangements around high value, novel, contentious, special or unusual 

payments to the Chairman, Non-Executive Directors or members of staff 

9.4 Section added to cover arrangements around general high value, novel, contentious, special or unusual 

payments  

11.1.1 Updated to reflect the Chief Executive’s responsibilities around ensuring all proposed capital investment 

and property transactions are subject to the approvals process as set out in NHDS TDA guidance ‘Capital 

Regime and Investment Business Case Approvals Guidance for NHS Trusts July 2014’.  Including, 
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compliance with limits delegated by the NHS TDA, novel and contentious schemes, proposed IT leased 

equipment, leased property, managed equipment and managed service schemes whole of life costs, 

proposed asset/service transfers.  

11.1.10 Added to reflect the requirement for business case submission for disposals above limits delegated by 

the NHS TDA 

11.1.11-

11.1.13 

Added to confirm requirements around surplus land and property  

11.5 Added to reflect NHS TDA approvals process required for Joint Ventures and Special Vehicles 

 

Scheme of Reservation and Delegation - copy of Scheme of Reservation and Delegation  available via link 

6  Add responsibility for seeking External Audit governance advice for all high-value, unusual, 

contentious, special or novel payments and reporting to next available Audit Committee after receipt 

of advice 

11 Add responsibility for seeking Internal Audit governance advice for all high-value, unusual, contentious, 

special or novel payments to the Chairman, Non-Executive Directors or members of staff 

41 Add NHS TDA delegated limits in respect of Capital and Investment Business Cases and IT leased assets, 

property leases, managed equipment and managed service schemes to Capital expenditure section  

42 Add NHS TDA delegated limits in respect of IT leased assets, property leases, managed equipment and 

managed service schemes to Capital Expenditure section 
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AUTHOR: John Buck TITLE: Health and Safety Report  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 

☑ To note Sponsor: Chief Operating Officer 

☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  xx/xx/2014 

  Security marking:  None 
  Please note, this report could be subject to FulI disclosure 

Other forums where this has/will be discussed:  Health and Safety Sub-Committee 
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 

☑ Patients ☑ Regulators (PCT/SHA, Monitor, CQC etc) 

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

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

Have we considered opportunity & risk in the following areas?                       

☑ Clinical ☐ Financial ☑  Reputation 

State:  State:  State: Legally compliant  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

 

This is the latest quarterly update report from the Health and Safety Sub-Committee on activity within the Trust during 

the period (quarter 3) 1
st

 October 2014 to 31
st

 December 2014.   

 

2. QUESTION(S) ADDRESSED IN THIS REPORT      

 

The question addressed in this report is ‘are we making progress against the health and safety objectives set for 

2014/15. The Health and Safety Sub – Committee Forward Plan 2014/2015 can be found in Appendix A. 

 

3. CONCLUSION AND RECOMMENDATION       

 

The Team are continuing to communicate, disseminate and support all health and safety matters throughout the Trust. 

The supportive mechanism for disseminating health and safety is through the Trust Health and Safety Sub-Committee 

and the Divisional Health and Safety Groups. 

 

 

 

 

 

 

 

 

MAIN REPORT:  
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Derwent House Investigation by Health & Safety Executive (HSE) Update 

To date the Trust are awaiting an outcome from the meeting where Donna McLaughlin, Operations Director attended a 

PACE (Police and Criminal Evidence Act 1984) interview with the HSE on 19
th

 August 2014. 

CL3 Laboratories – HSE Visit 

Following on from a visit by the HSE to the CL3 Laboratories on 4
th

 August 2014 an action plan was produced with the 

support of the Health and Safety Manager, where Trust colleagues have been in the process of completing HSE 

recommendations.  On the 9
th

 October 2014 the HSE communicated that they are satisfied with the progress. 

Surge Capacity for the Safe Management for Patients Confirmed as Positive for the Ebola Virus – HSE Visit 

An HSE Inspector visited the Hospital on the 5
th

 November 2014 regarding the hospital’s surge capacity for patients with 

the Ebola virus.   An action plan has being devised following recommendations from the HSE with the support from the 

Health and Safety Manager.   A follow up visit by the HSE is scheduled for early 2015. 

