
 
TRUST BOARD MEETING AGENDA – PUBLIC 

Date: 31st January 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 29 November 2016  
To approve the minutes of the Board of Directors 

BG 2 

3. Rolling Action Tracker 
To discuss any outstanding actions 

BG 10 

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. Board Assurance Framework Quarter 3 2016/17 Review 
To discuss and approve the proposed scores, controls and assurances provided. 

MW 14 

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

MW 20 

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

LG Presentation 

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

All 26 

 

ITEMS FOR CONSIDERATION 

 

10. LCRN Performance Review Quarter 3 2016/17 
To note the Q3 performance report for the CRN NWC. 

WJH 98 

11.  Mortality and Patient Safety Quarterly Update 
To note the report. 

WJH 104 

12. Risk Management Policy 

To ratify the Policy and agree the recommendations. 
LG 114 

13. Safe Staffing December 2016 
To note the report and the work taking place, which in turn will improve the overall 
safe staffing position. 

LG 139 

14. 
 

Annual review of committees / Committee TOR 
To note the report and consider the recommendations. 

MW 148 

15.  Senior Information Risk Owner (SIRO) 
To note the report and consider the recommendations. 

JHG 171 

 

CONCLUDING BUSINESS 

 

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

BG Verbal 

17. 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 174 

 

Finish Time: 12:30 

 

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 29 November 2016 at 10am  

Conference Room, Royal Liverpool University Hospital 

 

Present:  Bill Griffiths (BG)      Chairman    

  Aidan Kehoe (AK)     Chief Executive 

  Mike Eastwood (ME)    Non-Executive Director 

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

  Lisa Grant (LG)     Chief Nurse 

  David Killworth (DK)         Assoc. Non-Executive Director  

  Geoff Stewart (GWS)     Non-Executive Director  

  Dr Peter Williams (PW)   Medical Director 

  Neil Willcox (NW)   Non-Executive Director 

  Prof Malcolm Jackson   Non-Executive Director  

  Stella Clayton (SC)   Acting Director of HR and OD  

 

     In attendance:   Susan Young (SY)  Assoc. Non-Executive Director 

  Donna McLaughlin (DMcL) Director of Operations 

  David Walliker (DW)  Director of IT 

      

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

  Attending: Deborah Murphy (DM) Manager, Palliative & End of Life Care (16/192 only) 

 Karen Bates (KB) Assistant Chief Nurse – Safeguarding (16/198 only) 

 Jayne Halloran (JH)                     Head of PFI Clinical Planning & Development (16/206 only) 

 Colin Hont (CH) Deputy Chief Nurse (Item 16/207 only) 

 Andrew Cleary (ACl) Collaborative Orthopaedic Project Lead (16/208 only) 

 Alison Ewing (AE) Clinical Director of Pharmacy & Therapies (16/213 only) 

 Steve Kirk (SK) Head of Finance, Royal Redevelopment (16/214 only) 

 Keith McGreavy (KMcG) Deputy Director, Estates & Redevelopment (16/214 only) 

 Ann Hamilton (AH)   Corporate Governance Manager (Minutes) 

              

Apologies:         Angela Phillips (AP) Non-Executive Director 

 Dr James Kingsland (JK) Assoc. Non-Executive Director 

  Helen Shaw (HS)    Director of Communications and Marketing 

16/186 Introduction, Apologies and Declaration of Interest  

BG welcomed members of the public (6) to the meeting.  

There were no interests declared.   

 

16/187    Minutes of the Trust Board Meeting held on 29 November 2016  

 The minutes of the meeting held on 25 October 2016 were agreed as a true and 

accurate record. 
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16/188 Rolling Action Tracker 

 14/163 & 13/156 – Trust Executive's Report - JHG updated that the new reporting 

template would be available for the November financial data having been 

successfully trialled.  

 

16/189 Urgent Matters Arising 

  No issues noted. 

 

16/190 Chair’s Update 

 No issues noted. 

 

16/191 Assurance Report from Committees 

 MW introduced the report, which summarised the key items discussed, risks 

identified and assurance provided by the Board’s Committees. The report was 

supported by verbal updates from the Committee chairs.     

 

 With regard to the Audit & Assurance Committee, NW expressed the Committee’s 

concern with regard to the reported progress with the Integrated FT Action Plan.  

BG restated the role of the Audit Committee to oversee progress with the action 

plan and it was noted that a discussion would take place between DK, as chair of F 

& P, prior to the next Audit Committee. 

 

DK noted that the update from the F&P Committee would be discussed under the 

Financial Improvement Plan in Part 2 of the meeting. 

 

ME referred to the Charitable Funds Committee and stated that whilst fundraising 

performance had increased from the previous year, performance the Trust was 

significantly below target. It was noted that a restatement had been requested by 

the Committee.  ME referred to the need for a clearer link between fundraising and 

the benefits for patients. It was agreed that a discussion would take place at the 

Executive Team to understand current performance and challenges and explore 

actions to address.   ME confirmed that following discussion with the clinical body, 

additional clinical representation on the Charitable Funds Committee was 

recommended.  This would be reflected in the revised T of R of the Committee.   

 

Chair’s Log ~Executive Team to discuss current performance and challenges and 

explore actions to address.   

 

With regard to the Quality Governance Committee, ME advised that the agenda for 

the last meeting had focussed on the impact of winter pressures, with presentations 

delivered by the Divisions. ME commended the quality of the presentations. 

Focused discussions are planned for the next meetings; ADT Whiteboard 

(December); and Emergency Department (ED) flow (January).  

  

 The Board noted the report.  
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16/192 Patient Story  

DM joined the meeting. 

 DM presented the patient story, which related to an 80 year old female. The patient 

had been diagnosed with breast cancer; however respiratory problems had 

impacted on her treatment plan. Following a short stay in the infectious diseases 

ward the patient was re-admitted to the GP Unit where she suffered a heart attack. 

The patient was resuscitated and was moved to the Acute Medical Unit (AMU). The 

patient’s daughter commended the Trust on the response from staff, level of care 

and the effective communication and expressed surprise that the severe demand 

on A & E which was visible elsewhere on the emergency floor,  was not apparent 

from the AMU and nor did it impact on her mother’s care.    

 

LG highlighted the action taken in response to the patient story, including a 

‘Listening week’ focusing on staff on the ground floor. The Board emphasised the 

importance of sharing positive stories with staff. 

 

SY queried how the story might appear from the staff perspective. DM stated that 

the staff were proud that they were able to create a calm and caring atmosphere, 

despite the extremely challenging environment. They were also proud of the 

departmental attendance levels and the mutual support between staff which was 

highlighted in the CQC report.  

 

The Board considered the benefits of a communications campaign to raise 

awareness of the current challenges facing the ED. It was noted that care would be 

required when communicating ‘blanket’ messages externally, to ensure that those 

in need of hospital treatment were not discouraged from attending. It was 

suggested that consideration should be given to a focussed campaign to specific 

groups. 

 

The Board thanked DM for sharing the story and noted the current challenges 

facing the emergency floor and recorded their thanks to staff for their ongoing 

commitment in maintaining patient care.  

 

 DM left the meeting. 

16/193 Trust Executive’s Report 

 AK highlighted the four key areas of challenge for the Trust. 

  

 Patient Flow remained a critical priority with access to community services a 

significant concern.  The Trust had received the draft feedback from the ECIP which 

had identified opportunities for improvement both internally and with partners.  

 

 The Financial Position continued to be a significant concern. Contract discussions 

were ongoing with the CCG and it was hoped that a conclusion would be reached 

imminently. 
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 System Planning remained a key priority and reconfiguration discussions were 

ongoing.   

 

 The New Hospital would place an added financial challenge for the Trust in the 

short term, and requiring delivery of the reduction in  beds through new models of 

care and system change.  

 

In terms of the Knowledge Quarter, AK reported that the Royal College of 

Physicians had confirmed their intention to locate their Northern Headquarters in 

Liverpool.  

 

 The Trust had been presented with the NHS England (NHSE) Sports and Activity at 

Work Gold Award, in recognition of the work over the past five years to increase 

physical activity amongst the workforce. The Board reflected that the Trust had not 

seen a reduction in sickness absence from the various initiatives but the continued 

focus was noted. 

 

Formal agreement had been received from Liverpool CCG (LCCG) to support the 

Electronic Patient Record (EPR) programme.  

 

 NW challenged the lack of progress in reducing sickness absence. SC 

acknowledged the position and noted that the in month increase reflected seasonal 

trends.  SC summarised the actions in place to ensure robust compliance with the 

policy and procedures. SC reported that the improvement plan was actively 

challenged by the Workforce Committee. The Board recognised that the majority of 

staff regularly attend work. It was agreed that a detailed update on sickness 

absence would be brought to a future Board, demonstrating impact of interventions. 

 

 ACTION – sickness absence report to be brought to a future Board assessing 

impact of actions.  

 

 ME highlighted the ‘spike’ in C.diff  cases at the beginning of the year. LG 

acknowledged the increase and stated that four cases had been successfully 

appealed, reducing the figure to 34 against the target of 44.  LG reported that the 

Trust continued to focus on  deep cleaning programme.   PW reported that the 

Trust had not yet observed  a significant number of cases but that respiratory 

infections had been endemic in the community. It was noted that norovirus had 

impacted early this year with seven wards affected. 

  

 JHG stated that an early payment from LCCG had led to a positive position at the 

end of the reporting period. The draft plan had been was submitted to NHSI and 

feedback was awaited.   

 

 GWS referred to  mandatory training for Information Governance of  83%. DW 

explained that the data includes bank staff and part time staff. BG referred to the 

number of information governance breaches and whether the Board should be 

concerned.  DW explained that there was no cause for concern and that the MIAA 

audit had reported satisfactory compliance in this area. 
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16/194 6 monthly update on Corporate Objectives 

 AK highlighted some specific issues from the report including : -  

 

1. Prepare to deliver high quality, efficient services in the new hospital from day one.  The  

added uncertainty regarding the move date brought additional challenges for 

the Trust.    

 

2. Deliver system change to improve services and efficiency. Significant work ongoing 

with examples of digital innovation such as the ADT Whiteboard and the roll out 

of paper free clinics.  

 

3. Strengthen RD&I in order to improve Liverpool’s regional competitive position.  The 

construction of the Accelerator remained on target for completion by March 

2017 and the first tenants secured.  Following the significant disappointment 

regarding the Biomedical Research Centre (BRC), the Clinical Research Facility 

(CRF) had been successful in obtaining £1.4m of funding. The Board noted its 

appreciation and congratulations to all involved in the process.  

 

4. Develop an empowered, skilled and motivated workforce. The RLB Nurse 

Programme was well established with the RLB Senior Leader Programme  due 

to commence in January 2017 for 100 senior staff.  

 

AK reported that the Project Management Office (PMO) was strengthening project 

methodology across the Trust’s  priority projects. It was noted that work was 

ongoing with PA Consulting, who were reviewing Corporate Services across the 

Local Delivery System.  

 

 SY queried how the corporate objectives link to individual appraisals. AK explained 

that the corporate objectives were incorporated in appraisal documentation but that 

further work was required to strengthen the alignment and understanding.   

  

 The Board noted the report and supported the proposal for improved reporting to 

the Board, and its committees in respect of priority projects.  

 

16/195 Emergency and urgent care 

  

 DMcL presented the report and summarised the feedback from the Emergency 

Care Improvement Programme (ECIP) following their visit to the Trust which had 

included  a review of patient safety outcomes, flow and length of stay.  

 

 JHG queried how outputs from improvement projects were monitored and how 

information communicated to staff.  DMcL referred to the 1000 Voices programme, 

with individual projects led by individual directors with reporting through to the 

fortnightly patient flow meeting, chaired by the Chief Executive. A communications 

plan was in place, which included regular  updates to staff. ECIP had been 

commissioned to review whether the metrics were appropriate. 

  

 DK queried the adjustment to executive portfolios. AK reiterated the significant  

challenges both in relation to patient flow and planning for the move to the new 
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hospital. The responsibility for these areas had therefore been reassigned between 

the Chief Nurse and the Director of Operations for an initial 6 month period to 

provide leadership and support for both of these priorities.  

 

 

16/196 Safe Staffing August 2016 

 

LG reminded the Board of the requirement to provide monthly safe staffing 

information in accordance with National Quality Board recommendations. LG 

reported that safe staffing continued to be a key priority for the senior nursing team. 

LG reported that overall staffing levels remained stable, with some areas fully 

staffed, whilst others  were more challenged.  

 

LG stated that small cohorts of nurses from the Philippines recruitment campaign 

would commence in December. There was a continuous recruitment campaign in 

place, with the Trust continuing to maximise recruitment of student nurses and 

looking at alternative staffing models.  

 

SY queried the sickness absence rate of more than 20% on ward 4A. LG 

acknowledged the issue and advised that this was an area of focus with support 

provided by HR .  LG  reported that there were no patient safety concerns in this 

area.  

 

16/197 Workforce plan  

SC explained that the Board had approved the Workforce Plan in July 2015, 

acknowledging that it was a strategic overview of the workforce aligned to 

Integrated Business Plan (IBP) and the Long Term Financial Model (LTFM), and 

did not necessarily reflect the future workforce requirements.  The Board had 

supported the need for a revised approach to be adopted which would be  clinically 

led and aligned with the business planning process.  

 

SC stated that the workforce plan, which had been discussed with Executive 

Directors, was informed by the clinical modelling led by the Chief Nurse. The  plan 

set out the workforce projections with depth and clarity for 2 years, with broader  

assumptions for subsequent years.         

ME challenged the basis of the risk assessment in relation to the revised ratio for 

nursing staff.  LG explained that the matter was one of professional judgement 

taking into account the operating environment and which would be supported by a 

real time monitoring system and effective escalation process.  SC added that the 

new HR dashboard triangulated indicators including complaints, sickness and 

incidents to support the escalation system. 

 

It was noted that the workforce plan would be regularly updated and monitored 

through the governance process. 

 

The Board noted the report. 
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16/198 Safeguarding Annual Review 

KB joined the meeting. 

 

LG outlined progress made in 2015/16 against the Trust’s Safeguarding Strategy. 

This included work in response to safeguarding legislation and policy and 

addressing the recommendations from the external review.  A further external 

review was planned in the next three months, which would provide independent 

assurance. It was noted that the report had been reviewed and supported at both 

the Strategic Safeguarding Group and Quality Governance Committee.  

 

BG queried the number of incidents reported which involved a substantive 

safeguarding risk. KB stated that there had only been one serious incident which 

had been addressed. BG acknowledged the comprehensive summary provided but 

sought assurance regarding the overall effectiveness of the arrangements.  KB 

advised that there was engagement and compliance from staff with regard to 

reporting safeguarding concerns; however there was an ongoing programme to 

raise awareness across the Trust and ensure that that there was a consistent level 

of understanding across the Trust.  KB reiterated the importance of maintaining 

anonymity of individuals and added that the next annual report would document 

themes rather than specific incidents.  In response to a question, KB confirmed that 

all volunteers were subject to DBS checks. 

 

The Board noted the report. 

 

16/199 Health and Safety 

The Board considered the quarterly update report on activity for the period 1st July 

2016-30th September 2016.  

 

PW referred to the Central Alerting System (CAS) and requested that any 

significant alerts should be referred to the Board. DMcL stated that this would be 

addressed in the next quarterly update (Action 16/138 from the Board action tracker 

refers).  

 

DK referred to the table of incidents reportable to the H & S Executive and 

suggested that a summary of action taken be included.  DMcL agreed to action this 

for the next report. 

ACTION – To update the table of incidents reportable to the HSE to include 

summary of action taken.  

 

The Board noted the report. 

 

16/200 Chair’s Logs from Meeting 

 None noted. 
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16/201 Questions from Members of the Public 

The Chair invited members of the public to ask questions. 

 

A question had been submitted, regarding future provision of hydrotherapy 

services. DMcL stated that the Transformation Committee had supported the option 

to explore shared use of the Aintree hydrotherapy facilities. The Committee also 

supported the continued work to identify the feasibility of installation of a 

freestanding hydrotherapy pod on the Broadgreen site. If this option was not viable 

then other options would continue to be explored.   

 

A question had been submitted, with regard to an article in the Liverpool Echo, 

which reported a potential relocation of Liverpool Women’s Hospital (LWH) next to 

the Royal Liverpool Hospital. AK stated that reconfiguration discussions were 

ongoing across the local health care system and added that the Trust continued to 

work with the LWH to provide acute support. LWH would commence a formal 

consultation exercise regarding their service delivery options, in early 2017.  

 

A question was posed regarding the service contract for the new hospital. 

Reference was made to an article in the Health Service Journal (HSJ. DMcL 

explained that Facilities Management providers were subject to robust performance 

management arrangements by the Trust.  

 

 

Exclusion of the Public 

The Board of Directors resolved to exclude the press and public from the meeting at 

this point on the grounds that publicity of the matters being reviewed would be 

prejudicial to public interest, by reason of the confidential nature of business.  

Members of the public were requested to leave the meeting room at this point. 

Next meeting open to the public: 31 January 2016  
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Sep-14 
14/147 

Transformation 
Committee Terms 

of Reference 

To tighten up the 
language contained in the 

ToR 

MW Considered by the Transformation 
Committee in July 2016. To be considered 
by the Board in January 2017 as part of 
the annual review of committees. 

