
 
TRUST BOARD MEETING AGENDA – PUBLIC 

Date: 30th May 2017 
Time: 10am 

Venue: Conference Room, 2nd Floor, RLH 
 

# Item Lead Page # 
 

PRELIMINARY BUSINESS 

 

1. 
 

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

BG Verbal 

2. 
 

Minutes of Trust Board Meeting held on 25th April 2017  
To approve the minutes of the Board of Directors 

BG 2 

3. 
 

Rolling Action Tracker and Calendar 
To discuss any outstanding actions 

BG 7 

4. 
 

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

BG/AK Verbal 

5. 
 

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

BG Verbal 

6. 
 

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

MW 11 

7. 
 

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

LG Verbal 

8. 
 

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

All 56 

 

ITEMS FOR CONSIDERATION 

 

9. 
 

Safe Staffing 
To note the report for information and assurance 

LG 61 

10. 
 

Audit and Assurance Annual Report 
To note the report for information and assurance 

NW/ 
MW  

68 

11. 
 

Health and Safety 
To note the report for information and assurance 

JHG  74 

12. 
 

Annual Declaration of Interests 
To note the report for information and assurance 

MW 79 

 

CONCLUDING BUSINESS 

 

13. 
 

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

BG Verbal 

14. 
 

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

BG Verbal 

 Code of Conduct, Glossary of Terms & Risk Appetite  
For Information 

All 82 

 

Finish Time: 12:00 

 

Resolved: that in accordance with the Public Bodies (Admission to Meetings) Act 1960 representatives of the press and 
other members of the public are excluded from the remainder of this meeting having regard to the confidential nature of 
the business to be transacted, publicity on which would be prejudicial to the public interest. 
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Royal Liverpool and Broadgreen University Hospitals NHS Trust 

Meeting of the Trust Board: Part 1 held in public 

Held on Tuesday 25 April 2017 at 10am 

Conference Room, Royal Liverpool University Hospital 

 

Present:  Bill Griffiths (BG)     Chairman    

  Aidan Kehoe (AK)    Chief Executive 

  Stella Clayton (SC)  Acting Director of HR and OD   

  Mike Eastwood (ME)   Non-Executive Director 

  John Graham (JHG)   Deputy Chief Executive/Director of Finance 

  Lisa Grant (LG)    Chief Nurse/Chief Operating Officer   

  Malcolm Jackson (MJ)  Non-Executive Director 

  Angela Phillips (AP)  Non-Executive Director 

  Geoff Stewart (GS)  Non-Executive Director 

  Neil Willcox (NW)  Non-Executive Director 

  Peter Williams (PW)   Medical Director 

     

     In attendance:   James Kingsland (JK)        Assoc. Non-Executive Director 

  Helen Shaw (HS)    Director of Communications and Marketing 

  David Walliker (DW)  Chief Information Officer  

  Susan Young (SY)  Assoc. Non-Executive Director 

      

Officers  Madelaine Warburton (MW)    Assoc. Director of Corporate Affairs (minutes) 

  Attending: Debbie Murphy (DM) Assistant Chief Nurse (17/6 only) 

 Amanda Penketh  Deputy Director of Information & Patient 

Access (17/17 only) 

 Andy Goss Information Assurance Officer (17/17 only) 

 

17/1      Introduction, Apologies and Declaration of Interest  

Apologies were noted from Prof Malcolm Jackson. BG welcomed members of the 

public.  

   

No interests were declared.   

 

17/2      Minutes of the Trust Board Meeting held on 28 March 2017  

 The minutes of the meeting held on 28 March 2017 were agreed as a true and 

accurate record.  

 

17/3 Rolling Action Tracker 

 16/238 – Safe Staffing – JHG confirmed that from June the finance reports would 

include a breakdown of pay costs.   SC confirmed that the breakdown was already 

reported to Workforce Committee.  

 16/237 – Risk Management – LG confirmed that she had successfully recruited to 

the new role, with the postholder responsible for assessing strategic risks.  

 14/163 and 13/156 – Effective Use of Resources - JHG confirmed that a revised 

format had been developed, and that the template would be used for 2017/18. 
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17/4 Urgent Matters Arising 

  No issues noted. 

 

17/5         Assurance Report from Committees 

 The Board considered the report, which summarised the key items discussed, risks 

identified and assurance provided by the Board’s Committees supported by 

updates from the Committee chairs.   

 

 GS informed the Board of the revised arrangements at executive level for the new 

hospital programme. PW was responsible for the move plan and bed migration with 

JHG responsible for infrastructure, construction and contract managements. GS 

reported that the April meeting had considered the Independent Tester’s (IT) report 

on a sample of rooms.  GS reported concern that the IT had not been provided with 

the most recent specification documents by the contractor which had affected the 

validity of the report.  GS confirmed that independent testing was continuing with 

additional compliance inspections by the Trust’s project team  GS raised concern 

with regard to the time taken to progress consideration of significant business cases 

for the Trust, including CSSD and EPR.  It was agreed that this would be raised 

with NHSI by the Chair.  

 

 Action: Chair to discuss EPR and CSSD business case approvals with NHSI. 

 

  ME updated the Board on discussion at F & P with regard to delivery of the control 

total, including one off capital receipts and recognition of EPR funding.    NW 

confirmed that he would meet with the auditors prior to Audit & Assurance 

Committee to establish early understanding of issues from the audit.   

 

17/6        Patient Story (DM joined the meeting) 

DM presented the patient story which related to an 18 year old patient, with complex 

health issues and learning difficulties who was transitioning to adult care.  DM 

explained the complexity of issues relating to consent and the challenges for the 

patient brought about by fear of hospital attendances.   DM summarised the holistic 

approach and series of interventions made, with support from the learning disability 

team.  The patient’s mother had written a letter of thanks to the Trust. DM referred 

to the intention to use the learning to improve the experience for other vulnerable 

patients and commended the work of the learning disability team.  The importance 

of the support from the family was noted.   

 

JK acknowledged the benefits from patients’ stories and questioned whether there 

were other approaches which should be used, reflecting quantitative feedback from 

other sources.   It was agreed to explore the approach used for patient stories and 

consider alternative options.   

 

The Board commended the work of the learning disability team noting the positive 

impact on patient experience.  
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Chair’s log:  to explore the approach used for patient stories and consider 

alternative options.   

(DM left the meeting) 

 

17/7        Trust Executive Report 

AK informed the Board of the interim arrangements for the provision of community 

services, with Alder Hey NHS Foundation Trust assuming day-day-day 

management of Liverpool Community Health NHS Trust services, through a 

management contract with NHSI.  A shadow Partnership Board which included  

Liverpool City Council and NHS partners, had been established to oversee the 

development of a  model of integrated care.   

 

ME referred to the year-end performance of the Trust, and whilst acknowledging the 

significant areas of challenge in relation to 4 hour and 18 week target, there were 

other areas where there had been sustained performance including cancer targets, 

mortality indicators and improvements in relation to falls which were commendable, 

particularly taking into account pressure as a result of patient flow.  

 

BG referred to the recent national stroke audit (SSNAP). PW explained that the 

main reason for the adverse performance related to access to specialist stroke 

beds, due to high bed occupancy and challenges from patient flow.  

 

ME referred to the new hospital programme and suggested that the report be 

strengthened to include management analysis of the RAG rating, clarity of action 

and assessment of likelihood of recovery of the planned delivery.   

 

Action: project reporting to be strengthened to include management analysis, 

of the RAG rating, residual risk, clarity of action and assessment of 

deliverability of plan for recovery.  

 

SY referred to completion of falls’ risk assessments (red) and the current level of 

falls reported on the ward quality dashboard and whether there was any correlation.  

LG explained that the current issue largely related to timeliness of completion of the 

risk assessments and that work was continuing to improve reporting on the IT 

system.    

 

LG informed the Board that she had requested an external review of pressure ulcers 

to establish better understanding of the effectiveness of Trust procedures and the 

interface with the community practice.  LG explained that the Trust needed to 

ensure that current practices were robust, specifically referring to lack of access to 

IT systems by bank and agency staff.  

 

NW referred to current level of performance by the Trust in respect of the Friends 

and Family test.  LG agreed to review and provide update in next month’s Board 

report. 

 

Action: LG to review current performance in Friends and Family test and 

provide update to next month’s Board 
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17/8 Junior Doctor Exception Reporting  

The Board considered the report from the guardian of safe working hours, the 

purpose of which was to provide assurance that junior doctors’ working hours were 

safe.  PW explained the arrangements for monitoring and that while there was 

reference to the some suggestion that some junior doctors had been discouraged 

from reporting exceptions, PW reported that work was continuing to ensure that the 

arrangements were effective and robust.   

 

The Board resolved to accept the assurance provided by the report and welcomed 

that additional work to improve the arrangements.  

 

17/9        Safe Staffing March 2017 

LG summarised the fill rates for registered and unregistered staff during March 

2017. LG reported that the overall average fill rate for registered nursing staff on day 

duty was 90% and 95.4% for night duty, both of which were comparable with the 

previous month.   LG reported that the average fill rate for unregistered staff was 

91.2 % during the day and 102.2% at night.    

 

LG referred to the continued challenge to ensure that staffing levels remained safe.  

LG referred to the triangulation of data between the ward quality dashboard and the 

staffing levels, AP referred to the ward quality dashboard and challenged how 

assurance was provided to reflect the consideration of the acuity of patients.  LG 

acknowledged that whilst operational decisions were made on a continual basis to 

ensure staffing level reflect the acuity of patients, LG acknowledged that further 

work was required to strengthen reporting.  LG referred to a pilot which involved the 

provision of administrative support for the ward   

 

Action: to review the ward quality dashboard report to incorporate impact of  

acuity and how assurance provided  

 

The Board accepted the report and noted the assurance provided. .   

 

17/10      NIHR Clinical Research Network – Annual Plan 2017/18 and qtr. 4 report 2016/7 

 

PW presented the quarterly report for the North West Coast CRN. PW explained 

that the main risk remained the number of participants recruited to portfolio studies.  

PW explained that the reasons were complex but included academic strength and 

funding distribution.  PW explained that failure to deliver high level objectives would 

impact funding in future years. AK explained that NIHR had agreed subordinate 

objectives to help support the increase in capability in the North.  

 

The Board discussed the opportunities to enhance research across the Trust 

including opportunities for AHPs and nursing staff. GS referred to the opportunities 

that would emerge from the development of the Knowledge Quarter.   

 

ME referred to the Annual Delivery Plan and suggested that future reports would 

benefit from an executive summary, to focus on the key issues. 
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The Board resolved to: 

 Note the quarter 4 performance during 2016/17. 

 Approve the Annual Delivery Plan for 2017/18. 

 

17/11  Patient Safety and Mortality  

 

The Board considered the quarterly update on adjusted mortality rates, key patient 

safety indicators as part of the overall Trust performance and improvement activities 

to ensure continued improvement.  PW reported that the Trust’s Summary Hospital 

– level Mortality Indicator (SHMI) was 1.03 which fell within the expected range. PW 

confirmed that there were improvement plans in place in relation to the top five 

causes of mortality to ensure compliance with evidence based pathways.  PW 

further explained that there had been a drop in completion of VTE assessment 

which was explained by the move to electronic reporting with electronic date 

stamping.  PW explained that a VTE Strategy and business case had been 

approved with the objective to become a national VTE exemplar centre.   

 

PW updated the Board on the progress with the implementation of the National 

Safety Standards for Invasive Procedures (NatSSIPS) with a substantive report to 

be provided to the Board by July 2017.   PW explained the work undertaken by the 

Trust to ensure all relevant clinical staff trained in the nasogastric intubation and the 

need for a robust system to record competence of staff.  

 

PW explained that the Trust’s programmes of improvement work to ensure 

compliance with best practice alongside the focus on improved reporting and 

learning from incidents it was expected that performance should improve.  ME 

referred to the strong alignment with reporting to Quality Governance Committee. 

 

The Board resolved to accept the assurance provided and support the continued 

drive to deliver high quality, safe patient care.  

 

17/12      Questions from members of public 

 

In response to a question about whether the New Royal would have a peritoneal 

dialysis unit, PQ explained that the service would be provided as part of the renal 

dialysis unit, with specialist nurses and extended hours of opening.  

 

In response to an earlier question in relation to the building work for new 

Clatterbridge Cancer Centre, AK reported that the development consisted of two 

stage design and build, with stage one now completed with the current planned 

pause to allow for the Trust to ensure that value for money was delivered.   

 

 

 

Next meeting open to the public: 30 May 2017  
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

     

 

 

 

ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 

Meeting 
Date 

Item Action Owner Action Taken 

     

 

 
 

Trust Board rolling action tracker        Report owner: Madelaine Warburton 

PUBLIC ROLLING ACTION TRACKER OF OUTSTANDING ACTONS  

Items in Red are overdue 

Items requiring verbal update highlighted  

Meeting 
Date 

Item Action Owner Action Taken Due Date 

Apr-17 
17/9 

Safe Staffing March 
2017 

To review the ward 
quality dashboard report 
to incorporate impact of 

acuity and how assurance 
provided. 

LG  Jun-17 

Apr-17 
17/7 

Trust Executive 
Report 

LG to review current 
performance in Friends 

and Family test and 
provide update to next 

month’s Board 

LG  May-17 

Apr-17 
17/7 

Trust Executive 
Report 

Project reporting to be 
strengthened to include 
management analysis, of 
the RAG rating, residual 
risk, clarity of action and 

assessment of 
deliverability of plan for 

recovery. 

AK  Jun-17 

Apr-17 
17/5 

Assurance Report 
from Committees 

Chair to discuss EPR and 
CSSD business case 

approvals with NHSI. 

BG Approval granted for CSSD 
business case. 

Jul-17 

Mar-17 
16/293 

Staff Survey To undertake analysis of 
cultural issues 

underpinning the two 
areas of reporting and 

staff 
engagement/motivation. 

SC  Jul-17 

Jan-17 
16/238 

Safe Staffing 
December 2016 

Finance report to include 
a chart providing a 

JHG JHG confirmed that from June 
the finance reports would 

Jun-17 
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breakdown of pay costs. include a breakdown of pay 
costs.   SC confirmed that the 

breakdown was already 
reported to Workforce 

Committee. 

Jan-17 
16/237 

Risk Management 
Policy 

 

Work to be undertaken to 
reflect approach to 

address aggregate risk, 
the metrics used to 

assess severity of risk and 
continued focus on 

improved definition of 
controls. Consideration to 
be given to the impact of 

missed opportunities 
when mitigating risk. 

LG New role to be developed to 
develop approach to 

assessment of strategic risk. 
LG confirmed that a new role 
had been introduced which 

would be responsible for 
assessing strategic risks. 

Nov-17 

Jul-16 
16/106 

Safe Staffing June 
2016 

LG to discuss the 
potential use of 

technology to reduce 
staffing requirements 

with DW 

LG/ 
DW 

 
 
 
 

LG and DW are in discussion 
regarding how this can be 

included within the white board 
going forward and will update 
on this through the monthly 

staffing papers. A further 
update will be provided in May. 

May-17 
(Sept-16) 

May-15 
15/46 

Annual Report 
2014/15 

To explore the possibility 
of including a provision 

for electronic board 
meetings in the Trust’s 

Standing Orders 

MW Will be included in the next 
update of SOs, which will be 

presented to Audit Committee 
prior to Board. 

Jul-17 
(Feb-17) 

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 The Trust has engaged Deloitte 
to assist with Financial reporting 

following Phase 1 work.  
Discussed at F&P in March 2017 

and template agreed for 
reporting effective from June 

2017. 

Jun-17 
(May-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  

  

 
June 2017 

Patient Story (Monthly) 

Safe Staffing (Monthly)  

Integrated Financial Improvement Plan (Monthly) 

Cyber Security  

Digital Strategy  

Medicines Management Annual report 

Quality Account Approval (Annual) 

Safeguarding Annual Report  

Sterile Services 

Business Transfer Agreement – Haemato – Oncology 

Board Assurance Framework review (Quarterly) 

Standards of Personal and Business Conduct Policy  

 

 
July 2017 

Patient Story (Monthly) 

Safe Staffing (Monthly)  

Integrated Financial Improvement Plan (Monthly) 

Outline Business Case 

Complaints Annual Report 

Infection Prevention & Control Annual Rep 

National Inpatient Survey (Annual) 

Never Events and Serious Incidents Annual Report 

Workforce Plan  

Patient Safety and Mortality Report (Quarterly) 

Guardian of Safe Working Hours (Quarterly)  

LCRN performance (Quarterly) 

 

August 2017 
 
Only to be held if urgent items for consideration  
 

 

 
September 

2017 

Patient Story (Monthly 

Safe Staffing (Monthly)  

Integrated Financial Improvement Plan (Monthly) 

Health and Safety Quarterly Update (Quarterly) 

Medical Annual Appraisal & Revalidation  

Annual Deanery Visit  

GMC survey (Annual) 
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Chair’s Log & Attendance Record       Report owner: Madelaine Warburton 

Chair’s Logs Received 

Committee Issue  Recommendation/Action  Due Date  Action   

New Hospital  Digital Strategy  For approval by Board June 2017 On forward plan 
 

Chair’s Logs Delegated 
Trust 
Board 
Date 

Issues and 
Lead Officer 

Receiving 
Body 

Recommendation/ assurance / 
mandate to receiving body 

Due Date Action 

April 17  Patient Story 
Lisa Grant  

Exec Team To explore the approach used for 
patient stories and consider 
alternative options. 

July  2017   

March 17  Staff Survey 
– Stella 
Clayton 

Workforce 
Committee 

To undertake analysis of cultural 
issues underpinning the two areas of 
reporting and staff 
engagement/motivation. 

July 2017   

Feb 17 Safe Staffing  
Lisa Grant 

Workforce 
Committee 

Expected recruitment figures by 
month to be reported to Workforce 
Committee to support management 
of agency pay spend.  

May 2017  

Feb 17  Corporate 
Objectives 
2017/18  
Peter 
Williams/ 
Janet Budd 
 

All 
Committees  

Corporate objective success 
measures to be presented to all 
relevant Committees  

April 2017   

Feb 17  FIP Phase 2 
work – John 
Graham 

F&P 
Committee 

A summary of the agreed scope, 
proposed schemes, Trust response, 
savings secured and rationale for 
deviation from the FIP phase 2 work 
to be remitted to F & P Committee 

May 2017   

Nov 16  Fundraising 
Helen Shaw  

Exec Team  To consider fundraising performance 
against target, blockages and actions 
to address.  

May 2017  

 
Executive Director/NED No of Board Meetings Attended* 

Bill Griffiths 6/6 

Aidan Kehoe 6/6 

Stella Clayton  6/6  

Mike Eastwood 5/6 

John Graham 6/6 

Lisa Grant 6/6 

Malcolm Jackson 4/6 

James Kingsland 4/6 

Angela Phillips 5/6 

Helen Shaw 5/6 

Geoff Stewart 5/6 

David Walliker 5/6 

Neil Willcox 5/6 

Peter Williams 5/6 

Susan Young 6/6 
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RLBUHT BOARD PACK

[Type text] 
 

  
 

Assurance Report from Committees  
Madelaine Warburton  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Madelaine Warburton  

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  30/05/2017 

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?                                                                                                      

Key stakeholders: Our compliance with: 
x Patients x Regulators (NHSI, CCG,  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. 

 
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 April 2017.  Copies of the minutes 

are available electronically for all Board members on Virtual Boardroom.      

 
3. CONCLUSION AND RECOMMENDATION        

The Board is asked to discuss and note items considered, decisions made, key risks discussed by the 

Committees and assurances obtained/required.  

  

 

 

 

 

A
ss

ur
an

ce
 R

ep
or

t

Page 11 of 87



RLBUHT BOARD PACK

[Type text] 
 

  
 

Assurance Report from Committees  
Madelaine Warburton  

MAIN REPORT:  

 

1) Audit & Assurance Committee: 4 April 2017. 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

 

Considered  

 Internal Audit Plan 2017/18 which was approved.  

 Losses and Special Payments – April 2016 to March 2017.  The Committee requested 

additional information to demonstrate actions taken to reduce underlying cause of the debt 

and demonstrate lessons learnt. 

 Anti-Fraud Services Workplan which was approved. 

 Attendance by senior officer to provide update on implementation of actions in response to 

Limited Assurance Report – Recruitment (2014/15).  

 External Audit Plan 2016/17 which was noted.  

 Accounting Policies were approved for recommendation to the Board. 

 Assessment of evidence to support Going Concern basis in preparation of the accounts.  

 Report on progress with actions under Foundation Trust action plan. Further assurance was 

requested in respect of progress with actions.  

 Framework for commercial arrangements.  Further assurance was requested.    

 Use of Service Line Data Reporting.  

 

Reports requested but not received in relation to tender waivers, self-assessment of the Quality 

Account (late paper) and University of Liverpool compensation arrangement.  

 

Positive Assurance  

Audit Report  Assurance  

Combined Financial Systems  

 Financial ledger 

 Accounts Payable 

 Accounts Receivable  

 Treasury Management 

 Asset Management  

Significant  

Budgetary Control  Significant 

Absence Management  Significant  

Bank and Agency Staffing  Significant  

IMT : Information Governance Toolkit Significant  

Delayed Transfers of Care  Significant  
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Assurance Report from Committees  
Madelaine Warburton  

 Director of Audit Opinion. Significant assurance was provided in relation to the Trust’s 

system of internal control.  

 MIAA Anti-Fraud Annual Report which included the  self-assessment of the level of 

compliance with the Standards for Providers issued by NHS Protect with performance 

assessed as ‘green’. This indicated a high level of compliance with the specified standards 

with areas for improvement relating to ensuring staff awareness of fraud prevention policy 

guidance. 

 Update on actions taken in response to Audit Findings Report 2015/16.    

 

2) New Hospital Committee  - 20 April 2017 

Quorate: yes 

Minutes Reviewed by Chairman: yes 

 

Considered.  

 Progress report from the New Hospital Implementation Group.  The need to fully understand   

implication for workforce and the financial implications were noted.     

 Concern expressed with regard to progress with obtaining approval of the CSSD and EPR 

business cases. It was agreed that this would be escalated to the Board.    

 Reported that Carillion working to a 28 February 2018 handover date in line with the 

recently issued clause 19.4(a) Rev 3 programme.  

 Independent Tester’s report. It was reported that the issues raised in this report were typical 

at this stage of the construction programme.  

 Noted that Carillion required to provide one month’s notice to a change in the early access 

start period and potential impact on IT installation.   

 

Key Risks/Negative Assurances 

 Bed migration plan.  It was noted that a revised programme, clinical model and plan would 

be developed and reported to the Executive Team.  

 Timescales for the equipment installation dates.  

 Timeframe for approval of EPR business case.  

 

Positive Assurances 

 Five IT procurement projects completed in the last month.   

 Reported that majority of IT projects on targets with Virtual Desktop Infrastructure and the 

Storage Strategy escalated to executive sponsor.  
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Assurance Report from Committees  
Madelaine Warburton  

3) Finance and Performance Committee – 21 April 2017 

Quorate: yes 

Minutes Reviewed by Chairman: yes 

 

Considered 

Revised performance report with a focus on exception reporting which included :  

 6 week target for diagnostic test was not achieved.  The majority of breaches related to  
endoscopy.  The Committee approved the endoscopy business case which included increase 
in capacity through staff recruitment and insourcing.  The longer term option to increase 
endoscopy capacity through the expansion of capacity within the new Royal was also 
supported.   