Derwent House Re-Occupation 

As well as the monthly health and safety walk-rounds, the Finance Team have been temporally relocated into Derwent 

House whilst a major refurbishment is undertaken at Pembroke House.   

Asbestos Project Management 

Where asbestos has been present, The Health and Safety Manager (nominated Person Responsible for Asbestos) has 

supported many planned, non-planned, capital and small works projects across the Trust, ensuring the correct 

management of asbestos during works and where necessary, the appropriate removal of or encapsulation.   

Projects where asbestos has been removed this quarter: 
 

 Ward 9X – Room 9149 
 Refurbishment of Pembroke House 
 Refurbishment of old HEC location 
 3rd Floor Corridor, UCD 
 Dental Post Grad Space 
 Dental X-Ray and Theatre 
 CT Scanner, Basement (phase 2) 
 ITU 1st Floor (pipework repair) 
 Wards 5AB and 6AB 
 5AB Deep Clean 
 As well as supporting IED and IT in their planned cabling projects where asbestos will have an impact  
 As well as supporting all emergency works undertaken by Lorne Stewart 

 
Projects scheduled for Quarter 4 2014-2015 include: 
 

 Pembroke House 
 Cedar Duct 
 ITU project 
 Nuclear Medicine 
 St Paul’s Primary Care 
 Dental Theatres 
 Ward 8Y 
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 Therapies 
 Main Entrance Toilets 
 Dental Hospital Toilets 

 
Major asbestos removal works for the Main Service Ducts, commenced 02 June 2014 and was completed on the 7

th
 

November 2014.  This project overran due to a number of issues including two incidents occurring on the Carillion site 
having an impact on the Main Service Ducts work; high temperatures, floods and the inability to isolate live steam pipes. 
 
Further works are scheduled for the Cedar Spur of the Service Ducts where a live steam pipe of approx. 125 metres is to 
be cleaned and removed (currently the pipe has been encapsulated).  This work is scheduled for early 2015. 
 

 
 
Reporting of Incidents and Dangerous Occurrences Diseases (RIDDOR) 

During the period from 1
st

 October 2014 to the 31
st

 December 2014 the Trust has reported 463 incidents (non – clinical) 

to the Health and Safety team and of the 463 reported Incidents 5 Incidents were classified as reportable incidents to 

the Health and Safety Executive under the RIDDOR. 

Date Directorate Incident Type 

04/10/2014 General Surgery Injury 

17/10/2014 Infection & Immunity Control of Infection/ Decontamination Issues 

10/11/2014 Nephrology Injury 

15/11/2014 Dental Falling incident 

02/12/2014 Diabetes/Endocrinology Falling incident 
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Central Alerting System (CAS) 
 

 National Patient Safety Agency (NPSA)  
 

We have received 3 NPSA alerts for the period of the 1st October 2014 to the 31st December 2014, 3 of which 
are relevant to the Trust.  There are currently 2 NPSA alerts open and within deadline. 
 

 Medical Device Alerts (MDA) 
 

The Trust has received 10 MDA alerts for the period of the 1st October 2014 to the 31st December 2014 MDA 

Alerts received 2 were relevant to our Trust (including 1 that is currently assessing relevance). 

 Estates and Facilities Alert (EFN) 
 
 We have received 24 EFNA alerts for the period of the 1st October 2014 to the 31st December 2014.  Of the 24 

EFN Alerts received 12 were relevant to our Trust and these actions have been completed within the specified 
date for completion, 2 alerts have been confirmed as applicable and actions are currently on going whilst 6 that 
are currently being assessed for relevance. 
 

Site Survey for the Safe Use and Storage of Liquid Nitrogen 
 
Work on the new external location is on-going for the relocation of Liquid Nitrogen storage area with road levelling and 
a cage being constructed to aid delivery and house the Dewers.  An Action Plan is being completed via Task and Finish 
Group in conjunction with staff, Liverpool University and Trust employees from both.  In the meantime safer systems of 
work and formal training have been provided. 
 