Jul-16 
16/104 

LCRN Performance 
Review Quarter 1 

2016/17 

To explore how to 
effectively gain insight of 
external risks and their 
potential impact on the 

Trust. 

PW The risks are to be reported to the Board 
as part of the quarterly update, with 
further clarity to be provided in relation 
to the effectiveness of the mitigating 
actions 

  

 

CLOSED ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 
 

Meeting 
Date 

Item Action Owner Action Taken Evidence of 
Completion 

Oct-16 
16/161 

Patient Story To develop a 
communications 

programme to support 
patient flow 

HS/LG Comms plan produced 
and presented at the 
Patient Flow Meeting 
chaired by the CEO. 
Internal comms 
campaign commenced 
21.11.16. 

Winter 
Communications – 

Project Perfect 
Winter 

 

 

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 

Nov-16 
16/193 

Trust Executive’s 
Report 

Detailed sickness absence 
report to be brought to a future 

Board Meeting, including 
evidence of action taken and its 

impact on performance. 

SC Scheduled for February 
Meeting 

Feb-17 

Nov-16 
16/199 Health and Safety 

 

Health and Safety 
Quarterly Update 

To update the table of incidents 
reportable to the HSE to include 
a column for action taken by the 

Trust. 

DMcL To be incorporated in 
February Quarterly 

Update Report  

Feb-17  

Sep-16 
16/138 

Health and Safety 
Quarterly Update 

To ensure that future H&S 
updates make it explicit who 
the named lead is for a NPSA 

alert and which body has 
responsibility for ensuring that 

improved process is embedded. 
 

DMcL To be incorporated in 
February Quarterly 

Update Report  

Feb-17  
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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. 

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. 
Mock Report has been 
produced and will be 

shared with Board 
members. 

 

Feb-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  

  

 

February 
2017 

Integrated Financial Improvement Plan  

QEP  

Health and Safety Quarterly Update  

Nurse Staffing in the new build 

Staff Survey 

Standing Orders/SFIs/SORD Review 

100,000 Genomes Project  

OBC Business Planning process 

Sickness Absence 

Service Move  

Sensium Healthcare  

Update on implementation of EDS 

 

 
March 2017 

Integrated Financial Improvement Plan  

QEP  

Guardians of safe working hours 

National Inpatient Survey  

Risk appetite  

Board Succession Planning  

 

 
April 2017 

Integrated Financial Improvement Plan  

QEP  

Benefits realisation and quantification report for the EPR Project 

Annual Plan 

Board Assurance Framework review  

LCRN performance  

Nurse staffing – establishment  

Audit Committee Annual Report 

Declaration of Interests  
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 Chair’s Log & Attendance Record       Report owner: Madelaine Warburton 

Chair’s Logs Received 

None received 
 
Chair’s Logs Delegated 

Trust 
Board 
Date 

Issues and Lead 
Officer 

Receiving Body Recommendation/ assurance / 
mandate to receiving body 

Due Date Action 

Feb 2016 Employer of 
Choice Delivery 
Plan 
 
Lead Officer: Ros 
Edwards  

Workforce 
Committee 

To receive update reports on the 
delivery of the plan towards 
making the Trust an ‘Employer of 
Choice’. For these reports to 
include a base line and additional 
costings. 

Dec 16 
(May-16) 

Action Complete - 
Update received at the 
December Committee 
meeting. Plans in place for 
implementing values 
based recruitment from 
April and the process has 
been piloted for senior 
positions. Employer of 
Choice actions to be 
reviewed on a quarterly 
basis via Workforce 
Committee. 
 

Nov 2016 16/191  
Fundraising 
performance 
against target 
 
Helen Shaw  
 
 

Executive 
Meeting Team 

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

Jan-17 Scheduled for discussion 
at Executive Meeting on 
1.2.17. 

 
 
 

Attendance Record 
 

Executive Director/NED No of Board Meetings Attended* 

Bill Griffiths 6/6 

Aidan Kehoe 6/6 

Stella Clayton (acting for Ros Edwards) 6/6  

Mike Eastwood 5/6 

John Graham 6/6 

Lisa Grant 5/6 

Malcolm Jackson 5/6 

David Killworth 5/6 

James Kingsland 0/4 

Donna McLaughlin 5/6 

Angela Phillips 1/5 

Helen Shaw 4/6 

Geoff Stewart 6/6 

David Walliker 5/6 

Neil Willcox 5/6 

Peter Williams 5/6 

Susan Young 3/4  

 

 

* Includes 1 

extraordinary 

board meeting 

(23 November 

2016) 
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Board Assurance Framework – qtr. 3 review 2016/7 Madelaine Warburton  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Aidan Kehoe, Chief Executive  

☐ To note 
X For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  31/01/2017 
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:   QGC Aug 16, F & P (each meeting),  Audit July 16   , Trans Aug 16  
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
X Patients X Regulators (CCG/TDA, Monitor, CQC etc.) 

X Staff X Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

X Clinical X Financial  X Reputation  
State: To provide excellent healthcare State: To maintain financial viability State: To ensure reputation of the Trust 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The Board Assurance Framework (BAF) provides assurance on the delivery of its strategic objectives. The BAF 

aligns principal risks, key controls, assurance and gaps in control against each strategic objective.    

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

The BAF was last considered by the Board in October 2016. It has been updated to reflect additional 

controls/assurances to address gaps which have been identified as a result of continued monitoring and 

oversight of the delivery of the Trust’s objectives.  

3. CONCLUSION AND RECOMMENDATIONS 

The Board is asked to discuss and confirm their agreement that the BAF provides an accurate reflection of 

the Trust’s Assurance Framework, and summarises both the work undertaken and planned to effectively 

control the risks to the delivery of the Trust’s strategic objectives.  In addition the Board is specifically asked 

to support the continuing work to strengthen the reporting of risk across the Board’s committees including 

robustness of reporting in respect of gaps in controls/negative assurance.  
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Board Assurance Framework – qtr. 3 review 2016/7 Madelaine Warburton  

 

1.Background 

 

1.1 The BAF provides assurance on the delivery of the Trust’s strategic objectives. The BAF aligns principal 

risks, key controls, assurance and gaps in control against each strategic objective.    

 

1.2 The BAF has been discussed with lead directors and also collectively by the Executive Team (planned for 

25 January with verbal update to Board).  Further work is required to embed the systematic and integrated 

risk reporting across all Board committees and ensure that the information reported supports the 

committees in the discharge of their function as described with the Risk Management Policy :  

 Advising Board on current risk (>=10) 

 Challenging the Trust’s analysis and assessment of risk. 

 Advising the Board on risk treatment.  

 Identifying further actions to strengthen risk reporting.      

 

1.3 Whilst the CQC positively commented on the clear identification of causes, consequences, controls in the 

BAF the CQC commented that the reporting could be strengthened through improved clarity of actions to 

close the gaps in control/negative assurances and with a view to ensuring more realistic timeframes are 

allocated and owners included.   This has been a focus for this review and will continue to be strengthened 

including improved alignment with reporting from the Trust PMO including the Trust’s priority projects.  

 

1.4 The Audit & Assurance Committee requested that future summary reports include when  a report on risk  

was last discussed at the relevant committee to improve visibility of compliance with the Trust’s risk 

management arrangements.   

 

2. Target Risk Scores  

2.1.   An updated risk appetite statement was agreed at the October Board meeting. The risk appetite 

statement will form the basis for the development of integrated mitigation plans to drive the delivery of the 

target risk score for each risk and, where current risk levels exceed the target  risk, timelined mitigation plans 

to deliver.  Board members should refer to the Risk Management Policy elsewhere on the agenda for further 

detail about this and how the risk appetite statement will be embedded within the governance framework.   

 

2.3 Noting the work being carried out through participation in the NHSI financial improvement programme,  

a target risk score of 16 (from 20) had been set for quarter 3 2016/17 in relation to ‘failure to maintain 

financial viability’.  Recognising the current financial position, which has been discussed at each Board 

meeting,  it is proposed that the current risk score of j20 is retained although the position may change 

dependant on month 9 position, discussions at F & P prior to the January Board and ongoing discussions with 

NHSI.  

 

2.4 The main updates changes to the BAF are summarised below, with a full copy of the BAF available to 

Board members on Virtual Boardroom/supporting documents.   
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1 Inability to effectively manage demand    Residual risk score 16 F & P October 2016   

1.1  Assurance 

The Trust is not currently achieving the 18 week trajectory which was revised trajectory and approved by F 

& P in June 2016 with monitoring as part of the monthly standard performance reporting to F & P and 

Board.  The detailed improvement plan was provided to F & P (June 2016). Whilst there is monthly 

reporting on progress  consideration should be given as to whether exception reporting on progress to 

Committee against the internal improvement plan is introduced.  

 

Work continues across a number of projects to improve patient flow across the Trust.    The projects include 

working with other providers to improve integration across primary and secondary care providers in 

addition to a number of internal efficiency projects.  The workstreams have been brought together under 

project ‘1000 Voices’, with fortnightly monitoring at CEO led meeting.   

 

The Board also approved the Trust’s winter plan arrangements (October 2016) and noted the considerable 

challenge that this presented.  The Board received an update on progress with Emergency and Urgent Care 

in November 2016. 

 

1.2 Gaps in Control/Negative Assurance   

The Trust has developed a bed trajectory with underpinning schemes to deliver the required reduction.  The 

plan has been presented to both the Transformation Committee and the Board (April 2016) with 

substantive progress reported to Committee in August 2016 and a report circulated to members following 

October’s meeting.  It was reported that three of the largest schemes (ready for discharge, trauma and 

orthopaedics and admission avoidance)  were reported as significantly behind plan.  

 

The Trust was visited by the NHSI ECIP in October 2016 as part of a local system wide review.  A series of 

recommendations were made, which have been integrated into the 1000 Voices improvement plan. Key 

priorities include effective implementation of ‘home first’, SAFER bundles, patient choice  and improved 

ambulance turnaround times.  Consideration is being given on how to ensuring visibility through the Trust’s 

governance arrangements.  

 

2 Failure to develop  a 

sustainable local health system  

Residual risk score – 15  Transformation Committee – Sept 

16 including BAF 

2.1  Assurance  

The key service re-design projects are being progressed with monthly reports on progress in accordance 

under the programme management office to the executive team.  A 6-monthly update on progress of the 

priority projects was considered by the Board in November 2016.   

 

Work continues with partners to deliver wider reconfiguration with initial meeting with Regulators and 

advisory letter received on next steps.   A programme director has been appointed and is now developing 

the governance arrangements and high level programme plan.  

 

2.2 Gaps 

Work continues to develop the 10 year Strategy.  The principles underpinning the direction of travel for the 
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new Strategy were discussed at a Board development session in December 2016.  

   

The requirement for a business development strategy/framework with appropriate governance 

arrangements was discussed at Audit & Assurance Committee in June 2016.   An update on progress with 

the development has been requested.   

 

The Trust has developed a bed trajectory with underpinning schemes to deliver the required reduction.  The 

plan continues to be monitored by the Transformation Committee.  The plan remains ‘at risk’ because 

although some projects have delivered benefits the Trust has not been able to close beds.  Three of the 

largest schemes (ready for discharge, trauma and orthopaedics and admission avoidance) remain behind 

target. 

 

3 Failure to deliver exceptional 

patient experience 

Residual risk score – 12 QGC – December 2016 unscheduled care  

QGC - November 2016 scheduled care 

3.1  Assurance  

 The Trust received an overall rating of good following its CQC inspection.   Four of the five domains were 

assessed as good, with only responsiveness requiring improvement. The report has been considered by the 

Board with the action plan monitored by the Quality Governance Committee on a quarterly basis. 

 

The Trust has sought external assurance with regard to its current and future nurse staffing levels. The 

initial report on the proposed model of care was considered by the Board in November 2016 with external 

assurance to be reported as part of the 6 monthly acuity review (February 2017).  

 

3.2 Gaps in Control/Negative Assurance 

Ensuring effective and timely discharge and ensuring effective communication in this regard remains an 

area for improvement and has now been included as a priority within the Quality Account priorities for 

16/17 which was reported to QGC in December 2016 (amber).   

 

Internal audit has provided significant assurance in relation to complaints management and incident 

reporting.   Whilst the action plan in response to the external complaint review is now complete an ongoing 

improvement plan is monitored through Patient Experience Sub Committee to improve both the quality and 

responsiveness of complaint handling.  This will include implementation of a standardised approach to the 

reporting on complaints (QGC October 2016 Sub Committee Assurance Report).   Feedback questionnaires 

have been sent to complainants to obtain feedback on their experience of the complaints’ process. A report 

will be prepared for Patient Experience Sub Committee on the findings.  

 

Improving efficiency and effectiveness of outpatient clinics is monitored through QEP and reported through 

to the FIP Board.  The project is currently RAG rated red.  

 

4 Failure to develop world class workforce Residual risk score - 12      Workforce Committee - October 16 

4.1  Assurance  

The integrated action plan to address bank, agency and locum staffing is monitored by Workforce 

Committee (December 2016). The Trust has achieved the agency spending limit set by NHSI  and will apply a 
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further stretch target  to ensure continued reduction in the overall pay costs.     

 

An audit of appraisal delivery was reported to Workforce Committee in October 2016 with areas for 

improvement included better alignment with the Trust’s objectives, including delivery of QEP.  

 

The Trust’s Workforce Plan was considered by the Workforce Committee (October 2016) and reported to 

the Board in November 2016. 

 

Work is underway to develop a performance and accountability framework for the care groups to support 

decision making at care group level, supporting empowerment and clinically led decision making.   The 

framework is currently being piloted with a view to implementing across other care groups for 2017/8.   

 

4.2  Gaps in Control/Negative Assurance  

Work has continued to strengthen the Trust’s workforce planning through the Workforce Planning Steering 

Group. The next steps include the development of a  plan with milestones to deliver revised staffing model 

for the new hospital, aligned with the Trust’s financial model, and plans to address emergent gaps.    

 

Sickness absence remains a significant challenge for the Trust and is reported to Workforce Committee at 

every meeting with a detailed report on the sickness improvement provided on a quarterly basis (December 

2016).  More detailed analysis of the available data is being used to target areas for improvement.   

 

5 Failure to maintain financial viability Residual risk score - 20   F & P – monthly 

5.1  Assurance 

The financial challenge for the Trust remains acute.  The position has been discussed at every Board 

meeting, in detail, and is the primary focus for F & P.  Phase 2 FIP programme is now complete and the 

Trust is considering whether to engage in Phase 3.     The Trust is holding weekly FIP meetings to maintain  

focus on the delivery of QEP. 

 

5.2  Gaps in Control/Negative Assurance  

During 2015/6 the Trust received a number of external assurances in relation to its financial management 

and reporting.   The Audit & Assurance Committee considered the external review of the respective action 

plans in October 2016.  It was agreed that the action plan be revised to incorporate all the 

recommendations and assurance updated with a specific focus on the financial aspect of the improvement 

plan gained through F & P.  The intention is to bring together under one integrated financial report and 

improvement plan for reporting to the Board and F & P.   

 

6 Failure to improve health and 

wellbeing of our patients 

Residual risk score - 12   QGC – December 2016 -unscheduled care  

QGC - November 2016 - scheduled care 

6.1  Assurance 

The CQC action plan is being clinical monitored by the Quality Governance Committee on a quarterly basis. 

 

Significant assurance has been received from MIAA in respect of the Trust’s mortality framework and nurse 

staffing levels.   
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6.1  Gaps in Control/Negative Assurance  

Work is continuing to improve learning from avoidable deaths reviews (please refer to quarterly Patient 

Safety and Mortality Report).     

 

7 Failure to achieve national recognition for 

our research and innovation.  

Residual risk score – 12   

7.1  Assurance  

The CRU is now a badged NIHR Clinical Research Facility with an award of £1.4m over a 5-year period, 

nationally recognised as a centre of excellence for early phase research.  

 

7.2 

  

Gaps in Control/Negative Assurance  

A full review of the unsuccessful BRC application is being led by the University of Liverpool.   A review of the 

Trust’s RD & I Strategy is underway.  

 

8 Failure to deliver effective IT systems to 

support delivery of Trust’s objectives 

Residual risk score – 16 F & P – Nov 16 including 

BAF 

8.1 Assurance 

The Trust was successful in its bid for funding as a centre for GDE. 

 

8.2 Gaps in Assurance  

The costed operational plan is being redrafted to reflect the successful global digital excellence award 

(GDE).  Due to be considered February 2017.   

 

Work is continuing on the development of a comprehensive benefit realisation matrix which was initially 

scheduled for 2016 this has been deferred to April 2017.    

 

The audit of controls by MIAA has been deferred to include a review of the GDE governance arrangements. 