 4 hour performance which saw a slight increase in performance although the Trust remained 
below target.  

 18 week target.   Work was continuing in relation to modelling demand and capacity with 
significant challenge in gastroenterology.  

 Operations cancelled: 2 patients (5%) not re-booked within 28 days.  No patients waited 
longer than 52 weeks.  

 1 non mental health breach 

 Continued achievement of cancer targets.  

 Trust’s Procurement Transformation Programme which had been submitted to NHSI.  The 
aim of the PTP is to identify the areas in which the Trust can improve upon its level of 
performance related to procurement activities in order to achieve the Carter 
recommendations and targets. 

 Finance risk register with a number of risks relating to delivery of 2015/16 closed and new 
risks included to reflect delivery of financial plan for 2017/18.  

 
Key Risks/Negative Assurances  

 Continuing challenge in relation to reducing number of ready for discharge patients.   A 

comprehensive report requested for June’s Committee.  

 Delay in approval of EPR business case, which was escalated to April’s Board.  

 Financial improvement plan.  The discussion was summarised at the April Board meeting.   F 

& P Committee requested analysis of overall additional mitigations of £13.5m for April’s 

Trust Board.  Considered best and worst case scenarios for delivery of the plan for 2017/18, 

with an update provided to April Board.   The continuing pressure was discussed, and 

specifically the need to strengthen understanding of the continuing pay pressure and 

requirement to identify how to align workforce plan with financial plan.  
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Assurance Report from Committees  
Madelaine Warburton  

4) Quality Governance Committee – 3 May  2017 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

 

Considered 

o Discussion with regard to the requirement to ensure robust evidence of ward performance 

following challenge from the Board with confirmation provided that this would be in place by 

June 2017.  

o Update from Cost and Clinical Effectiveness Committee on action taken to reduce 

outstanding clinical audit recommendations.  

o Update from Patient Safety Sub Committee which included reference to a look back exercise 

to ensure actions from previous patient safety alerts had been embedded.  It was reported 

that some WHO surgical checklists had not been completed on a monthly basis and but once 

PENs was fully implemented the audit process would be more transparent. An assurance 

report was requested for the next meeting to demonstrate compliance and lessons learnt 

from the audits of the WHO checklists.  Improvements with compliance against the Duty of 

Candour arrangements had been reported.  

o Quality Performance Report.  The Committee noted the continued reduction of falls causing 

moderate to severe harm with the Trust having achieved the target to reduce moderate to 

severe harm related incidents by 30% reduction.  It was reported that hospital acquired 

grade 2 pressure ulcers remained above trajectory and that an external review on pressure 

ulcers would be undertaken by NHSI on 4th May 2017.  It was reported that the Trust was 

not meeting the target for the completion of VTE assessments despite additional investment.  

Work was continuing to review processes.  

o LCL Governance Report including update on process for review of all extant risks at the 

monthly Quality Assurance Group.  An overview of key performance indicators related to 

turnaround times was given. 

o Presentation on the work undertaken to improve patient flow and the improvements 

achieved.   

 

Key Risks/Negative Assurances 

 Policy management system with need to align policies with roles and monitor that staff have 

read and understood policies relevant to their role.  It was noted that work was underway to 

improve the process.  

 Lack of assurance in relation to the provision of consent training.   It was reported that the 

training was being reviewed to see whether it could be delivered electronically and a 

business case was under development.   

 Issues for escalation or assurance were the Occupational Health Service Level Agreement, 

transition of the anticoagulant service and downtime of the electronic whiteboards.  
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RLBUHT BOARD PACK

[Type text] 
 

  
 

Assurance Report from Committees  
Madelaine Warburton  

Positive Assurances 

 Update from visit by HSE with regard to the RIDDOR incidents in the mortuary. HSE had 

identified that there had been no material breach of Health and Safety legislation and 

current practice was fit for purpose. 

 Human Tissue Authority inspected the Blood and Marrow Transplant Laboratory. One minor 

shortfall was reported related to risk assessments in the BMT laboratory which the 

inspectors were confident that the risks had been mitigated accordingly.   

 

CONCLUSION & RECOMMENDATION  

  

The Board is asked to discuss and note key items, decisions made and linkages to key risks.    
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Report owner: John GrahamCapital expenditure: Are our investment projects on track?
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How are we progressing with our major investment projects (>£1m)?

How are we progressing with our smaller investment projects (<£1m per project)?

Area Project / Investment description
Total 
cost 

(£000s)

2016-17 
cost

(£000s)

On 
time

On 
budget

On 
benefit

Corporate PFI Prepayment PDC / Re-development Team 94,000 37,486 n/a n/a n/a

Corporate Liverpool life Sciences Accelerator 24,219 15,850 n/a n/a n/a

Area Overview of projects
Total 
cost

(£000s)

2016-17 
cost 

(£000s)
Activity update and any concerns

Corporate Backlog & other works 4,000 5,206

Corporate Equipment 2,000 1,706

Corporate IMT 4,000 5,574P
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Executive Summary :

• The annual trajectory for 2017-18 year is no more than 44 Trust attributable cases of Clostridium Difficile Infection

(CDI). A total of five CDI cases were reported in April 2017 which is in line with the monthly internal target of 5. The

Trust were also successful in appealing 5 CDT cases which has brought our overall Trust attributable cases to 45,

compared to an annual target of 44.

• There have been no trust attributable MRSA positive blood cultures during April 2017.

• There were 2 never events (retained guidewire and wrong site surgery) and 5 SI declared in the Month of April 2017

(Visitor self harm, Visitor locked in toilets, Patient fall, Post operative complications and Loss of vision).

How are we performing?

RLB Nurse Programme : Cohort 5 started in February 2017 and the following work groups are included:

• Registered nurses

• AHP (including radiographers)

• Dental nurses

• Assistant Practitioners

• HCA (band 2 & 3)

Carbapenemase Producing Enterobacteraeciae (CPE) A total of 8 CPE colonised patients were identified through

screening during April 2017, which is slightly more than the previous month. Combined Quality and Infection control

audits have focused on preventative measures and education to ensure staff adhere to trust processes

Flu : The Trust has achieved the national CQUIN with 76.1% receiving the vaccination and plans are already taking 

shape for this years campaign.

RCA completion rates: Completion rate for March was 61% (14/23), which was an increase from the previous month 

(43%). Year to end of March, the trust is performing at 86% (168/195) previously 82%.  Performance is monitored 

regularly through the Weekly Safety Meeting and escalated to the Chief Nurse. There has been an increase in RCAs 

over the past 5 months which has impacted on the completion times.

Falls: 162 falls were reported in April 2017. Throughout April, 3 patients sustained moderate harm with a fractured Neck

of Femur, fractured tibia and fractured radius. There was one patient who had a fractured skull and bleed resulting in

high harm. There will be a continued focus on falls prevention throughout May, including ad-hoc teaching to wards

scoring red for falls on NQI audits and continuing support to staff to encourage the use of FRAD assessment which we

plan to move onto PENS in line with the other risk assessments.

VTE: The Trust has achieved 92.9% compliance in undertaking VTE Assessments, during April, which is marginally

below the target of 95%, but slightly above last month’s compliance. Progress on VTE prevention is monitored quarterly

through Quality Governance Committee.

Hospital acquired pressure ulcers (HAPU): In April, there were 3 hospital acquired pressure ulcers. These were made

up of 3 grade 2 pressure ulcers on wards 4A, 9B and 7A. This is a reduction on last months HAPU of 14, which is a 78%

reduction. RCAs will be conducted to understand themes and lessons learned which will be discussed at the PU steering

group. The Chief Nurse requested an external peer review to understand current service provision with an objective

view as to how we meet the current challenges. Verbal feedback from the review has been received and positive overall.

It has also been reported that the increase in pressure ulcers during the winter months was a national picture and the

Trust were not perceived to be an outlier.

Mandatory Training; Current compliance is at 86%, up from 85% last month. All non face-to-face training is now

available on the Staff Hub and direct links to this training have been placed on all PENS devices to enhance access for

clinical staff. The Staff Engagement App should be available from the end of May which will also allow staff to access

Mandatory Training.

RIDDOR: Two RIDDOR reportable incidents occurred in April 2017; one incident occurred within scheduled care and

was classified as fall related injury and the second incident was classified as a death and occurred within corporate

division in which a visitor was found unconscious on the hospital premises; the visitor was taken to Emergency

Department and later announced as deceased.

CAS Alerts: All alerts that have been issued to the Trust are currently compliant within the defined timescales that have

been set out by each alert.
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Safety: Are we keeping patients safe? Report owner: Peter Williams / Lisa Grant

Month Month Months

Target Actual vs. r3m

Process: % patients assessed for risk & measures put in place to reduce risk 96.9%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 7.15
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.18

% adult patients risk assessed for falls 98% 88.4%
% with care plan in place if at risk 98% 86.1%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 0
# Clostridium difficile toxin cases 5 5
# MSSA cases 2
# E. coli cases 7
# VRE cases (target = full year target) 0
# ESBL cases (target = full year target) 0
% CAUTIs (Catheter Associated UTIs) 2% 0.4%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 7.5

Outcome: # medication incidents 49

Month Months

Actual vs. r3m

Outcome: # RIDDOR incidents 2
# staff-related H&S incidents (inc. contacted staff) 179
# visitor H&S incidents 14
# MDA alerts 7
# MDA alerts in breach of compliance 0
# PSA alerts 1
# PSA alerts in breach of compliance 0
# EFA/EFN alerts 0

# EFA/EFN in breach of compliance 0

Process: % staff attended/enrolled for mandatory training 95% 87.1%
% staff who attended mandatory training 82.6%
% planned mandatory training courses provided 100.0%

Month Month Months

Target Actual vs. r3m

Outcome: % RCAs completed (previous months data) 100% 60.8%

% RCAs completed (year to previous month) 100% 86.1%

Month Month Months

KPIs for Risk Management Strategy Target Actual vs. r3m

Process: Risks scoring 15+ reported to Board 100% 100%
Risks scoring 10+ reported to Subcommittees 100% 100%
Risks scoring 10+ reviewed at Pat. Saf. Com. 100% 100%
Risks within review dates (Red - monthly) 80% 100%
Risks within review dates (Orange - Quartley) 80% 69%
Risks within review dates (Yellow/Orange - Biannualy) 80% 73%
Risks within review dates (Green/Yellow - Annually) 80% 79%
Risks not more than 6 months out of date 100% 98%
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Are we investigating why incidents took place?
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Effectiveness: Are we treating patients effectively?

Commentary

Report owner: Lisa Grant/Peter Williams

Executive Summary

The most recent SHMI is 103 which is ‘as expected’.

It is notable that the number of ‘observed’ i.e. actual deaths recorded in the last 12 monthly

data release show that these are higher in 2015 and 2016 compared to previous years. In

the most recent report October 2015 – September 2016 there were 1978 Deaths recorded

in the SHMI calculation. The rise in the number of deaths is a national phenomenon

reported by the ONS.

The top 5 causes of mortality remain pneumonia, sepsis, acute cerebrovascular disease,

acute kidney injury and CCF.

RLBUHT continues to have a high Crude Mortality rate compared to other Nwest Trusts.

This is due to the absence of paediatrics and obstetrics in our service profile. As an

organisation we also perform a high number of day case surgery which may have a bearing

on the Crude Moratlity data.

From April, NHS Trusts and Foundation Trusts must collect and publish, on a quarterly

basis, specified information on deaths, including those that are assessed as more likely

than not to be due to problems in care, and evidence of learning and action that is

happening as a consequence of this information.

As in previous reports the themes for avoidable mortality have been identified and

presented to execs. These breakdown into; delayed diagnosis, poor diagnostic clarity,

delay in escalation, delay in definitive treatment, and medication errors. In particular early

detection and treatment of sepsis is the main intervention we can make to reduce mortality

and optimize care in the top three causes of death in the trust.

CQC reviews : An internal action plan incorporating regulated activities and other advisory

actions received within the feedback from the CQC report is monitored and managed

through the Trust Quality Governance Committee. Operational Leads are regularly

requested to update by exception their areas of focus. Monthly meetings with the CQC

ensure assurance and immediate response to any additional queries. An update was last

provided to the CQC in April with a positive discussion regarding current progress. The

quality governance, support and assurance for our 8 services transitioning from Liverpool

Community Health will be included in our quality check process and our FFT returns and

we are progressing an assurance framework to achieve this. The revised Ward audit

Programme the Quality Safety Assurance Tool (QSAT) will be in place from June 2017

and will replace the current Nursing Ward Indicators and Ward Quality Audits. This will offer

greater assurance on quality performance and patient experience, a cultural barometer and

evidence of staff well being.

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% 89.0%
Ward Quality Assessment 90% 65.8%
Service Quality Assessment 90%

Following care pathways YTD YTD Month

Advancing quality pathways: Target Actual vs. r3m

AMI 95.00% No Data 
Hip & Knee 95.00% 25.67%
Heart Failure 77.60% No Data
Pneumonia 84.90% 53.57%

No Data

% stroke patients spending at least 90% of stay on a stroke unit 80% 85.7%

Treatement effectiveness
PROMS: Hip Replacements 80% 100.0%

Knee Replacements 80% 100.0%
Hernia 80% 100.0%

Readmittance Rates
% elective patients readmitted as an emergency w/in 30 days* 2.1%
% non elective patients readmitted as an emergency w/in 30 days* 10.9%
*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% 10.1%
New to follow-up ratio 2.23 2.05

M
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T NB: 3 month lag time in data.

Now based on Appropriate

Care Score (ACS)

Current reporting based on 

response rates. Most recent 

completed quarter shown.
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HSMR and SHMI per quarter

Crude % Al l
(exc daycase)

2.98 2.66 2.68 2.92 3.65 2.77 2.58 3.09 3.2 3.33 2.87 3.7

Expected %
(exc daycase)

3.27 3.09 2.95 2.66 3.67 2.8 2.78 3 3.61 3.18 2.73 3.49

Diagnoses / Procedures Where Audit / Investigation Required

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

Commentary

Executive Summary 

The Trust did not achieve the 99% standard for Diagnostic waiting times for April.

The Trust did not achieve the 95% standard for 4hour emergency care access in April.

The Trust did not achieve the 92% 18 week RTT national standard for April.

The Trust achieved the Cancer targets as for Q4 (reporting on these targets is one month 

retrospective).

1. Diagnostic Waits.

The Trust did not achieve the 99% Target for 6 week Diagnostics (88.98%),There were a total of 568 

breaches (CT:28; MRI:33; Colonoscopy:222; Flexi sigmoidoscopy:84; Gastroscopy:201). Work is 

continuing on the possible options for further endoscopy capacity. The approved endoscopy business 

case is now in the process of being implemented. The increase in breaches for CT and MRI are due 

to changes in Cardiology practice which are now being worked through to ensure demand matches 

capacity

2. Emergency Access - 4 Hour Standard

In April the Trust achieved 90.80% against the National standard of 95% meaning that the National 

target was not achieved. However significant improvements have been see in Ambulance handover 

times and Triage within 15 minute standards due to changes within the department. The plans for 

piloting a Clinical Decision Unit in response to best practice in units where this has shown 

improvement is planned for beginning June 2017. Recent improvements are expected to continue 

throughout the following reporting period.

4 hour Performance Graph

3. 12 Hour Trolley Waits

There were no 12 Hour Trolley Waits in April.

4. 18 weeks, cancelled operations and Cancer

The Trust did not achieve the 92% incomplete Referral to Treatment (RTT) target for the month of 

April 2017, (88.80%). The issues were in GS (83.51%), T&O (81.67%), Ophthalmology (87.47%), Oral 

Surgery (87.54%), Gastro (86.2%), Urology (85.41%), Dermatology (89.35%). All specialties have 

completed their demand and capacity modelling and will be completing their gap analysis (including 

understanding the impact from any initiatives internally through efficiencies or externally through 

demand management) and will be reporting back to Executive Management Team with initial plans.

There were 7 x 28day operations cancelled and not rebooked appointment breaches (5 x Vascular, 1 

x T&O and 1 x GS). No patients waited longer than 52 weeks.

5. Summary

The 4hour emergency access target, which is a key performance indicator for the system as a whole 

as well as the functionality of ED, 6 weeks diagnostics and the 18week RTT standard continue to 

remain key challenges for the Trust from an operational and quality perspective.  Week commencing 

5th June will see some changes in the Emergency Department to implement a Clinical Decision Unit, 

the Endoscopy Business Case recently approved will be in implementation phase prior to delivery of 

capacity and the A&E Delivery Board will be receiving the programme of work to facilitate reduction in 

RFD patients.  
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Lisa Grant

Month Month Months

Target Actual vs. r3m

How quickly can patients access care?

Appointment Access: # slot issues per booking Unsheduled 7% N/A

Scheduled 7% N/A

% patients who did not attend (DNAs) 10% 9.5%

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1% 11.1%

A&E: Trolley waits in A&E 0 0

Quarter Quarter Quarter

Target Actual vs. r3Q

# operations cancelled by hospital and not rebooked within 28 days 7

% operations cancelled by hospital and not rebooked within 28 days 0% 26.0%

# operations cancelled by hospital 27

% total operations cancelled by hospital 0.6% 0.67%

Month Month Month

Target Actual vs. r3m

Initial A&E assessment: # minutes to initial assessment (95th percentile) 15 14

A&E treatment decision: # minutes (median) from arrival to treatment decision 60 77

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 90.8%

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

Transfers of care: % patients whose discharge is delayed once medically fit 2.1% 4.2%

Are we treating cardiac patients quickly?

Rapid Access Chest Pain Clinic: % patients seen within 14 days of referral 98% 98.1%

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

Are we diagnosing and treating emergency patients quickly?
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Commentary

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

Executive Summary :

Complaints (Level 2 & 3) – (data) Board Pack

Compliance with response times for level 1 concerns remained on target at 100% during April 2017.

Complaints - How are we performing ?

The Trust received 35 formal complaints in February 2017 – 1 withdrew, which was an increase from 32

received in January 2017. (all complaints relate to Scheduled/Unscheduled Care.)

The overall Trust compliance rate (including 25, 35, 45 & 60 day) for February 2017 was 88.23% (30/34) a

decrease from last month which was 96.87%. 2 delays at signing stage and 2 delays at directorate level

resulted in these four breaches. During January 2017, the following compliance was recorded:

• Unscheduled Care: 88% (14/16) a decrease from last month 93.75% (15/16)

• Scheduled Care: 88% (16/18) a decrease from last month 100% (14/14)

Complaints Process Survey - 94 complainants were registered in Q2 (July 16 – Sept 16) 79 complainants

(84%) were contacted and asked to comment on their experience of our complaints process from a

complaints handling point of view. Exclusions were made if there were ongoing issues being addressed.

The findings from the survey found:

• 23/79 surveys were returned (29%) an improvement from 26% in Q1 returns

• 74% (17/23) felt they were informed on the process

• 57% (13/23) felt their complaint was addressed in a timely manner

• 48% (11/23) felt we addressed the points raised

• 57% 12/23) felt the response was clear and understandable

• 74% (17/23) felt the response was received in a reasonable time period,

• 57% (12/23) felt they were informed regarding delays (mis-interpreted question as only 2 delays)

• 78% (18/23) felt treated no differently following their complaint

• 48% (11/23) felt complaint was handled appropriately (Average-Very Well)

• All results demonstrated an improvement from the previous quarter survey and correspond to the in year

improvements made. Q3 surveys have been sent and are currently being returned.

Internal Inpatient Surveys: April 2017

• 98.46% of patients recommended our hospital to friends and family

• 100% of patients felt they were involved as much as they wanted to be in their care,

• 98.46% of patients reported feeling safe as an inpatient, which is consistent on last months survey

result.

• 93.85% of patients felt they were kept informed of their discharge plans which has seen a slight

improvement from the previous months responses.

• Friends and Family: - Friends and Family Test (FFT): April 2017
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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% 100.0%

Were you given enough privacy when discussing your condition or treatment? 95% 100.0%

Did you find someone to talk to about your worries and fears? 90% 95.3%

Have your medications and possible side effects been discussed with you? 90% 92.3%

Have you been kept informed of your discharge plans? 90% 93.8%

Do you feel safe on this ward? 95% 98.4%

Was your pain was managed effectively? 95% 96.9%

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

Month Month Months

Target Actual vs. r3m

Comms: Is the Trust meeting the standard for electronic discharge summaries?

- inpatient ward areas 95% 75.7%

- assessment & observation units 80% 77.3%

- 2 week standard for EPRO 95% 56.8%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 49.5%

% plans of care in place for patients at risk of malnutrition* 100% 60.0%

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 96.4%

Cleanliness performance audits - BG ward areas 95% No Data

Accom: # mixed sex accommodation breaches 0 0

Pain: Pain Management Nursing Quality Audit Score 90% 98.8%

*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: Response within timeframe 90% 88.5%

Are patients placed on the appropriate ward?

Month Month Month
Percentage of patients on inappropriate wards: Target Actual vs. r3m

Medical patients on surgical ward 0.6%

Surgical patients on medical ward 2.8%

Perception: Do patients perceive their experience to be positive?
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa GrantRegulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa Grant
Area covered: National regulator Focus of regulator: Governance and quality

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

Are we confident we are compliant with this regulator? The Trust underwent its CQC inspection between
the 15th – 18th March 2016. The Trust received the outcome of the report in July and we were given an
overall rating of ‘Good’. The report contained the continuous theme throughout the report that our staff
are caring, compassionate and professional . An action plan incorporating regulated activities and other
advisory actions received within the feedback from the CQC report is tracked and managed through the
Trust Quality Governance Framework. Operational Leads are requested to update by exception .
Performance is tracked against the CQC Key Lines of Enquiry (KLOE) and our progress against the action
plan is monitored through the Trust Quality Governance Committee. The Chief Nurse has informal meeting
with the trusts CQC Manager and provides regular updates on key performance indicators.

Are we appropriately responding to feedback from the regulator?     
Last visit: March 2016                           Last report: 29.07.16

Feedback Action taken in response:  Action Plan 
in place 

Outcome: 

Area covered: National Mandate to publish nurse 
staffing. 

Focus of regulator: Governance and safety. 

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

Following the publication of the Hard Truths recommendations there is a requirement for all trusts to publish
monthly data on staffing. This is applicable only to inpatient areas where patients stay overnight. The Trust is
required to and is publishing the following:
• Day shift and night shift staffing plan against the actual staff available.
• A percentage staff availability score will be provided.
• Data will be submitted by site and each site will have every inpatient ward staffing availability provided.
• Data will be submitted by UNIFY and uploaded to the NHS Choices website.
• The Trust will also be required to publish this data on their own web page.
Nurse Staffing: For April, the overall average percentage of registered nursing staff against the actual,
required for day duty, was 95 % The fill rate for registered nurses on night duty was 95.2% . The average fill
rates for unregistered staff was to 92.3% in the day, and 105.6% at night. Of the 46 areas reviewed [the
remit is for every inpatient designated ward to be included] there were 24 areas who had less than 80% fill
rates identified across at least one shift [Day or Night], which is consistent with March.