Policy Updates 
 
The following policies have been reviewed, updated and ratified and published 1st October 2014 to the 31st December 
2014: 
 

 Health and Safety Policy 
 Risk Assessment Policy 

 
Policies completed and ready for ratification and publishing in Quarter 4 2014/2015: 
 

 Asbestos Management Plan and Policy 
 CAS Alerts  

 
New Legislation Regarding Safer Sharps  
 
Regarding the regulation ‘Health and Safety (Sharps Instruments in Healthcare) Regulations 2013’, the Health and Safety 
Manager has been supporting Infection Control in the implementation of this.  Numerous safer sharp devices have been 
selected, training undertaken and safer sharps rolled out across to approximately 80% of the Trust.  This project is now 
complete. 
 
Health and Safety Advisors Update 
 
The Health and Safety Advisors have provided risk assessment drop-in sessions to incorporate COSHH and Workplace 
Risk Assessments as well as general health and safety guidance.  In October Health, Safety and Wellbeing days were 
held. 
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Liverpool Clinical Laboratories 
 
Key personnel have not been identified to attend the bi-monthly Divisional Health and Safety Meetings.  This as a result 
has left a Division vulnerable without health and safety representation and potential health and safety risks not being 
identified and supported. 
 
Health and Safety Training 
 
Information supplied by Stella Clayton, Deputy Director OD. 
 

 
 
The table above illustrates course attendance quarter on quarter. Taking into consideration seasonal constraints, 
attendance to health and safety courses has declined.  The only course to see an increase is CIEH Level 2 award in the 
Principals of Risk Assessment in Quarter 2 2014/2015. 
 
External Signage Task and Finish Group 
 
A task and finish group being led by the Health and Safety Team has been established co-ordinating all stakeholders to 
look at improving external signage, traffic flow and pedestrian flow about the Royal site.  This group has been 
established due to the changes within the external grounds following the new hospital development. 
 
CONCLUSION & RECOMMENDATION       
 
The team continues to work closely with all Divisions/ Directorates through the Health and Safety Divisional Groups and 
supporting and advising in all aspects of health and safety legislation
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HEALTH AND SAFETY SUB-COMMITTEE FORWARD PLAN 2014/2015 

DRAFT 
 

KEY PRIORITIES 
 

 Aim/ Target /   
Objective 

How this will be 
Achieved 

What 
expected 
outcome 
will be 

What evidence 
will support this 

Who will 
lead this 

Timescales 
this will be 
achieved 

within 

Where this will be 
reported/monitored 
to i.e. Committee/ 

Group 

Rag 
Rating 

1 Provide training on 
the Severon system 
relating to COSSH 

Provide training to 
COSHH Risk 
Assessors 

Staff to be 
competent 
in using 
system 

Training records Health and 
Safety Team 
and Training 
Manager 

30/11/15 Health and Safety 
Sub-Committee 
meeting 

 

2 Re-write CAS policy 
with regards to new 
NHS England format 
for reports and all 
Safety Alert Bulletins 
(CAS) will be 
cascaded to the 
relevant leads and 
actioned within 
deadline 
 
 

The Trust is required 
to assess the impact 
of these alerts and 
make a response 
back to the 
Department of Health 
as to what action has 
been taken within a 
set time limit 

Ensure 
compliance 
within 
mandated 
timeframe  

Produce monthly 
reports and 
action plans to 
the relevant sub-
committees.   

Health and 
Safety 
Manager 

31/03/15  The Relevant Health 
and Safety/Risk 
Management-Sub 
Committee meetings 

 

3 Communications to 
improve awareness 
of health and safety 
Training 

To provide Health 
and safety 
awareness Clinics 
both in RLH and 
BGH sites 

Staff 
knowledge 
will be 
increased 
and 
enhanced  

Feedback from 
clinics  

Health and 
Safety Team 

31/12/2014 Health and Safety 
Sub-Committee 
meeting 
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 Aim/ Target /   
Objective 