9  Threat to Trust’s reputation Residual risk score – 9  

 The impact and likelihood of the risk to the Trust’s reputation is dependent on the risks as articulated on 

the BAF.  It is recommended that the residual risk score should remain at 9, whilst recognising the potential 

for increased national and local media interest and increased challenges in relation to service delivery and 

compliance with performance and financial management regulatory framework 

  

3. CONCLUSION AND RECOMMENDATION                                   

The Board is asked to discuss and confirm their agreement that the BAF provides an accurate reflection of 

the Trust’s Assurance Framework, and summarises both the work undertaken and planned to effectively 

control the risks to the delivery of the Trust’s strategic objectives.  In addition the Board is specifically asked 

to support the continuing work to strengthen the reporting of risk across the Board’s committees including 

robustness of reporting in respect of gaps in controls/negative assurance. 
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GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Madelaine Warburton  

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  31/01/2017 

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 (CCG/TDA, Monitor, CQC etc) 

x Staff x Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) x Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  ☐ Reputation  
State: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                  

The Board has formally approved the delegation of powers to be exercised by formally constituted 

committees. The terms of reference of the committees and their specific powers are formally approved by 

the Board in accordance with para 4.3 of the Trust’s Standing Orders.    

 
2. QUESTION(S) ADDRESSED IN THIS REPORT             

Committees are responsible for providing assurance to the board in relation to the conduct of its business. 

The committees are also responsible for managing the strategic risks relevant to its area of responsibility and 

to provide assurance that the risks are being managed. 

 
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 20th January 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 key items discussed and key decisions made and linkages to key risks 

discussed by the Committees. 
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MAIN REPORT:  

1) Transformation Committee – 17th November 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

 

Considered 

 Carillion Services Review and Mobilisation of New Hospital  

 Hydrotherapy Provision - GWS to provide an update to Board. 

 Construction update – Chair’s log to Board to consider the paper produced by an 

independent  specialist advisor on the construction completion date, when discussing service 

move plans. 

 Implementation Update 

 IT Update 

 Programme Funding Group 

 

Key Risks/Negative Assurances 

 Sustainable Communities Programme – The local spend is consistently below target 

(currently 30% against target of 60%). 

 Risk relating to theatre capacity in new hospital.  

 

Positive Assurances 

 Accelerator – Construction reported to be on schedule and two tenants have signed 

agreements with further potential clients in the pipeline.  

 

 

2) Research Development & Innovation – 24th November 

Quorate: No 

Minutes Reviewed by Chairman: Yes 

Considered  

 DOH Targets. 

 The Liverpool Bio Accelerator – the reporting arrangements and committee membership. 

 University/Faculty Development – noted that the University will be having an external review 

conducted by Ros Smith and Steven Holgate in February 2017. The TOR has been defined and 

will be circulated to the committee.  

 Nursing and AHP Trust Scholarships - approved a 6 month pilot of the scheme, with certain 

conditions. 

 

Key Risks/Negative Assurance 

 Risk associated with move to electronic case notes and lack of QA from scanning provider to 

meet regulatory requirements.    
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 A risk was flagged regarding CRN funding. Last year saw a 7% cut in the budget and 

notification of the CRN budget due March 17, which leaves limited time to mitigate any 

reduction in funding.  

 

 Positive Assurances 

 RD&I Governance – noted the implementation of the new IT system Q-Pulse, which was 

recommended by the Medicines and Healthcare Products Regulatory Agency (MHRA). The 

benefits of the system were noted.  

 The Committee noted that the CRU had been successful in obtaining NIHR CRF funding.  

 

 

3) Finance and Performance Committee – 28th November 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

 

Considered 

 Energy Centre (Critical Backlog Works) - Plans for £1.1m of backlog maintenance expenditure 

on plant and equipment within the energy centre; Trust Board approval required. 

 QEP update 

 Service Move Plan - update requested to a future meeting.  

 

Key Risks/Negative Assurance 

 Corporate Performance Report – noted that the Trust did not achieve the national 4 hour 
standard for October, but did achieve against an internal improvement plan of 88.3%. The 
Committee noted the significant service pressure the Trust was experiencing.   

 Finance Report - noted the month 7 position including net I&E overspend against plan of 

£3.4m; QEP schemes £4.2m behind plan and underlying pay pressure of £4.2m.  

 Cash Report - 18 month cash flow forecast to March 2018 reported a significant unmitigated 
negative cash position of c£76m. The committee noted the submission to NHSI. 

  Risk Registers – the key risks were discussed.   

 

 Positive Assurances 

 None were noted. 

 

Closed 

 REDX update. 

 Financial improvement plan - risks assumed on 2016/17 Plan and current assessment of 

mitigations. 

 

 

 

 

C
om

m
itt

ee
s

Page 22 of 179



RLBUHT BOARD PACK

[Type text] 
 

  
 

Assurance report from Committees  
      Ann Hamilton  

 

 

4) Quality Governance Committee – 7th December  2016 

Quorate: Yes 

Minutes Reviewed by Chairman: Yes 

Considered 

 Care Quality Commission (CQC) Action Plan. 

 Winter Pressures – Whiteboards/Safe Bundles. 

 Quality Efficiency Programme Report 

 Falls Action Plan – Noted that an external review of falls was planned.     

 Infection Control Report and Action Plan 

 Safeguarding Quality and Compliance Report 

 Policy on Policies 

 

Key Risks/Negative Assurances 

 The Committee was informed that performance against VTE risk assessment continued to be 

a challenge.  

 Unscheduled Care - roll out of the PENS system was highlighted as a risk and update was 

requested for the next meeting.  

 The Committee was informed that LCL was not achieving the Histology turnaround target.   

An update was requested outlining the actions taken. 

 The Committee was informed that the Trust had not achieved the 18 week trajectories. A 

paper had been scheduled for the Executive Meeting on 7th December to review the issues 

and action plan. The Committee requested an update from the new Clinical Prioritisation 

meeting regarding the impact on the 18 week target and the 4 hour ED target.    

 Unscheduled Care Risk Register Report – the most significant risks relate to patient flow and 

safety and staffing levels.  Engagement of clinicians in the management of these risks had 

been extensive.    

 The Committee was informed that the Trust was undertaking a review of the Mental Health 

Service in conjunction with Merseycare in terms of the process from admission. A report 

would be submitted to the February meeting detailing the work undertaken to ensure the 

Trust is providing a good service for patients admitted with mental health needs together 

with information detailing the impact of the 12 hour ED wait from patient experience 

perspective.  

 Infection Control Report and Action Plan – Committee informed of performance from April 

2016 to date. (1 MRSA, 23 MSSA and 39 C.Difficile cases against an end of year target of 44). 

The challenges regarding Norovirus were noted. 120 bed days were lost during quarter 2 due 

to CPE and C.Difficile and 150 bed days in November 2016 due to Norovirus.  

 Clinical Audit Report – The Committee was given assurance regarding the monitoring process 

for actions that were overdue / had no date, which was an area of improvement highlighted 
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by the CQC. It was agreed that this would be included as a risk within the assurance report 

until the issue has been resolved.    

 

Positive Assurances 

 Falls causing harm remain in trajectory alongside a reduction in reported falls. 

 The number of grade 2 and 3 hospital acquired pressure ulcers had reduced against the 

previous month and are within trajectory.   

 For the month of October improvements continued to be made in relation to response rates 

for level 1, 2 and 3 complaints. 

 

 

5) Workforce Committee – 12th December 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

 

Considered 

 Workforce Dashboard 

 Agency Spend Action Plan 

 Future Work Programme  

 Work Experience Programme Update 

 

Key Risks / Negative Assurances 

 Sickness Improvement Plan (Q2) – Committee noted the actions taken by operational 

managers and the Business HR team.   Noted that the number of Return to Work discussions 

taking place within 3 days had increased from 74.77% to 84%. The need to improve the 

analysis of interventions and the impact was noted together with the significant challenge to 

deliver the sickness target.     

 

Positive Assurances 

 Radiology Whistleblowing Action Plan  

 

 

6) Transformation Committee – 15th December 2016 

Quorate: No 

Minutes Reviewed by Chairman: No 

 

Considered 

 Implementation update 

 IT Update 

 Digital Signage Solution – to be considered by the F&P Committee for approval of preferred 

supplier. 
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 Programme funding group. 

 New hospital implementation. 

 

Key Risks/Negative Assurances 

 2018 Programme – Equipment remains behind schedule, largely due to LCL MES and 

Pharmacy Procurement.  The current position with CSSD provision in the new hospital was 

noted and a revised plan awaited.  

 Construction Update  

 

Positive Assurances 

 Accelerator – further potential clients in the pipeline.  

 

 

7) Remuneration Committee – 6th January 2016 

Quorate: Yes 

Minutes Reviewed by Chairman: No 

Considered 

 Risks and liabilities  of hosted services  

 Director of IT – Pay Range  

 Review of Director salaries and Changes to Directors portfolios 

 Board Succession 
 

 

CONCLUSION & RECOMMENDATION  

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

Commentary

Executive Summary

Of our four key areas of focus patient flow and financial improvement remain the most challenging.

The period immediately after the New Year holiday has been the most difficult for many years in terms of managing 
non-elective patients. The causes of this pressure are multifactorial, with the biggest issues relating to the increase 
in the number of complex frail elderly patients, and the difficulty in placing patients in more appropriate care 
settings once their acute needs have been met. We continue to work closely with partner agencies to ease the 
pressure, and have seen greater collaboration across the system than has been evident in previous years. 

With regard to the financial position, we continue to drive hard on our QEP programme and Financial Improvement 
Plan. Despite this, delivery of the year end control total represents a significant challenge. Increased costs of winter 
pressures, for which we have received no additional funding this year, represent an additional burden. We do, 
however, continue to explore the opportunities for delivering further improvement in the coming months.

In relation to the other two key areas of focus, then progress remains positive. Operational planning for the move in 
to the new hospital is progressing satisfactorily and we remain on target to complete the Outline Business Case for 
merger with Aintree Hospital by May/June.

What has gone well?

Visit by Jim Mackey, Chief Executive NHS Improvement

Jim visited us at an extremely busy time, with the Trust having been on the highest level of escalation during the 
week. He spent time talking with the Chairman and I, and also with staff in the A&E department and Acute Medicine 
Unit. He was very positive about the efforts we are making to improve patient flow and offered to lend whatever 
support he could to assist with this. Jim also visited the Academic Palliative Care Unit and saw at first hand the 
outstanding work being done on the unit.

RLB Nurse Graduation Event

On 20 December 2016 we had the graduation ceremony for the 4th cohort of the RLB programme at St George’s 
Hall. Graduates included registered nurses, dental nurses, allied health professionals, assistant practitioners and 
healthcare assistants. 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.

RLB Senior Leaders Meeting

Late in December we held the inaugural meeting of the RLB Senior Leaders Team. This forum consists of around 100 
of the Trust’s senior leaders, including clinicians, nurses, AHPs, general managers and other professional staff. The 
meeting replaces a number of separate meetings that used to take place, and looks to develop a better co-ordinated 
approach to delivering the key objectives of the Trust.

Share and Learn event

Towards the end of December we had the latest of our Share and Learn events. These occasions provide an 
excellent opportunity to celebrate the fantastic work of our staff and their commitment to life-long learning. Awards 
are given to staff who have retired after many years of service, others who remain with us but have completed long 
service, and staff who have won other awards or achieved a wide range of qualifications. 

MP visits

Over recent weeks we have had separate meetings with local MPs Louise Ellman, Luciana Berger, Steve Rotherham 
and Maria Eagle. All have praised our staff for the fantastic work they do and thanked them for their commitment to 
the NHS and our patients
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Staff Star Awards

Congratulations to all of Our Staff Stars who I had the pleasure in presenting with awards in recent 
months:

Well done to all our winners of the ‘Employee of the Month’.  Our September winner was Colin Downey 
from LCL.

Our October winner was David Garnett from Ward 5 at Broadgreen.  

Our November winner was Carla McConville from Ward 1 at Broadgreen.
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Commentary

Also congratulations to our September ‘Team of the Month’ winners from the Library.

and our October ‘Team of the Month’ winners from Ward 9X.

Also congratulations to our ‘Volunteer of the Month’ winners for August Norma Harris and October 
Barbara Cavanagh who were presented with their awards at the Volunteers Christmas Celebration on 6 
December 2016.
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Commentary

New Consultants

The following Consultants have been appointed to the Trust since the end of August 2016. Some of the 
Board members will have been on the Interview Panels and will have had the opportunity to meet with 
the candidates prior to the panel. I would like to take this opportunity to welcome these highly skilled 
individuals to our Trust;

SPECIALTY & INTERVIEW DATE START DATE

Asimina Gaglia Con Endoscopy TBC

John Blakey Con Respiratory Proposed 9/10/16

Jonathan Medcalf Con Forensic Pathology TBC

Clint Gomes Con Emergency Med TBC

Mona Fung Con Emergency Med TBC

Iskander Chaudhry Con Pathology TBC

Alan Steel Con Luminal Proposed Jan 17

Harith Albadry Con Pathology Proposed Nov 16

Cairine Probert Con Radiologist 5/9/16

Christopher Parry Con Microbiologist 5/9/16

Sheetal Sharma Con Breast Radiology 7/11/16

Rahat Ali Con Restorative Dentistry 5/9/16

Yoon Chin Con Medical Microbiology 15/8/16

Savitha Madhusudhan Con Ophthalmology 8/9/16

Aileen Scott Con Pall Med (19/9/16) TBC

Amit Patel Con Haem (13/8/16) TBC

Chern Li Chow Con Nephrology (12/10/16) TBC

Dipali Verma Con Anaesthesia (Obstetrics( 

(14/10/16)

TBC

Grainne Garvey Con Anaesthesia (Obstetrics) 

14/10/16)

TBC

Graeme Fitzpatrick Con Anaesthesia (Pain Medicine) TBC

Olufemi Oshin Con Vascular (28/10/16) TBC

Sivajini Shanmugasivam Con Emergency Med (3/11/16) TBC

Sanika Hanchanale Con Pall Med (9/11/16) TBC

Niamh O’Mahoney Cons Breast Radiologist (14/11/16) TBC

Rishee Parmar Consultant Orthopaedic Surgeon 

11/01/17

TBC

Tehreem Chaudhry Consultant Hepatologist 26/09/16

Syed Atif Mohiuddin Consultant Nephrologist 19/09/16

Leonard Harty Consultant Rheumatologist TBC
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Commentary

Where have we been challenged?

A&E and Patient Flow

The week from 1st to 8th January 2017 was one of the most challenging weeks ever in the history of the 
NHS in managing patients through Accident and Emergency departments. Our Trust was no exception, 
but due to the outstanding contribution of staff we were able to ensure patients continued to receive a 
high quality service. Indeed, for the week we were the 12th best performer of the 131 A&E services 
nationally in terms of patient waiting times. 
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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 67% 73% Annual

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

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

Fa l ls  per 1,000 bed days , moderate to severe harm 0.12 0.13 Month

C. di ff cases  (Hospita l  Acquired) 4 3 Month

C. di ff cases  (Hospita l  Acquired) 33 42 YTD

MRSA cases  (Hospita l  Acquired) 0 0 Month

MRSA cases  (Hospita l  Acquired) 0 1 YTD

Patients  with Pressure Ulcers  per 1,000 bed days  (Hosp Acq) 0.34 0.59 Month

Patients  with Grade 3/4 Pressure Ulcers  per 1,000 bd (Hosp Acq) 0.00 0.26 Month

VTE assessments  conducted 95% 88.2% Month

Serious  Untoward Incidents 0 Month

Never events 0 Month

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

Inpatient Experience Survey - Pos i tive Responses 91% 91.0% Month

SHMI (most recent quarter avai lable) 1 1.020 Month

18 Weeks  RTT - Admitted 90% 74.2% Month

18 Weeks  RTT - Non-Admitted 95% 87.8% 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% 96.4% QTD

Cancer - 14 day wait - Breast Symptoms 93% 93.6% QTD

Cancer - 31 day wait - diagnos is  to fi rs t treatment 96% 96.7% QTD

Cancer - 31 day wait - subsequent treatment (surgery) 94% 98.2% QTD

Cancer - 31 day wait - subsequent treatment (drugs) 98% 98.4% QTD

Cancer - 62 day wait - Referra l  to Treatment (Urgent GP) 85% 85.7% QTD

Cancer - 62 day wait - Referra l  to Treatment (Consultant) 85% 95.0% QTD

Cancer - 62 day wait - Referra l  to Treatment (Screening) 90% 95.8% QTD

Cancel led Operations 0.6% 0.75% QTD

A&E 4-hour s tandard (a l l  days) 95% 85.9% Month

A&E 4-hour s tandard (weekdays) 95% 86.4% Month

A&E 4-hour s tandard (weekends) 95% 84.2% Month

Same sex accommodation breaches 0 0 Month

Ready for discharge 10% 37.3% Month

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

Inpatient Survey - Discharge Planning 90% 79.4% Month

Dai ly Average Discharges  (week days) 136.0 Month

Dai ly Average Discharges  (weekend days) 85.0 Month

Mortal i ty (HSMR) 100 100.2 Month
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Trust dashboard: At a glance, how are we performing? Report owner: Aidan Kehoe

Values:  Professional, Open and engaged, Collaborative, Creative
Corporate objectives:  Launch and implement coaching leadership
Indicator Target Actual Period
Staff F&F. Recommend Trust for care 80% 89% Quarter

Staff F&F. Recommend Trust for work 70% 75% Quarter

Sickness  absence 4.5% 5.5% Rol l ing12Month

Staff turnover 0.56% 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% 87.6% 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 1 Quarter

Completed commercia l  s tudies 9 Month

Time from study open to fi rs t recrui t (days) 70 65 Month

Patients  recrui ted to NIHR tria ls 3,450 1,752 YTD

Information governance breaches 0 28 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 1 2 YTD

EBITDA margin £24.5 £9.5 YTD

Surplus/defici t £7.99 (£7.07) YTD

Cash forecast accuracy assessment R Month

Cash Balance £11,251 £12,329 Month

QEPs  del ivery - approved PIDs 90.0% 75.0% Month

QEPs  del ivery - savings  del ivered YTD (£k) £16,064 £9,941 YTD

Total  income actual  vs  plan 100 101.5% YTD

TDA risk rating 5 2 Month

Audits  providing high assurance 2 2 YTD

Audits  providing s igni ficant assurance 0 7 YTD

% RCAs  completed (previous  months  data) 100% 47.6% Month

% RCAs  completed (year to previous  month) 100% 88.1% YTD

Under-

review
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PROGRAMME: Service Improvement  Author: Christopher Graney/Jean Ellis 

STRATEGIC OBJECTIVE: Deliver system change to improve services and efficiency    

    On target 

    At Risk 

    Behind Plan / Over budget / Not delivering benefits 
 

Workstream 
RAG Rated 

Progress made in the last month Key Benefits/Risks 
Progress Cost Benefits 

ADT Whiteboard 
Phase 2 (Electronic 

Bedside 
Observations) 

       Update from project team as below, however 
milestones amended and query status of Sepsis work – 
to be discussed with PM next week, agree next steps 
and whether an exception report is required.  
ENEWS Rollout is underway.  2nd Floor, 3rd Floor, 6th 
Floor, 7th Floor, 9th Floor and 10th Floor are live.  
ENEWS rollout is scheduled for completion in February 
2017.   
Project Team met with the Sepsis Team and 
development of the Sepsis Pathway is underway.  
Development is scheduled to complete by end Jan 
2017.  