A
ss

ur
an

ce
 R

ep
or

t

Page 26 of 87



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

Plan Month 1 RAG Month 1 RAG

Clostridium difficile Clostridium difficile

Scheduled: 44 

Unscheduled: 

44

0 0

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

Surgery >=94%

Anti cancer drug treatments >=98%

Urgent GP referral to treatment >=85%

Screening service referral >=90%

Admitted >=90% 71.7% 85.8%

Non-admitted >=95% 89.7% 86.5%

Incomplete >=92% 88.3% 91.0%

Urgent suspected cancer referrals >=93%

Breast symptomatic (not susp cancer) >=93%

A&E % patients waited ≤ 4 hours >=95% 99.7% 86.3%

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

Scheduled Unscheduled

Key Service Performance Score indicators By Division

The following dashboard illustrates Divisional performance against the key Governance Risk Rating 

Indicators

Thresholds Weight Feb-17 Mar-17
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 96.7% 96.2% 0

Surgery >=94% 98.0% 96.2%

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

Urgent GP referral to treatment >=85% 85.1% 85.9%

Screening service referral >=90% 97.2% 98.2%

Urgent suspected cancer referrals >=93% 96.0% 96.2%

Breast symptomatic (not susp cancer) >=93% 96.0% 95.1%

Thresholds Weight Mar-17 Apr-17
Risk Score (based 

on Weighting)
RAG

P
ro

g
re

s
s

Admitted >=90% 1 73.9% 72.8% 1

Non-admitted >=95% 1 88.3% 89.2% 1

Incomplete >=92% 1 88.4% 88.7% 1

A&E % patients waited ≤ 4 hours >=95% 1 87.6% 90.8% 1

Clostridium difficile Clostridium difficile YTD <=44 1 56 5 0

N/A 0.5 0.5

5.0 4.5

Indicators

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

Service Performance Score Total: 4.5 (Red)

Governance Concerns

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

All cancers: 62-day wait for first 

treatment
1 0

Referral to treatment waiting times

Cancer: two week waits 1 0

Monitor Risk Assessment Framework - Service Performance Score Month 13 (April 2017)

Indicators

All Cancers: 31-day wait for second 

or subsequent treatment
1 0

Within tolerance

Outside tolerance

Tolerance not met

Not Applicable

RAG Key

Better

Same

Worse

Not Applicable

Progress KeyKey: Service Performance Score Service Performance Score

<1 Green

>=1 Amber-Green

>=2 Amber-Red

>=4 Red

A governance concern will be triggered by a Red rating on 

the Service Performance Score, or a persistent failure of an 

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

Commentary

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

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

Overall risk scores for the KPIs are calculated as follows: WQI: 0 if Green, 0.5 if amber and 1 if Red.

Hospital Acquired Pressure Ulcers: 0 if none, 0.5 if any grade 2 and 1 if any grade 3 or 4.

Falls Moderate to severe harm: 0 if no falls and 1 if falls reported with harm.

MRSA/CDT: 0 if none reported 1 .

Complaints: 0 if none, 0.5 if 1 and 1 if more than one complaint.

Ward level RAG rating is based on: 0 - 1= Green, 1.5 – 3 = Amber and 3.5 or above = Red risk

rating.

Ward Based Snap Shot Quality Care - Exception Reporting:

For the month of April 6 ward areas (13%) were rated Amber (compared to 33.33% in March) and

87% rated Green (66.67.% March). Only one area was rated 2.5 or above in April, there were 3

reported wards in March.

1 Ward scored 2.5 or above as below:

A/E scored an overall Amber. Their WQI was also rated as Amber, with falls and complaints being

coded Red. However across these domains there were improvements compared to last month.

The revised Ward audit Programme the Quality Safety Assurance Tool (QSAT) will be in place from

June 2017 and significant staff engagement is ongoing into May to finalise processes . To date the

new plans are widely accepted as a positive step.

Ward Quality Indicator Audits

Overall Trust performance for April was 89.0% which is rated as Amber, which is an improvement on

the previous month’s score of 86.8%. The table below demonstrates the overall score and RAG of

each standard, within each Division and Trust wide. As is evident in the table below, Green was

achieved in seven out of the eleven standards Trust wide, with falls, infection prevention, discharge

planning and continence all being rated as amber.

There were 5 Red rated wards for April on the WQI.

3Y: The wards overall score was 62.8%. There were 5 red standards; falls, medication safety, 

infection control, nutrition and discharge planning. 

8A: The wards overall score was 67.5%. There were 3 red standards; falls, discharge planning, and 

continence assessment.

9B: The wards overall score was 74.2%. There were 4 red standards; falls, infection control, 

discharge planning and continence.

9X: The wards overall score was 67.6%. There were 6 red standards; falls, pressure area, infection 

control, nutrition, discharge planning and continence. This is the second consecutive month that 9X 

have scored an overall red; therefore, the quality team have arranged a meeting with the Ward 

Manager to discuss areas that require improvement and any support that is required from specialist 

teams. 

9Y: The wards overall score was 36.3%. There were 8 red standards; falls, infection control, nutrition, 

pain, cleaning, discharge planning, continence and NEWS
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant

Specialty
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A&E / EAU A&E 2.5 55 61.06 0.4 2

Ward 4 (BG) Dermatology 0 78 0

9X Clin Pharm/Inf Dis 2 75 16.8 4.8 1

9BDW Medical day ward 1.5 65

3X Infectious Diseases 1 60 12.8 2 1

3Y Infectious Diseases 1 85 12.4 1.4 2

6A Nephrology 0 67 8.6 5 0

6B Nephr (Dialysis) 0 83 36.1 2 0

6X Respiratory 1.5 65 22.03 14 0

6Y Respiratory 0 67 21.93 4 3

7A Diabetes 1 29 21 1 2

7B Diabetes 0 71 18 3.8 0

9ADU Nephrology HDU 0 12.82 0 0

AMU Acute Medicine 0 41 36.54 8.35 10

SRU (W8 BG) Clinical Gerontology 0 0.8 0

2B Clinical Gerontology 0.5 27 16.14 1 0

2X Clinical Gerontology 0 100 13.01

SU & 2Y Stroke Unit 1.5 65 21.47 3 0

2A Clinical Gerontology 0 100 12.76 0

APCU Palliative Care 0 100 10 0 0

ESAU ESAU 0 40 14.52 3 0

AIFU AIFU 0 17 12.76 1.8

Ward 2 (BG) Urology / Gen Surg 1 81 14.64 1.28 0

3A Cardiology 1 53 20.8 2

5A General Surgery 0 83 24.69 1 0

5B General Surgery 1 73 24.69 1.85 2

8X / ACRU General Surgery 1 59 27 1 1

8Y Vascular / Urology 0 64 27.69 0.71 0

9A Renal Transplant 0.5 68 17.4 0 0

8A Vascular Surgery from July 1 76 27 4.42 0

9Y Breast Surg/Ophthalmology 2 76 21.58 2.5 4

HEC Cardiology 0 64 16.09 1.6 0

ITU Anaesthetics 0 100 105 3.84 4

POCCU Anaesthetics 0 100 10.8 0.2 2

RCCU Coronary Care 0 100 4.3 0 0

8HDU Anaesthetics 0 60 35.39 1.89 2

Ward 1 (BG) Orthopaedics 0 96 24.71 1.6 0

4A Orthopaedics 1 82 17.43 3.93 0.66

4B Orthopaedics 0 13 24.3 3.53 0.66

4X Orthopaedics 0 8.2

5X Gastroenterology 1 56 17.5 0

Ward 5 (BG) MTC Rehab (Ortho) 0 14 0.23 1

DCU (BG) Day Case Unit 0 9.01 1 0

Ward 3 (BG) Orthopaedics 0 100 11.38 0  

7Y Clin Haematology 0 94 16 1 0

10Z Clin Haematology (BMT) 0 100 26.33 0 1
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Report owner: John GrahamR&I: Are we a leader in research and innovation?

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

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

*Please see commentary for further information

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

Plan Plan

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

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

quarterly)
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May-16 Jun-16 July-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

Research studies undertaken and in the pipeline

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') 71% 66%

% studies failing to recruit a patient in first 70 days* 51% 59%

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

Time from full document set to RD&I approval: All Studies (Target 30 Days) 24 24

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

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 86 86

# non-commercial studies open 318 321

# feasibility studies requested by pharma or CLRN 11 7

# feasibility studies awarded (updated biannually) 5 2

# feasibility studies declined by our clinicians 4 5

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

Our focus remains 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.  

Update

• RD&I are currently working on 5 new grant applications due for submission during May and 
June 17 and a new Innovation call has been announced for National Clinical Audits that we are 
working with the Care Groups to encourage applications from the Trust.

• The 20th May is International Clinical Trials Day and our key focus this month.  This year we will 
be celebrating it with a week long programme of activities; highlights include: Monday 15th

May will see the launch of the Trust’s Research Link Practitioners, Wednesday 17th the staff 
choir will be performing in the foyer at 12.30pm, Thursday 18th will see the CRU staff joining 
the Trust’s Dementia Event to promote the work being done to support dementia 
research. The main event will take place on Friday 19th. After a special Grand Round, The RD&I 
staff and some of our partner organisations (CRN NWC, Alder Hey, University of Liverpool & 
Covance) will be found in the Foyer, on the mezzanine and in the Clinical Research Unit where 
we will come together to provide patients, staff and the public interactive ways to learn about 
research, careers and opportunities to participate in research. Aidan Kehoe will be recording a 
message to be displayed during this week on the Trusts commitment to our research 
endeavours.

• RD&I continues to engage with Liverpool Health Partners on the development of the Industry 
Gateway Office for Commercial Research.

• Covance undertook the 12 month audit in the Clinical Research Unit of our joint phase  1 
programme , we await the written report but the verbal feedback was very positive with no 
critical or major findings   

• Mersey Internal Audit are undertaking an audit of our FP7 European Grant DevelopAKUre as it 
is the 54 months reporting period.

The Board is asked to confirm their understanding of the position reported and advise of any areas 
where greater clarity is required.

Commentary

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

Key Highlights for the Month are:

• Sickness - Sickness absence reduced again in M12 to 4.75% from 5.25% in M11. This is marginally above the 4.5 

target, the lowest sickness rate in 17 months and the second lowest M12 rate in the last 5 years. Whilst historic 

trends show sickness usually drops from M11 to M12, this year’s drop is the biggest in 2 years (a 9.5% reduction in 

proportionate terms). The average rate for this year’s Q4 is 5.25%, the lowest Q4 rate in 3 years. The rolling 

sickness rate for M12 is 5.42%, an improvement on 5.44% M11. The higher rate for rolling sickness is due to the 

higher rates earlier in the year, and will start to decrease as month by month sickness reduces. Days lost to short 

term sickness dropped by 5% in month, and staff on long term sick dropped by 16%.

• Appraisal – appraisal takes place between April and June. Compliance reporting has commenced, and will occur 

weekly throughout May with an increase to twice weekly into June 17. 

What has gone well?

• Sickness – There has been a reduction in short term absence with marked reduction in colds and flu and 

associated respiratory problems. The revised Sickness Absence Policy continues to be monitored to ensure 

consistency in approach by Business HR.  Increased operational admin support is now in place to support wards in 

the Unscheduled Care Division. The communications plan continues to ensure messages are targeted and 

relevant. The Quarter 4 action plan has been presented to the Workforce Committee and will be refreshed for 

Quarter 1 17/18 plan to step up the campaign to reduce sickness and sustain improvements made.

• Mandatory training – 83% compliance is maintained for M12, despite continued operational pressures. 

• Recruitment – A Nursing Recruitment strategy group has been set up to consider the longer term requirements of 

roles and skill mix required for our future workforce. The recruitment timeline has reduced significantly particularly 

for Medics over the last month and is now averaging 10 weeks from advert to starting in post which is below the 12 

week target.

• Agency - The Trust saved over £1m in 16/17 through the governance and challenge applied to agency spend. The 

NHSI agency checklist continues to be monitored. Significant focus is given to Roster management regarding 

completion of rosters at least 4 weeks in advance of shifts. Any Medical agency booking using overrides (over cap 

or off framework) are being given the most rigorous scrutiny at senior level.

Where have we been challenged?

• Medical Workforce - Challenges continue exist in the Emergency Department due to a national shortage of ED 

trainees, GP trainees and the junior doctors new contract regulations regarding hours of work. We have engaged a 

specialist medical overseas recruitment company and have gained approval from HEENW to include all GP trainees 

at F2 on our ED rotas as part of their training. A longer term strategy is also in preparation which includes the use of 

Physicians Associates currently training in the Trust who will qualify in January 2018 and ANPs. 

• Medical Staff Bank – The rescheduled implementation of the pilot of the TempRE system will commence at the end 

of May after overcoming some technical difficulties.

Emerging issues on the horizon

• Agency use – The pause continues on using agency staff who also have substantive posts elsewhere in the 

NHS. However we continue to work collaboratively with neighbouring trusts on how to promote recruitment and 

share bank shifts across our staff bank services.

• IR35 - Agency/PSC workers - The impact of the HMRC changes from 6th April 2017 affecting all individuals 

working through PSCs (Personal Service Companies) continues to be assessed and managed, although numbers of 

staff affected have been small (<20 to date). The change has prompted some individuals to join the internal staff 

bank which has reduced our agency outlay.

• Impact of Brexit on the workforce - Our workforce currently includes 4.6% of EU nationals, mainly in nursing. We 

are reviewing the implications of Brexit on our workforce and will present recommendations to the workforce 

committee for consideration.

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

Heads WTE By Division : Month Ending 31st March 2017

387 352.41 5.92%

1114 1000.34 16.81% Heads WTE

1562 1397.72 23.48% 800 731.30

462 410.07 6.89% 552 523.26

128 118.43 1.99% 591 536.67

293 275.68 4.63% 542 480.47

618 565.68 9.50% 2496 2243.34

1993 1832.08 30.78% 1576 1437.36

6557 5952.40 6557 5952.40

*WTE excludes bank, agency and overtime.

Jan-17 Feb-17 Mar-17 Jan-17 Feb-17 Mar-17

0 3 5 15 14 17

0 0 0 0 0 0

6 4 3 31 31 32

0 0 0 2 1 1

0 3 0 1 4 3

0 0 0 0 0 0

0 0 0 3 3 3

0 0 1 3 3 4

2 3 1 15 18 16

8 13 10 70 74 76

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Medical
28 10 3 5 5 2 3 8 2 11 4 5

Non-Medical
7 5 0 9 2 4 3 4 0 13 3 4

Medical
5 1 3 3 76 27 15 9 13 11 16 13

Non-Medical
160 120 66 85 177 20 137 119 77 106 136 147 0 147

New Recruits

Honorary Contracts

Number started 

before checks 

confirmed or 

completed (March 

17)

Safer checks completed 

before start (March 17)

0 5

0 4

1 12

Actual

Stage 9 - From conditional offer to unconditional offer is inflated due to a small number of Medical staff recruited in March.

Corporate Services

Clinical Support Services

Scheduled Care

Unscheduled Care

Actual Establishment

Grievance

Organisational Change

Employment Tribunal

Staff Group

Add Prof Scientific and Technic

Additional Clinical Services

Administrative and Clerical

Allied Health Professionals

On Going Case

Equal Pay

Estates and Ancillary

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered

Totals Totals

Liverpool Clinical Labs

Operations

Qualified nursing sickness absence was 4.99% in March 2017, and 5.79% for the 12 months previous. As you can see from the data above, sickness absence is influenced by seasonal change and although during 2015 the Trust suffered with higher than average sickness over the 

summer months. The highest reason for absence in the rolling 12 month period was Anxiety, Stress or Depression equating to (25.24%) of all absence in the period, Musculoskeletal (10.80%) was second and Gastrointestinal problems (10.45%) third. Managers selecting 'Other 

known causes' are being challenged by the HR team to provide more accurate reasons for absence.

Total

Capability (Formal Process)

TRUST BOARD WORKFORCE SUMMARY

March 2017

% 

Workforce

Employee Relations Activity

Medical & Dental Procedures

Bullying & Harassment

Discipline

Redundancy

New Cases Logged

3.00%

3.50%

4.00%

4.50%

5.00%

5.50%

6.00%

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

Rolling and Monthly Sickness Absence

In Month - 2016-17 In Month - 2015-16 Rolling Target %

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

3.50%

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Monthly Turnover

Add Prof Scientific and Technic Additional Clinical Services Administrative and Clerical Allied Health Professionals
Estates and Ancillary Healthcare Scientists Medical and Dental Nursing and Midwifery Registered

70.00%

75.00%

80.00%

85.00%

90.00%

95.00%

100.00%

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Mandatory Training

Actual Planned Target (95%)

4.00%

4.50%

5.00%

5.50%

6.00%

6.50%

7.00%

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

Qualified Nursing Sickness Absence

2014/15 2015/16 2017

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

Stage 1 - Received recruitment request to advert l ive

Stage 2 - Advertis ing

Stage 3 - Advert clos ing to sending to recruiting manager

Stage 4 - Recruiting manager shortl i s ting

Stage 5 - Time to send invi tes

Stage 6 - Invi te to interview date 

Stage 7 - Recruiting manager returns  interview outcome to recruitment

Stage 8 - Offer noti fication to unconditional  offer sent

Stage 9 - From conditional  offer to unconditional  offer

WEEK 13 WEEK 14 WEEK 15WEEK 12WEEK 6WEEK 1 WEEK 2 WEEK 3 WEEK 4 WEEK 5 WEEK 7 WEEK 8 WEEK 9 WEEK 10 WEEK 11
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Report owner: Ros Edwards
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Commentary

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

Key highlights for this month are:

During April the ADT Whiteboard was upgraded to version 2. This version enables DNAR and

Sepsis Pathway monitoring to go fully live across the hospitals. It also enabled integration with

PENs. These developments are part of the Trusts GDE plans and will significantly improve patient

safety within the hospital.

The GMC published a new paper that came in to force on 25th April 2017; Confidentiality: good

practice in handling patient information (2017). The new guidance will be reviewed along side

current Information Governance policies.

What has gone well?

In addition to the ADT upgrade April has also seen the go-live for A&E electronic NEWS scoring, the

successful move of PPU on the RLB infrastructure and the transition of Liverpool Community,

including anti co-ag teams into our domain. The piloting of home working for radiology has also

been successful which will improve productivity and we will now move this to include all radiologists.

Where have we underperformed or been challenged?

We are delayed with the deployment of e-referral. This is due to a change in technical provider mid

way through project as an alterative was found which was significantly less in cost. However this is

scheduled to go live by the end of quarter one.

How are our improvement initiatives progressing?

With the exception of the e-referral project, the paper free records project is now fully completed and

the hospital has moved to digital records and away from paper in line with objectives of the business

case and national strategy.

Are there any emerging issues on the horizon?

The EPR business case has still not been reviewed by NHSI, this will begin to impact upon

programme delivery from August.

The Information Governance Toolkit is undergoing a national review to ensure it is fit for purpose

going forward. A release date and content has not been disclosed at this time but previous reviews

have usually required significant work in compliance with newly identified standards.
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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need? (1/2)

Reporting period is: Apr, 2017

Freedom of Information
Indicator Target Actual
# FOI requests 50

# FOI requests  not responded to within 20 days 0 4

Security
Indicator Target Actual vs. r3m
% Staff who have received mandatory info gov tra ining (YTD) 80.00% 77.06%

Number of Information Governance Breaches  (YTD) 0 6

Information governance breaches  (YTD) Basel ine sca le 1 0 6

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

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

Network
99.80% 100.00%

5

Unity 99.80% 100.00% 5

PENS 99.80% 100.00% 5

WiFi 99.80% 99.72% 5

MS Exchange 99.80% 100.00% 5

IPM 3 issues  with IPM. Al l  of which were resolved by CSC
99.80% 99.23%

3

PACs Intermitant i ssue swith PACS crashing. Care s tream resolved. 99.80% 99.33% 3

ICE 99.80% 99.69% 5

JAC
99.80% 99.80%

5

ADT Whiteboard
99.80% 100.00%

5

CyberRen (Renal ) 99.80% 99.67% 5

Bluespier
99.80% 100.00%

5

A&E Whiteboard 99.80% 100.00% 5
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Stakeholders:  Are we engaging with our stakeholders?* Report owner: Helen Shaw

ST
R

AT
EG

IC
 P

R
IO

R
IT

IE
S

Please note, patient and staff engagement is covered in the Performance sections of the pack.

Priority: 2018 Lead: John Graham

The Trust continues to collaborate with Clatterbridge Cancer Centre on the ten joint workstreams and Project 
Initiation Documents (PIDs) for the first wave of clinical workstreams have been delivered to the Project Steering 
Group. 

Construction of the Life Sciences Accelerator has progressed to the final elements which include the external 
works. The installation of LSTM’s specialist facilities has proved challenging. A launch event will be held at the end 
of June to showcase the facilities and the opportunities it offers SMEs. We have currently identified tenants for 
25% of the accommodation available to SMEs. The partnership with LSTM has proven valuable as our two 
organisations work closely on the commissioning and operational management of the facility.

Design work and cost estimates are being prepared for the Edge Lane site that Liverpool City Council would make 
available for the Sterile Services facility. The Council has also confirmed its willingness to provide the necessary 
funding.

Priority: World Class Workforce Lead: Stella Clayton

The Trust has been involved in a range of work force related initiatives involving external and internal 
stakeholders. Throughout April these included:
• Winning the Echo Environment Awards Corporate Social Responsibility Award for Sustainable Communities 

Programme for new Royal in conjunction with Carillion
• The launch of Liverpool Construction Charter with Joint Trade Unions and Liverpool City Council
• Being included as a partner in a UIA bid, led by Merseyside Recycling & Waste Authority, to promote 

innovation in food cycles within the Knowledge Quarter. Other partners include the University of Liverpool, 
Liverpool John Moores University, Liverpool Food People and Groundwork

• Contributing  to a national review of the Sustainable Development Unit’s Good Corporate Citizenship 
Assessment

• Supporting a gambling clinic held at Carillion Learning Centre
• Continued work with Liverpool in Work and Wirral Metropolitan College in relation to Traineeships in Liverpool 

Clinical Laboratories 
• Consultant Interview Course for ST8’s, HEE School of Surgery in Manchester for 25 participants (Delivered 

training sessions on ‘awareness of others’ and ‘awareness of self’, and interview coaching).
• Liaising with Liverpool Veterans Association and preparing for signing the Armed Forces Covenant
• Awareness Raising Sessions about apprenticeships
• Holding briefing sessions on appraisal

Priority: Sustainable Health System Lead: Aidan Kehoe

RD&I Lead: John Graham/Peter Williams

The CRU was awarded National Institute for Health Research (NIHR) funding of £1.4m over five years. The funding 
will help fund both NIHR early phase academic led and commercial studies of drugs that have never before been 
tested in humans at the Royal’s accredited Clinical Research Unit. The funding will enable us to improve 
recruitment to clinical trials as well as expanding our services to provide data management. Also, by working 
more closely with Alder Hey Clinical Research Facility, we can provide a ‘Liverpool’ focus on research.
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Stakeholders:  Are we engaging with our stakeholders?* Report owner: Helen Shaw
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G

Patients Patient Experience Nil return

R
 C

H
A

R
IT

Y

R Charity

Progress against YTD fundraising target Target: £1,067,000 (m10)
£1,360,000  full year

Actual: £421,000 (m10)

Nil return

Media Protecting our reputation Purdah (until 8 June) has prevented some proactive positive 
publicity opportunities. There was significant coverage 
nationally and locally referring to staff car parking charges 
incurred by staff using NHS car parks which reflected 
negatively on the Trust. The HSJ also highlighted that the 
Royal Liverpool & Broadgreen hospital had the third highest 
sickness absence rate for the first three quarters of 2016/17. 
Positive coverage was received as the Royal Liverpool & 
Broadgreen Hospitals were awarded the Corporate 
Responsibility Award at the Echo Environment Awards 2017. 
Positive media was received from R Charity fundraisers and 
developments and progress of the Global Digital Exemplar 
programme of work. We also provided expert commentary on 
sexual health issues. 