How this will be 
Achieved 

What 
expected 
outcome 

will be 

What evidence 
will support this 

Who will 
lead this 

Timescales 
this will be 
achieved 

within 

Where this will be 
reported/monitored 
to i.e. Committee/ 

Group 

Rag 
Rating 

4 Meet the Care 
Quality 
Commission’s 
Essential Standards 
for Quality and 
Safety (Outcome 10) 

Incorporate the Care 
Quality Commission 
Standards into the 
health and safety 
Divisional Groups 

Legally 
compliant 

Undertake 
regular audits of 
all areas and 
audit reports  

Health and 
Safety Team 

31/07/14 Health and Safety 
Sub-Committee 
meeting 

 

5 Produce a health 
and safety template 
and undertake 
health and safety 
audits of  50% of 
Divisions  

Develop Health & 
Safety Audit 
Template and 
undertake audits of 
50% Divisions 

Compliance 
with 
Legislation 

Uploading of 
template to the 
SHE 
Management 
System and 
produce audit 
reports 

Health and 
Safety Team 

31/03/15 Divisional Health 
and Safety Groups 
and Health and 
Safety Sub-
Committee meetings 

 

6 Complete the 
actions / 
recommendations 
from the survey 
undertaken with 
Liquid Nitrogen Gas/ 
Solvent Store 

Training, SOPs, Risk 
COSHH 
Assessments Task 
and Finish Group to 
disseminate and 
communicate 
information 

Legally 
compliant 

Completion of 
action plan, 
minutes of 
meetings and 
training 

Health and 
Safety Team 

31/03/15 Health and Safety 
Sub-Committee and 
UCD Health and 
Safety Group 
University  

 

7 Management of 
Asbestos Abatement 
Projects Trust wide 

Raise awareness, 
communications  
Asbestos Group 
meeting, monitor 
project planning 
works 

Compliance 
with 
Asbestos 
regulations 
and control 
exposure 

Asbestos Policy 
/Management 
Plan, meeting 
minutes, 
Asbestos 
documentation 
 

Trust 
responsible 
person for 
Asbestos 

31/07/14 Asbestos Group and 
Health and Safety 
Sub-Committee 
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 Aim/ Target /   
Objective 

How this will be 
Achieved 

What 
expected 
outcome 

will be 

What evidence 
will support this 

Who will 
lead this 

Timescales 
this will be 
achieved 

within 

Where this will be 
reported/monitored 
to i.e. Committee/ 

Group 

Rag 
Rating 

8 Implementation of 
joint Asbestos Policy 
/Management Plan 
for Asbestos 

Review existing 
policy management 
plan and current 
legislation 

Compliance 
with 
Asbestos 
Regulation 

New Policy / 
Management 
plan 

Health and 
Safety 
Manager 

31/03/15 Asbestos Group and 
Health and Safety 
Sub-Committee 

 

9 Prevention of Slips, 
Trips and Falls 
within external Trust 
premises, 
Royal/Broadgreen 
sites 

Health and Safety 
tour which includes 
photographs, and 
also 
Liaise with Estates 
/Capital Planning to 
investigate the 
necessary works 

Review of 
Slips, Trips 
and Falls 
incident and 
improved 
surface 
pathways 

Review in 
incidents, safe 
level surfaces 

Health and 
Safety Team 

31/03/14 Health and Safety 
Sub-committee 

 

10 Standardise Incident 
Investigation Pro-
forma 

Design and roll out 
proforma  

Compliance 
with 
RIDDOR 
investigatio
n and 
uniformity 

H&S accident 
investigation 
audit  

Health and 
Safety Team  

30/05/2014 Divisional H&S 
Meetings Health and 
Safety Sub-
Committee 

 

11 Upgrade the current 
SHE Health and 
Safety Management 
system to improving 
users usage and 
providing the system 
with additional 
feature to enhance 
the system for users   

Health and Safety 
Team provide a 
updated Trust 
structure for all 
divisions and support 
SHE with the 
migration of the 
existing information 
onto the new 
upgraded system   

The system 
to be fully 
migrated 
within 3 
months and 
a revised 
guidance 
produced 
by the H&S 
team  
 
 

The SHE system 
provider will 
provide the Trust 
with conformation 
that the system 
has been fully 
migrated 