 

     

   

EPR          • Revised LTFM provided to NHSI National team 
reviewing OBC, awaiting confirmation OBC will be 
reviewed in January and FBC can be approved by March 
2017. 
• Contract negotiation will complete by 16th Dec.  
• EPR communications in Trusts delivered, awareness 
drop in sessions held but with low clinical attendance; 
key clinical leadership meetings being targeted to 
deliver communications. 
• Current state process mapping continuing in AUH and 
RLBUHT with conceptual future state workshops being 
planned. 
• EPR team moved into EPR Programme offices located 
at AUH. 

 

   

   

Paper Free Health 
Records Programme 

       Scanning & Health Records 
Audit bulk pull still awaiting completion dates from 
Fortrus - ongoing  
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     BS10008 initial report returned with further action to 
be undertaken towards the certification  - ongoing  
Clinical Portal 
Open sessions not available and still working through 
team viewer for 3rd party access- ongoing  
Devices  
Further works being undertaken to review the amount 
of devices in all areas  
January '17 will begin a review of collecting all DEll 
venues as the lease is due to expire 
January '17  

 OIT on target to be completed in Jan '17  
 

Outpatients 
Transformation 

         Phase 1 scope for roll-out finalised (10 specialties): 
T&O, Rheumatology, Diabetes, Endocrinology, 
Respiratory, Metabolic Medicine, Nephrology, 
Transplantation Surgery, Urology, Anti-coagulant 
Service. Continue with communications to staff, visitors, 
patients, local GP surgeries and the public. Monitoring 
of benefits to continue. Await assumptions from Four 
Eyes re their anticipated benefits, to be reported to FIP 
18th January. 

 

   

   

Haematology 
Reconfiguration 

         Work being progressed in accordance with governance 
and plan to complete 1/4/17. Board report requested to 
review go-live date and options for 1/4/18 or 1/4/19. 
Detailed readiness assessment to be completed for all 
work-streams 11/12th January in preparation for that 
decision. 

 

   

   

Theatres 
Effectiveness 

 
 

 
 
 

  
 

 
 

 Following the implementation of the 6-4-2 scheduling 
meetings earlier in the year, the Theatres and Critical 
Care Group presented their benchmarking report to FIP 
Board on 30 November 2016 with a plan for 2017/18. 
The care group requested some additional support from 
Trust PMO to help work up their proposal and on the 21 
December a kick off meeting was held to scope the next 
phase of the Theatres Effectiveness project. 

Unclear on how this project fits with the next 
phase of work being completed by Four Eyes 
Insight. 

Avoidable Harm & 
Mortality         

 Business case presented to CMT within October and 
agreed for the additional resource of one VTE 
prevention practitioner, and provision for a clinical lead. 
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VTE strategy agreed at Quality Governance. There were 
seven falls causing moderate to severe harm within 
November, with a reduction in the number of reported 
falls. Slight increase on Grade 2, 3 and 4 hospital 
acquired pressure ulcers, compared to month of 
October. Over annual trajectory for C Diff - focussed 
work and audit being undertaken in conjunction with 
infection team. 

Pneumonia 
Improvement 

        

 Clinical leadership agreed with two consultants 
supporting the project from A&E and AMU.  Attendance 
at a North West AQ event dedicated to pneumonia. 
Communications strategy drafted. PENS form updated. 

 

Trust Strategy to 
2025  

 
      

 Strategy 2025 was presented at the Trust Board 
Development Session on 13th Dec.  Action to present to 
Trust Board in February with outline of the vision. 

 

Strategic Clinical 
Reconfiguration 
 
 

 
 

      

 A lead for this piece of work has yet to be identified. 
 

 

1000 Voices 
Emergency 
Department (Pillar 
1) 

        

 The ED Patient Flow Improvement Programme to date 
has highlight 5 priority projects which can assist in with 
Emergency Floor Achieving the 4 Hour Target: 
  
1) Triage  
2) Ambulatory Care 
3) Emergency Floor Workforce  
4) Emergency Floor IT  
5) Full Capacity, Escalation & Response Review 
 
1st draft of PID produced and shared with Executive 
Sponsor and PMO Lead for comment. 
 

 

1000 Voices 
Inpatient (Pillar 2) 
 
         

 SAFER bundle roll out commenced in November and 
work is still on-going. Roll out paused beginning of 
January due to internal winter pressures 
 
ECIP work continues looking at flow in Emergency 
Department and how we can streamline 
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Listening week took place with ED during December 
and feedback sessions planned for this week on what 
we have done so far and for staff to get involved going 
forward 
 
Clinical prioritisation still in place on a daily basis to look 
at RFD issues 
 

1000 Voices 
Community Services 
(Pillar 3) 

 
 
 
 
 

       

 New processes are being embedded and impact 
monitored – Assessment of need, community bed base 
and Home First (please refer to the individual work 
stream updates and separate highlight reports)  
 
180 day feedback event was held on 25th November  
 
Participants at the 180 day feedback event identified 
actions which will support implementation and 
embedding of new processes  
 
Data indicates that numbers of RFD patients have 
flattened off in both acute Trusts from previous upward 
trend 
 
Data indicates the number of patients who are RFD for 
14+ days, and 28+ days have reduced in recent weeks.  

 

 

Hospital Pharmacy 
Transformation Plan 

 
 
 
 

      

 HPTP assessment action planning tool submitted to NHS 
Improvement 
Draft HPTP plan submitted to NHS Improvement                                                        
Draft SLA for partial outsourcing of MI services to 
Region being consulted upon                                                                                                                                                               
Baseline metrics established:  No. Pharmacists trained 
as NMPs  = 9,      % of DH undertaken by Technicians = 
5% 
Some recommendations already established 
Outsourcing of outpatient pharmacy 
Close collaboration with other Trusts Single Chief 
pharmacist, joint antimicrobial formulary, shared 
dermatology pharmacist 
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PROGRAMME: Workforce  Author: Jean Ellis 

STRATEGIC OBJECTIVE: Develop an empowered, skilled and motivated workforce    

    On target 

    At Risk 

    Behind Plan / Over budget / Not delivering benefits 
 

Workstream 
RAG Rated 

Progress made in the last month Key Benefits/Risks 
Progress Cost Benefits 

Specialist Nurse 
Review 

       Productive meeting with Staffside and HR. Agreed 
to produce a Vision of the project and 
agree next steps. Potentially either issuing staff 
with new Deloitte job plans template or 
issue GM’s with templates we have already 
collected in order to verify using the Deloitte 
template. 
Regarding vacancy freeze, 24WTE and £853,000 
was identified as being still vacant for 
previous 112 months. Divisional accountants have  
analysed these positions and have identified where 
there are no vacancies or the budget has been 
used to off-set other positions. Further discussions 
to be held between senior finance staff and the 
project lead. 
 

Risk is that cash releasing benefits have been used to 
offset pressures elsewhere. 
 
Staff side engagement is a risk to bringing the changes 
on board.  

     

   

Corporate Services 
Transformation 

          Weekly Executive Design Group meetings held  

 Working Groups held to develop project 
designs 

 Engagement sessions with functional areas 
held 

 Meeting of NM LDS held - monthly meetings to 
take place 

 Third paper prepared for Executive Directors 
on implementation plan and efficiencies 
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Bank and Agency 
Spend Reduction 

        Close work with LCL regarding usage in 
histopathology and blood science  continues;  

 Off framework and over-cap list reducing due 
to implementation of authorisation to use non-
compliant staff expected from divisional 
signatories.   

 Out of hours  off-framework and over-cap has 
been more difficult to regulate but ongoing 
work with  Nurse Practitioners underway to 
help; 

 Divisional dashboard drafted - continued work 
to develop and embed in Workforce papers 
ongoing 

 

 

     

   

Project Shape 
Moving Forward 

         Following the Grievance Project Shape is paused 
until February 2017 
 

 

   

   

Shift Harmonisation 
& Rostering 
Efficiencies 

       
 
 
 

  The pilot starts 14th January with 5 wards already 
done a new rota with new hours.  

Ward 8 in BGH has requested not to partake in pilot 
with no reasons given as yet. There has been a 
grievance submitted to Colin Hont signed by some staff 
on 5x and 5y regarding the pilot which has been 
supported via Unison. CH to seek advice from HR 
however we may have to proceed with 4 wards (move 
5x and 5y staff). FAQs were sent to Matrons/Ward 
Mangers and staff on the pilot wards to answer some 
questions.  

   

   

Implementation of 
Job Planning 
Software 

         System up and running with 93% of Consultant Job 
Plans on the system. 

Cash releasing benefits are at risk due to offset 
increases as well as decreases. Also require challenge to 
job plans and timescale to process the changes (through 
contract variation and payroll processing) may put 
timing into 17/18.  
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PROGRAMME: RD&I  Author: Christopher Graney/Gillian Graham 

STRATEGIC OBJECTIVE: Strengthen RD&I in order to improve Liverpool’s regional competitive position    

    On target 

    At Risk 

    Behind Plan / Over budget / Not delivering benefits 

Workstream 
RAG Rated 

Progress made in the last month Key Benefits/Risks 
Progress Cost Benefits 

Liverpool Health 
Campus - 

Accelerator 

 
 

       Construction on time and to budget 

 Leases signed by PPI for 10 year contract (2 offices); 
Lease agreement in place via LSTM for Godrej (1 
laboratory); Leases in formation for Sensium 
Healthcare and Aimes who wish to form a data 
analytics centre potentially using A.I. to develop 
smarter diagnostic algorithms. (1 six man office + 1 six 
man hot desk facility). Pipeline of strong interest from 
4 clients and range of labs/office space 

 SIF fund application submitted for funds to support 
Accelerator life science companies 

 Paper brochure in existence for early clients and has 
been previously distributed. 

 Operations plan still to be confirmed, to be 
presented to Partnership Board in February. 

 As of M9, annual income of £56,900 secured for 
first year of operations against a target of £214k 
from non LSTM tenants. 
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PROGRAMME: New Hospital  Author: Jenny Jowett 

STRATEGIC OBJECTIVE: 
Prepare to deliver high quality, efficient services in the new hospital from day 
one 

   

    On target 

    At Risk 

    Behind Plan / Over budget / Not delivering benefits 

Workstream 
RAG Rated 

Progress made in the last month Key Benefits/Risks 
Progress Cost Benefits 

Bed Migration 
Programme 

 

 
 

      Bed Migration Task Force continues to meet weekly to 
monitor the bed trajectory at which teams are required 
to update on their plans.  This has informed a revised 
bed plan which has been agreed with Clinical Directors. 
The Task Force has been re-named as the New Hospital 
Capacity & Demand Group to widen its remit to assess 
theatre capacity. 
Regular Project meetings are held with Liverpool CCG to 
discuss the elements of the bed migration plan 
requiring external support, e.g. demand management 
schemes, Ready for Discharge patients and Trauma & 
Orthopaedic redesign. This is being reviewed as part of 
the ongoing programme governance. 
As part of the new hospital capacity and demand 
meeting, we are also incorporating other quality based 
initiatives that may contribute to delivery of the bed 
migration plan. 

 

Construction 
 

 
 

      The latest recovery programme remains four weeks 
behind.  This will be over-shadowed by delays caused 
by the defective transfer beam.  Carillion have indicated 
that they will not have a clear statement on programme 
until the end of January 2017.  The delay is likely to be 
significant. 

 

Design 
 

 
 
 
 

      Additional visits to the generic inpatient ward mock up 
rooms and the theatre suite are currently being 
scheduled for February 2017. 
External signage proposal received and signage 
locations prioritised. Costs being checked by the QS. 
Other quotes to be obtained to assess VfM. 
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Equipment 
 
 

       The revised programme to complete the detailed design 
with the radiology suppliers, received from Carillion in 
December, is slightly behind schedule due to the 
exclusion zone for the remedial works to the defective 
transfer beam on level 3. 
An initial validation of the equipment database has 
been completed. 
An overall equipment budget position, along with other 
project expenditure such as removal costs, will be 
presented on a monthly basis to the Programme 
Funding Group. 
Approval of the preferred supplier for LCL MES has been 
delayed and is now expected on 27 January 2017. 
The site visits for the Pharmacy Automation Tender are 
not now scheduled for completion until the end of 
January 2017, a significant delay from their original 
programme.  

 

Service Move Plan 
 

       The move plan is currently being re-cast to reflect the 
decision in relation to this made by the Executive 
Directors on the 21 December 2016. 

 

Operational Policies 
 
 

 
 
 
 

      Significant progress has been made in drafting the 
operational policies.  A number have already been 
signed off with the remainder to be signed off by the 
end of March 2017.   

 

Office 
Accommodation 

 

 
 
 
 

      Preferred options for this provision are currently being 
investigated and are planned to be presented for 
approvals by TAG, Executives and the Trust Board in 
February 2017. 

 

CSSD 
 
 

       The commercial sector failed to register interest in a 
scheme incorporating a Trust in-house solution. 
The City Council has identified a site on Edge Lane and 
is willing to procure and finance construction of the 
basic building under an operating lease arrangement. It 
has also offered to fund the Mechanical and Electrical 
Engineering element which is the major cost but only 
under a finance lease. The Trust will require NHSI 
approval to this arrangement. 
A Business Case identifying the preferred solution will 
need to be approved by Trust Board. 
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IT 
 
 

 
 
 
 

      Patient Entertainment Solution - a letter has been sent 
to the incumbent supplier requesting a meeting. 
Replacement of analogue telephones continues 365 
replaced, 755 remain for RLH 
Planning for server infrastructure – proposal expected 
March 
Switch to Jabber from Lync for instant messaging/on 
line meetings paper to be presented to CMT 
Departmental move plans – meetings commenced 
Digital signage – paper to be presented to F&P 26th 
January, asking for approval to award tender 
Bleeps – tender documentation being prepared 
External network links – tender awarded for link 
between Royal and Broadgreen 
Replacement switchboard – quote received for digital 
solution 
Digital voice solution - Tender closes 10th Feb  
Clinician presence - Requirements document being 
drafted 
Other elements being managed by main IT department 
are progressing: 

• device strategy expected by end January to 
ensure devices will support multiple 
applications and estimate of requirements for 
new Royal 

• ADT whiteboard including eObservation roll out 
to all areas including ED by end March 

• outpatient requirements including self check in 
kiosks  - Business Case approved by CMT.  

 

New Models of Care 
 
 

       Associate Director of Change and Chief Nurse due to 
meet to discuss reporting arrangements for New 
Models of Care on 17 January 2017. 

 

Arts        On target. 
Costs of transfers updated.   Timing and programme 
being developed.  Storage for existing arts not going 
into new build identified at BGH. 
All commissions on track.  ADG group undertaken site 
visit. 
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Sustainable 
Communities 

 

       Local employment remains at 45% of the workforce, 
with 2,662 local people working on site since project 
start. 646 people (10.8%) are from the priority wards. 
There have been 121 apprenticeships and 226 non-
apprenticeship new entrant trainees.  
Local spend has fallen to less than half of the set target 
at 29% (target is 60%). A report went to November’s 
Transformation Committee with more detail.  

 

Clatterbridge 
Cancer Centre 
‘Construction’ 

       CCC’s contractor, Laing O’Rourke has commenced on 
site with ground investigation works. 
Works to foundations is expected to commence in 
November. Completion is scheduled for spring 2019. 