Social media activity reached 160.9k users on Twitter and 
57,719 on Facebook, with one of the key promotions  being 
the examine your options campaign to promote alternatives 
to A&E and pharmacy opening times over the Easter bank 
holidays. 

Stakeholder Priorities identified Update on response taken

Governors 
& Members

Member engagement and 
recruitment

Under represented groups

Nothing to update this month

A
ss

ur
an

ce
 R

ep
or

t

Page 39 of 87



Risk management: Are we mitigating risks effectively? Report owner: Lisa GrantWhat are the biggest risks (15+) on Risk Registers?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Redevelopme
nt Project
Risk

John 
Graham

John 
Graham

ID4081: Project Board Risk
A successful compensation claim against the Trust
Cause: Failure to secure power to the new facilities by the 
programme date as a result of Trust actions or inactions
Effect: Compensation claim against the Trust
Impact: Financial impact on scheme.

Dec
2016

20 –
4x5

0
by 1 Dec 

2017
• Investigation ongoing into the chain of events. Trust constructing 

defence.
30/05/17

Strategic 
Objective Risk

Lisa Grant Lisa Grant

ID4147 - Corporate - Risk of the 18 weeks performance standards 
and impact this has on patient experience and outcome

Cause: Increased number of ready for discharge patients due to 
lack of social care funding  impacting on intermediate care beds 
and care packages.  There has therefore been an increase in 
medical patients across the trust that has impacted on surgery’s 
ability to maintain surgical flow through theatre.  Lack of theatre 
capacity and the ability to effectively move patients through critical 
care is also impacting on f national targets 
Effect:  Reduced capability to treat patients within operational 
timescales.
Impact:  Poor patient experience and potential impact on patient 
safety from increased waiting times. Potential CCG contract 
enquiries.

Jan 
2016

20
4x5 
(16)

12 
By 30 Aug

2017 

• Capacity and demand review undertaken of each specialty 
utilising a standardised model and therefore informing 
improvement plan

• Revised trajectory for 18 weeks to be presented to Executive is 
May (completed) Full action plan to return to Execs in June. 

• Control and command in place when at OPEL level ¾
• Daily clinical prioritisations meetings in place.
• Quality checks throughout the ground floor at times of high 

escalation.
• Ward 2A open as "ready for discharge" RFD Ward with 18 beds 

whilst recruitment continues to Ward 11.
• To avoid surgical outliers where possible

Divisional Risk 4022 Scheduled care links to this risk and has a risk 
rating of 15.
Divisional Risk 3818 Unscheduled care links to this risk and has a risk 
rating of 16.
Care Group Risk 2785 – Musculoskeletal – links to this risk and has a 
risk rating of 10
Care Group Risk 3931 – Digestive Diseases – links to this risk and has 
a risk rating of 9

17/06/17

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID4151:  Corporate - Finance      
Non delivery of 2017/18 QEP Programme                       
Cause - Shortfall in the delivery of 2017/18 QEP Programme
Effect - May result in failure to deliver financial plan for the year
Impact - Agreed total programme for 2017/18 is £20.8m

Apr 
2017

16
6

by 30 Sept 
2017

• FIP Board
• Agreed QEP Governance & Reporting

Divisional Risk 2300 Scheduled care links to this risk and has a risk 
rating of 16.
Divisional Risk 3797 Unscheduled care links to this risk and has a risk 
rating of 16.

30/06/17

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID4173:  Corporate - Finance      
Pay Budget run rate reduction
Cause : Pay budgets for 2017/18 are set to reflect a reduction in the 
run rate of £5.0m from 16/17 levels. Run rate does not reduce 
Effect : Pay budgets overspend
Impact : Financial plan assumes a £5m reduction 

May 
2017

16

6
by 30 Sept 

2017
• Budgets in place
• Financial Monitoring Arrangements in Place

30/06/17

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID4174:  Corporate - Finance      
Non Pay Budgets - 2017/18 Assumes Run rate reduction
Cause : Non Pay Budgets for 2017/18 assume run rate reduction of 
c. £9.4m on 2016/17 levels
Effect : Non Pay budgets overspend
Impact : Plan assumes £9.4m reduction

May 
2017

16

6
by 30 Sept 

2017
• Budgets in place
• Financial Monitoring arrangements in place

30/06/17

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)                             * Previous risk rating shown in brackets
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Risk management: Are we mitigating risks effectively? Report owner: Lisa GrantWhat are the biggest risks (15+) on Risk Registers?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Strategic 
Objective Risk

Lisa Grant Lisa Grant

ID3792 - Corporate - Risk of failing the 4 hour performance 
standard and the impact this has on patient experience and 
outcome
Cause: Increased number of ready for discharge patients due 
to lack of social care funding  impacting on intermediate care 
beds and care packages.  There has therefore been an 
increase in medical patients across the trust that has 
impacted on flow through the Emergency Department.  
Increased acuity over winter has also impacted on patient 
flow through the hospital that has increased A/E waiting 
times. 
Effect:  Reduced capability to treat patients within 
operational timescales.
Impact:  Poor patient experience and potential impact on 
patient safety from increased waiting times. Potential CCG 
contract enquiries.

Jan 
2016

16
4x4 
(20)

12 
by 30 Aug

2017 

• Daily monitoring and discussions regarding the prioritisation of beds 
for A/E and surgical patients that is led by senior clinicians.

• Control and command in place when at OPEL level ¾
• Daily clinical prioritisations meetings in place.
• Quality checks throughout the ground floor at times of high 

escalation.
• Additional capacity of 14 beds on the ground floor and opening of 

ward 11 at BGH, ESAU moved to gain additional  4 beds.
• Ward 2A open as "ready for discharge" RFD Ward with 18 beds 

whilst recruitment continues to Ward 11.
• Continue to work with ECIP.

Divisional Risk 4022 Scheduled care links to this risk and has a risk rating 
of 15.
Divisional Risk 3818 Unscheduled care links to this risk and has a risk 
rating of 16.

17/06/17

Risk 
Assessment

Lisa Grant
Cathy 
Marsden

ID3578:  Corporate - Infection Control                                                                           
IPC Multi drug resistance     
Cause:  Mandatory screening of patients has highlighted 
latent or occult carriage of CPE  
Effect:  Increased incidence - additional resources, closure of 
beds.
Impact:  Increased risk of untreatable infection in colonised 
patients, increased length of stay, closure of beds, potential 
requirement for co-horting of colonised patients, financial 
resources.

Apr 
2015

16 
4x4      
(12)

9 
by 30

Jun 2017

• Full risk assessment and testing for relevant patients on admission.
• Isolation and screening of contacts for relevant patients.
• Ongoing education for staff.
• Additional side room availability through the use of PODS, all 

installed.
• Introduction of CPE testing for all readmissions, transfers and also 

syndromic testing from January 2017..  
• Training commenced April 2017

19/06/17

Risk 
Assessment

Lisa Grant Colin Hont

ID3375:  Corporate  - Nursing Services               
Nurse Staffing Levels       

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

Sept 
2014

16 –
4x4      
(12)

6 
by 31 Jul 

2017

• Current arrangement re cover and patient safety being maintained 
through use of extra hours, use of bank and limited agency staff.

• Matron Huddles held twice a day to ensure safe staffing levels.
• Recruitment continues monthly.  Following international recruitment 

50 qualified staff are expected to commence in post before July 
2017.

• Additional HCA posts are being recruited to whilst there remains 
vacancies in trained nursing posts.

• Review and rebase of staffing on the ground floor due to vacancies 
in AMU.

• Red flag standard operating procedure in place
• Chief Nurse had 1:1 meetings with ward managers in March to 

ensure staffing levels are currently in place
• Philippine nurses cohort continue to arrive as plan
• Enhanced recruitment campaign task and finish group established 

focusing on working in the new hospital and living and working in 
Liverpool as a city

• Weekly conference calls with our overseas agent in order to 
manager cohorts of registered nursing staff arriving in the UK to 
work in the Trust – 3 small cohorts now arrived and working for the 
organisation.

19/06/17

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)
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Report owner: Lisa GrantRisk management: Are we mitigating risks effectively? What are the biggest risks (15+) on Risk Registers?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID3793:  Corporate - Finance      
Non Pay Budgets - 2017/18 Assumes Run rate reduction
Cause - Failure to perform against key assumptions in LTFM 
may result in lower than planned cash reserves
Effect - Lower than planned cash reserves may lead to failure 
of financial duties or the inability to finance strategic 
objectives, particularly capital
Impact - Trust will require DH cash support for 2016/17 
(based on December Plan submission)of £18m for revenue 
and £22m for Capital

Jan
2016

16
12 

(unable to 
predict)

• Monthly Reports to FPC
• Cash flow forecasting arrangements in place
• National cash support mechanisms in place and being accessed.

Risk has been increased from 6

30/06/17

Redevelopme
nt Project 
Risk

Peter 
Williams

Peter 
Williams

ID2829:  Project Board Risk                            
Inability to re-provide CSSD service      
Cause: CSSD not included in the original PFI.  The Hospital 
cannot function without a sterilisation and decontamination 
service, although it does not have to be an on site provision.
Effect: Uncertainty for staff which may de-stabilise the  
department if the workforce seek employment elsewhere.  
The closer to decommissioning of the current hospital 
reduces the choices of options for re-provision.  Equipment 
has not been replaced as original plan was to have a new 
department by 2017.
Impact: Inability to grant vacant possession  (f the CSSD 
services stays in its current location).  Increase in double 
running costs (as the original plan assumed the CSSD would 
be resolved ahead of the commissioning of the new hospital).  
Inability to function as a hospital without sterilisation and 
decontamination service.  
These effects become more acute the closer to 
commissioning of the new hospital.

Dec 
2012

16 –
4x4       
(4)

12
by 30 Aug 

2017 

• Staff are briefed in regular face to face meeting with the CEO and 
Director of Operations

• Equipment maintenance has increased and it continues to be 
monitored

• Department business continuity plans in place – tested and assessed 
as robust plans.

• Options appraisal has been discussed at board level.  Preferred option 
for partnership with another public body is being progressed. 
Conversations are progressing well, but are dependant on NHSI 
agreeing to the accounting approach.  Decision being pursued by the 
Director of Finance.

• Monthly review of risk alongside delays in construction of the new 
hospital.

• Risk reviewed at the Transformation Committee.
• Synopsis produced for NHSi

30/05/17

Risk 
Assessment

Stella
Clayton

Elaine 
Butchard

ID3904 – Corporate – Human Resources
Sickness Absence
Cause - staff sickness rates high within Trust.  Performance at  
March 2017 was significantly improved to 4.75%. The current 
target (interim) is 4.50%  
Effect - affects resources around organisation
Impact - reduced resource or backfill with overtime /agency 
hence increased spend

Apr 
2016

16 –
4x4
(12)

9
by 30 Aug 

2017 

• Increase in Occupational Health referrals up 30% since the central 
sickness absence team commenced in October 2016

• In month short term absence decreased from 2.83% to 2.36%
• Leagues tables available on staff hub
• Performance management of absence at Divisional level with 

escalation process identified if compliance and improvement targets 
are not achieved 

• ‘Hot spot’ areas identified for targeted interventions and areas of 
good practice identified 

31/05/17

Strategic
Objective

John 
Graham 

Eamon 
Fairclough

ID4107 – Corporate – Estates Management
Failure to Demonstrate Compliance with HTM 06 Electrical 
Supply and Distribution - Emergency Generator Test
Cause: Failure to Demonstrate Compliance with HTM 06 
Electrical Supply and Distribution - Emergency Generator Test
Effect: Patient Safety Compromised, Delay to Construction 
Project 
Impact: Financial penalties and reputational damage 

Jan 17
16 –
4x4

12  
by 31 June

2017

• Action Plan agreed and attached to risk documents
Contingency Planning required:
• Core Planning team established.
• Technical surveys underway
• IT infrastructure survey requested
• Review of all Service level / Care Group Business Continuity 

management arrangements requested

Test to be undertaken to plan on 1 June 2017 if successful will close risk

15/06/17

Key: <8 = Low risk (green) 8 - 14 = Moderate risk (amber) 15+ = High risk (red)
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Risk management: Are we mitigating risks effectively? Report owner: Lisa GrantWhat are the biggest risks (15+) on Risk Registers?

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

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target risk Main Controls
Review 

Date

Risk 
Assessment

Lisa Grant
Lynn 
Murphy –

ID4089: Unscheduled Care – Emergency Floor
Medication on Paper copy and EPMA

Cause - paper medication charts in use on ED & AMU only have 3 
days capacity therefore patients staying on AMU for more than 2 
days due to hospital capacity require medication putting on EPMA
Effect - dual medication charts requiring staff to check both charts
Impact - medication could be duplicated or missed

Dec 
2016

16 -
4x4

6
by 30 Aug 

2017

• EMPA working group focusing on areas of risk due to patients
being discharged and having to be readmitted to wards, AE 
Currently highlighted as an outpatient area.

• Paperless PENs roll out and implementation Late Feb, paperless 
focus have been taking place weekly pre implementation.

10/06/17

Linked to 
Strategic
Objective

Lisa Grant
Derek 
Cooke

ID3855:  Schedule Care – Digestive Diseases - Endoscopy
Endoscopy Capacity 

Cause - Lack of physical capacity within the Endoscopy 
Department to meet increasing demand
Effect - Failure to undertake procedures in a timely fashion on 
failure to meet targets
Impact - Risk to patients with delayed diagnostic
Failure to meet diagnostic target
Potential loss of income through loss of JAG accreditation
Loss of reputation

March 
2016

16 –
4x4 
(12)

12 
by 30 Sep 

2017

• Prioritising 2 week rule, then urgent, then routine
• Sourcing additional staff through approved business case
• Sourcing contracted services through tender

30/06/17

Risk 
identified 
through audit 
process

Lisa Grant
Julie 
Batterton

ID3965: Unscheduled Care Group – Urinary Tract – Renal 
Transplant
RLH cold ischemic times for Renal Transplant are the worst in the 
country

Cause: Lack of access to flexible elective and emergency theatre 
space
Effect: potential for increase Cold Ischaemic Times (CIT) 
Impact: may impact on the units ability to meet the 8 week 
standard shared national donor kidney scheme which potentially  
could impact on the outcomes for some patients.

July 
2016

16 –
4x4
(8)

4
by 30 Jun 

2017

• Bleep  introduced so that the consultants and theatre team can 
keep in close contact when organ on its way into trust. 

• Educational sessions to take place in theatres for all staff around 
the effects on transplants outcomes when patients have 
extended cold ischaemic times. 

• Meeting with the Women's held in December, some lists to be 
moved there from April to assist in freeing capacity at the Royal 
site that will help with the CIT.  

• RCA for every breach of 15 hours and  managing action plans
• Communication with NHS England  who have not implemented 

any financial penalty to date

19/06/17

Risk 
Assessment

Lisa Grant
Teresa 
Keyes –

ID4113: Scheduled Care – Divisional 
Change of additional clinical capacity payments impacting on 
provision of breast and endoscopy services

Cause: The necessary reduction in payments to staff for their 
participation in ACC sessions may cause staff to cease to volunteer 
for these sessions. 
Effect: Patients may not be seen within 2 weeks. May cause 
delayed diagnosis and commencement of treatment within Breast 
Services and Endoscopy
Impact: Potential impact on patient safety - delayed diagnosis. 
Since there is a reasonable amount of 2 week wait first 
appointments delivered in this way, this could have a serious 
impact on the cancer targets.

Feb
2017

16 –
4x4

4
Extended 
to 31 Dec 
2017 from 
30 August 

2017

• Staff are being consulted regarding willingness to continue to 
volunteer for these sessions with a reduced rate of pay.

• Liaising with external provider (SHS) re the possibility of 
insourcing/outsourcing of activity. 

• 3 additional radiologists have been recruited, but wont all be in 
post until Nov 2017 following which they will have a 9 month 
training programme.

• Prioritising 2 week rule.
• Monitored weekly.
Breast
• Job plan agreement form Consultant Surgeon and Radiologist to 

cover evening clinics as part of core working week
• Radiographer has agreed to work the evening clinic for 3 months, 

while recruiting and training others
• Radiographer Assistant on substantive eventing list
• All referrals clinical y triaged

Merged risk with ID4100  as same risk in two directorates

29/06/17
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What are the biggest risks (15+) on Risk Registers? Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Risk 
Assessment

David 
Walliker

Dr Peter 
Baker

ID4132: Corporate - LCL 
Migration of LCL Blood Tracking Servers
Cause: Currently we have two servers for LCL residing on legacy IT 
equipment, Blood Tracking and Blood Tracking monitoring software.  
These need migrating over to the new VMWare Environment
Effect: risk of failing and losing data.
Impact:: patient safety

Mar 
2017

16
4x4

0
by 30 Jul 

2017

• We have informed LCL of the risk and escalated the risks to  
Executive Team

• No immediate plan in place
30/05/17

Analysis of 
Incidents

Lisa Grant Teresa Keyes 

ID3558 – Scheduled Care – Vascular
Number of cancelled Ops due to bed pressures (non-critical care)
Cause: Lack of available Vascular beds on the day of admission for 
surgery
Effect: Poor patient experience, financial penalties, longer waiting 
times for both EL and NEL patients, poorly patients potentially 
become unfit for surgery.
Impact: Patients are being cancelled on the day creating a 28day 
breaches, and increased waiting times and adding to theatre 
pressures.
RLUH is the inpatient centre for North Mersey as well as a national 
referral centre so patients do not have a readily available 
alternative option.

Mar 
15

15
3x5

12
by 30 Aug 

2017

• Each patient is clinically reviewed for urgency before listing at the 
Friday planning meeting.

• Try not to TCI patients for Critical Care on Monday & Tuesday.  Mix 
operating lists with Elective and Non Elective patients who are in 
beds.  Only TCI life or limb threatening on a Monday / Tuesday.

• Cancel EL programme when pending list (Clinically urgent pts) 
exceeds theatre capacity for next 2 weeks.

• VERU protocol established to ensure maximum use of VERU beds
• Pre op clinic established to ensure each patient is optimised and 

all diagnostics complete and available for day of surgery to 
prevent unnecessary delay in start time.

• Secure any "dropped" lists via 6-4-2 planning meeting to recoup 
lost activity.

30/06/17

Risk 
Identified 
through 
External 
Assessment, 
Visit or 
Review

Lisa Grant Teresa Keyes

ID3757 – Scheduled Care- Vascular                                       
Vascular: Failure of national quality standards
Cause of Risk: A lack of theatre capacity to cope with the growing 
service demand
Effect of Risk: Patients are waiting longer than national quality 
standards
Impact of Risk: Patients may suffer irreversible harm from delayed 
operating and the trusts reputation is at risk due to poor 
performance against National Vascular Registry. The NVR has been 
released and Vascular have dropped from >80% to 27% compliance. 

Nov 
2015

15 –
5x3
(16)

10
by 30 Sep 

2017 

Business Case approved for an additional two theatre sessions, 
currently, working with the theatre teams to agree start date, i.e. 
summer 2017.
ACCs established and requested, if required, until the additional two 
operating lists are implemented. 
Slowing of the Elective programme to meet the number of emergency 
patients, NB risk to 18 week performance
Increased requirement to use the emergency theatre list due to lack of 
theatre capacity. 
Two theatre sessions prioritised by the Division for vascular, previously 
used by general surgery and used from 2016.
Weekly meeting held by senior clinicians to prioritise patient lists in 
place
New consultant rota implemented from the 15th May 2017 for the 
LIVES Network, this has reduced Out-patient slots at all hospitals in the 
network. As a result, there is now a  2nd Consultant of Week to review 
Critical Care, HDU and Outliers to expedite discharges has been 
implemented as a result of the change in the new rota. 
On-going discussion at LIVES Board on position with other providers. 
Longer term – review outcome of Capacity and Demand model in line 
with Block contract with the view to Vascular securing the additional 4 
operating sessions.
A repatriation protocol has been agreed with Aintree.

09/06/17

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

Report owner: Lisa GrantRisk management: Are we mitigating risks effectively? What are the biggest risks (15+) on Risk Registers?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID4150:  Corporate - Finance      
CCG Invoicing Disputes
Cause : Liverpool CCG Disputing a number of existing Trust 
invoices as part of the 2016/17 accounts process
Effect - If a loss event occurs (i.e. the Trust acknowledges invoices 
need to be reviewed then it will impact adversely on the financial 
position in 17/18.
Impact - CCG have disputed c. £9.8m of invoices

Apr
2017

15
9

by 31 Jul 
2017

• Contract document and business rules in place. Contract Governance 
established.

30/06/17

Risk 
Assessment

Stella 
Clayton

Carla Burns

ID4105 – Corporate Services – Human Resources
Apprenticeship Levy

Cause: The Apprenticeship Levy is a tax being implemented by 
HMRC from April 2017 in the form of a 0.5% charge on the Trust 
paybill over £3 million. 
Effect: This will result in an approximate annual charge to the 
Trust of £1.4 million per annum. This money will be available to 
the Trust in the form of vouchers which we will be able to access 
to pay for apprenticeship training.
Impact: financial impact as there will be less money available to 
the Trust to pay for staffing, goods and services.

Apr 17
15
3x5

10 
by 30 Apr 

2018

• The Levy will be charged and there is no scope to alter or influence 
this. The only thing we can do is maximise it's use to ensure that we 
access training that meets our needs or which reduces spend on 
other training that we would ordinarily incur. The challenge with this 
is that an apprenticeship is a very specific type of training which must 
run for at least 1 year and which requires the apprentice to complete 
20% of their time "off the job" in training. This means that only 
carefully selected education and training can be delivered in this 
way. We could also target hard to recruit jobs as apprenticeships in 
order to offset another risk.

March 17
• Finance engaged and aware of system and prepared for money to be 

taken out of the system. Engagement with managers commenced to 
inform development of strategy alongside Aintree to ensure 
consistent or at least non-contradictory approach. Strategy due end 
of April 17. Money taken can be accessed for a period of 2 years 
which gives flexibility to ensure effective utilisation.

09/06/17

Risk management: Are we mitigating risks effectively? Risks closed or downgraded 

Failure to 
comply with 
guidance

Lisa Grant
Derek 
Cooke

ID4100 – Scheduled Care - Gastroenterology
Potential loss/reduction of Additional Clinical Capacity Sessions
Cause: There has been a year on year increase in the demand for 
endoscopy procedures which is predicted to continue. In order to 
meet both existing and increasing demand the Endoscopy 
Department has become dependant on voluntary high cost ACC 
sessions. The current ACC rates of pay have been changed to 
Agenda for change rates of pay. 
Effect: Staff may not be willing to work for the lesser Agenda for 
Change rates which may lead to insufficient staff to cover ACC 
sessions 
Impact: There is a risk to patient safety due to delays in diagnosis 
and treatment. A potential failure of Trust Cancer, Diagnostic and 
18 week targets. In addition, there is the potential for loss of JAG 
accreditation which associated loss of tariff. Loss of reputation. 
Financial loss. It is estimated ACC sessions provide 33% of our 
weekly capacity. 