Health and 
Safety Team 

31/03/15 Health and Safety 
Sub-committee 

 

Health�and�Safety�Report�-�Qua

Top

Overall�Page�148�of�157
Page�8�of�9

http://www.eshareuk.com


Appendix A  
Health and Safety Sub – Committee Forward Plan 2014/2015 

  

  
 

 Aim/ Target /   
Objective 

How this will be 
Achieved 

What 
expected 
outcome 

will be 

What evidence 
will support this 

Who will 
lead this 

Timescales 
this will be 
achieved 

within 

Where this will be 
reported/monitored 
to i.e. Committee/ 

Group 

Rag 
Rating 

12 Communications to 
improve awareness 
of health and safety 
& Health and 
Wellbeing  

Joint awareness day 
to take place once a 
year 

Staff 
knowledge 
will be 
increased 
and 
enhanced  

Feedback from 
training day  

Health and 
Safety Team 
Health and 
Wellbeing 
Team 

30/11/2014 Health and Safety 
Sub-Committee 
meeting 
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GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
x To note Sponsor: Donna McLaughlin 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  24/02/2015 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

   
Data Quality Assurance Group and Information Governance Group 

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 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  
Robust data to support clinical and 
 management decisions 

Robust data to support planning and  
PbR. 

Plans to manage patient flows will be 
 more Reliable. 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The Trust is closely monitored by the Trust Development Agency (TDA) for its compliance with national 
targets.  David Florry wrote to Trust’s at the beginning of the year to make it clear that we should have in 
place a mechanism to ensure good clinical engagement; robust data capture process, and audit to ensure our 
patients are treated effectively and safely.  The Trust has previous had data quality issues which have been 
discussed at Trust Board.  
 
Also in the context of our Foundation Trust application, the Trust needs assurance over its data quality in 
relation to all indicators and the information on which decisions are taken, to assist in managing patient care 
and ensuring reliable reporting to monitor. 
 
Good data quality is also measured in the Information Governance Toolkit and is monitored internally via the 
Information Governance Group. 
 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 How will the Trust know who is responsible for the production, quality and sign off of each 

KPI/Indicator published? 

 How will the Board be assured that the developing model is robust enough? 

 What are the next steps? 

 

3. CONCLUSION AND RECOMMENDATION        

The Trust is making good progress compiling the central document (information matrix) to note the 

indicators and KPIs that are published internally for Board reporting or externally via national routes or the 

CCG’s etc.  The matrix will note the quality assurance against each indicator, the SOP’s in place and who is 

responsible for the various stages of the process to publication.   
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The processes have been audited by KPMG during December 2014.  The draft review indicates that while 

improvements can still be made the overall work to date should provide assurances that the plans and 

processes are effective where they are implemented. 

 

The Board is asked to note the work to date and the proposed approach for the next steps. 

 

MAIN REPORT:  

There are many data items collected in multiple systems, both manual and electronic, across the Trust.   They 

are analysed and reported as key performance indicators and published in performance reporting, business 

cases and national returns.    

 

1. How will the Trust know who is responsible for the production, quality and sign off of each 

KPI/Indicator published? 

As reported to the Board in September 2014 the Corporate Information team has gathered together a matrix 

of the indicators published externally or used in key reporting internally.  The matrix notes the indicator, the 

information lead, the operational lead in the Division, and the Executive/Director authorising it for 

publication.   

From a quality perspective the matrix also gathers information on the assurance measures in place e.g. is 

there a standard operating procedure in place (SOP) and the order of priority for updating.  The table below 

reflects the number of Indicators and the plan for completion/update of the relevant SOP.  The matrix also 

notes if the data is audited and validated regularly.  This will help to assign a data quality rating or kite mark.  

The Data Quality Task and Finish Group meets regularly to monitor the progress of this work.  