 

Clatterbridge 
Cancer Centre 
‘Clinical Care 

Pathways’ 

       Work has begun with the first 5 clinical workstreams 
across both sites.  
With support from the leads in both trusts and the 
development of a standard template, templates have 
now been completed by the 5 workstreams and 
summarise the many aspects that each speciality will 
need to consider as part of their clinical workstream. 
A meeting is to be held at CCC on 18th January when 
the workstreams from both trusts are invited to present 
a first draft of the templates and to discuss next steps 
within their speciality. 
The next wave of workstreams will commence in 
February. Progress is currently according to plan. 
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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 2016 -17 is no more than 44 Trust attributable cases of Clostridium Difficile Infection (CDI).

A total of four CDI cases were reported in December 2016 which is in line with the monthly internal target of 4. The

trust currently remains above the internal planned trajectory with 42 cases over a planned monthly trajectory of 33 in

December.

• There have been no trust attributable MRSA positive blood cultures during December 2016.

• There were 0 never events and 0 SI declared in the Month of December

How are we performing?

RLB Nurse Programme : Cohort 4 started at the end of June 2016 and graduated on the 20th of December 2016. 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 6 CPE colonised patients were identified through

screening during December 2016, which is slightly over the amount of 5 identified last month. Combined Quality and

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

Flu : The Trust have been compliant with the recent Flu Vaccination programme as prescribed by the national CQUIN

for 16/17 with 75.7% of appropriate staff receiving a flu vaccination. 

RCA completion rates: Completion rate for November is 48% (10/21). Year to end of November, the trust is performing 

at 88% 82/93. This is monitored at the Weekly Safety Meeting and escalated to the Chief Nurse. 

Serious Incidents declared: There were 0 Serious Incident and 0 Never Events declared in December 2016.

Falls: 160 falls were reported in December 2016. Throughout December 3 patient sustained an injury resulting in a

moderate to severe harm. There will be a continued focus on falls prevention throughout January, including ad-hoc

teaching to wards scoring red for falls on NQI audits and continuing support to staff to encourage the use of FRAD and

help to increase compliance with this form of assessment.

VTE: The Trust has achieved 92.4% compliance in undertaking VTE Assessments, during December, which is

marginally below the target of 95%. A business case was successfully agreed at CMT meaning that a clinical lead for

VTE has been recruited. Progress on VTE prevention is monitored quarterly through Quality Governance Committee.

Hospital acquired pressure ulcers: In December, 18 hospital acquired pressure ulcers developed on 14 patients.

These were made up of 1 grade 4, 7 grade 3 and 10 grade 2 pressure ulcers. This is an unprecedented amount of

hospital acquired pressure ulcers in this trust. Staff at all levels within the organisation are aware and RCAs have been

requested to establish patterns and lessons learnt. 11 of these ulcers developed on the heels and so heel pressure

ulcers continue to be a problem and occur despite an emphasis on heel prevention across the Trust. All areas now have

gutters available for immediate use and we are trialling other equipment that has been highlighted by other trusts in the

region as being extremely beneficial in reducing heel pressure ulcers. Once information is collected we will work with

communications to highlight this throughout the organisation. An external review of tissue viability has been

commissioned.

Mandatory Training: This remains a focus for the Trust as release of staff remains challenging, especially in clinical

areas. Figures for December reflect 82.1% actual completion and 87.6% with potentials (staff booked to complete

training). The target compliance has been increased to 100% of available staff.

RIDDOR: One RIDDOR reportable incident occurred in December 2016; this incident occurred within the Scheduled

Care and was classified as a soft tissue injury.

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

been set out by each alert, with the expectation of EFA 2015 03 relating to metal waste pipes used for the disposal of

laboratory solutions and reagents containing sodium azide (NaN3) in which urgent action is being undertaken to

address the requirements of this 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 93.7%
# unhealed pressure ulcers reported to GP on discharge 100% 100.0%

Outcome: # falls per 1,000 bed days 6.74
Process: # falls (moderate/severe harm) per 1,000 bed days 0.12 0.13

% adult patients risk assessed for falls 98% 90.8%
% with care plan in place if at risk 98% 88.1%

YTD YTD Month

Target Actual vs. r3m

# MRSA Cases - Zero tolerance 0 1
# Clostridium difficile toxin cases 33 42
# MSSA cases 24
# E. coli cases 45
# VRE cases (target = full year target) 13
# ESBL cases (target = full year target) 6
% CAUTIs (Catheter Associated UTIs) 2% 0.7%
Ratio MRSA Screens: Elective admissions (Latest Month) 1.0 6.5

Outcome: # medication incidents 484

Month Months

Actual vs. r3m

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

# EFA/EFN in breach of compliance

Process: % staff attended/enrolled for mandatory training 95% 87.6%
% 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% 47.6%

% RCAs completed (year to previous month) 100% 88.1%

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% 75%
Risks within review dates (Yellow/Orange - Biannualy) 80% 75%
Risks within review dates (Green/Yellow - Annually) 80% 78%
Risks not more than 6 months out of date 80% 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

National benchmarking information released June 2016.

During the most recently reported period (to end December 2015) there were 1979 deaths

in the Trust or in the 30 days post discharge.

76% deaths were as in-patients.

The period included the winter 2014/15 when there was an increase in mortality nationally.

So that although there were more deaths compared to 2013/14, the Trust standardised

mortality has actually improved slightly.

The most recent SHMI is 102.3. This is the lowest quarterly SHMI recorded by the Trust

since national reporting began and is a significant improvement.

The top 5 causes of mortality remain pneumonia (392 patient deaths), sepsis (111), acute

cerebrovascular disease (96), acute kidney injury (AKI)(64), CCF (70).

There are established evidence based pathways for all these conditions within the Trust

and we are committed to increasing compliance to these pathways. Despite considerable

work particularly in pneumonia and sepsis we have slightly more observed than expected

deaths in these diagnostic categories. There are task and finish groups in place to address

AKI, sepsis and pneumonia mortality.

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.

eNews has been rolled out to ward 3X and is currently being deployed in A&E with Trust

wide completion in Dec 16. Phase 2 ADT Whiteboard is in progress and a quarterly update

will be given to patient safety regarding its impact on sepsis mortality, length of stay and

QEP.

The Mortality Assurance group is now committed to reviewing all deaths in patients

admitted electively. We have now developed a process for learning from mortality from

Coroners reports and from litigation cases.

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

actions received within the feedback from the CQC report is tracked weekly and managed

through the Trust Quality Governance Framework. Operational Leads are requested to

update by exception. An assurance report will be updated to quality governance committee

on a monthly basis and an update was provided to the CQC on the 19th December with a

positive discussion regarding the actions to date and the speed of change we had achieved

since the report was published. The learning from our outstanding rating for end of Life care

was welcomed as part of this process. The next formal review of the action plan with CQC

colleagues is planned for March 2016.

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% 87.7%
Ward Quality Assessment 90% 73.1%
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% 17.28%
Heart Failure 77.60% No Data
Pneumonia 84.90% 59.25%

No Data

% stroke patients spending at least 90% of stay on a stroke unit 80% 75.6%

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* 2.8%
% non elective patients readmitted as an emergency w/in 30 days* 13.5%
*NB: 30 day lag in the data available Month Month Month

Target Actual vs. r3m

% A&E patients reattending on an unplanned basis within 7 days 5% 8.9%
New to follow-up ratio 2.23 2.13
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Expected %
(exc daycase)
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Commentary

Executive Summary

The Trust did not meet the Diagnostic waiting time target for December. The main area of concern being

Gastroenterology Diagnostics.

The Trust did not achieve the 95% standard for emergency care in December

The Trust did not achieve the 18 week RTT national standard for October.

The Trust achieved all main Cancer targets for November.

How are we performing?

Diagnostic Waits.

The Trust achieved 94.46% against a target of 99.00% for December for 6 week Diagnostics . The main

area of challenge being Endoscopy performance. With 5.54 % of patients waiting over 6 weeks.

Colonoscopy 96 Flexi Sig 21 Gastroscopy 86 Echo 2 Ultrasound 1

2. Emergency Access - 4 Hour Standard

In December, the Trust achieved 85.82% against a Trust improvement plan of 92.06% and so performance

was not achieved internally or against the National standard.

Current performance achievement has been challenging, however, the new community pathways are in

progress and Home First has commenced with a significant increase in the number of patients being

discharged to assess at home in the first few weeks of November. There are currently a small number of

patients waiting to use Home First and the capacity of Outreach is being reviewed by the weekly delivery

group. The majority of patients having used this service are demonstrating that once home in their own

environment, that packages of care are not required in the same quantities and for the sustained length of

time than if they had been assessed in hospital and waited for the care to be put in place before going

home.

Ready for Discharge (RFD) numbers remain high and the number of patients waiting longer than 2 or 4

weeks increased in December. Clinical Prioritisation, supported at Medical Director level , now takes place

on a daily basis in order to help support some of the more challenging discharges in order to provide a bed

for those patients requiring acute intervention. Whilst this work is still in the early stages of delivery, focused

monitoring remains in place to capture any lessons learnt and to build on successful actions / interventions.

The winter plan is in progress and 9B Escalation ward is currently open, with a bedded discharge lounge

being used successfully to expedite inpatient bed availability throughout the day. During December it was

necessary to open further temporary escalation areas ( 11Z and 4X ) in order to ensure the safety of

patients although this has placed additional pressure on staffing, hence the importance of closing escalation

as quickly as possible.

The NHSi / ECIP programme has been completed reviewing the Emergency Department model and

implementing changes based on national best practice, which are expected to facilitate improvement in

performance.

18 weeks, cancelled operations and Cancer

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

December 2016, (88.72%).This has been compounded by the high level of cancellations relating to bed

pressures, increase in trauma activity and Dermatology activity.

With regards to specific issues, performance in Oral Surgery has been particularly challenging, primarily

due to a reduction in capacity as a result of sickness, impacting on new patients over the summer.

Additional clinics have now been created to meet the demand for theis specialty.

There were a total of three patients who had their initial procedure cancelled for non-clinical reasons

(Trauma & Orthopaedic, Gastro and Renal Transplant ) who then could not be treated within 28 days.

4. Summary

The 4hour emergency access target and the 18week RTT standard continue to remain key challenges for

the Trust from an operational perspective. However, additional Trust and Health and Social Care economy

wide initiatives have been implemented and are progressing, such as Home First and new community

pathways which are expected to enhance our position over the coming months.
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Effectiveness: Are we treating patients as quickly as possible? Report owner: Donna McLaughlin

Month Month Months

Target Actual vs. r3m

How quickly can patients access care?

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

Scheduled 7% N/A

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

Diagnosis: % patients waiting > 6 weeks for diagnostic test 1% 5.6%

Quarter Quarter Quarter

Target Actual vs. r3Q

# operations cancelled by hospital and not rebooked within 28 days 9

% operations cancelled by hospital and not rebooked within 28 days 0% 8.5%

# operations cancelled by hospital 107

% total operations cancelled by hospital 0.6% 0.75%

Month Month Month

Target Actual vs. r3m

Initial A&E assessment: # minutes to initial assessment (95th percentile) 15 48

A&E treatment decision: # minutes (median) from arrival to treatment decision 60 83

A&E treatment: % patients treated within 4 hours of arrival (new only) 95% 85.9%

% patients who left A&E without being seen 5% 0.1%

Transfers of care: % patients whose discharge is delayed once medically fit 2.1% 5.3%

Are we treating cardiac patients quickly?

Rapid Access Chest Pain Clinic: % patients seen within 14 days of referral 98% 98.9%

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) – Oct (data) Board Pack

Compliance with response times for level 1 concerns remains on target at 100% in November 2016

Complaints - How are we performing ?

The Trust received 32 formal complaints (level 2 & 3) in October 2016. This has increased from 27 received

in September 2016. (30 out of the 32 relate to Scheduled/Unscheduled Care.) 2 corporate services

addressed on time.

The overall Trust compliance rate (including 35, 45 & 60 day) for October 2016 was 100% (32/32) an

increase from 96.29% (26/27) last month.

During October 2016, the following compliance was recorded:

Unscheduled Care: 100% (19/19) an improvement 87.5% (14/16)

Scheduled Care: 100% (11/11) which is the same performance to last month.

There are 45 active complaints at varying stages of the process, no complaints are overdue at the time of 

writing this report.   

Internal Inpatient Surveys:

• In December 39 paper surveys were undertaken by volunteers. This is a significant decrease from last

month, although the bank holiday period reduced the availability of our volunteers to collate the data. We

are working to ensure the surveys return to within our agreed target level into the next reporting period.

• 92.30% of patients recommended our hospital to friends and family which has seen a decrease from last

months survey results of 98.%

• 92% of patients felt they were involved as much as they wanted to be in their care, which is an increase

from last months survey result of 90%

• 100 % of patients reported feeling safe as an inpatient, which is consistent from last months figures

• 79.49% of patients felt they were kept informed of their discharge plans which is a 5.27% decrease from

the previous months responses.

• Friends and Family: - Friends and Family Test (FFT):

• During the month of December a total of 8111 responses were received:

• A&E 1049 19% below target of 20%

• Inpatient 550 27% and below our target of 30%

• Outpatient 6512. 14% below our target of 15%

Unfortunately, the long bank holiday period has impacted both on the retrieval and upload of data which is

currently ongoing.

Areas of Focus :

The volunteer role has certainly enhanced our opportunity to learn from our patient experience. The work

that has focussed on the RLB volunteer Programme has made a real difference with volunteers attending

the most recent graduation day as a celebration of their pivotal support across the organisation. The award

winning volunteer programme within end of life care has a Volunteer Coordinator in post who will be

collaborating across the volunteer programme into the next quarter which will certainly sustain and develop

the impetus of recruitment events and enhance engagement, not only in improving our patient experience

surveys but in continuing to support our safe discharge and safer bundle work streams.
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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% 92.3%

Were you given enough privacy when discussing your condition or treatment? 95% 92.3%

Did you find someone to talk to about your worries and fears? 90% 92.3%

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

Have you been kept informed of your discharge plans? 90% 79.4%

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

Was your pain was managed effectively? 95% 97.4%

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% 74.0%

- assessment & observation units 80% 72.0%

- 2 week standard for EPRO 95% 63.9%

Meals: % patients assessed using the Malnutrition Universal Screening Tool* 95% 90.3%

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

Cleanliness: Cleanliness performance audits - RLH ward areas 95% 96.1%

Cleanliness performance audits - BG ward areas 95% 98.7%

Accom: # mixed sex accommodation breaches 0 0

Pain: Pain Management Nursing Quality Audit Score 90% 94.8%

*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% 100.0%

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 1.7%

Surgical patients on medical ward 4.0%

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

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

Executive Summary

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

How are we performing?

Infection Rates: The Trust remains within the range of our peer group for both the incidence of MRSA 
bacteraemia and CDT rates.

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

Non-elective Length of Stay: The graph overleaf indicates the Trust’s overall non-elective average length 
of stay is within the range of our peer group, although it has increased over the last few months. This 
measure includes patients who have no overnight stay. It is more relevant to consider length of stay 
excluding short stay admissions and this measure has shown no improvement since 2011-12. 

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

Outpatient DNAs: The graph highlights that in this period the Trust continues to have one of the highest 
percentage of DNAs within the peer group.

Friends and Family Test : NHS England publish Friends and Family data on a monthly data, providing the 
opportunity to benchmark with other organisations. In November we were rated 153rd of 172 Trusts for 
inpatients, 126th of 141 for A&E and 158th of 231 for out-patients for the percentage of respondents that 
would recommend the service. (December data nationally not yet available).

Are there any emerging issues on the horizon?

Achieving a reduction to the non-elective length of stay  remains the critical issue to enable a smooth 
transition into the new RLUH. A Bed Migration Plan has identified a number of service improvements and 
activity transfers that will help to address this issue. 

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

Are there any questions for the Board?

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

This Month

Cambridge University Hospitals NHS 

Foundation Trust
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Oxford University Hospitals NHS Trust
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University Hospitals Birmingham NHS 
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Best Peer 

This Month

Nottingham University Hospitals NHS Trust

Worst Peer 

This Month

University Hospitals Birmingham NHS 

Foundation Trust

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

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

N/A N/A

RLBUHT 0.01 0.21

Best peer 0.00 0.07

Worst peer 0.03 0.24

RLBUHT target

All Benchmarking including infection rates is based 

on the latest benchmarking data period (to Sep 16)

MRSA cases per 

1,000 bed days

CDT cases per 

1,000 bed days
YTD 

actual Change

YTD 

actual Change
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa GrantRegulatory compliance: Are we meeting our regulatory obligations? Report owner: Lisa Grant
Area covered: National regulator Focus of regulator: Governance and quality

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

Are we confident we are compliant with this regulator? The 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 on areas requiring improvement has been
submitted to the CQC. An internal action plan on other advisory actions received within the feedback has
also been produced and will be managed through the Trust’s governance processes. CQC met with the Chief
Nurse and members of the senior team on 18 December 2016 to discuss the post inspection action plan and
were satisfied that timely progress had been made.

Are we appropriately responding to feedback from the regulator?     
Last visit: March 2016                           Last report: 29 July 2016

Feedback Action taken in response: 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.
• Care Hours Per Patient per Day (CHPPD)
• Data will be submitted by site and each site will have every inpatient ward staffing availability provided.
• Data will be submitted by UNIFY and uploaded to the NHS Choices website.
• The Trust will also be required to publish this data on their own web page.