Jan 17
15 –
3x5
(12)

6 
by 30 Sep 

2017

• Extra clinical capacity currently being provided through ACC's.
• Considering outsourcing to Aintree and Whiston - further 

discussions being undertaken – financial costs being assessed
• Work up scheme approved - Divisional recruitment of Band 5 staff -

to implement scheme (active recruitment)
• Business case has been drafted for additional capacity at BGH for 

discussion at Exec in April 2017 , incorporating request for 
insourcing of endoscopy  to meet shortfall in demand whilst 
approval is given for the appointment of permanent staff.

Risk  have been closed as escalated to one divisional risk see ID 4113

30/04/17
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Report owner: Lisa GrantRisk management: Are we mitigating risks effectively? What are the biggest risks (15+) on Risk Registers?

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

Risk management: Are we mitigating risks effectively? Risks downgraded or closed 

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Risk 
Assessment

John
Graham

Paul 
Bradshaw

ID3844:  Corporate - Finance                                 
Failure to Deliver 2016/17 QEP Programme Target £25.0m
Cause - Failure to deliver QEP programme of £25m in 16/17 
Effect - May materially  result in lower than planned cash 
reserves and may compromise delivery of financial control 
total.
Impact - reputational  - Based on red rated projects and full 
year of c £13.1m shortfall. 

Mar 
2016

20 –
4x5
(25)

8
by 30 Apr 

2017

• QEP Governance process in place
• F&P provides Board assurance and oversight to delivery
• Regular reports to Trust Board.
• FIP Board in place and meeting weekly

Risk closed – new financial year risk opened

30/04/17

Link to 
Strategic 
Objective

John 
Graham

Paul 
Bradshaw

ID3608:  Corporate - Finance                     
Contract Sanctions in 2015/16 may compromise the 
delivery of financial duties 

Cause : Failure of Trust to deliver against NHS Constitution 
Standards will result in financial fines
Effect :Contract penalties applied  may compromise the 
delivery of Trust financial duties in 2015/16.
Impact :Core contract sanctions with CCG forecast to be c. 
£1.9m - Impact not factored into financial position and Trust 
assuming reimbursement. CCG assuming a credit note will 
be raised by Trust

May 
2015

15
3x5        
(12)

8 
by 30 Jun 

2017 

• Contact document in place
• Business Rules in place
• Contract Governance Established

Risk has been closed 

30/04/17

Link to 
Strategic
Objective

Lisa Grant Neil Haslam

ID3415: Unscheduled Care – Emergency Department
ED Medical Workforce Resilience

Cause: Due to long term sickness - and recruitment of 
specialty challenges and high staff turnover - risk of delays 
to service provision
Effect: Risk that ward round capacity not on target and risk 
to 4 hour wait
Impact: Patient safety risk

Oct 
2014

16 –
4x4
(9)

9
by 30 Aug 

2017 

• Weekly meeting in place with Medical Director as chair
• Locum interviews for bank staff have occurred (number on bank to be 

confirmed by recruitment)
• Cover from FY2 GP’s being implemented
• Tier 2 and overseas trainees being explored as option
• Advertisement for 3 Consultant – interview occurred and appointment 

made for ED consultant – further interviews in March for AMU 
consultants

Risk has been downgraded to 12

15/08/17

Link to 
Strategic 
Objective

Peter 
Williams

Heather 
Rogers

ID3815: Corporate - Research
Failure to meet DoH and CRN research targets

Cause: Governmental funding for research is dependent 
upon meeting targets on recruitment and approval for 
research studies. 
Effect: failure to meet targets will be reviewed by the DoH 
and the CEO will be informed of any reduction in support 
funding as a result.
Impact: not meeting these targets could potentially lead to 
loss of NIHR support funds. 

Feb 16
15 –
3x5

10 
by 30 June 

2017

• DM's are provided with monthly target reports from RD&I, Research 
Investigators are asked to justify target recruitment projections and 
failure to meet these. Investigators are given written information on the 
targets for their study at Trust approval.

Risk has been downgraded to 10

02/08/17
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Report owner: Lisa GrantRisk management: Are we mitigating risks effectively? Risks downgraded or closed  (continued)

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

Escalated by Item

Comment ID

Are there any areas requiring Board Attention?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Link to 
Strategic 
Objective

John
Graham

Paul
Bradshaw

ID3892 – Corporate – Finance
Receipt on Full of Sustainability and Transformation 
Monies

Cause : STF Monies not received in full in 2016/17
Effect :Unplanned pressure on Trust Revenue Plan for 
2016/17
Impact : Formal forecast of Control total remains for 17/18 
assuming full receipts of STF monies. Final position being 
finalised and subject to audit. 

May 16
20  -
5x4
(25)

12 by 30 
Apr  2017

• STF Rules in Place nationally
• Monthly reporting to FPC

Risk has been downgraded to 10

30/06/17

Linked to  
Strategic 
Objective

Stella
Clayton

Patricia 
Birch

ID3907 – Corporate Services – Human Resources
Agency Spend

Cause:  Staffing gaps being filled with agency workers some 
of which are 'above cap' and/or off framework.  
Contributing factors includes risk of paramedic employment 
not helping in A&E, inability to recruit specialist staff, finders 
fees being levied for employment of staff found though 
agencies, Cheshire & Mersey unable to reach agreement for 
A&E/Critical care/Theatres staff rates, managers not 
complying with agency usage policy.
Effect: Spends for temporary staffing is being monitored by 
NSHI
Impact: Overspend will impact on Trust performance

Apr 16
16

4 x 4
6

by Dec 17

• BABs project set up to address this.  Project group meet weekly, with 
support of NHSI, to address each area of agency spend line by line.

• Approval processes for above cap and off framework spend has been 
established.

Risk has been downgraded to 9

12/06/17

Risk 
Assessment

Peter 
Williams

Jane 
Belfield

ID4108 – Unscheduled – CSS – Imaging
Risk of high volume of unreported scans

Cause:  Current staffing vacancies impacting of delivery of 
radiology scanning activity and reporting - 2 WTE Consultant 
vacant posts, 1.0 WTE Consultant for Maternity cover and  
1.0 WTE Consultant for long term sickness
Effect:  Higher volume of unreported scans for plain film, CT 
and MR
Impact: Delays to reporting urgent cases and a back log of 
existing routine work will have an impact on patient safety 
and delivery of care. 

Jan 17
16  -
4x4

4
by 30 Aug 

2017 

• Short term strategy to support reporting by use of locum Consultant 
Radiologists while continue recruitment drive 

• Long term strategies being explored -
• Outsourced 100 CT scans to Medica .
• Review of staff grade posts 
• Project in place for off-site reporting to increase efficiency. 
• Increase scope of practice of existing reporting radiographers as well as 

recruit more radiographers to train as reporters as extended role. 

Risk has been downgraded to 9

01/06/17
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SEVERITY INDEX LIKELIHOOD INDEX*
5 Death(s) caused by an event; ≥£5m loss; May result in Special 

Administration or Suspension of CQC Registration; Hospital 

closure; Total loss of public confidence

An event which impacts on a large number of patients.

Totally unacceptable level of quality of service. 

Ongoing unsafe staffing levels 

5 Very Likely Almost certain to happen – many recent/previous 

occurrences

Over 80 % chance of occurring

4 Severe permanent harm caused by an event; £3m - £5m loss; 

Prolonged adverse publicity; Prolonged disruption to one or 

more Divisions; Extended service closure

Non-compliance with national standards with significant risk to 

patients.

Multiple complaints

Unsafe staffing > 5 days 

4 Somewhat 

Likely

More likely to occur than not.  Has occurred 

previously

50 – 80 % chance of occurring

3 Moderate harm – medical treatment required up to 1 year; 

£100k – £3m loss; Temporary disruption to one or more 

Divisions; Service closure

Event impacting small number of patients.

Repeated failure to meet internal standards

3 Possible More likely not to occur, but happened previously.  

20 – 50% chance of occurring

2 Minor harm – first aid treatment required up to 1 month; £50k -

£100K loss; or Temporary service restriction

Single failure to meet internal standards

Low staffing level reducing service quality 

2 Unlikely Unlikely to occur, but has in the past. mall chance 

now.

5 – 20% chance of occurring

1 No harm; 0 - £50K loss; or No disruption – service continues 

without impact

1 Extremely 

Unlikely

Rarely occurs

<5% chance of occurring

*Use of relative frequency can be helpful in quantifying risk, but a judgment may be needed in circumstances where relative frequency measurement is 

not appropriate or limited by data.

Grading Matrix – Feb 2017 Risk Management Policy
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Clinical Audit

% Statutory audits on track 80% 100%

# locally agreed mandatory audits on track N/A 42

# on programme following SUIs N/A 11

# on programme following Complaints N/A 3

# on programme following mortality alerts (internal/external) N/A 1

Findings & impact: # audit returns with red RAG for quality assurance N/A 1

Mortality review

% of peer reviews taken place in appropriate time frame 90% 79%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 827

# NICE guidance RAG rated Green 0 745

YTD 

target

YTD 

actual

Month 

v. R3m

Item

Clinical Audit Clinical Audit Programme

The following data is based on the 2017/18 clinical audit programme and is as at 25th April 
2017.

100% of statutory audits (National Clinical Audit and Patient Outcome Programme (NCAPOP) 
and Quality Accounts (QA) are on track on the 2017/18 audit programme. A number of audit 
returns from the 2016/17 audit programme  are  outstanding and details have been 
escalated to Divisional Governance Sub-committees for action.

There are 42 Trust priority (local) audits currently active on the 2017/18 clinical audit 
programme with a further 43 scheduled.

Eleven audits are on the programme with a Serious Incident (SI) driver, three of which were 
added this month. A number of SI audits now take place on a monthly basis. 

There is one audit on the programme due to a mortality alert this was rolled over from 
21016/17. There are three audits with complaint as a driver.

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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Are there any areas requiring board attention?
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Item Comment

Outcome and Findings
The following narrative includes audit outcomes from the 22 audit returns reported following 
review by the Associate Medical Director for Clinical Audit (AMDCA).

Audits with Red assurance
One audit reviewed demonstrated red assurance. 

AC03043 – Compliance with Universal Precautions & Isolation Policy / Point Prevalence
This audit  was originally conducted in 2015, findings were subsequently presented at the 
Clinical and Cost Effectiveness Sub Committee (CCESC) andan action plan developed and 
implemented.  A re-audit has more recently taken place.  A red rating was assigned due to 
various delays in reporting and action planning which have now been addressed.  

Statutory Clinical Audits 

AC03471 NHSBT - National Comparative Audit of Blood Transfusion - Audit of Red Cell & 
Platelet transfusion in adult haematology patients, Assurance: Amber
The national audit body states that there is known to be variation of practice in the use of red 
cells and platelets, and previous audits have shown that the use of these
products is often outside of published guidelines. Unnecessary transfusion not only presents the 
recipient with risks, but can compromise the blood supply at times of shortage. In addition, 
there is a concern that too much of either product is sometimes used, and equally beneficial 
effects can be gained by transfusing fewer components. An audit such as this, though, is mindful 
of the need to treat the whole patient and not simply the haematological disease, and so 
sometimes transfusion practice may seem to be contrary to guidance but has the effect of 
providing wider benefit for the patient beyond the immediate correction of a clinical problem. 
The aim of the audit was to:
• examine the use of red blood cells and platelets in a sample of patients who 
have a known haematological condition
• collect information on the context in which care is delivered through the use 
of an organisational questionnaire
• identify variation in practice and compare practice against guidelines
• discuss reasons for variation and identify opportunities to reduce variation 
while not compromising treatment

Action: A full action plan was received with all actions being recorded as fully implemented by 
March 2017.

Clinical Audits instigated due to SI 

AC04327 Safety Audit (Falls) Assurance: Amber
The following summary was provided by the falls lead:
‘A sample of 162 inpatients documentation was audited to ascertain practice adherence to falls 
policy directives set by the Trust. Overall the audit showed an improvement against the same 
audit that was completed in January 2016. In completing FRAD referrals, and patients being 
assessed by the falls team. However, there are some key areas which will need action as a result 
of this audit, these will be followed up in terms of the ward by ward mangers feedback. The 
areas which need improvement are lying and standing BP, completing all elements of the falls 
care plan.’

Action: An action plan is in place with actions to be implemented by August 2017 and a reaudit
is scheduled AC04456.

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

AC04143 Rolling audit of Difficult to Telephone Results, Assurance: Amber
This audit was initiated following a Datix incident when an abnormal result was not 
communicated  to a ward, despite numerous attempts by the laboratory staff to do so. This is a 
monthly audit with 14 cycles being completed so far. It had previously reported as red 
assurance due to no improvement. 

Actions are developed and implemented after each audit. Teams are required to contact the 
relevant matron if unable to communicate results within an hour and the Director of Operations 
has agreed to review telephone directory provision in plans for the new hospital.

AC04322 WHO Checklist and Team Brief Dental, Assurance: Green
AC04420 WHO Checklist Audit – Interventional Theatre, Assurance: Green
AC04416 and AC04214 WHO Checklist Audit – Nephrology, Assurance: Green
AC04323 WHO Safer Surgery Checklist & Team Brief Audit – Theatres and Anaesthetics, 
Assurance: Amber

Care groups undertake monthly audits. Plans are afoot for reporting by exception of key fields 
and the development of an observational audit tool to increase assurance in relation to safer 
surgery and interventional procedures.    

Clinical Audits instigated due to a complaint
None reported.

Clinical Audits instigated due to NPSA alert this month
None reported. However, a systematic review of NPSA alerts has been instigated by the Medical 
Director. The review team meet fortnightly to review alerts, actions and associated evidence 
with a view to commissioning audit if applicable. To date two audits have been added to the 
audit plan, one for June 2016 in relation to NPSA2016/006, misplacement of nasogastric tubes. 
The other for January 2021 Kawasaki Disease in Adults NPSA/2016/004.

Clinical Audits instigated due to a Mortality Alert 
None reported.

AC04111 CG32 Nutrition support in adults NICE - Audit of TPN blood requesting against NICE 
guidelines (Oral nutrition support, enteral tube feeding & parental nutrition), Assurance: 
Amber
This is the second cycle of the audit, the first round AC00598 also provided amber assurance; 
none of the three standards were met, however, the following summary was provided:
‘The guidelines are not currently being followed by requestors.  There was a great deal of erratic 
requesting (daily, then miss a few days etc.) which made data collection difficult.  As this audit 
was completed retrospectively using paperwork, and without involvement of the clinicians 
looking after the patients, mistakes may have been made in data collection, as co-morbidities 
are not documented and so requesting of blood tests may be appropriate.  This also applies to 
parameters such as trace elements, as the guidance suggests repeat measurement based on 
results on admittance.  Thus those patients, who did not have these requested as suggested, 
may not have required measurement.  There has been some improvements in frequency of 
requesting when compared to the audit in 2015, mainly in those unstable patients.  There is still 
over-requesting of blood tests once the patient is stable as was evident in 2015.’

Action: Initially the AMDCA gave red assurance, however this was amended to amber on receipt 
and review of the action plan.   Implementation date of actions is the beginning of May 2017 
and this will be monitored via the Effectiveness reports. 

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

AC03099 Antimicrobial Point Prevalence Audit (NICE Quality Standard 61 Quality Statement 
1), Assurance: Amber
This is the 5th annual summary of this continuous audit. The following statement was provided:
During 2016-2017, the Trust did not achieve the standards set for antibiotic prescribing.  
Documentation of indication ranged from 87% - 93%
Documentation of durations/review dates ranged from 75% - 85%
Adherence to formulary or on advice from infection specialist ranged from 84% - 91%
Action: As this audit is not monitored by the Clinical Effectiveness Team (CET) but reports 
through the Antimicrobial management group and the Infection Prevention and Control group 
therefore an action plan was not submitted .

Mortality: performance is cumulative and reported for the month the death occurred 
The following data is for April to February 2016/17.
Trust 79% (1330 of 1687)

Top reporting Directorates:
Vascular Surgery 97% (32 of 33)
Critical Care unit 98% (198 of 208)
Gastroenterology and Hepatology 86% (79 of 83)
ENT 100% (1 of 1)

Bottom reporting
Renal Transplant and Breast Services 0% (0 of 1 each)
General Surgery 32% (13 of 41)
Cardiology 48% (29 of 61) and Respiratory Medicine 48% (83 of 182) 

NICE:
Position as at end April 2017
827 – Potentially applicable
745– Green (Assurance and evidence that standards are met and/or are being worked towards 
via a robust action plan. Communication with CET in place).
62- Amber (Action plan is not detailed/communication with CET is limited).
6– Red (baseline assessment deadline breached/no action plan is developed/no communication 
with CET made).
5– Yellow (barriers to implementation exist outside the Trust’s direct control)
9– White (newly published, deadline for base assessment not breached).
(please note some guidance may be cross speciality and therefore number of guidance listed 
below may not correspond with total figures).

NICE guidance with red status this month:-

NG59 Low back pain and sciatica in over 16s: assessment and management – Assessment 
deadline breached, escalated to Clinical Director
IPG568 Percutaneous insertion of craniocaudal expandable implants for vertebral compression 
fracture – Assessment deadline breached, escalated to Clinical Director
QS104 Gallstone disease. Initially reported ‘yellow’ as discussions with CCG regarding funding to 
implement were unsuccessful. However, discussion at May CCESC highlighted failure to comply 
with this guidance required interventional radiology to perform an alternative procedure with a 
30% mortality risk. CET escalating accordingly.  (CG188 also relates). 

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

NICE guidance with yellow status this month:-

Highlighted in reporting to Liverpool Clinical Commissioning Group (CCG) to ensure 
transparency and seek support where required.
CG162 Stroke rehabilitation

Quality Standards in Quality Contract
Awaiting agreement for 2017/18 contract.   

Advancing Quality (AQ)
Benchmarking and performance is monitored using the Composite Process Score (CPS). 
• 6 of 8 focus areas achieving CPS target. 
• Representative from Aintree University Hospitals Foundation Trust attended the Steering 

Group meeting to facilitate shared learning/collaboration.
• Improvement reported in the prescription of Tranexamic acid and temperature measures for 

Hip and Knee following intervention by the Chair.
• Delay in development of electronic documentation to record pressure ulcer assessment 

(including foot inspection) impacting performance for Diabetes and Hip Fracture to be 
escalated via Chair’s log.  

• An “AQ week”, speer headed by the ED Quality Matron, is due to take place in June to 
highlight areas requiring improvement.  

• Improvements demonstrated across the board

Effectiveness & Culture: Are we treating people in the right way? Report owner: Peter Williams
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Figures based on data period January 2017 

 

Pathway        Regional 

Position 

YTD Composite 

Process Score  

No of measures 

achieving target 

AKI 1 95.5% 6 of 6 

ARLD 2 84.4% 6 of 8 

Diabetes 3 66.1% 4 of 5 

Hip Fracture 3 74.0% 4 of 8 

COPD 1 82.4% 3 of 5 

Hip & Knee 5 87.0% 4 of 6 

Pneumonia 7 80.6% 1 of 5 

Sepsis 5 84.6% 5 of 8 
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Quality Performance Overview - Trust - May 2015 (Month 2 2015-2016)

Indicator
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Inpatient Experience Surveys >=91% 377 390 96.6%  qt

Friends and Family Test CQUIN >=75 - - 67  qt

Outpatient Surveys - CRT (% +ve 

performance)
>=90%  qt

Complaints (Response rates level 1) >=98% 131 131 100.0%  nt

Complaints (Response rates level 2) >=90% 31 35 88.5%  nt

Staff attitude complaints <=5 - - 7  t

Ward Quality Indicators (NQI audit data) >=90% 2,955 3,318 89.0%  t

Ward Quality Assessment Tool (Inpatient 

Assessment) - overall % green / amber 

green

>=90% 27 41 65.8%  t

Service Quality Assessment - % rated 

green or amber green
>=90%  t

Health Records Performance (casenote 

availability)
>=100%  t

Stroke Care >=80% 36 42 85.7%  nmq

Advancing Quality CQUIN - AMI >=95.00% No Data No Data No Data  q

Advancing Quality CQUIN - Heart Failure >=77.60% No Data No Data No Data  q

Advancing Quality CQUIN - Hip & Knee >=95.00% 105 409 25.67%  q

Advancing Quality CQUIN - Pneumonia >=84.90% 60 112 53.57%  q

Advancing Quality CQUIN - Stroke No Data  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% 54 109 49.5%  q

Plan of care in place for at risk patients >=100% 9 15 60.0%  q

At risk patients refer to dietician >=100% 9 15 60.0%  q

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

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

Where to die when the time comes

Currently under review

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Indicator
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Emergency admissions dementia 

screening (inpatients aged 75+, LOS 

72hrs+)

>=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% 754 817 92.2%  t

Catheter Associated Urinary Tract 

Infections CQUIN [30% reduction]
<=2% 3 817 0.4%  q

VTE risk assessments >=95% 8,358 9,003 92.8%  nq

QualityTrustOverview >=98% 2,469 2,469 100.0%  q

Grade 2 or above PU per 1,000 bed days <=0.34 3 22,663 0.14  q

Grade 3/4 PU per 1,000 bed days <=0.00 0 22,663 0.00  q

Unhealed pressure ulcers on discharge 

reported to GP
>=100%  q

Adult patients risk assessed (NQI audit 

based on 50% sample of patients)
>=98% 305 345 88.4%  q

Care plan in place if at risk (NQI audit 

based on 50% sample of patients)
>=98% 162 188 86.1%  q

Falls per 1,000 bed days <=3.33 162 22,663 7.15  q

Smoking status recorded (inpatients) >=90% 16,066 20,046 80.1%  q

Ratio of MRSA Screens: Elective 

Admissions
>=1.0:1 9,333 1,231 7.5:1  n

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

MRSA - Rate per 1,000 bed days YTD <=0.044 0 22,663 0.000  t

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

Clostridium difficile - Rate per 1,000 bed 

days YTD
<=0.221 5 22,663 0.221  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 Mar-17

Patient Safety

Patient Safety Thermometer CQUIN
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MSSA - Number YTD - - 2  t

E. coli - Number YTD - - 7  qt

VRE - Number YTD - - 0  qt

ESBL - Number YTD - - 0  qt

Mortality (HSMR) <=100 1,313 1,336 98.3  nt

Mortality (All diagnoses) <=100 1,552 1,649 94.1  nt

Discharge summary <= 24 hours 

(inpatient ward areas)
>=95% 1,558 2,058 75.7%  q

Discharge summary <= 24 hours 

(assess/obs areas)
>=80% 546 706 77.3%  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)
>=95% 87.1%  t

Number of vacancies WTE - -  t

Vacancies recruited waiting to start - -  t

Average time from offer to start date - -  t

Recruitment in Nursing [for recruitment currently]

Clinical Indicators

Productivity

Communication CQUIN

People

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

Indicator
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Cancelled Operations <=0.6% 27 4,060 0.67%  n