 

Return Type No of 
indicators 

SOP updated by 
end Sept 14 (A) 

SOP updated by 
end Dec 2014 (B) 

SOP to be updated 
by March 2015 (c) 

Statuary Returns 27 19 2 2 

Information Schedule with 
Commissioners 

98 32 9 42 

Data Quality Improvement 4 2 0 2 

CQUIN 41 10 5 0 

Quality 219 39 13 141 

National Audits 28 6 4 18 

Total 417 108 33 205 

 

There are 2 SOP’s outstanding from September and 69 SOP’s still outstanding from December. 

 

 How the Board will be assured that the developing model is robust enough. 

During December 2014, KPMG reviewed progress made on the information matrix and took a sample of 

three indicators for Audit.  KPMG followed the indicator through from data gathering, quality checks, SOP, 
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and sign off processes and have provided the first draft report for discussion.  The high level findings are 

extracted from the draft report as follows:-  

 
KPMG 

 Overall we found that recent changes to improve the systems and procedures within the data 
quality and information function of the Trust were well designed, planned and executed. 
Work remains ongoing but the direction of travel is positive and a risk based approach to 
prioritising actions has meant urgent actions prompted by recent adverse review findings 
have been delivered already. 

 

 A key area for further work is the development of a refreshed Information Quality Strategy. 
This work is planned for early 2015.   

 

 We found that the indicator outturns submitted to NHS England are appropriately checked 
and verified before submission, and for the indicators we tested found that the described 
verification, recalculation and submission processes set out in the indicator operating 
procedures have been followed.  

 

 From our detailed work on three indicators, we note that the data centre is generally well 
controlled and data is appropriately accessed. 

 

 However, we found instances where controls are either not in place or are not operating 
effectively. These mainly resulted in a minor impact on indicator outturns but indicate that the 
data quality assurance process could be improved. 

 
We identified the following specific areas of good practice during our review: 

 Controls over the compilation and verification of data before submission to NHS England are 
operating effectively where there are standard operating procedures documented for 
indicators. 

 

 Executive review and sign off of indicators before publication is operating effectively in the 
indicators we reviewed. 

 

 The Accident and Emergency four hour wait indicator is managed in real time by staff within 
the unit, by using a live screen that tracks patient progress and waiting time automatically 
generated from the admissions system. 

 

 The CRIS system that forms part of the diagnostics indicator produces automatic reports for 
patients waiting five weeks, so that these cases can be reviewed and managed before a 
breach of the six week target. This is in addition to the verification process for all patients 
across all relevant diagnostic procedures and systems that have exceeded the target. 

 

 Staff access to the Envoy reporting dashboard for the Family and Friends indicator is being 
used to improve internal reporting and details responses to ward level in more detail than the 
nationally published indicator requires. 

 
The recommendations and associated action plans are currently in discussion with KPMG so are not noted in 

this update.   Once agreed the Data Quality Task and Finish Group will oversee any necessary action plans 

and provide assurance to the Board. 
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The Information Governance Group will continue to receive data quality reporting regularly including the 

annual data quality audit.  This audit forms part of the Information Governance Toolkit and usually has a 

sample size of over 2,000 casenotes.  The 2014/15 audit should be available for review by the Information 

Governance Group in March 2015. 

The Resource Committee also approved funding to recruit additional staff to support the data quality aspects 

of the 18 week Referral to Treatment pathway.  The majority of the staff has now been recruited and is 

undergoing induction. 

 What are the next steps? 

o The Information team will agree the final report and recommendations together with 

associated action plan following KPMG’s review. 

o The Information team will commence work with KPMG to review and produce a Trust wide 

Data Quality Strategy. 

o Following the completion of the matrix at the end of March 2015 further work will identify 

which Executive, Group or Board will be responsible for monitoring which of the indicators 

and which Executives, Groups or Board will receive it for information and assurance only. 

o An annual plan of review will be agreed. 

o A data quality kite mark will be agreed and assigned so the users can see at a glance the level 

of assurance assigned to each KPI.        

 

2. CONCLUSION AND RECOMMENDATION        

The Trust is making good progress compiling the central document (information matrix) to note the 

indicators and KPIs that are published internally for Board reporting or externally via national routes or the 

CCG’s etc.  The matrix will note the quality assurance against each indicator, the SOP’s in place and who is 

responsible for the various stages of the process to publication.   