For December, the overall average percentage of trained nursing staff against the actual, required for day
duty, was 93.2 % which is slightly lower than November. The fill rate for registered nurses on night duty
remains consistent at 93.4%. The average fill rates for care staff has seen a slight decrease to 88.1% (from
89.4%) in the day, and 96.4% % at night (again slight decrease from 99.1). For the first time this month, it has
been possible to establish a benchmark position in relation to Care Hours per patient per Day metric, which
was first set out as a recommendation of Lord Carters review on productivity within the NHS. The findings
from this data benchmark the Trust against other similar organisations.
The twice daily staffing huddle continues to ensure that the staffing is matched against acuity and skill mix
with staff supporting across the clinical area and the use of bank and agency kept to a minimum. Awareness
raising in relation to the red flag process has resulted in an increase in red flags being raised, which helps
managers direct additional staffing resource as necessary.
Monthly Open Events continue to recruit newly qualified and experienced staff nurses which have remained
successful, with the next taking place in January. Internal and external adverts for speciality based
recruitment continue. The weekly review meetings continue with the senior nursing team and recruitment
team within HR.
Work continues with local universities to ensure the organisation is seen as the hospital of choice to come
and work and regular engagement with students continues by attending open events and explaining the
opportunities that are available and the support offered in terms of our preceptorship programme.
Those nurses recruited from the Philippines are currently undertaking the necessary English Language exams
and working through the necessary visa arrangements, although it is important to note that this is a lengthy,
complex process. We are currently reviewing the recruitment programme, learning from the values based
recruitment methodology used in recent End of life Care recruitment to model a potentially enhanced
speciality recruitment process .
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Regulatory compliance: Are we meeting our regulatory obligations? Report owner: Donna McLaughlin

Plan Month 9 RAG Month 9 RAG

Clostridium difficile Clostridium difficile

Scheduled: 20 

Unscheduled: 

28

16 26

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% 72.2% 92.1%

Non-admitted >=95% 87.5% 89.8%

Incomplete >=92% 87.8% 93.3%

Urgent suspected cancer referrals >=93%

Breast symptomatic (not susp cancer) >=93%

A&E % patients waited ≤ 4 hours >=95% 99.6% 80.8%

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 Oct-16 Nov-16
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 96.0% 96.7% 0

Surgery >=94% 100.0% 98.2%

Anti cancer drug treatments >=98% 100.0% 98.4%

Urgent GP referral to treatment >=85% 86.9% 85.7%

Screening service referral >=90% 93.5% 95.8%

Urgent suspected cancer referrals >=93% 95.5% 96.4%

Breast symptomatic (not susp cancer) >=93% 93.8% 93.6%

Thresholds Weight Nov-16 Dec-16
Risk Score (based 

on Weighting)
RAG

P
ro

g
re

s
s

Admitted >=90% 1 77.8% 74.2% 1

Non-admitted >=95% 1 86.3% 87.8% 1

Incomplete >=92% 1 89.9% 88.7% 1

A&E % patients waited ≤ 4 hours >=95% 1 88.3% 87.5% 1

Clostridium difficile Clostridium difficile YTD <=48 1 39 42 0

N/A 0.5 0.5

4.0 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 9 (December 2016)

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 December, 37.7% of ward areas were rated amber and 62.3% rated green.

Ward Quality Indicator Audits

Overall Trust performance for December was 87.7% which is rated as Amber, which is consistent with last month’s 

score.  Green was achieved in four out of the eleven standards Trust wide, with Falls, Pressure Area Care, Infection 

Prevention, Nutrition,  Discharge Planning, Continence and Dementia all being rated as Amber.

There were 4 Red rated wards for December: 7A, 9B, 9X and APCU. These clinical areas, need to improve on all

aspects of documentation, specifically around all the Trust risk assessments, care planning and reassessment and

patient’s social planning. Recording of EDD within 24 hours of admission still remains a challenge but this should

improve as we see the roll out of the SAFER bundle. The wards need to be compliant with medication safety ensuring

all cupboards and fridges are locked. Compliance regarding medication management and documentation will also be

captured via the completion of the ward daily checklist completed by Matrons and ward staff. All of these areas will

complete a robust action plan, supported by the specialist teams, and monitored via Divisional Perfect Ward meetings.

The MIAA Ward Audits have demonstrated significant improvement in compliance across all areas in December.

There were five standards rated Amber at Trust level:

Falls – 83.1% Improvements are required in the completion of the FRAD, care planning and re assessment. 

Pressure Area – 86.0% Improvements are required in the completion of the waterlow risk assessment and review 

weekly/conditional change. 

Infection Prevention – 86.9% Improvements are required in the use of hand wipes and alcohol gel. The infection 

Control team are continuing with their fortnightly audits of all in patient areas, which includes documentation.

Nutrition – 84.6% Improvements are required in the completion of MUST and weekly reassessment, whilst ensuring 

prompt referrals to the dietetic team.

Discharge Planning – 75.2% Improvements are required in ensuring that their EDD is recorded within 24 hours.

Continence – 89.0% Improvements are required in the completion of the continence assessment on admission. 

Dementia – 77.7% Improvements are required in ensuring patients with Dementia are identified on the status board for 

safety

Ward Based Snapshot 

Exception Reporting  (scores over 2.0)  Ward KPIs :

Emergency Department (ED): Rated 2.5

The ED WQI had an overall rating of amber. Complaints within the department have seen an improvement from

November when the Department received 9 complaints, compared to 3 in December. To enhance patient experience,

PALS have been visiting the department daily talking to patients and relatives which has proved to be extremely

beneficial. The ED currently has 5.6 WTE band 5 vacancies. The Deputy Divisional Chief Nurse is actively reviewing

the staffing provision daily with a recruitment drive taking place offering a full perceptorship programme for newly

qualified staff, to ensure safe staffing levels. Matron also attends the twice daily staffing huddle to escalate any staffing

issues.

The ED has undergone recent changes within the department, to enhance the patient pathway throughout the ED. The

ward daily checklist is completed by Matron or senior registered nurse, which gives added assurance of patient safety

and practice. A listening event to support staff engagement has also been undertaken.

6Y: Rated 2.5

The ward WQI had an overall rating of amber, reported 1 pressure ulcer and 1 complaint. Support is being given by

the specialist teams to the ward team and a Root Cause Analysis will be completed of the pressure ulcer incident to

ensure lessons are learnt. The ward currently has 3.0 WTE band 5 vacancies, Matron attends the twice daily staffing

huddles to ensure patient safety and an improvement programme to support the clinical team is in progress.

2A: Rated 2.5

The ward WQI had an overall rating of amber, reported 1 pressure ulcer and 1 complaint. Support is being given by

the specialist teams and again, a Root Cause Analysis will be completed to examine the pressure ulcer incident. The

ward currently has 2.0 WTE band 5 vacancies but the Matron attends the twice daily staffing huddles to ensure staffing

is optimised in order to promote patient safety.
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Ward Quality Dashboard: Are we delivering high quality care in every ward? Report owner: Lisa Grant

Commentary

Ward Based Snapshot 

Exception Reporting  (scores over 2.0)  Ward KPIs :

ED: Rated 2.5

The areas WQI has an overall rating of amber, reported a fall and complaint during December. 

Complaints within the department have seen an improvement from November the Department 

received 9 complaints compared to 3 in December, to enhance patient experience  PALS have been  

visiting the department daily talking to patients and relatives which has proved to be extremely 

beneficial. The ED currently has 5.6 WTE band 5 vacancies. The Deputy Divisional Chief Nurse for 

Unscheduled Care is actively reviewing daily with recruitment drive taking place and a full 

perceptorship programme for newly qualified staff, to ensure safe staffing levels, and Matron also 

attends the twice daily huddle regarding staffing. Quality and safety -The ED has undergone recent 

changes within the department, to enhance the patient pathway throughout the ED. The ward daily 

checklist is completed by Matron or senior registered nurse, which gives added assurance of patient 

safety and practice.

6Y: Rated 2.5

The ward WQI has an overall rating of amber, reported 1 pressure ulcer and 1 complaint. Support is 

being given by the specialist teams. Route Cause Analysis will be completed and lessons learnt will 

be taken back to ward teams via weekly safety meeting and perfect ward. The ward currently has 3.0 

WTE band 5 vacancies, professional judgement is made on a twice daily basis through the Matron 

huddles to ensure patient safety. The Matrons checklists for ongoing assurance regarding 

documentation is completed daily.

2A: Rated 2.5

The ward WQI has an overall rating of amber, reported 1 pressure ulcer and complaint. Support is 

being given by the specialist teams. Route Cause Analysis will be completed and lessons learnt will 

be taken back to ward teams via weekly safety meeting and perfect ward. The ward currently has 2.0 

WTE band 5 vacancies, professional judgement is made on a twice daily basis through the Matron 

huddles to ensure patient safety. The Matrons checklists for ongoing assurance regarding 

documentation is completed daily.
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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 43 61.06 5.6 5

Ward 4 (BG) Dermatology 0 89 0 1

9X Clin Pharm/Inf Dis 2 44 16.8 5.8 0

9BDW Medical day ward 2 60

3X Infectious Diseases 0 57 12.8 2.8 1

3Y Infectious Diseases 0.5 -33 12.4 4.4 3

6A Nephrology 1.5 50 8.6 3 0

6B Nephr (Dialysis) 0 92 36.1 2 0

6X Respiratory 1.5 38 22.03 13 2

6Y Respiratory 2.5 64 21.93 3 0

7A Diabetes 2 0 21 5 0

7B Diabetes 1.5 50 18 1.07 0

9ADU Nephrology HDU 1 12.82 0 0

AMU Acute Medicine 1.5 35 36.54 12.33 3

SRU (W8 BG) Clinical Gerontology 0 0

2B Clinical Gerontology 2 57 16.14 1 0

2X Clinical Gerontology 1 0 13.01

SU & 2Y Stroke Unit 1 57 21.47 0 0

2A Clinical Gerontology 2.5 12.76 2 0

APCU Palliative Care 1 10 0 1

ESAU ESAU 1.5 43 14.52 2 0

Ward 2 (BG) Urology / Gen Surg 0 74 14.64 1.28 1

3A Cardiology 1 69 20.8 4.55 0

5A General Surgery 1 83 24.69 0 1

5B General Surgery 0.5 58 24.69 3.85 0

8X / ACRU General Surgery 1 66 27 4 2

8Y Vascular / Urology 2 25 27.69 7.21 2

9A Renal Transplant 2 73 17.4 0 2

8A Vascular Surgery from July 2 50 27 2.95 1

9Y Breast Surg/Ophthalmology 1 66 21.58 3 0

HEC Cardiology 1.5 83 16.09 0.82 0

ITU Anaesthetics 1 100 105 1 7

POCCU Anaesthetics 0 100 10.8 0 2

RCCU Coronary Care 0.5 75 4.3 2.06 1

8HDU Anaesthetics 0 17 35.39 1 2

Ward 1 (BG) Orthopaedics 1 79 24.71 0 1

4A Orthopaedics 1 24 17.43 2.59 0

4B Orthopaedics 1 -10 24.3 4.19 2

4X Orthopaedics 0

5X Gastroenterology 0 17.5 1.6 2

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

DCU (BG) Day Case Unit 0 9.01 0 0

Ward 3 (BG) Orthopaedics 0 71 11.38 1  

7Y Clin Haematology 1.5 74 16 3 0

10Z Clin Haematology (BMT) 0 25 26.33 2 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

Are we attracting research & innovation?
Last 

Month

Month 

Actual

Month 

vs. r3m

# commercial studies open 73 72

# non-commercial studies open 310 314

# feasibility studies requested by pharma or CLRN 12 10

# feasibility studies awarded (updated biannually) 5 6

# feasibility studies declined by our clinicians 6 2

NIHR league table ranking (1-4) 2 2

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') 33% 0%

% studies failing to recruit a patient in first 70 days* 45% 44%

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

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

Time (Days) from study open to 1st patient recruited (Target within 70 Days) 68 65

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

Plan Plan

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

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

quarterly)
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Executive Summary

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

• On the RD&I dashboard we have a continual small fluctuation of studies (Commercial & Non-
Commercial) opening and  closing each month but remain on green for the Month vs. r 3m. 

• A paper was submitted  on the 24th November to the RD&I Committee outlining the risk for the loss of 
the Pancreas Biomedical Research Unit . For the 7 members of staff that are currently at risk RD&I has 
identified suitable roles for 5 staff members to date, 1 staff member has been sent multiple roles but 
has declined them so far and 1 staff member is on mat leave.

• NIHR visited on the 11th & 12th October 2016 to undertake a financial review,  we await the written 
report.  

• CRN have put out across the North West Coast a funding call but any award needs to be spent by the 
31st March 2017. The Trust has made 5 applications for small amounts from this funding call to support 
front line delivery of clinical trials. Unfortunately non of the applications were successful.

• Following the Board Development day in December 15 the highlights for 2016 for the CRU include:

1. Awarded £1.4 million between 2017 to 2022 from the NIHR CRF Competition to allow us to build 
additional services 

2. Dosing first oncology patient in a radiolabelled drug trial after years of developing the capabilities –
very few places worldwide can offer this 

3. Awarded 2 new Alzheimer’s Disease trials (1 First in Patient and 1 Phase II) on the basis of excellent 
delivery on our first Phase I Alzheimer’s Disease Trial

4. Implemented Q-Pulse as our Document Management System and record of recording regulatory 
documents such as Standard Operating Procedures

5. Approximately 50% of the way through a market intelligence exercise through 2Bio which will allow us 
to target specific commercial and academic opportunities to support the growth into the new unit

6. Began our first ‘Phase I without walls’ trials which allows us to support Early Phase Trials which cannot 
be conducted on the CRU – e.g. COPD with exacerbations

7. Performed overnight stays for a continuous 3 week period – the longest in our history
8. Achieved 92% staff retention in the last 12 months and developed comprehensive induction plans for 

the 11 new staff who started this year – with excellent feedback
9. Begun the development of a Joint Working Committee between Alder Hey CRF and ourselves to help 

develop a cradle to grave approach to translational medicine

Page 3 identifies our current and projected activity  to date

Are there any questions for the board? 

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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Study Description Phase Apr-Jun Jul-Sep Oct-Dec Jan-Mar Apr-Jun Jul-Sep Oct-Dec Jan-Mar Apr-Jun Jul-Sep Oct-Dec 

BORA Asthma III

Tolvaptin PSKD III

Modern RA FIH I 

Affibody Psoriasis FIH: Part C I 

AC Immune Alzheimers FIH I

STRATOS Asthma II 

LSTM EHPC LAIV I

LSTM EHPC Asthma I

LSTM EHPC Elderly I

SONIA-2 AKU III

SOFIA AKU Observational

FUTURE Gentyoping I

Lilly Oncology AME I

Parexel - UCB UC I

Mereo Biopharma COPD IIa

Dalcor DALGENE Cardiology III

Astra Zeneca PASTOR Breast Cancer I/II

IMI AMR PK I

Affibody Psoriasis FIH: Part D I

Astellas ESRD PK I

HARE-40 Oncology FIH I

Epizyme Oncology AME I

RELAX Cardiology II

APPA1 OA FIH I

Boehringer Asthma II

Lilly Alzheimers (LMDD) II

IMI AMR Renal PK I

Ionis FIH Alzheimers I

LSTM/University of Tokyo EHPC FIH I

Allecra BAL PK I

13C Tyrosine Metabolism/AKU I

ACIT-1 Oncology Vaccine I

CCHF FIH Phase I I

LSTM Mutant Bacteria Nasal Vaccine I Awarded Commercial

LSTM/Unilever EHPC/Hand validation I Awarded Academic

Orsus Glucose Device I > 50% Probability of Award Commercial

LSTM PATH Vaccine Phase I I > 50% Probability of Award Academic

LSTM/ImmBio Phase II Pneumonia Vaccine II overnight stays

2016 2017 2018
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RLBUHT BOARD PACK

Report owners: 
Ros Edwards & Peter WilliamsTeaching: Are we a leading centre of clinical education and teaching?
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What is the status of all the teaching programmes that we are delivering this year?
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Care Research Teaching Finance ITPeople

Professional Group # students Total no. of 

placements

Maximum 

capacity

Students per 

placement

Medical Undergraduate

Post graduate (F1 & F2) 137 137 Variable

Dental Dentistry students 294 60 294 Variable

Nursing Undergraduate 320 70 303 Variable

AHP Physiotherapy 32 25 33 Variable

Occupational therapy 6 6 8 1

Pharmacy undergrad 0 8 8 Variable

Pharmacy post grad 3 3 3 1

Dietetics 0 2 2 0

Radiology (diagnostic 

undergraduate)

13 8 8 Variable

Radiology post graduate 2 2 2 2

Speech & Language 

Therapist

0 0 0 0

ODP 14 2 30 30

Clinical Scientists Audiology 1 1 1 1

Cardio-respiratory x x x x

Nuclear Medicine 3 3 3 3

Clinical Engineering 6 6 6 1

Medical Physics 8 8 8 1

Radio pharmacy 0 0 0 0

Biochemistry 3 3 3 3

Bioinformatics 1 1 1 1

Vision Science 

(NeuroPhysics)

1 1 1 1

Are we delivering  our  teaching programme as planned?