Cancelled Operations 28d breach <=0% 7 27 26.0%  n

RTT: admitted >=90% 954 1,310 72.8%  n

RTT: non-admitted >=95% 5,039 5,643 89.2%  n

RTT: active pathways >=92% 24,562 27,670 88.7%  n

Diagnostic waiting times <=1% 568 5,152 11.1%  t

A&E Waiting Times ( RLBUHT) >=95% 17,381 19,123 90.8%  nm

Unplanned reattendances < 7 days <=5% 884 8,820 10.1%  n

Left without being seen <=5% 9 8,818 0.2%  n

Time to initial assessment 95th 

percentile

<=15 

mins
- - 14 mins  n

Time to treatment decision median
<=60 

mins
- - 77 mins  n

Delayed transfers of care <=2.1% 20 485 4.2%  n

Two Week Waits (urgent suspect. ca) >=93% 3,219 3,346 96.2%  nm

Two Week Waits (breast symptoms) >=93% 533 560 95.1%  nm

31 day diag to treat (first treatment) >=96% 415 431 96.2%  nm

31 day second / subsequent (surg) >=94% 77 80 96.2%  nm

31 day second / subseq. (anti ca drug) >=98% 69 69 100.0%  nm

62 day ref to treat (urgent GP) >=85% 122 142 85.9%  nm

62 day ref to treat (upgrades) >=85% 71 73 97.2%  nm

62 day ref to treat (screening) >=90% 57 58 98.2%  nm

RACPC waiting time (Quarter to date) >=98% 52 53 98.1%  q

MINAP audit data completeness >=90%  q

Stroke care >=80% 36 42 85.7%  nm

Data Quality on Ethnic Group >=85%  n

PATIENT EXPERIENCE & QUALITY

Cancelled Operations

18 Week Maximum Wait

Emergency Access / Services

National Service Frameworks & other national indicators

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

MRSA bacteraemia - Rate per 1,000 bed 

days YTD
<=0.044 0 22,663 0.000  t

Ratio MRSA Screens: Elective 

Admissions
>=1.0:1 9,333 1,231 7.5:1  n

Clostridium difficile YTD <=5 - - 5  nmq

Clostridium difficile - Rate per 1,000 bed 

days YTD
<=0.221 5 22,663 0.221  t

VTE Assessment >=95% 8,358 9,003 92.8%  q

Activity against plan t

Daycase Rate >=80% 3,160 3,877 81.5%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 3,771 717 5.3  t

Av. Length of Spell (Non Elective) <=5.0 19,652 3,083 6.4  t

New to Follow Up Ratio <=2.23 29,191 14,279 2.05  t

DNA Rates <=10% 4,513 47,983 9.5%  t

Emergency Readmissions following non 

elective
334 3,084 10.9%  t

Emergency Readmissions rate following 

elect/dc
80 3,875 2.1%  t

Theatre Utilisation >=79% 1,643 2,444 67.2%  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)% <=4.5% 121,422 2,241,067 5.5%  t

Sickness Absence (In month)% <=4% 9,139 192,394 4.8%  t

Turnover (monthly) 1.06%  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)

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
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Commentary

Executive Summary

The four top priorities for the Trust remain patient flow, the transition to the new hospital, system
sustainability and reconfiguration, and delivery of our Quality and Efficiency Programme (QEP). Taking
each of these in turn, key developments in the month were:

Patient flow
Internally, we are continuing to drive compliance with the SAFER care bundle, which focuses on early
consultant review of every patient every day, and on effective discharge process. We now have a senior
nurse fully dedicated to supporting the implementation of SAFER and we are seeing real improvement in
patient flow as a result of this work. For the quarter to date, we are achieving just over 90% against the
A&E 4 hour standard. We are also receiving national recognition for our ‘fit to sit’ work in A&E that has
supported a significant improvement in ambulance turnaround times, ensuring that ambulances are back
out on the road quickly, rather than being held up at the A&E department. The Chief Nurse has led work
to strengthen senior support to the A&E department, and new appointees have been very successful in
enabling staff to deliver improvement.

With regard to system-wide work discussions have been taking place as to how the additional funding for
social care announced in the budget will be utilised. The Liverpool plan is very positive, with additional
resource for projects that will both help to prevent admissions (such as drug and alcohol programmes),
but also support safe and early discharge (such as expansion of the Home First initiative).

New Hospital
Peter Williams, the Trust Medical Director, has now taken on leadership responsibility for the clinical
transition to the new hospital and associated bed migration plan. Peter led an event with the Trust Senior
Leaders team during the month to discuss the move to the new Royal and agree clinical priorities. This
was a very successful event, with excellent engagement from all of the clinical teams. Peter is making
great progress on developing the migration plan and will discuss this more fully with colleagues at the
Board meeting.

The detailed operational plan for the move itself has also been agreed at the New Hospital Committee,
and this will see services move from the existing Royal to the new Royal over a 16 week period following
handover by Carillion. The main inpatient wards, theatres and critical care will move in weeks 12 and 13
of the programme – late in May 2018.

Sustainability and Reconfiguration
Activity has focused on 2 key areas.

Firstly, key roles have been identified and filled to drive completion of the Outline Business Case (OBC) for
the proposed merger with Aintree Hospital. Peter Williams has assumed overall responsibility as Project
Director, and leads for all work-streams have been appointed. It is anticipated that the OBC will be
discussed by the Boards at their July meetings. The focus of the work at the moment is completion of the
patient benefit case and formulation of the Long-Term Finance Model (LTFM).

The other area of focus has been the work with NHS Improvement, Alder Hey Hospital, and Aintree
Hospital to support the Liverpool Community Trust. We continue to work through the options for the
long-term development of the services, and are exploring how we can ensure the delivery of better
integrated care across the City.
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Commentary

QEP and the financial plan
For the financial year 2016/17 we have managed (subject to audit of the final accounts) to achieve the
Trust’s control total of £17.1m surplus. This includes additional Sustainability and Transformation funding
of £1.2m received at the year-end. Through our Quality and Efficiency Programme we delivered £17m of
savings, £13m of which are recurrent. We are still in discussion with NHSI about the 2017/18 control total
and the Finance Director will update the Board further at the meeting.

In addition to the above what has gone well?

Response to Cyber Attack
Our IT team deserve tremendous thanks for the work they have done over the last week or so following
the Cyber-attack that affected many parts of the NHS. Our systems were not infected, but the team
worked extremely long hours to ensure that our systems were protected and that patient services were
not significantly affected. The response from other staff groups was also exemplary, and provided an
inspiring example of what is achieved by NHS teams pulling together at a time of real challenge.

RLB Nurse Graduation
On 12th May we had the graduation ceremony for the 5th cohort of the RLB Programme at St George’s
Hall. Graduates included registered nurses, dental nurses, allied health professionals, assistant
practitioners, healthcare assistants, administrators and volunteers. The event was an exciting celebration
of the dedication and commitment of our staff and excellent recognition for the quality of care they
provide to our patients. The keynote speech was delivered by Ann Ford, the CQC Director of Inspections
for the North of England, who was also the recipient of an honorary RLB Badge.

Digital Health Media Conference 17th May
Following presentation of our Global Digital Exemplar Programme at a national event in Southampton,
we were asked to host another national event in Liverpool to showcase the work we are doing and give
delegates the chance to see at first-hand what is being achieved. The event went extremely well, with
many participants commenting on the fantastic work that has already been done, such as the
introduction of our Patient Electronic Notes System (PENS)

Staff Star Awards
Congratulations to all of Our Staff Stars who I had the pleasure in presenting with awards this month.

Well done to our Employee of the Month for February, Debbie Gardner, from the CFS Therapy Service
who demonstrated each of the Trust values
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Commentary

Congratulation also to our February Team of the Month winners, Ward 9Y.

New Consultants
There have been no substantive Consultant appointments since the last board meeting.  
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Values:  Patient centred, Professional, Engaged, Collaborative, Open and engaged
Corporate objectives:  Ensure that as many patients as possible receive the best care
Indicator Target Actual Period
‘care for Pats . i s  priori ty’ +ve s taff survey response 68% 73% Annual

‘happy with care provis ion’ +ve s taff survey response 64% 80% Annual

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

Fa l ls  per 1,000 bed days , moderate to severe harm 0.12 0.18 Month

C. di ff cases  (Hospita l  Acquired) 5 5 Month

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

MRSA cases  (Hospita l  Acquired) 0 0 Month

MRSA cases  (Hospita l  Acquired) 0 0 YTD

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

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

VTE assessments  conducted 95% 92.8% Month

Serious  Untoward Incidents 6 Month

Never events 2 Month

NHS Safety thermometer - Harm Free Care 90% 92.2% Month

Inpatient Experience Survey - Pos i tive Responses 91% 96.6% Month

SHMI (most recent quarter avai lable) 1 1.030 Month

18 Weeks  RTT - Admitted 90% 72.8% Month

18 Weeks  RTT - Non-Admitted 95% 89.2% Month

18 Weeks  RTT - Active Pathways 92% 88.7% Month

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

Cancer - 14 day wait - Urgent Suspected Cancer 93% 96.2% QTD

Cancer - 14 day wait - Breast Symptoms 93% 95.1% QTD

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

Cancer - 31 day wait - subsequent treatment (surgery) 94% 96.2% QTD

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

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 85.9% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 97.2% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 98.2% QTD

Cancel led Operations 0.6% 0.67% QTD

A&E 4-hour s tandard (a l l  days) 95% 90.8% Month

A&E 4-hour s tandard (weekdays) 95% 90.3% Month

A&E 4-hour s tandard (weekends) 95% 92.5% Month

Same sex accommodation breaches 0 0 Month

Ready for discharge 160.8 Month

'Trust acts  on concerns ' +ve s taff survey response 69% 73% Annual

Inpatient Survey - Discharge Planning 90% 93.8% Month

Dai ly Average Discharges  (week days) 143.0 Month

Dai ly Average Discharges  (weekend days) 91.0 Month

Mortal i ty (HSMR) 100 98.3 Month
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Values:  Professional, Open and engaged, Collaborative, Creative
Corporate objectives:  Launch and implement coaching leadership
Indicator Target Actual Period
Staff F&F. Recommend Trust for care 80% 77% Quarter

Staff F&F. Recommend Trust for work 70% 73% Quarter

Sickness  absence 4.5% 5.5% Rol l ing12Month

Staff turnover 1.06% Month

Actual  s taffing vs . establ ishment Month

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

Annual  appra isa l  YTD against target 95% 90.6% Month

Mandatory tra ining 95% 87.1% Month

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

Values:  Profesional, Open and engaged
Corporate objectives:  Establish and embed an accredited nurse training program
Indicator Target Actual Period
# enrol led onto the Nurse Tra in. Prog. (Trust) 200 276 6monthly

# graduated from Nurse Tra in. Prog. (Trust) 233 219 6monthly

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

# of themes  developed 2 Quarter
Completed commercia l  s tudies 7 Month

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

Patients  recrui ted to NIHR tria ls 3,100 309 YTD

Information governance breaches 0 6 YTD

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

Progress  against key migration path objectives G Month

Use of resources  metric YTD

EBITDA margin YTD

Surplus/defici t YTD

Cash forecast accuracy assessment Month

Cash Balance Month

QEPs  del ivery - approved PIDs 90.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) YTD

Total  income actual  vs  plan 100 YTD

% RCAs  completed (previous  months  data) 100% 60.8% Month

% RCAs  completed (year to previous  month) 100% 86.1% YTD

Under-

review

Finance data unavailable due to finalisation of year end 
position
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EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

Since May 2014 the Trust has been mandated to provide monthly safe staffing reports. These reports must 

fulfill the requirements of the National Quality Board (NQB) recommendations for publishing safe staffing 

figures.  

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       

The purpose of this paper is to provide the board with assurance regarding staffing levels and fill rates in the 

month of April 2017 and to highlight any potential risks associated with nurse staffing. The fill rate is based 

on the skill mix for each ward. The skill mix has been agreed following acuity studies that take place in 

February and July of each year and in turn, reported the following month.  

3. CONCLUSION AND RECOMMENDATION                                   

For April, the overall average percentage of registered nursing staff against the actual, required for day duty, 
was 95% which has increased compared to March (90%). The fill rate for registered nurses on night duty was 
95.2%, which was comparable to last month. The average fill rate for unregistered staff in the day was 92.3% 
an increase compared to March (91.2%) and 105.6% on night duty, again an increase to March (102.2%)  
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Safe Staffing Report 

 
April 2017 

 
 

1. National Picture and External Reporting 
 
Since the publication of the National Quality Board’s guidance, entitled ‘How to ensure the right people 
with the right skills are in the right place at the right time’, sponsored by Jane Cummings, Chief 
Nursing Officer in England, the Trust have undertaken a significant amount of work to ensure each of the 
expectations set out are met. 
 
The publication provided guidance and structure to Trusts in responding to the recommendations contained 
within the Governments ‘Hard Truths’ report which was a direct response to the Mid Staffordshire NHS 
Foundations Trust Public Inquiry (February 2013). 
 
In February 2014, the senior nursing team outlined how the Trust would respond to each of the 
expectations the actions undertaken included strengthening our reporting processes with the production of 
a dashboard, outlining planned nurse staffing numbers against the actual nurse staffing numbers and a six 
monthly Trustwide audit utilising an acuity and dependency tool, developed by the Association of UK 
University Hospitals (AUKUH), entitled the ‘Safer Nursing Care Tool’ (SNCT) to determine nurse staffing 
establishments were fit for purpose. 
 
In July 2016, the National Quality Board (NQB) published further guidance “Supporting NHS providers to 
deliver the right staff, with the right skills, in the right place at the right time: Safe, sustainable and 
productive staffing”. This safe staffing improvement resource provided an updated set of expectations for 
nursing and midwifery care staffing, to help NHS provider boards make local decisions that will support the 
delivery of high quality care for patients within the available staffing resource.  
 
This publication: 
 

 set out the key principles and tools that provider boards should use to measure and improve their use of 
staffing resources to ensure safe, sustainable and productive service, including introducing the new 
metric care hours per patient day (CHPPD) 

 identified three updated NQB expectations that form a ‘triangulated’ approach (‘Right Staff, Right Skills, 
Right Place and Time’) to staffing decisions 

 offered guidance for local providers on using other measures of quality, alongside CHPPD, to 
understand how staff capacity may affect the quality of care. 
 

This also improvement resource replaced the 2013 NQB guidance. 
 
 
2. Operational Internal Assurance Process 
 
High patient acuity and dependency linked to low staffing levels can have a profound impact on the quality 

of patient care, as demonstrated through enquiries into failures at Mid-Staffordshire NHS Foundation Trust 

and the recent Keogh Reviews.  

 

In response, up-to-date information on patient acuity and dependency is collated, and forms part of the 

annual review procedure for ward nursing establishments.   

 

The findings of these reviews have been presented back to nurse managers by the Chief Nurse to further 

explore any potential short falls, applying professional judgement and to understand what can be done to 

enhance nursing numbers where deficits have been identified. 
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From the analysis undertaken to date, the Trust can demonstrate that nursing establishments are fit for 

purpose and that these establishments allow for safe effective care to be delivered, although challenges 

are still encountered at times as a result of staff sickness, where numbers are reduced, or the need for 

additional nursing resource to manage patients with a Deprivation of Liberty and Safeguard (DOLS) order 

or those presenting with challenging behaviour.  

 
The Chief Nurse, supported by her Senior Team, has therefore undertaken a significant amount of work to 
ensure each of the key recommendations contained within the National Quality Board’s Guidance are 
implemented and to date: 
 

 Further to the nurse staffing establishments being set and agreed by the board in November 2014, 
an updated dashboard incorporating the NQB recommendations was shared monthly at Trust 
Board. Within this dashboard, an 80% proxy measure was applied (agreed by the senior nursing 
team and not nationally recommended by NQB) to easily identify which wards operated beneath 
their planned nurse staffing levels in month, so as to enable routine assessment of the impact of 
this, by triangulating this data with patient safety incidents and a range of quality metrics.   

 Two Trust wide Acuity and Dependency Reviews have been undertaken per year utilising the Safer 
Nursing Care tool and in turn, shared with Trust Board. 

 The findings of these reports are routinely discussed between the Chief Nurse and each Ward 
Manager and Matron so as to apply professional judgement to the nursing numbers within each 
clinical area and to determine what resource is actually in place to deliver safe, effective care. 

 Analysis of clinical incidents has been undertaken routinely to determine hot spots and undertake 
further review if required. 

 Nursing fill rates have been monitored since May 2014 and reported via Unify. The staffing ‘fill rates’ 
are also reported monthly at Trust Board. 

 Staffing Huddles occur three times per day so as to manage any nurse staffing shortfalls 
proactively. These meetings include the senior nursing team, Matrons and Staff Bank and at night, 
the Duty Manager takes responsibility for overseeing staffing, also liaising with the Temporary 
Staffing team. 

 A comprehensive review of the staffing resource available at Ward level has been undertaken in 
conjunction with the E-Roster team, so as to provide assurance that each operational roster can be 
managed effectively with the number of staff in post. 

 The Red Flag process has been introduced to support staff in escalating concerns regarding staffing 
levels or skill mix in delivering optimum care. 

 Recruitment activity has been enhanced to reduce delays between staff leaving post and new 
starters commencing. 

 
 

3. Results for the month of April 

 

Of the 46 areas reviewed [the remit is for every inpatient designated ward to be included] there were 24 
areas who had less than 80% fill rates identified across at least one shift [Day or Night], which is consistent 
with March, when we also reported 24 areas.  
 

Site 

 
Day 

 
Night 

 

  
Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Average fill rate - 
registered nurses  

Average fill rate 
- care staff  

BGH  95.2% 86.4% 99.7% 98.2% 

RLH 94.8% 98.2% 90.8% 113.0% 

Trust total 95.0% 92.3% 95.2% 105.6% 

 
The table overleaf, breaks down the fill rate by grade of staff by day and night duty as recommended by 
NQB. Quality indicators are also included alongside the Ward Quality Indicator assessments which focus 
on nursing documentation and a range of patient safety indicators. 
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Key for WQI = R = Red rating [Less than 75%.A = Amber rating [75.1% - 89%].G = Green Rating [> 90%].N/A = no audit conducted in month. Sickness absence target = 4

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

No. Datix 

staffing 

incidents

Total  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Tota l  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Average fi l l  rate - 

regis tered 

nurses/midwives   

(%)

Average 

fi l l  rate - 

care s taff 

(%)

Tota l  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Tota l  

monthly 

planned 

s taff hours

Tota l  

monthly 

actual  

s taff hours

Average fi l l  rate - 

regis tered 

nurses/midwives   

(%)

Average 

fi l l  rate - 

care s taff 

(%)

1350 1050 2235 1951 77.8% 87.3% 750 762.5 1637.5 1637 101.7% 100.0% 684 2.6 5.2 7.9 0 0 0 3 7.76% 71.7% 94.6%

1575 1266.75 1575 1704.5 80.4% 108.2% 847.8 627.4 565.2 884.24 74.0% 156.4% 615 3.1 4.2 7.3 0 0 0 1 18.12% 87.5% 86.6%

2025 1582.8 1350 1603.5 78.2% 118.8% 1380 1149.5 690 1171 83.3% 169.7% 915 4.1 3.8 7.9 1 0 0 1 8.26% 100.0% 97.5%

1125 975 1125 1132.5 86.7% 100.7% 565.2 564.78 282.6 292.02 99.9% 103.3% 377 2.9 4.7 7.6 0 1 0 0 11.03% 86.0% 91.6%

1350 1035 1575 1773.5 76.7% 112.6% 600 630 600 880 105.0% 146.7% 567 2.9 4.7 7.6 0 0 0 0 3.37% 79.0% 62.8%

1499.5 1363 1102.5 1023.5 90.9% 92.8% 940.5 637.45 627 627 67.8% 100.0% 690 2.9 2.4 5.3 0 0 1 1 7.43% 80.7% 79.7%

2263 1922 1744 1591.5 84.9% 91.3% 1290 1173 600 1040 90.9% 173.3% 900 3.4 2.9 6.4 0 0 0 0 10.72% 86.2% 96.7%

1350 1305 1350 1237.5 96.7% 91.7% 600 600 900 895 100.0% 99.4% 359 5.3 5.9 11.2 0 0 0 0 4.13% 85.7% 94.8%

2175 1820.8 1500 1647 83.7% 109.8% 1290 1290 645 677.25 100.0% 105.0% 750 4.1 3.1 7.2 0 0 0 0 2.38% 89.7% 96.0%

2250 1608 2250 2208 71.5% 98.1% 832.5 823.25 555 841.75 98.9% 151.7% 870 2.8 3.5 6.3 0 1 0 0 5.91% 83.3% 83.5%

2175 1936 1125 1150 89.0% 102.2% 1260 1238 630 609 98.3% 96.7% 750 4.2 2.3 6.6 0 0 0 0 5.76% 83.3% 93.8%

1800 1645.5 1575 1751 91.4% 111.2% 1035 699.5 690 968 67.6% 140.3% 707 3.3 3.8 7.2 0 1 0 0 2.83% 94.5%

1492.5 1504 1125 1396 100.8% 124.1% 855 713 570 984 83.4% 172.6% 567 3.9 4.2 8.1 0 0 0 0 4.94% 88.8% 92.2%

1800 1218 1125 864 67.7% 76.8% 645 644.2 645 642.2 99.9% 99.6% 630 3.0 2.4 5.3 0 0 0 1 7.52% 96.2% 94.4%

2700 2223.7 1125 1202.5 82.4% 106.9% 1413 1120.56 565.2 659.4 79.3% 116.7% 840 4.0 2.2 6.2 0 0 0 1 10.82% 79.5% 87.3%

1800 1428.75 1125 1081 79.4% 96.1% 847.8 584.04 565.2 760.51 68.9% 134.6% 690 2.9 2.7 5.6 0 0 0 3 10.25% 80.6% 91.3%

2025 1471 1575 1499 72.6% 95.2% 1110 1035 555 555 93.2% 100.0% 930 2.7 2.2 4.9 0 0 1 10 13.01% 67.2% 78.2%

1800 1176.5 1125 1040 65.4% 92.4% 832 728 570 966.5 87.5% 169.6% 750 2.5 2.7 5.2 0 0 0 6 9.24% 85.8% 90.3%

1800 1702.5 900 855 94.6% 95.0% 750 787.5 750 750 105.0% 100.0% 570 4.4 2.8 7.2 0 0 0 0 2.16% 96.2% 97.5%

2005 1917.5 1144 1009 95.6% 88.2% 1277.5 1230 638.25 674 96.3% 105.6% 750 4.2 2.2 6.4 0 0 0 0 4.89% 81.2% 67.5%

4050 4050 900 795 100.0% 88.3% 2835 2814 630 388.5 99.3% 61.7% 375 18.3 3.2 21.5 0 0 0 5 8.60% 98.6% 100.0%

2495 2521.5 1750 1816 101.1% 103.8% 1575 1417.5 1020 1138.5 90.0% 111.6% 1080 3.6 2.7 6.4 0 1 0 0 2.81% 97.2% 93.6%

1800 1578 1125 1071 87.7% 95.2% 967.5 677.25 630 689.5 70.0% 109.4% 746 3.0 2.4 5.4 0 0 0 1 11.45% 94.6% 99.1%

1500 1367.5 450 417.5 91.2% 92.8% 577.5 577.5 111 0 100.0% 0.0% 327 5.9 1.3 7.2 0 0 0 0 6.90% 97.5% 88.3%