 

The processes have been audited by KPMG during December 2014. The draft review indicates that while 

improvements can still be made the overall work to date should provide assurances that the plans are 

effective where they are implemented. 

 

The Board is asked to note the work to date and the proposed approach for the next steps. 

 

A Penketh – Deputy Director of Information and Patient Access. 

DMc�Data�Quality�Assurance�upd

Top

Overall�Page�153�of�157
Page�4�of�4

http://www.eshareuk.com


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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PAS Patient Administration 
System 

 

PEMS Patient evaluation 
management system 

Patient satisfaction survey response rates for patients included within 
the Advancing Quality Programme denominator. 

PET Patient Experience Tracker Performance indicator based on the results of questions from the 
National Inpatients Survey selected by the Care Quality Commission. 

PROMS Patient reported outcomes 
measures 

Patient Reported Outcomes Measures, based on questionnaires which 
collect health status information from patients before and after an 
intervention. 

 Patient safety thermometer An internal survey or inpatients on a particular day each month to 
identify incidents of VTE, falls, pressure ulcers & CAUTIs. It does not 
include MRSA, CDT, MSSA, VRE or ESBL infections, or medication 
incidents, as they are not required by the DoH operating framework. 

PbR Payment by results Payment by results is the rules-based payment system under which 
commissioners pay healthcare providers for each patient treated, 
taking into account the complexity of the patient’s healthcare needs. 

PCT Primary Care Trust PCTs previously commissioned primary, community and secondary care 
from providers but are scheduled for abolition on 31.03.13. 

 Primary coding  

PFI Private finance initiative A way of funding public infrastructure projects with private capital. 

 Prophylaxis Any medical or public health procedure whose purpose is to prevent, 
rather than treat or cure a disease. 

QEP Quality Efficiency 
Programme 

 

QOF Quality and outcomes 
framework 

The Quality and Outcomes Framework (QOF) is a system for the 
performance management and payment of GPs. 

 Referred patients  Patients referred by a GP or another hospital. 

RCA Route Cause Analysis   

RIDDOR Reporting of Injuries, 
Diseases and Dangerous 
Occurrences Regulations  

Workplace incidents that cause more than 7 day’s inability to carry out 
normal duties. Work related diseases and dangerous occurrences. 

ROA Return on Assets An indicator of how profitable a company is relative to its total assets. 
Calculated by dividing a company’s annual earnings by its total assets. 

ROI Return on Investments A performance measure used to evaluate the efficiency of an 
investment or to compare the efficiency of a number of different 
investments. To calculate ROI, the benefit (return) of an investment is 
divided by the cost of the investment. 

RLBUHT Royal Liverpool and 
Broadgreen University 
Hospital  

 

R3m Rolling 3 months Looks at the average of the last 3 months. 

 Secondary coding  

 Spells A continuous period of inpatient care within the hospital. 

SUIs Serious untoward incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises. 

SQA  Service quality assessment  

SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 
fiscal policy as dictated by the Dept of Health at a regional level. 

SHMI Summary hospital-level 
Mortality indicators 

SHMI is a hospital-level indicator which reports on mortality at trust 
level across the NHS in England. 

TARN Trauma Audit and Research 
Network 

TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage. 

 U’perf ward/dir Shows the number of underperforming wards or directorates. 
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TTO To Take Out  

VRE Vancomycin-Resistant 
Enterococci 

The number of Trust attributable VRE (Vancomycin Resistant 
Enterococci) bloodstream infections reported, measured as an absolute 
number against an agreed local trajectory. 

VTE 
assessment 

Venous thromboembolism The rate of admissions where an assessment for VTE (Venous 
thromboembolism) has been carried out based on the clinical criteria of 
the national tool, including those patient sets assessed using an agreed 
cohort approach. 

YTD Year to date Year-to-date is a period, starting from the beginning of the current 
year, and continuing up to the present day. The year usually starts on 
January 1 (calendar year), but depending on purpose, can start also on 
July 1, April 1 (UK corporation tax and government financial 
statements), and April 6 (UK fiscal year for personal tax and benefits). 
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