How are we performing? 

Local education awards. A multidisciplinary Education Award has been organised by the clinical education team to 

recognise the excellent work of mentors and clinical educators in the Trust.  Nominations were done by students 

and other learners. The awards were presented by the Acting Director of HR & OD/Associate Director of Education 

& Learning at an event attended by HEI representatives and family members of the nominees and awardees:

Best Nursing Mentor Award - Dawn Lacey (ITU) 

Best Therapies Educator Award - Lynne Prosser (OT)

Best Healthcare Scientist Educator - Hannah Bell (Cardio-Respiratory)

Best Allied Health Educator - John Harman (Radiography)

Excellent training in Biochemistry. Biochemistry reported excellent track record on STP training in Biochemistry 

and also identified the need to expand in other disciplines for STP Training.  They have also requested funding for 

HSST from 2016-2021.

Accreditation. MSc Clinical Science: Medical Physics was re-accredited under contract review in November 2016. 

MSc Medical Physics was re-accredited by the Institute of Physics and Engineering in Medicine in October2016. 

MSc Clinical Science: Medical Physics trainees will graduate this year with 21 distinctions, 2 merits and one pass 

from the class of 24.

Medical Undergraduate simulation teaching: CP3 and CP4 teaching is on-going and based in clinical 

emergencies with a focus on team resource management, human factors and patient safety

Clinical Skills: All medical students who have rotated in to the Trust  in the last 3 months (approx 200) have been 

provided with teaching and refresher drop in sessions

Multidisciplinary Simulation courses run for  specialties including Nephrology and Respiratory Medicine (Human 

factors, specialty specific emergencies). 2 courses over last 3 months. 
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RLBUHT BOARD PACK

2

Physicians Associates: 3 cohorts of Liverpool University trainee PAs (34 students) have now rotated through the 

Trust in the specialties of Cardiology, General Surgery. Palliative Medicine, Gerontology, Respiratory Medicine. This 

is an important initiative in supporting the medical workforce in the future.

Are there  emerging issues? 

Nursing Associate. The pilot for the Nursing Associate role will commence in January 2017 with 1000 places 

available nationally. The Liverpool consortium led by Walton Hospital & Edge Hill University, has been unsuccessful 

with its application.  However, the consortium has applied to be a fast follower site for April 2017.  The Trust has bid 

for 4 places though 3 places have been allocated to the Trust. 

Student placement and availability of mentors. As a result of the abolishment of nursing bursaries and 

introduction of student loans, it is forecast that there will be an increase in number of student nurses.  With the 

reduced bed numbers in the new build, new placements need to be explored.  The specialist nurses are being looked 

at potential placements.  Consequently, there will be a need for more mentors in clinical areas. With the turnover of 

staff, there is a need for more mentors in nursing. Non-credit bearing mentorship is being explored as an option which 

will be delivered in-house in collaboration with a local university. In the meantime, mentorship is being prioritised in 

the allocation of CPD-Apply monies.

Requirement for more placement for student nurses.  Over the last 3 months, we had 17 more student nurses.  

The Head of Professional Practice and Development and the Practice Education Team are currently in discussion 

with nursing teams, departments and services to open up placements. The Safeguarding Team has recently been 

opened as a placement for adult nursing and learning disability students.  In the next few months, the Diabetes 

Specialist Nurses, IV Access and Roald Dahl Centre will be opened for student placement which will increase our 

capacity.  

Increased demand for undergraduate teaching. Biochemistry has identified the increasing demand to delivery 

undergraduate lectures with the new curriculum.

Reduced capacity to supervise radiology students. Diagnostic Radiography currently have a large number of 

recently qualified staff in the department, who also need training and experience in the areas that the students are 

placed hence reducing the capacity to supervise students.

Increased placements for ODP students. As from October, Theatre’s ODP student allocation will increase by 12 

per year increasing the numbers to 36 ODP students in the Trust at any one time.

Abolishment of financial support for STP traineeship. Financial risk identified as training support grants for STP 

traineeships are abolished by HEE in the Northwest (NB This is not the case nationally)

MEDICAL EDUCATION

Application for accreditation of Clinical Skills and Simulation as an accredited  NHS North West  Simulation 

Education Network Centre has commenced. This provides regional recognition of quality standards and  will 

support future developments, collaborations and income generation. In addition we are hosting the next NWSEN 

regional meeting in May. 

Collaborative working with Liverpool Womens Hospital to run a HENW neonatal emergency simulation courses. 

Also a collaborative systems safety test between RLH and LWH looking at emergency transfer of Obstetric 

Emergency should this be required. 

Feedback from Core Medical Trainees has identified confidence issues while working on Medical Emergency Teams 

(MET). Intention to develop MET simulation for junior doctors with intention to role out across Region. 

New Hospital: Plans in place to develop simulated systems testing and staff orientation to new clinical areas on the 

new hospital site for all clinical staff
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RLBUHT BOARD PACK

3

Feedback received External Feedback

Internal feedback

STP
The STP (Healthcare Scientists) traineeship has been under an
action plan due to issues raised by trainees in 2015. Current
STP trainees have recently raised similar issues about their
training programme.

Nephrology Simulation Training
Following excellent feedback regarding this pilot course from
participants, there are plans in place to develop further
courses aimed at this specialty

Feedback systems
Medical Education are utilising Survey Monkey to improve
the amount and quality of feedback systems to ensure
continued assessment and improvement of education and
training. This is important in demonstrating quality training
outcomes.

Online PARE (Practice Assessment Record & Evaluation) –
Our student placements have been rated 3.5 to 4 stars (4 being the
highest score)

Positive feedback picked up by OnlinePARE:
• “I was encouraged to promote dignity and respect for the

diversity of culture and values of Service Users and carers?”
99.3%

• “I felt able to raise concerns regarding standards of care if/where
required?” 98.9%

• “I was encouraged to ask questions?” 97.8%
• I was encouraged to reflect on practice learning experiences?

97.7%
• “Should a loved one require care, I would be happy for them to

be cared for within this placement area? “ 97.2%
• “I received constructive verbal and written feedback on my

performance throughout my placement?” 95.8%

Areas of concern picked up by Online PARE:
• Supernumeracy status of students
• Inability of students to be released by wards to shadow/visit

teams and other services
• IT access
• Issues around mentor engagement/paperwork completion

Medical Physics and Clinical Engineering – MSc teaching excellent
results 21/24 distinctions 2/24 merits and 1/24 passes.
Commendation by External Examiner.

Radiology - Placement evaluations performed by university link
tutor have also been positive and students have reported a good
placement experience.

Liverpool University Medical Education Inspection: Many areas of
excellence highlighted eg Clinical Skills and Pharmacy teaching.
Various recommendations from the University including
communication, consultant time for teaching, organisation of
teaching in clinical areas have been addressed. Follow up visit in
November demonstrated improvements with an increased
satisfaction of students and collaborative working between the Trust
and the Medical School.

HENW Inspection of Postgraduate Medical Trainees training: Many
areas of good practice and excellence highlighted and responses
made to address recommendations for improvement. Work is on
going and a further response will be provided to HENW in February

Recent FOSCEs (Formative, Objective, Structured, Clinical
Examination) organised, hosted and coordinated by Medical
Education Dept were commended by the University and we have
been asked to hold these again in January and March this year
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Executive Summary: the following exceptions are noted this month.

Sickness:

The rolling sickness rate for M8 is 5.4% which is 0.59% behind the Q3 (M9) projected target of 4.81%. The ‘in month’ 

sickness rate for M8 increased by 0.11% to 5.49%, however early indications show a reduction in M9.

‘Hotspots’ with high levels of sickness are the Stroke Unit and Health Records, who cite organisational change and 

employee relations issues as barriers to reducing sickness. This is being addressed through HR support. The best 

performing areas are Outpatients, Emergency Medicine and ITU, who all have ‘champions’ to drive sickness 

reduction. This is being rolled out as good practice. Actions taken known to impact on sickness reduction are the new 

HR KPI performance meetings with managers to challenge inconsistent application of policy, with an escalation process 

in place, targeted letters to staff with high levels of sickness, and new detailed management reports and league tables, 

used by managers to proactively manage sickness. The new case management system has enabled a step change in 

data analysis and reporting including a direct correlation with the take up of the flu jab and reduced levels of sickness, 

clear links between high levels of short term sickness and late sign off of shifts/rotas, and unacceptable ‘trends’ and 

patterns of sickness for some staff. The focus for next month with managers is to ensure good forward planning and 

roster management, challenging unacceptable patterns of sickness, and implementing a revised policy with tighter time 

scales on trigger points.

Q3 – Interim Target – 4.66% Projected – 4.81%.

Q4 – Interim Target – 4.5% Projected – 4.5%.

Mandatory Training:

Actual mandatory training rates for M8 2016 were 83%. If future bookings are included, this increases to 88% against a

revised target of 100% of available staff. Monthly performance management sessions continue with managers to

support improvements however persistent operational pressure is having an even greater than usual impact on

compliance. All Mandatory Training: Core Skills modules that do not require any face-to-face training have now been

made available via the Staff Hub which will provide increased flexibility for staff and managers. The withdrawal of face-

to-face training is being piloted for Conflict Resolution, but all other subjects remain available on a face-to-face basis

until April 2017. Take up of the electronic version of Conflict Resolution training for new starters has been excellent.

Appraisal:

Plans are being developed to create an electronic method of completing appraisals for 2017/18.

Medical Workforce: 

The new Junior Doctor New contract was implemented for 57 F1 doctors wef 7th December 2016. The financial impact 

for their F2 year is now under scrutiny. Financial risks exist in terms of protection during F2 and we will work with 

HENW as to mitigating this which is payable during GP placements and not Trust placements. TheTrust’s internall

developed and therefore cost neutral exception reporting system is working well and we have received approximately 

80 reports to date. We are responding to these daily and will need to consider rota changes. The majority of responses 

to working over time limo=its have been to take time off in lieu rather thanpay doctors. This is in accordance with the 

contract terms. No fines have yet been levied regarding particular hours of work rules being breached. The F2/ CT level 

rota in Emergency Medicine continues to be difficult to accord with the new contract terms.

Job Planning: 

94% of consultants have now entered their job plans on to the new electronic job planning system. Overview meetings, 

where job plans are inspected at Trust level for standardisation and appropriateness, have provided some challenge to 

directorates. Co-operation however is good. A new core SPA calculation is being presented to Medical Board which 

should assist with standardisation and clarity for job planning, enabling educational and appraisal work to be recognised 

in job plans.

Recruitment:

Progress with the International recruitment campaign to the Philippines is being monitored with the recruitment agency

on a weekly basis. The progress of the candidates passing their English Language course has been slow. The first

small cohort of 5 are expected w/c 30th January with a second cohort scheduled for end of Feb.

Nursing recruitment is being supported with monthly Open events for qualified nurses and students, supplemented by

HCA adverts on a rolling basis. In addition to support the current temporary staffing requirement, recruitment to the staff

bank is planned on an ongoing basis over the next few months.

Temporary Staffing – bank and agency:

The weekly NHSI return continues. The Trust has achieved staying within the NHSI ceiling again at M9. The ceiling set

by NHSI for 17/18 remains at £8.578m however the Trust will be setting an internal target for the next financial year.

NHSI now issue a monthly benchmark report highlighting those Trusts performing well and performing badly. There is a

full breakdown of %’s achieved by every Trust in the North area. RLB is 28th out of 73 and is considered green. There

has been further communication regarding controls and checks that are required to be in place. Board and Executive

scrutiny is required on a monthly basis alongside the regular Steering group meetings and Challenge & review

sessions. A meeting has been held with the Agency framework – HTE, to facilitate best use of rates and compliance

with the framework. Key actions this month are: Continue to challenge agency bookings on a regular basis;

Implementation of the TempRE system for internal medic locums; Further analysis regarding consistency of approach

for internal bank payments. Roster management is also under scrutiny at ward level, to assist in completing rosters at

least 4 weeks in advance of shifts, to allow bank requests to be made earlier.

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 30th November 2016

381 347.50 5.80%

1114 997.84 16.66% Heads WTE

1556 1388.73 23.18% 804 736.38

467 415.48 6.93% 559 528.16

135 124.63 2.08% 586 531.44

296 278.00 4.64% 551 488.20

608 556.91 9.30% 2502 2246.66

2047 1882.07 31.41% 1602 1460.34

6604 5991.17 6604 5991.17

*WTE excludes bank, agency and overtime.

Sep-16 Oct-16 Nov-16 Sep-16 Oct-16 Nov-16

7 6 3 20 28 27

0 0 0 0 0 0

2 5 9 20 27 28

0 0 0 3 3 3

2 0 1 4 4 5

0 1 0 0 1 1

0 0 0 1 0 0

0 0 1 2 1 2

1 2 4 11 13 17

12 14 18 61 77 83

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

Medical 22 6 28 10 3 5 5 2 3 8

Non-Medical 11 5 7 5 0 9 2 4 3 4

Medical 2 4 5 1 3 3 76 27 15 9

Non-Medical 83 115 160 120 66 85 177 20 137 119

Safer checks 

completed 

before start 

(November 16)

8

4

9

0

0

0

Actual

Corporate Services

Actual Establishment

Organisational Change

Employment Tribunal

Staff Group

Add Prof Scientific and Technic

Additional Clinical Services

Administrative and Clerical

Allied Health Professionals

Clinical Support Services

Estates and Ancillary

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered

Totals Totals

Liverpool Clinical Labs

Operations

TRUST BOARD WORKFORCE SUMMARY

November 2016

% 

Workforce

Employee Relations Activity

MHPS Policy

Bullying & Harassment

Discipline

New Cases Logged

Capability (Formal Process)

Redundancy

Total

1190

Number started 

before checks 

confirmed or 

completed (November 

16)

Scheduled Care

Unscheduled Care

On Going Case

Equal Pay

Grievance

New Recruits

Honorary Contracts

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

3.50%

Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16

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

TRUST AVERAGE

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

 

Qualified nursing sickness absence was 6.52% in November 2016, and 5.33% 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, we are actually seeing reduced absence rates in recent months compared to previous years. The highest reason for absence in the rolling 12 month period was Anxiety, Stress or Depression equating to (26.09%) of all absence in the period, 

Musculoskeletal (11.30%) was second and Gastrointestinal problems (8.52%) third. Managers selecting 'Other known causes' are being challenged by the HR team to provide more accurate reasons for absence.

3.00%

3.50%

4.00%

4.50%

5.00%

5.50%

6.00%

Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16

Rolling and Monthly Sickness Absence

In Month - 2015-16 In Month - 2014-15 Rolling Target %
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Mandatory Training

Actual Planned Target (95%)

4.00%
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5.00%

5.50%
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Qualified Nursing Sickness Absence
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham

Executive Summary

The Trust is reporting an income and expenditure deficit to month 9 of £7.1m compared to a

planned surplus of £7.9m. and therefore has a £15m adverse variance against plan.

This represents a £7.8m adverse movement when compared to the £0.7m surplus reported at

month 8 with the main movement summarised in the table below:

As outlined in the table the two main reasons for the movement relate to a re-assessment of

likely income from STF and resilience funding. The Trust has received £4.2m of sustainability

and transformation funding (STF), relating to the first two quarters of the financial year. Month 9’s

position recognises that the Trust will receive no further STF in 2016/17. The Trust has also

recognised this month that receipt of monies relating to System Resilience and Healthy Liverpool

is unlikely. Recognising the risks associated with these planned income steams has worsened

the month 9 position by £5.4m.

The impact of the increased operational pressures and the higher levels of ready for discharge

patients has reduced the Trust’s ability to complete planned activity. There is a £0.7m adverse

impact on Month 9’s position as a result of these pressures. The Trust has invoiced Liverpool

CCG c. £2.4m relating to the operational costs of responding to increases in RFD patients, this is

reflected in the YTD income position.

The Trust has submitted its Month 9 position to NHSI. As part of this submission the Trust was

required to formally review its projected performance against the required control total for

2016/17 of £15.9m. The Trust has undertaken a detailed review and has signalled a likely deficit

for the year of £4.2m.

£m's

Month 8 reported surplus 0.7

Month 9 reported deficit (7.1)

Adverse movement in month 7.8

Explained by:

STF income risk (3.2)

HLP & SRG income risk (2.3)

M9 unachieved QEP (0.9)

M9 underlying pay costs (0.8)

Impact of operational pressures (0.7)

Total (7.8)
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Are we delivering our services profitably? 

Income £339,565 £350,035 £509,345 £509,345

Expenditure (£318,249) (£343,239) (£486,066) (£486,066)

EBITDA £21,316 £15,594 £23,279 £23,279

Operating surplus £6,638 £732 £14,206 £14,206

Retained surplus £7,769 £2,060 £15,900 £15,900

I & E surplus margin 2.29% 0.59% 3.12% 3.12% ######0.00% 0.00% 0.00% 0.00%

EBITDA margin (EBITDA/income) 6.28% 4.45% 7.43% 4.57% ######

Operating surplus margin (op. surplus/income) 1.95% 0.21% 3.09% 2.79% ######

Retained surplus margin (ret. surplus/income) 1.95% 0.59% 4.65% 3.12% ######

FY est. 

vs . r3m

YTD target 

(000s)

YTD actual  

(000s)

Month 

vs . r3m

FY plan 

(000s)

FY cur. est. 