1100 1100 240 240 100.0% 100.0% 555 555 166.5 166.5 100.0% 100.0% 150 11.0 2.7 13.7 0 0 0 0 5.92% 100.0% 100.0%

1800 1349.25 1350 2086.5 75.0% 154.6% 847.8 574.62 565.2 1063.78 67.8% 188.2% 679 2.8 4.6 7.5 1 0 0 0 11.68% 58.6% 67.6%

1430.5 1330.5 535 517.5 93.0% 96.7% 600 600 300 300 100.0% 100.0% 514 3.8 1.6 5.3 0 0 0 0 0.00% 98.7% 36.3%

1760 7366 563 562 418.5% 99.8% 1260 1260 315 336 100.0% 106.7% 314 27.5 2.9 30.3 0 0 0 0 2.33% 98.1%

9900 8910 900 817.5 90.0% 90.8% 6930 6205.5 630 283.5 89.5% 45.0% 477 31.7 2.3 34.0 0 0 0 12 5.12% 100.0% 100.0%

1770 2755 900 720 155.6% 80.0% 1890 1806 0 0 95.6% na 170 26.8 4.2 31.1 0 0 0 0 9.18% 100.0% 100.0%

1350 1350 900 426 100.0% 47.3% 630 630 315 315 100.0% 100.0% 450 4.4 1.6 6.0 0 0 0 0 8.11% 96.0% 96.3%

5100 4280.5 2250 1856.5 83.9% 82.5% 2826 2523.28 1130.4 986.26 89.3% 87.2% 960 7.1 3.0 10.0 0 0 0 0 4.53% 73.7% 97.2%

8100 7191 2700 2144.5 88.8% 79.4% 5700 5647.5 1800 1241.5 99.1% 69.0% na na na na 0 0 0 0 3.85% 87.8% 86.4%

900 900 450 375 100.0% 83.3% 565.2 565.2 282.6 254.34 100.0% 90.0% 109 13.4 5.8 19.2 0 0 0 0 2.82% 70.3% 75.0%

2250 2150 450 360 95.6% 80.0% 847.8 847.8 282.6 56.52 100.0% 20.0% 394 7.6 1.1 8.7 0 0 0 1 3.33% 70.3% 75.0%

1155 1128.5 1125 1004.5 97.7% 89.3% 600 600 300 440 100.0% 146.7% 335 5.2 4.3 9.5 0 0 0 0
3.33%

100.0% 96.0%

713.75 721.05 245.3 223.2 101.0% 91.0% 104.3 104.3 104.3 104.3 100.0% 100.0% 106 7.8 3.1 10.9 0 0 0 0
4.26%

96.6% 97.8%

1242.5 1160 875 695 93.4% 79.4% 609 609 294 241.5 100.0% 82.1% 242 7.2 3.8 11.0 1 0 0 0
0.78%

85.0% 100.0%

1211 1211 844.5 844.5 100.0% 100.0% 686.5 686.5 535.5 535.5 100.0% 100.0% 438 4.3 3.2 7.5 0 0 0 0
12.64%

100.0% 100.0%

1350 1142 1575 1391.5 84.6% 88.3% 570 570 570 570 100.0% 100.0% 840 2.0 2.3 4.4 0 0 0 2
6.99%

100.0% 94.5%

RLU 

Theatres/

Recovery 7877 7368.01 2678.5 1928.25 93.5% 72.0% 1320 1419 330 297 107.5% 90.0% na na na na 0 0 0 2

8.92%

100.0% 95.8%

BGH 

Theatres/

Recovery 5129.5 5389.5 1490.5 1390.95 105.1% 93.3% 660 660 0 0 100.0% na na na na na 0 0 0 0

2.73%

100.0% 100.0%

Ward 3 

BGH 827.5 795 640 630 96.1% 98.4% 525 525 262.5 199.5 100.0% 76.0% 224 5.9 3.7 9.6 0 0 0 0

2.07%

97.0% 96.5%

Ward 9 

BGH 1350 1317.5 1800 1347.5 97.6% 74.9% 565.2 574.88 847.8 791.34 101.7% 93.3% 684 2.8 3.1 5.9 0 0 0 0

9.70%

96.5% 98.4%

9B 1575 1321 1627.5 1513 83.9% 93.0% 847.8 793.02 847.8 759.52 93.5% 89.6% 684 3.1 3.3 6.4 0 0 0 1 0.00% 78.6% 74.2%

AIFU 886.5 903.5 998 989 101.9% 99.1% 642 675 675 675 105.1% 100.0% 419 3.8 4.0 7.7 0 0 0 0 0.00% 85.2%

3 4 2 51 6.45% 88.6% 89.6%

Care Hours  Per Patient (CHPPD)

Cumulative 

count over 

the month of 

patients  at 

23:59 each 

day

Regis tered 

midwives/ 

nurses

Care Staff Overa l l WQI March WQI AprilFalls  

(moderate to 

severe falls )

C-Diff Pressure 

Ulcers 

(Grades 2-4)

Sickness and 

Absence

Day Night Night

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

Day
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4. Red Flag Process 

In July 2014, NICE published guidance setting out ‘red flag events’ which warn when nurses in charge of 

shifts must act immediately to ensure they have enough staff to meet the needs of patients on that ward. 

This process was quickly adopted by the Trust in order to further enhance ways in which staff could 

escalate staffing concerns and a policy was developed along with a range of materials to remind staff as to 

when they ought to raise a red flag. These are the measures used for every member of nursing staff for 

when a ward/departmental area is deemed unsafe and it is important to highlight that the definition of 

unsafe is made by the registered nurse using the red flag indicators as a guideline, alongside their 

professional judgement.  

The advice to the nurse in charge of a ward to escalate their concern using this approach was to contact 

the red flag bleep if: 

 A delay of more than 30 minutes in providing pain relief 

 Inability to undertake regular checks on patients to ensure that their fundamental care needs are 

met  

 Patient vital signs and NEWS are not assessed or recorded as outlined in the care plan 

 Unplanned omission of critical medications to patient 

 Staff are asked to sit out more than one patient who is for discharge when the Trust Full Capacity 

Protocol is activated 

 Patient unable to attend investigations due to unavailability of appropriate escort  

 Less than two registered nurses rostered on duty 

 A shortfall of more than eight hours or 25% (whichever is reached first) of registered nurse time 

available compared to the actual requirement on shift 

 Any situation where, based on professional judgement, patient care is deemed unsafe 

Matrons and Duty Managers are responsible for responding to red flags and assessing the situation within 

30 minutes in order to offer appropriate support and adjust the staffing within the clinical environment if 

deemed necessary. 

Further work has also been undertaken to provide staff working across the emergency floor a red flag 

process that meets their specific needs. This approach included; 

Accident and Emergency Department: 

 If the department becomes overcrowded    

 Tracking more than 60 patients in the department at any one time.  

 More than 8 patients in Emergency Triage (corridor). 

 Any situation where based on professional judgement, patient care is being compromised 

Medical Assessment Unit: 

 Tracking more than 26 patients (foyer holds 20 and 6 ambulatory)  

 5 patients with a DTA and waiting more than 4 hours for a bed in foyer 

 More than 30 minutes wait to triage 

 Delay in 30 minutes to commence treatment 

 Delay of more than 30 minutes in providing prescribed medication 

 Any situation where based on professional judgement, patient care if deemed unsafe 
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For the month of April, 26 red flag incidents were raised and all of these were in relation to any situation 

where, based on professional judgment, patient care was deemed unsafe, for example unfilled close 

observation or ward acuity. Each of the nurse staffing red flags raised led to a clinical review of the area by 

the Matron or Duty Manager and staff were re deployed if deemed necessary. 

 

5. Datix Staffing Incidents 
 
For the month of April, there were a total of 51 datix incidents reported in relation to staffing which is a slight 
reduction on last month’s figure of 58. 
 
Again, one of the areas that reported a high number of incidents in relation to staffing was ITU. In all cases, 
this was to highlight that staff had been moved to support other clinical areas in the Trust. It is important to 
note however, that moving staff from ITU only occurs once a review of staffing levels has been undertaken 
by the Duty manager or Matron and it is determined that critical care activity allows for this e.g. operating 
with an empty bed/s.  
 
Information gathered from the other datix incidents indicate that themes remained the same and were: 
 

 No additional staff to support escalation areas 

 Unfilled vacancies 

 Unfilled close observation requests 
 
 
6. Exception Report 
 
The following areas have been highlighted due to falling below the 80% staffing trajectory set internally by 
the trust, whilst also falling beneath the requirements set out in the Ward Quality Indicators undertaken by 
the Matrons. The Chief Nurse will monitor these areas with the Divisional Chief Nurse although regularly 
meets with Ward Managers to discuss performance and provide additional support as required.  
 
3Y 

The ward reported a low fill rate for registered nurses on day duty and in the main this is due to vacancies 

although the ward has recruited staff and they are awaiting start dates. The sickness levels for Ward 3Y is 

3.37% and there were no safety concerns during April. The ward WQI is Red; with their overall score being 

62.8%. There were 5 red standards; falls, medication safety, infection control, nutrition and discharge 

planning. Overall there needs to be an improvement in patient documentation including risk assessments, 

and ensuring robust medication safety is in place. In response, an action plan has been developed and this 

will be managed via the Divisional Perfect Ward meeting.  
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9X  

The ward reported a low fill rate for registered nurses on both day and night duty, due to both vacancies 
and long term sickness. The ward’s sickness levels are above trajectory at 11.68% and support is being 
given by HR to help improve this position. The ward reported 1 fall during April and support has been given 
by the specialist falls team including assessing the patient and further education for ward staff as required. 
The ward WQI is Red; their overall score being 67.6%. There were 6 red standards; falls, pressure area, 
infection control, nutrition, discharge planning and continence. This is the second consecutive month that 
9X have scored an overall red; therefore, the quality team arranged a meeting with the Ward Manager to 
discuss areas that require improvement and any further support from specialist teams. A robust action plan 
has been developed which will be managed via Perfect Ward meeting. 
 

 

7. Considerations 

In order to strengthen the current way in which assurance is offered to Trust Board, the red flag incidents 

will be added to the dashboard in order to determine the number of incidents when staffing concerns have 

been raised (by ward / department) and an additional indicator to confirm a suitable response within the 

timescales set out. 

A further project has commenced to begin profiling CHPPD locally, to establish an expected metric / range 

from which to work for each ward and department and in turn offer assurance that this recommended 

establishment / level was realised. This way, the report will move away from simply focusing on planned 

versus actual hours worked but provide a more sensitive range of metrics which take bed occupancy and 

professional judgement into consideration. 

It is anticipated that red flag capture by ward will be included in June’s staffing Dashboard with CHPPD 

levels being measured against locally agreed levels from July. 

 

8. Conclusion 

The senior nursing team are confident that nurse staffing levels are reviewed routinely, at least three times 

per day, in order to ensure patient safety is maintained and care is afforded at the standard we expect. 

However, it is also accepted that much of this work is not captured within the safe staffing report which is 

discussed at Trust board, given the NQB guidance advising on the elements which ought to be contained. 

Whilst future reports will continue to adhere to the recommendations set out, we believe these additional 

metrics will offer further assurance in relation to the Trusts safe staffing position. 
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 

 
Sponsor: Neil Willcox  

☐ To note 
☐ For decision (insert funding source if financial 

implications).  
Service line 
affected: 

Trust 

  Date of board meeting to discuss this 
paper:  

30/05/2017 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

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

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

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

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

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

Have we considered opportunity & risk in the following areas?                       

X Clinical       Financial  X Reputation  
Assurance re risk to patient safety Assurance re financial systems  Assurance re effective risk management  

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

The report prepared on behalf of the Audit & Assurance Committee is to provide assurance in relation to 

work undertaken in accordance with its terms of reference for the year April 2016 to March 2017.     The NHS 

Code of Conduct and Accountability and the NHS Audit Committee Handbook require that an audit 

committee is established as a committee of the Board to provide an independent and objective view on 

governance, risk management and internal control processes on which the Board places reliance. The 

establishment and constitution of the Committee is mandated by the Trust’s Standing Orders (Standing 

Order 5.3.1)  

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

To provide a summary of the work of the Audit & Assurance Committee to support its independent and 

objective view on governance, risk management and internal control processes on which the Board places 

reliance.    

 

3. CONCLUSION AND RECOMMENDATION                                   

The Committee continues to provide the Trust Board with an independent and objective review of internal 

control by meeting the objectives set out in the terms of reference and by focussing on specific issues as 

necessary throughout the year.   
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MAIN REPORT:                                 

Governance, Establishment and Duties  

The production of an annual report represents good governance practice and ensures compliance with the 

Department of Health Audit Committee Handbook and the principles of integrated governance.  The annual 

report should be considered after the year end but prior to consideration of the annual report and accounts, 

which are subject to detailed opinion elsewhere on the agenda.  

 

Members of the Committee are appointed by the Board from amongst the non-executive directors of the 

Trust, one of whom is appointed to chair the committee.  Angela Phillips was appointed to the Committee in 

October 2016, replacing Prof Malcolm Jackson.   Both Neil Willcox, chair of the Committee, and Angela have 

recent and relevant financial experience in accordance with Monitor’s Code of Governance (provision C3.1).  

 

At each meeting internal and external auditors meet for private discussions with Committee members.  The 

Director of Finance and the Assistant Director of Finance are invited to attend every meeting.  The 

Committee is supported by the Associate Director of Corporate Affairs in accordance with good practice.  

Directors, or their representatives, are invited, where necessary, to support specific papers.  

 

Committee effectiveness  

There were five scheduled meetings during the year, including the meeting for reviewing the annual report 

and accounts for 2015/6.  This was referenced in the last annual report from the Committee.    With a view to 

improving the process for 2016/17,  interim briefings have been arranged with the chair of the Committee, to 

provide opportunity to understand emerging issues from the annual audit.   

 

Attendance by Committee members and those regularly ‘in attendance’ is recorded in appendix 1.   

 

A summary of the assurance provided by the Audit and Assurance Committee is included in the monthly 

committee assurance report to the Board, with items escalated through the chair’s logs supported by verbal 

updates to the Board from the chair of the Committee.  The Committee minutes are available to all Board 

members.  

 

Performance against Objectives 

The Committee considered reports from management in relation to limited assurance reports for the 

following areas from the 2016/17 annual audit plan to provide assurance that action had been taken to 

address the areas for improvement : -  

 Safeguarding. 

 Clinical Audit Validation : WHO Checklist  

 

Governance, Risk Management and Internal Control  

Progress with completion of internal and external audit recommendations has been monitored at every 

meeting (excepting meeting arranged for signing of the annual accounts). To enhance oversight of 
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management action in response to internal audit recommendations, prior to final follow up review by 

Internal Audit, a regular management report has been introduced to report progress with implementation.  

The report has been strengthened with an escalation process and RAG rating to provide an assessment of the 

risk in relation to non implementation of the recommendation. The Committee has requested attendance by 

senior staff where the Committee require additional assurance and/or a fuller response.  

 

The Committee considers the Board Assurance Framework at every meeting (excepting meeting for signing 

of the annual accounts) enabling the Committee to satisfy itself that the audit activity remained appropriate 

and that the assurance framework reflected the risks to the delivery of the Trust’s objectives and is used by 

the Board.  

 

Internal Audit 

Internal audit report at each meeting providing a summary of each audit report including the assurance 

provided.  The Committee has the opportunity to ask for further information, clarification or to seek 

assurance over conclusions reached and recommendations made.   The draft Internal Audit Plan for 2017-18 

was considered and approved in April 2017.  

 

During 2016/17 Internal Audit issued 20 audit reports. One report provided high assurance, 17 provided 

significant assurance with two providing limited assurance (Safeguarding and Clinical Audit Validation: WHO 

Checklist).   

 

The Audit & Assurance Committee receive regular reports in respect of tender waivers in compliance with 

Standing Orders.   Additional controls have been implemented to strengthen robustness of reporting.  

 

The Committee received the Director of Internal Audit Opinion and Annual Report 2016/17 in April 2017.  

The Committee was pleased to note the significant assurance opinion given by the Director of Internal Audit.   

Significant assurance was given that there is a generally sound system of internal control designed to meet 

the organisation’s objectives, and that controls are generally being applied consistently. However some 

weaknesses in the design or inconsistent application of controls put the achievement of a particular objective 

at risk. The Opinion referred to the challenging financial position for all NHS organisations and made 

reference to continuing work to improve the financial position and the regular reporting to the Board.  The 

Opinion referred to the CQC inspection for which the Trust obtained a ‘Good’ rating.  The Opinion 

contributed to the assurances available to underpin the Board’s own assessment of the effectiveness of the 

organisation’s system of internal control and was used by the Accountable Officer in the completion of the 

Annual Governance Statement.   

 

External Audit 

The Trust’s external auditors were Grant Thornton. The appointed auditor was Jackie Bellard.   
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The Committee regularly reviews the work and findings of the external auditor and considers implications of, 

and management’s response to, their work.   The Committee considered and accepted the audit plan and 

fees for 2016/7. The fees for the 2016/7 annual audit are £53838 and £4095 for the charitable fund audit 

subject to a number of assumptions with regard to the provision of information by the Trust. Fees for the 

review of the Quality Account are £10000.   

 

The Committee has received regular external audit progress reports together with sector briefings.   

 

During the year the Committee received regular updates from the Trust on the action plan in response to the 

External Audit: Audit Findings Report 2015/16.   The key areas covered by the recommendations related to:- 

 Compliance with journal controls and procedures. 

 Oversight of bank reconciliation procedures.  

 Controls re authorisation of payroll transactions. 

 Management of purchase order processes. 

 Procedures on inventory in Pharmacy. 

 Financial reporting to the Board.  

 Delivery of QEP targets   

 

The external auditors’ report on the Quality Account for 2015/16 was considered in July 2016. An unqualified 

conclusion was reported.  The improvement in respect of the timeliness of the draft Account was noted 

together with improved responsiveness to queries.  The recommendation suggested that the timetable be 

expedited to ensure timely completion of the audit and ensure that the draft provided meets the Quality 

Account Regulations. A progress report on implementation of the recommendations was provided to the 

Committee in January 2017. The recommendations related to the availability of patient records and the 

requirement to ensure that the draft Quality Account submitted to external audit should contain all 

necessary disclosures.  

 

Anti – Fraud Arrangements  

 

Counter Fraud services are provided by MIAA.     The Trust’s Anti - Fraud Specialist (AFS) regularly attends the 

Committee to provide an update on anti-fraud activity, ongoing cases and progress against the workplan 

agreed by the Committee.  The Anti-Fraud Services Annual Report was considered by the Committee in April 

2017.   The annual declaration which was based on the self-assessment of compliance against the Protect 

Standards was considered with overall performance assessed as ‘green’. This indicates a high level of 

compliance with the specified standards with areas for improvement relating to ensuring staff awareness of 

fraud prevention policy guidance.  

 

Financial Reporting 

The Committee received and approved the accounting policies on April 2017.   
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Specific Items to Report 

The clinical audit annual report 2015/16 was considered in January 2017.  The format and content of the 

annual report had been revised to better reflect the role of the Committee and complement, as opposed to 

replicate, reporting to other committees including Clinical and Cost Effectiveness and Quality Governance 

Committee as well as divisional governance meetings.   

 

The Committee has also considered the following matters: 

 Agreed that the 2016/7 Annual Accounts be prepared on a “going concern” basis. 

 External assurance was provided by Grant Thornton (non-audit services) in relation to the actions 

from the Trust’s foundation trust application. The Committee requested that the action plan be 

revised to include all recommendations with additional assurance to be obtained regarding 

completion of the financial aspects of the plan.  

 Annual report on actions taken to manage top six themes from claims and losses. As reported in the 

last annual report, the Committee sought assurance from Quality Governance Committee in relation 

to the identification of themes from incidents and complaints and how lessons are learnt and shared 

across the Trust to reduce incidence and value of clinical claims, and further assurance has been 

requested.    

 Annual Report on Gifts and Hospitality Register.   The Committee noted the work which was ongoing 

to strengthen awareness and the integration with other Trust policies including Study Leave Policy.  

 Presentation on implementation of service line reporting with support to identify how to use data to 

drive decision making.   

 Report on a potential breach of Trust’s governance framework in respect of historic arrangements 

for authorising additional clinical payments. Advice was requested from internal audit in respect of 

the governance arrangements for the historic payments and whether the arrangements constituted 

a breach of the Trust’s Standing Financial Instructions.  

 Annual review of effectiveness in respect of Trust raising concerns/whistleblowing arrangements.  

 Requested development of a framework to support future commercial arrangements.    

 

 

CONCLUSION & RECOMMENDATION      

The Committee has met its purpose to provide the Trust Board with an independent and objective review of 

internal control by meeting the objectives set out in the terms of reference and by focussing on specific 

issues as necessary throughout the year.   
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        Appendix 1 

          

Audit  & Assurance 
Committee  

June 2016 July 2016 Oct 16 Jan 17 April 17 ATTENDANCE 

Members             

Neil Willcox Present Present Present Present Present 5/5 

Geoff Stewart  Present  Present  Present  Present  Present 5/5 

Bob Burgoyne  Present Present    2/2  

Angela Phillips  
(from Oct 16)  

  Present Apologies  Present 2/3  

Regular attenders          

John Graham Present Present  Present  Present  Present  5/5 

MIAA   Present  Present  Present  Present  4/4 

MIAA AFS   Present  Apologies Present  Present  4/4 

Grant Thornton  Present Present  Present  Present  Present  5/5 

M Warburton Apologies Present  Present  Present  Present  4/5 

 J Boggan  Present Present  Present  Present  Present  5/5 
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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/2015 

  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 1st January 2017- 31st March 2017.  

 

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 

2016/17.  

 

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. 

:  

Health and Safety Audit 
 
The health and safety Manager has produced a comprehensive health and safety audit tool that incorporates Clinical 
Ward areas within the Trust. The purpose of this exercise is to provide assurance that Trust current position on Health 
and Safety falls in line with current legislation. During this process, if any areas were to be considered as either non-
compliance or require any improvement, the health and safety team will support the identified department areas to 
address any shortfalls. The audit tool is to be reviewed in June 2017. 
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The health and safety team are meeting with key stakeholders from each divisional area in preparation for the roll out 
of this audit. 
 
The following audits have been undertaken in Quarter 4 
 

12/01/2017 Unscheduled Care Gerontology  BGH Ward 9   

24/01/2017 Unscheduled Care Gerontology  BGH Outpatients   

 30/03/2017 Scheduled Care   Orthopaedics  BGH Ward 3  

 
The following audits are scheduled for Quarter 1  
 

 04/04/2017 Unscheduled Care  Gerontology  BGH Ward 8  

 15/05/2017 Unscheduled Care  Haematology  Ward 10z  

17/05/2017 Scheduled Care  Dermatology/Rheumatology BGH Ward 4  

 13/06/2017 Unscheduled Care   BGH Physiotherapy  BGH Physiotherapy 
department  

 

 07/06/2017 Unscheduled Care   Haematology  Ward 7x  

 
 
 
Health and Safety Forward Plan 2016/17 
 
Of the 13 key health and Safety objectives set out for 2016/17, seven objectives have been completed and five are 
currently in progress and on target for completion.  The five objectives that have not been completed will be transferred 
onto the new forward plan for 2017/18 with a set of new and revised key objectives for 2017/18.  The new Health and 
Safety Forward Plan 2017/18 will be within the next quarterly report, following ratification from the Health and Safety 
Sub – Committee next meeting in June 2017.    
  
 
All the health and safety key objectives within the forward plan are regularly communicated and disseminated to the 
Health and Safety Sub – Committee and at divisional health and safety group meeting for discussion and status update 
on each objective as part of the monitoring role of the committee’s overall responsibilities.   
 
Reporting of Incidents and Dangerous Occurrences Diseases (RIDDOR) 

During the period from 1st January 2017- 31st March 2017, the Trust has reported 606 incidents (non – clinical) to the 

Health and Safety Team and of the 606 reported incidents, 9 incidents were classified as reportable incident to the 

Health and Safety Executive under the RIDDOR. There has been increase in comparison to 4 reported for Quarter 3. 
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Clinical 
Group 

/Directorate  

Incident 
date 

RIDDOR 
Classification  

Injury/Body 
Part 

Description of 
Incident 

Action Taken by 
Health and Safety 

Team 
CORP 

FACILI 

11/01/20

17 

Fall - non-

patient 

Abrasions 

Knee and hip 

Alleged Staff member 

fell over plastic cover 

for electrics by the 

Linda McCartney 

Centre 

RIDDOR Investigation 

Report completed 

CORP 

FACILI 

06/01/20

17 

Fall - non-

patient 

Bruise 

Knee 

Alleged Staff member 

fell near to the 

revolving doors at the 

main entrance RLH 

RIDDOR Investigation 

Report completed 

LCLJV 

CELLSC 

12/01/20

17 

Control of 

Infection/Deco

ntamination 

Issues 

Infection 

Chest 

Alleged Staff member 

exposed to TB after 

post mortem.  

HSE Investigation 

LCLJV 

CELLSC 

12/01/20

17 

Control of 

Infection/Deco

ntamination 

Issues 

Infection 

Chest 

Alleged Staff member 

exposed to TB after 

post mortem. 

HSE Investigation 

LCLJV 

INFIMM 

25/02/20

17 

Injury Pain 

Back 

Alleged Staff member 

hurt back when lifting a 

plastic crate of culture 

plates onto a stack of 

other crates  

RIDDOR Investigation 

Report completed 

SCHEDU 

DIGEST 

24/02/20

17 

Environmental Bite 

Hand 

Alleged Staff member 

bitten on hand whilst 

getting pillow from 

stock cupboard 

RIDDOR Investigation 

Report completed 

UNSCHE 

URIN 

10/02/20

17 

Fall - non-

patient 

Abrasion 

Strain 

Knee 

Alleged staff member 

slipped on wet floor 

RIDDOR Investigation 

Report completed 
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Clinical 
Group 

/Directorate  

Incident 
date 

RIDDOR 
Classification  

Injury/Body 
Part 

Description of 
Incident 

Action Taken by 
Health and Safety 

Team 
UNSCHE 

URIN 

02/03/20

17 

Injury Strain 

Back 

Alleged staff member 

sustained back injury 

whilst lifting patient 

RIDDOR Investigation 

Report completed 

UNSCHE 

CSS 

12/12/20

16 

Injury Bump 

Eye 

Alleged staff member 

sustained injuries to 

eye when she walked 

into TV screen 

RIDDOR Investigation 

Report completed 

 
Central Alerting System (CAS) 
 
 National Patient Safety Agency (PSA)  
 

The Trust received no PSA alerts for the period from 1st January 2017- 31st March 2017.  
 

The Patient Safety Audit Group is still continuing to meet on a fortnightly basis to review historical PAS alerts between 
2008 – 2016. This group is led by the chair by Julian Hobbs, Medical Directors with key stakeholders to provide 
assurance that previous alerts have been implemented throughout the organisation. 

 
     Medical Device Alerts (MDA) 
 

The Trust has received 4 MDA alerts for the period from 1st January 2017- 31st March 2017.  Of the 4 MDA Alerts 

received, 2 alerts have been confirmed as relevant to the organisation and have been actioned in occurrence 

with MRHA.  

 Estates and Facilities Notifications (EFN) 
 
 The Trust received 6 EFN Alerts for the period from 1st January 2017- 31st March 2017.  Of the 6 EFN Alerts, all 

have been actioned and completed within the deadline set out by Department of Health.  
 
 Estates and Facilities Alert (EFA) 
 

The Trust received 1 EFA Alerts for the period from 1st January 2017- 31st March 2017 and this Alert has been 
actioned and completed within the deadline set out by Department of Health.  
 

Asbestos Project Management 

The Trust Health and Safety Manager (nominated Person Responsible for Asbestos) has full responsibility for the 

management of Asbestos throughout the Trust in which various re-active works (planned and emergency) and capital 
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schemes across the Trust, ensuring the correct management of asbestos during works and where necessary, the 

appropriate removal of or encapsulation of asbestos.   

The following projects this have been completed within this quarter: 

 Continuation of high risk ACMS identified within previous management surveys  
 Working with Carillion Contraction regarding several on – going projects relating to the new Trust Hospital 
 On-going works will Carillion FM team as part of Reactive and Planned maintenance works 
 X6 Asbestos re-inspection survey of RLUH Site have been undertaken within this  
 

The following projects are scheduled within Quarter 1 2017/2018 include; 
 

 Asbestos remedial works following re-inspection survey of Dental Hospital 

 Completion of removal/encapsulation works of any ACMS identified within the Energy Centre management 
survey  

 Asbestos re-inspection survey of RLUH Site (Boiler House, Derwent House and Main Service Ducts) 

 On-going works with the Redevelopment Team 

 Dental Fire compartmentation surveying works  
 

Partnership with Carillion Facilities Management and Construction Team 
 
Following a review of Carillion’s induction and passport to work system, the Trust’s Health and Safety Advisors are 
continuing to review all 3rd party contractors risk assessments and method statements prior to Carillion FM issuing a 
passport to work. This has provided the Trust with a robust approval system between the Trust, Carillion and 3rd party 
contractors. 
 
New Hospital-Related Projects 
 
The Health and Safety Advisors have continued to provide support to the fortnightly Whole Site Logistics Meeting with 
advice and guidance regarding the impact of redevelopment works within the Royal site and the impact of the enabling 
works for the new hospital.  This support has improved communications and raised awareness regarding the works 
across the site. 
 
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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TRUST BOARD DECLARATIONS OF INTEREST 
AUTHOR: Madelaine Warburton 

  

Purpose of paper Key facts 
x For assurance 
 

Sponsor: Bill Griffiths 

x To note 
☐ For decision (no budget requested) Service line affected: Corporate 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  30/05/2017 

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:  [Please insert here – e.g. Exec, Clinical Governance etc.] 
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
☐ Patients ☐ Regulators (CCG, NHSI , CQC etc) 

☐ Staff x Legal frameworks (HSE, NHS Constitution etc.) 

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

Have we considered opportunity & risk in the following areas?                       

☐ Clinical x Financial  x Reputation  
State: [Please insert] State: Potential impact on decisions State: Failure of governance 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT           

The NHS Code of Conduct / Code of Accountability requires Board Directors to declare interests which are 

relevant and material to the Board.   NHS organisations are required to maintain a register of interests to 

avoid the risk of Board Directors being influenced, or appearing to be influenced, by their private interests in 

the exercise of their public duties. All directors make an annual declaration of interests in addition to those 

made at each Board meeting.  This requirement is reinforced by Section 6 of RLBUHT’s Standing Orders. 

Interests which are regarded as “relevant and material” are:  

 Directorships, including non-executive positions held in private companies or PLCs. 

 Ownership or part ownership of private companies, businesses or consultancies likely or possibly 

likely to do business with the NHS. 

 Majority or controlling share holdings in organisations likely or possibly seeking to do business with 

the NHS.  

 A position of authority in a charity or voluntary organisation in the field of health or social care.  

 Any connection with a voluntary or other organisation contracting for NHS services. 

 Research funding/grants that may be received by an individual or their department. 

 Interests in pooled funds that are under separate management. 

 Any other commercial interest in the decision before a meeting. 
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TRUST BOARD DECLARATIONS OF INTEREST 
AUTHOR: Madelaine Warburton 

2. QUESTION(S) ADDRESSED IN THIS REPORT              

All Board Directors have declared their relevant and material interests. These are disclosed in Appendix 1. 

3. CONCLUSION          

Annual declaration of interests is a requirement for the Trust’s Annual Report.  The Board are requested to 

note the contents of this report. 

APPENDIX 1: Board Members Declaration of Interests  

Name Position Interests Declared 

Bill Griffiths Chair Chair of the Disclosure and Barring Service 

Mike Eastwood Non-Executive Director Chief Officer, Liverpool Anglican Cathedral  

Diocesan Secretary, Liverpool Diocesan Board of Finance 

Secondee, Archbishops’ Council  

Partner is a trustee of John Moores Foundation and St 

Mary’s Upton PCC, 

Geoff Stewart Non-Executive Director Managing Director Geoff Stewart Associates - Business 

Dev Consultants 

North Wales Police Crime Commissioner – Panel 

Member. 

Llysfaen Community Council Chair.  

Neil Willcox Non-Executive Director  Shareholder and Director of Resman Limited 

Malcolm Jackson  Non-Executive Director Professor and Associate Pro Vice Chancellor University of 

Liverpool 

Angela Phillips  Non-Executive Director Trustee Alternative Futures Group  

Susan Young  Non – Executive Director 1 Managing Director of PSCA Consulting Ltd. 

Interim Director of HR & OD, Oxford University Hospitals 

NHS Foundation Trust (from 19/4/17)   

Aidan Kehoe Chief Executive Officer Honorary Treasurer, Shine  
 
Director, Liverpool Health Partners  

                                                           
1 Non-voting Board member  
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Ros  Edwards Director of HR & OD  None 

Stella Clayton  Director of HR & OD – 

Acting (from May 2016)  

None 

John  Graham  
 

Deputy Chief 
Executive/Director of 
Finance  
 

Chair, Lydiate Learning Trust 
  
Chair, Lydiate Primary School  
 
Council Member, CIMA  
 

Lisa Grant  Chief Nurse  
 

Governor at Liverpool University Technical College 
 
Partner is a Director of Marave Ltd (company that 
competes for NHS contracts locally) 
 

Peter Williams 
 

Medical Director 
 

Central Manchester and West Cheshire CCG, Secondary 
Care Advisor 
 

James Kingsland  Non-Executive Director1 Chairman Jhoots Pharmacy Group 
 
President National Association Primary Care 
 
Director  NAPC Services Ltd., 
 
Director Waring Health Ltd., 
  

Helen Shaw 
 

Director of 
Communications & 
Marketing1 
 

Secondment (part time) to Liverpool CCG: Healthy 
Liverpool Programme. 
 
Parish Councillor- Lathom Parish Council  
 

David Walliker Director of IT1 2 Chief Information Officer, Liverpool Women’s Hospital & 
North West Coast Genomics 
 

 

                                                           
1 Non-voting Board member. 
2 David Walliker is employed by the RLBUHT and provides IT Leadership Services to the Liverpool Women’s Hospital 
under an SLA.  
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Board Code of Conduct     
This Code is written to support the Trust’s Standards of Personal and Business Conduct Policy.  
As members of the Trust Board we will adhere to the seven principles of Public Life (Nolan 
Principles):   1. Selflessness, 2. Integrity, 3. Objectivity, 4. Accountability, 5. Openness, 6. Honesty, 
and 7. Leadership.    
 
Our Board Code of Conduct has been defined against the Trust values and reflects how we will 
operate as the  Board of Directors. 
 
Patient centred 
We will: 

 Ensure that the interests of our patients, in terms of quality of care and experience,  are 
central to all our decisions.   

 Ensure decisions are based on sound evidence and are clinically driven for the benefit of our 
patients.   

 
Professional  
We will  

 Maintain our professional competence including a sound understanding of the external 
environment, considering future risks and opportunities.   

 Operate as a unitary Board, positively  contributing to meetings and collectively supporting 
the implementation of decisions made by the Board 
 

Open and Engaged  
We will  

 Actively listen to our patients, staff, colleagues, partners and external bodies and ensure 
that we adopt good practice and learn from our mistakes. 

 Treat everyone fairly by active listening,  recognising the  skills and experience  of others,   
encourage diversity of views supporting each other through effective challenge, 
 

Collaborative 
We will:  

 Establish effective networks, contacts and partnerships both within and outside Trust, for 
the benefit of our patients valuing the contributions from others.   

 Operate as a unitary Board, with each member demonstrating the ability to think 

strategically and contribute to areas outside their specialist field. 

 
Creativity 
We will  

 Positively seek opportunities to maintain the sustainability of the Trust whilst managing risks 
in accordance with our risk appetite statement.   

 Create a culture of innovation both within the Trust and with external stakeholders to 
deliver our vision for a life science campus to improve the health and wellbeing of the 
population.  
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Acronym Term Definition 

 95th percentile The 95th percentile shows the result for 95% of patients. 

 Absenteeism % working days lost due to staff sickness. 

A&E Accident & Emergency 
Department 

Assesses and treats patients with serious injuries or illnesses. 

 Accountability The requirement to report and explain performance 

 Active pathway  

AMI Acute myocardial infarctions Commonly known as a heart attack. 

AHP Allied health professionals  

 Block patients  

BAF Board Assurance 
Framework 

A register of the major strategic risks to the Trust and what is being 
done to manage them. 

BMT Bone marrow 
transplantation 

A bone marrow transplant is a procedure that involves replacing 
damaged bone marrow with healthy bone marrow stem cells. 

CAS Central Alerting System Provides safety alerts. 

CAUTIs Catheter Associated Urinary 
Tract Infections 

Urinary tract infections (UTIs) which are associated with the use of a 
urinary catheter. 

CCG Clinical Commissioning 
Group 

CCGs are groups of GPs that will, from April 2013, be responsible for 
commissioning/buying local health and care services. 

CCSS Core Clinical Support 
Services 

 

CDT Clostridium Difficile Toxin 
infection 

Clostridium difficile infection is reported, based on detection of CDT 
that includes all samples except those where the patient has already 
been diagnosed in the previous four weeks. Measured as an absolute 
number of trust-attributable cases against an agreed trajectory. 

CLRN Comprehensive Local 
Research Network 

25 CLRNs cover the whole of England by region. They coordinate and 
facilitate the conduct of clinical research. 

CPE Carbapenemase-producing 
Enterobacteriaceae 

CPE is the name given to a group of bacteria that have become very 
resistant to antibiotics. Many of these bacteria usually live harmlessly 
in the gut of humans or that of animals and help to digest food. 
However, if they get into the wrong place such as the bladder or 
bloodstream they can cause infection. 

CQC Care Quality Commission The Care Quality Commission (CQC) regulates all health and adult social 
care services in England. 

CQUIN Commissioning for Quality 
and Innovation 

 

 Day cases An elective patient admitted during the course of a day for treatment 
that does not require the use of a hospital bed overnight. 

DNAs Did Not Attends Outpatient appointments where the patient failed to attend. 

DoH Department of Health  

DVT Deep Vein Thrombosis Deep vein thrombosis (DVT) is a blood clot in a major vein that usually 
develops in the legs and/or pelvis. 

EBITDA Earnings before interest, 
tax, depreciation and 
amortisation 

A measure of the performance of the “underlying business” ie 
surplus/deficit from day to day operations. 

 EBITDA margin This compares the actual EBITDA to the income achieved. 

   

 Elective patients Patients for whom a procedure is performed by choice and planned. 

ECIST Emergency Care Intensive 
Support Team 

 

EDMS Electronic Document 
Management System 

 

ESBL Extended Spectrum Beta-
Lactamase 

The number of Trust attributes ESBL (Extended Spectrum Beta-
Lactamase) bloodstream infections reported, measured as an absolute 
number against an agreed trajectory. 
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Acronym Term Definition 

FT Foundation Trust  

FY Full Year  

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine. 
 

 Global trigger tool  

H&S Health & Safety  

HCA Health Care Assistant  

HRG Healthcare Resource Groups  

HSMR Hospital standardised 
mortality ratio 

This gives the case-mix adjusted mortality rate of the “HSMR basket of 
diagnoses” (the diagnoses that account for 80% of all in-hospital deaths 
relative to the national average). 

 I&E surplus This is the retained surplus as a percentage of revised income. 

 Inpatients A patient who occupies a bed for at least one night. 

LCRN Local Clinical Research 
Network 

 

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient 

 Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs. 

 Level 2 complaints More formal complaints. 0-25 working day response time. 

 Level 3 complaints  

 Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 
easily realisable) assets. 

 Locums A person who temporarily fulfils the duties of another.  

 Mandatory Training A legal requirement for all staff to be trained in certain subjects 
(currently 8 subjects every 2 years) under health and safety legislation 
and guidance. 

 Mentors Person shares knowledge, skills, information and perspective to foster 
the personal and professional growth of someone else.  

MHA Mental Health Act  

MRSA Methicillin-resistant 
staphylococcus aureus 

The number of MRSA bloodstream infections reported measured as an 
absolute number against an agreed trajectory. 

MSSA Methicillin-sensitive 
staphylococcus aureus 

The number of Trust attributable MSSA bloodstream infections 
reported, measured as an absolute number against an agreed 
trajectory. 

MINAP Myocardial Infarction 
National Audit Programme 

Audits data completeness and validity. 

NICE National institute for health 
and clinical excellence 

A special health authority of the English National Health Service (NHS), 
serving both English NHS and the Welsh NHS. 

NIHR 
league 

National institute for health 
research league 

The league table looks at the number of studies undertaken by each 
individual Trust, and the number of patients they recruit into those 
studies. 

NPSA National patient safety 
agency 

 

NSS National Student Survey  

 Never events  

 Non-elective patients Patients for whom a procedure is performed as an emergency. 

 Non-referred patients Patients who have come to the hospital without a referral from a GP or 
another hospital. 

NTDA National Trust Development 
Authority 

 

NQA Nursing Quality 
Assessments 

Aggregate rating of 11 standards within Nursing Quality Assessments 
audits. 

NQI Nursing quality indicators Monthly Audit programme across wards collecting information in 
relation to falls, medication, observation, pressure area care, infection 
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control, nutrition, pain, nurse cleaning elements, discharge & transfer. 

Acronym Term Definition 

 Outpatient A non-residential hospital patient i.e. a patient who visits a hospital, 
clinic or associated facility for diagnosis or treatment but does not stay 
for over 24hrs. 

PAS Patient Administration 
System 

 

PEMS Patient evaluation 
management system 

Patient satisfaction survey response rates for patients included within 
the Advancing Quality Programme denominator. 

PET Patient Experience Tracker Performance indicator based on the results of questions from the 
National Inpatients Survey selected by the Care Quality Commission. 

PROMS Patient reported outcomes 
measures 

Patient Reported Outcomes Measures, based on questionnaires which 
collect health status information from patients before and after an 
intervention. 

 Patient safety thermometer An internal survey or inpatients on a particular day each month to 
identify incidents of VTE, falls, pressure ulcers & CAUTIs. It does not 
include MRSA, CDT, MSSA, VRE or ESBL infections, or medication 
incidents, as they are not required by the DoH operating framework. 

PbR Payment by results Payment by results is the rules-based payment system under which 
commissioners pay healthcare providers for each patient treated, 
taking into account the complexity of the patient’s healthcare needs. 

PCT Primary Care Trust PCTs previously commissioned primary, community and secondary care 
from providers but are scheduled for abolition on 31.03.13. 

 Primary coding  
 

PFI Private finance initiative A way of funding public infrastructure projects with private capital. 

 Prophylaxis Any medical or public health procedure whose purpose is to prevent, 
rather than treat or cure a disease. 

QEP Quality Efficiency 
Programme 

 

QOF Quality and outcomes 
framework 

The Quality and Outcomes Framework (QOF) is a system for the 
performance management and payment of GPs. 

 Referred patients  Patients referred by a GP or another hospital. 

RIDDOR Reporting of Injuries, 
Diseases and Dangerous 
Occurrences Regulations  

Workplace incidents that cause more than 7 day’s inability to carry out 
normal duties. Work related diseases and dangerous occurrences. 

 Responsibility The duty to deal with something 

ROA Return on Assets An indicator of how profitable a company is relative to its total assets. 
Calculated by dividing a company’s annual earnings by its total assets. 

ROI Return on Investments A performance measure used to evaluate the efficiency of an 
investment or to compare the efficiency of a number of different 
investments. To calculate ROI, the benefit (return) of an investment is 
divided by the cost of the investment. 

RCA Route Cause Analysis   

RLBUHT Royal Liverpool & 
Broadgreen University 
Hospitals Trust  

 

R3m Rolling 3 months Looks at the average of the last 3 months. 

 Secondary coding  

 Spells A continuous period of inpatient care within the hospital. 

SUIs Serious untowards incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises. 

SQA  Service quality assessment  

SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 
fiscal policy as dictated by the Dept of Health at a regional level. 

SHMI Summary hospital-level SHMI is a hospital-level indicator which reports on mortality at trust 

G
lo

ss
ar

y 
of

 T
er

m
s

Page 85 of 87



Glossary of terms 

 
 

Mortality indicators level across the NHS in England. 

Acronym Term Definition 

TARN Trauma Audit and Research 
Network 

TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage. 

 U’perf ward/dir Shows the number of underperforming wards or directorates. 

TTO To Take Out  

VRE Vancomycin-Resistant 
Enterococci 

The number of Trust attributable VRE (Vancomycin Resistant 
Enterococci) bloodstream infections reported, measured as an absolute 
number against an agreed local trajectory. 

VTE 
assessment 

Venous thromboembolism The rate of admissions where an assessment for VTE (Venous 
thromboembolism) has been carried out based on the clinical criteria of 
the national tool, including those patient sets assessed using an agreed 
cohort approach. 

YTD Year to date Year-to-date is a period, starting from the beginning of the current 
year, and continuing up to the present day. The year usually starts on 
January 1 (calendar year), but depending on purpose, can start also on 
July 1, April 1 (UK corporation tax and government financial 
statements), and April 6 (UK fiscal year for personal tax and benefits). 
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RISK APPETITE STATEMENT   

 

“The Trust's vision is to deliver the highest quality healthcare driven by world class research 

for the health and wellbeing of the population.   Our appetite for risk will vary according to 

the presenting issues and particular contexts but will be governed by the following 

principles: 

We place an absolute priority on the patient safety.  The Trust has a low appetite for risk on 

patient safety and this principle will override all other considerations at all times.  

We will always seek to ensure the best possible experience for all our patients and thus 

have a low appetite for risk which impacts on our patients’ experiences. However, we may 

at times reduce our investment into the patients experience due to balancing the demand 

for services, providing operational efficiencies and maintaining our commitment to safe 

services at all times. We understand the reputational risks this approach may bring due to 

the desires and expectations of patients and their families. 

The Trust has a low appetite for financial risk in respect of meeting its statutory duties of 

maintaining expenditure within the allocated resource limits and adherence to internal 

expenditure and financial controls, including the demonstration of value for money in 

spending decisions.  However, we recognise the need to innovate.  This will require a high 

appetite for risk as we balance investments in the present to ensure on-going high quality 

services and investment in the future to achieve both incremental and step change 

improvements, working collaboratively across health care economy in the best interests of 

the population.  

The Trust has a moderate risk appetite for actions and decisions that whilst taken in the 

interests of ensuring quality and sustainability of the Trust may affect the reputation of the 

Trust and its employees.” 
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