(000s)

(£5,270) (£3,182) (£3,182)

(£10,167) (£2,614) (£1,893) (£8,875)

(£2,740)(£14,942) (£6,330) (£5,604) (£7,530) (£4,697)

(£4,344)

Net cash inflow/outflow:

(£9,698) (£5,800) (£11,152) (£4,613)
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Our finances 1/4: Are we operating in a financially sustainable way? Report owner: John Graham

C
A

SH

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

Undrawn cash facilities £0 £0

Liquidity ratio 1 1

Liquidity days 38 19

Cash days of op. expense 9 19

%debtors 90-180 days overdue 0% 13%

%debtors 181-360 days overdue 0% 33%

%debtors 361+ days overdue 0% 29%

%creditors 90-180 days overdue 0% 12%

%creditors 181-360 days overdue 0% 17%

%creditors 361+ days overdue 0% 15%

Cash              (000s)
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Commentary

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

Executive Summary – Income

Income is above plan by £5.8m as at the end of December 2016. The YTD income position

includes £2.4m of charges to Liverpool CCG relating to ready for discharge patients. Clinical

Income is ahead of plan by £4.8m and non clinical income is ahead of plan by £1m.

How are we performing?

The main areas of income over-performance are found within the following areas:

Liverpool Clinical Laboratories - £7.4m

Ophthalmology - £2.3m

ITU/HDU - £1.1m

Infectious Diseases - £1.1m

Clinical Haematology - £1.1m

Ophthalmology’s increased activity relates, in the main, to £1.6m of over-performance against the

ocular oncology and Wet AMD contract and £0.5m of outpatient/daycase/non-elective activity.

ITU/HDU’s over-recovery relates, in the main, to the discharge of a long stay patient.

Infectious Diseases over-performance all relates to an over-recovery on high cost drugs, matched

with expenditure.

Clinical Haematology over-recovery relates, in the main, to over-performance on outpatient and

Haemophilia work. Bone Marrow Transplant activity was £0.3m down against previous months

income trends, although the activity is still over-recovered by £0.2m year to date.

LCL’s over-recovery of income is linked to an increase in charges to external parties for

additional staff costs (£2.63m) and invoiced income (£1.25m) associated with the Roche contract

transferring from AUHT to the Trust. This additional income is supporting the associated

additional costs.

The main areas of income under-performance relate to:

Emergency Care - £1.8m

Cardiology - £0.9m

Trauma & Orthopaedics- £0.4m

Renal Transplant - £0.5m

Emergency care is under recovering against plan by £1.8m, £0.1m relating to the attendance

tariff and £1.8m to non-elective activity. A review is being completed to understand the factors

influencing the reducing non-elective activity levels.

Cardiology’s under-recovery relates mainly to a reduction in activity related to the oxygen triation

clinic . The directorate are planning to re-instate this clinic in 2017/18.

Trauma and Orthopaedics has an under-recovery on elective income partly due to workforce

issues and partly as a consequence of patient flow.

Are there any emerging issues on the horizon?

The impact of the transfer of the major trauma service is under review.

Are there any questions for the Board?

The Board are asked to confirm their understanding of the position reported.
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Are we delivering patient care profitably?

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

Income (000s) £128,511 £131,151 £115,418 £116,867

CQUIN income #REF! #REF! #REF! #REF! #REF! #REF!

Expenditure #REF! #REF! #REF! #REF! #REF! #REF!

Surplus #REF! #REF! #REF! #REF! #REF! #REF!

How did the patients that we received affect our profitability?
YTD YTD Month YTD YTD Month

target month vs. 3m target month vs. 3m

Total # patients 334,884 342,966 273,973 279,784

# elective 4,317 4,570 1,590 1,563

# non elective 5,991 6,335 20,067 17,919

# inpatients 10,308 10,905 21,657 19,482

# outpatients 289,388 296,574 181,982 190,282

# day cases 23,253 23,425 6,707 7,134

Patient care only

Patient activity

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

Commentary

Report owner: John Graham

Executive Summary – Expenditure

Pay and non-pay costs are currently over-plan by £20.7m

Pay costs are above plan by £11.4m and are broken down below. The WLI pressure on the pay 

budget is supported by the additional clinical income in the M9 position. 

Note 1: Underlying pay pressure is calculated as vacancy savings less overtime, additional basic

time, agency and incremental drift.

The £5.869m represents the pressure at a point in time and will continually require review.

As at end of December 2016, £6.2m has been spent on agency staff. On average this is £0.69m

per month. This is a reduction on the 2015.16 monthly agency expenditure trend of £0.9m. The

Trust is below the NHSI target for agency expenditure by £0.3m at M9.

Non pay costs are over plan by £9.3m, £0.4m relates to high cost drug/devices expenditure

supported by additional income, £1m FIP consultancy costs and M7-9’s shortfall on QEP of

£2.2m. The transfer of the Roche contract referenced earlier in the report is £1.25m of the over

plan spend. The remainder of pressures are mainly driven by clinical supplies, partially

supported by additional clinical income.

Orthopaedic implant overspends are of particular concern and there is a working group set up to

work on rationalising the Trust suppliers

Are there any emerging issues on the horizon?

Effective performance of the Trust PMO to support the FIP & QEP

Continued focus on the QEP 

Monitoring and review of 2016/17 divisional recovery plans 

Increased control of expenditure, particularly non-essential spend

£'000s

Reported variance 11,440

Explained by:

Underlying Pay Pressure 5,869

WLI expenditure 1,482

Locally Agreed Payments 1,637

WTD costs 1,002

Arrears 949

MALS 276

Escalation area pressure 225

Nursing                          1,788 

Admin and Clerical                              842 

Medical                          2,043 

Healthcare Scientists                              576 

Therapeutic and Technical                              256 

Allied Health Professionals                              239 

Maintenance and Works                              199 

Healthcare Assistants and Support                              253 

Total                          6,195 

Professional Group
Agency M1-9 

£000's

E
xe

c 
- 

F
in

an
ce

Page 73 of 179



Are we making the most efficient use of our resources?

Current activity

Avg. length of stay (days), elective 4.9 6.2 n/a

Avg. length of stay (days), non-elective 7.2 5.9 n/a

Income per patient (£) £384 £382 ###### £421 £418 ###### £0 £0 #DIV/0!

Wastage

% DNAs 10% 11.1% 10% 10.0% 0% 0.0% #DIV/0!

Month 

vs. r3m

YTD 

target

YTD 

actual

Month 

vs. r3m

YTD 

target

YTD 

actual

Month 

vs. r3m

YTD 

target

YTD 

actual

Scheduled Care Unscheduled Care CCSS

YTD YTD Month YTD YTD Month

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

Non-current assets £236,768 £163,715 Working capital £57,775 £129,858

Current assets £126,135 £221,491 Net assets £272,141 £266,085

Trade & receivables £106,266 £186,021 Assets - current liabilities £294,543 £293,573

Non-current liabilities (£22,402) (£27,488)

Current liabilities * (£68,360) (£91,633) YTD

Trade & payables (£65,756) (£89,062) Estimated risk rating if FT (5=best): 2

Total assets employed £272,141 £266,085 (see glossary for component parts )

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

Report owner: John GrahamOur finances 3/4: Are we using our resources effectively & efficiently?
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Have we got the resources we need to deliver high quality patient care?
YTD YTD Month

target actual vs. r3m

Bed utilisation (%) 91% 78.0%

Theatre utilisation (%) 80% 71.4%

Equipment  ALL DIVISIONS

Month YTD Month YTD Month YTD
% £'s % £'s % £'s

Agency spend as a % of total spend 1.71% 466,962 3.40% 746,960 0.00% 0.0

Bank/Agency/Overtime spend as a % of total spend 3.88% 1,080,247 6.81% 1,547,723 2.43% 129,133.7

Medical staff

Internal locum spend as a % of total spend 0.69% 197,365 1.38% 301,084 1.86% 102,018.1

Additional cons PAs as a % of consultant spend 6.60% 1,891,748 11.47% 1,468,989 8.73% 337,268.2

CEA/Disc Points as a % of consultant spend 6.82% 1,208,198 3.91% 500,932 5.63% 217,554.1

Consultant Agency spend as a % of consultant spend 0.85% 149,991 0.48% 61,714 27.64% 1,067,302.9

Qualified Nursing

Unscheduled Scheduled Other

Is there an indication that our resources are strained?

# patients waiting 52+ weeks 0 0 0
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Key: Non-staff A Other V Other (inc. dressings)

S Staff B Services from other NHS Bodies W Equipment

C Establishment & Premises X High cost drugs

D General Supplies & Services Y Drugs & blood products

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

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

Executive Summary

Pay costs are above plan by £11.4m, mainly due to the cost of overtime, agency, bank and

incremental drift exceeding funded levels when viewed alongside vacancies.

Due to increases in demand on operational services and safer staffing requirements agency

costs total £6.2m.

Overtime costs of £2.4m are included in the pay position.

Non pay costs are over plan by £9.3m, £0.4m relates to high cost drug/devices expenditure

supported by additional income, £1m FIP consultancy costs and M7-9’s shortfall on QEP of

£2.2m. The transfer of the Roche contract referenced earlier in the report is £1.25m of the

over plan spend. The remainder of pressures are mainly driven by clinical supplies, partially

supported by additional clinical income.

Cash position

Cash Balances at the end of Month 09 were £12m compared to the plan of £11m. The Trust is

projecting a working capital requirement of £8.7m in February and a further £9.3m in March

(Total £18m) in order to maintain a minimum bank balance of £2.8m. The minimum balance of

£2.8m is the Trust account only, and excludes balances held in the Accelerator account. This

is an increase of the previous working capital requirement forecast of £16.5m, due mainly to

the uncertainty around the receipt of GDE monies (£2.5m), offset mainly by the lower PFI

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

Top 10 Debtors and Creditors

Please find below an analysis of the movements of the Top 10 debtors and creditors  between 

month 8 and month 9.

Reserves

Please see below a breakdown of the reserves position.

ORGANISATION Month 8

£000s

Month 9

£000s

Movement

£000s

Reason for movement

Top 10 Creditors

UNIVERSITY OF LIVERPOOL 8,745 9,109 365 Ongoing discussions

AINTREE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 1,962 2,640 678 Ongoing discussions

ROCHE DIAGNOSTICS LTD 1,896 382 (1,514) Payments made

ST HELENS AND KNOWSLEY HOSPITALS NHS TRUST 1,666 1,714 48 General movement in Creditor  

ISS FACILITY SERVICES HEALTHCARE 1,309 1,316 7 General movement in Creditor  

LLOYDS PHARMACY LTD 1,166 1,849 683 General movement in Creditor  

HEALTHCARE AT HOME LTD 420 275 (145) General movement in Creditor  

LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 329 331 2 General movement in Creditor  

VEOLIA ENERGY & UTILITY SERVICES UK PLC 321 1,145 824 General movement in Creditor  

ALLIANCE HEALTHCARE DISTRIBUTION LTD 292 445 153 General movement in Creditor  

Top 10 Debtors

NHS LIVERPOOL CCG 8,693 9,264 571 Month 6 Freeze contract adjustment

AINTREE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 5,772 6,097 325 External Laboratory recharges November 2016

UNIVERSITY OF LIVERPOOL 3,848 3,808 (40) Payments received December 2016

NHS ENGLAND NORTH WEST COMMISSIONING HUB 13Y 991 1,384 393 Month 6 Freeze contract adjustment

LIVERPOOL CITY COUNCIL 853 861 8

LIVERPOOL HEART AND CHEST NHS FOUNDATION TRUST 2,026 779 (1,247)

SLA payments received December 2016 plus 

payment of various recharges

LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 593 619 26

Secondment of David Walliker re: July to 

November 2016

THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRU 627 476 (151)

Nuclear Medicine Diagnostic payments received 

December 2016

WELSH HEALTH SPECIALISED SERVICES COMMITTEE 778 391 (387)

SLA July 2016 (plus adjustments) and August 2016 

paid December 2016

MERSEY CARE NHS FOUNDATION TRUST 363 380 17

Reserve Name Base Plan

Revised plan 

to achieve 

surplus 

Supporting 

M9 position 

£000’s £000’s £000’s

Downside Contingency & Other 13,700 8,576 1,234

High Cost Drugs 3,224 3,224 18

QEP Enablement 1,000 336 0

Restricted £6m of reserves 0 6,000 6,000

Research and Development 1,933 1,933 1,524

SOBC 3,537 3,537 998

Developments 2016/17: 5,306 5,094 2,014

Total 28,700 28,700 11,789

Please note that surplus reserve of £14.2m is excluded from the above
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Are we on track to deliver the planned savings from QEPs?

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

Year to date 

The 2016/17 year to date QEP position of £9.9m has been achieved through £6m (61%) 

recurrent projects and £3.9m (39%) non recurrent projects.  Against the revised target of 

£25m, the year to date variance is £6.1m behind the revised plan of £16.1m; this variance 

has weakened by £0.9m compared to Month 8.

Delivery of QEPs in 16/17 is higher compared to 15/16 by £1.7m however with a lower 

proportion of recurrent savings.  In 2015/16 the year to date QEP position at Month 9 was 

£8.2m with £5.6m (69%) recurrent projects and £2.6m (31%) non recurrent projects.  

In year/ full year

The Trust has in year savings of £17.6m identified with an in year shortfall of £7.4m against 

the revised Base target of £25m.  This has deteriorated by £0.6m compared to M8.  £13.2m 

or 53% of the full year 2016/17 £25m QEP Base target has been identified, down £1.2m on 

M8.  Of the in year savings, £17.5m is profiled savings compared to £17.2m at M8.

2016/17 PORTFOLIO BENEFIT STATUS
The Portfolio position for Month 9
is summarised in the chart and table below.

2016-17 M9 Year to Date 
Base (£m) 

In Year Forecast 
Base(£m) 

Full Year Forecast 
Base (£m) 

Revised Target £16.064 £25.006 £25.006 

Actual – Recurrent £6.046 £10.220 £13.150 

Actual - Non Rec £3.896 £7.355 £0.000 

Actual Total £9.941 £17.57 £13.150 

Variance to Target -£6.122 -£7.432 -£11.856 

Variance excl Projects with Red Risk Benefits  -£7,844 -£12,987 

‘Prudent’ estimate (R@25%, A@50%, 
G@90%) 

 £14.432 £10,695 
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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:

Nationally

Our GDE MOU was approved following the due diligence process, and we are currently in the 

process of establishing the new governance models for monitoring delivery.

Regionally

The Trust is taking a key role in the North Mersey Digital Delivery board, which has oversight of the 

local digital roadmap (LDR), with the Director of IT acting as Executive Lead in the group.

At the beginning of December 2016 we began sharing pathology results across the North Mersey 

hospitals who use LCL for their pathology service. This includes ourselves, Aintree, Liverpool 

Women’s, Liverpool Heart and Chester, Merseycare, Liverpool Community plus Liverpool and 

Sefton GP’s. This has followed the data sharing framework on which our LDR is underpinned. There 

is pro-active audit and monitoring in place to identify, real time, any inappropriate access via service 

hosted by Liverpool Women’s Hospital. This is bring tremendous clinical benefit, as our patients 

pathology results are available where ever their care is delivered.

Locally

At the end of December 2016, we have seen the transition to paper free working in 35 specialties. 

With over 21 million pages scanned to date and 187,771 case notes removed from circulation. The 

final stages of this deployment now is ITU due at the end of January, A&E (although minors, majors 

and triage are live now) at the end of March and Dental, although the exact date for Dental go-live 

has yet to be defined.

Our Electronic NEWS system is being pushed out across the Trust following a successful pilot, and 

the E-Sepsis alerting (which is dependant on E-NEWS) is scheduled for a pilot in cardiology in 

February 

Where have we underperformed or been challenged?

We have been challenged by the reliability of the current network infrastructure. As highlighted in the 

KPI’s total availability in month was 99.64% against a target of 99.80%. This network requires 

replacing, and the investment in the upgrade has been made but delays to new hospital 

commissioning and restrictions resulting from current building materials mean that time is being 

directed away from commissioning new network into maintaining the old kit to be replaced. However 

mitigations are in place for the core network, individual switch failures in LAN locations can not be 

avoiding until the new hospital opens and this is a risk which will be managed by IT.

Are there any emerging issues on the horizon?

The NHS faces significant threats from cyber security breaches, such as ransomware. The Trust 

has robust security, policies and monitoring in place to protect our systems and our patients data. 

However this is a threat which will become bigger over time. The Director of IT has therefore 

requested that a full audit is undertaken by MIAA of clinical systems, in additional to physical 

security and penetration tests and this will be reporting back in the future accordingly.
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Commentary

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

Information Governance

Monthly Performance – December 2016

Freedom of Information activity

Requests: 30 (502 Apr-Dec)

Breaches: 5 (131 Apr-Dec)

Points: 330 (4,750 Apr-Dec)

The April to December 2016/17 compliance level for Freedom of Information requests is 75%, with the month

of December compliance level at 91% The majority of breaches are caused by non compliance of the

individuals responsible for supplying the requested Information to the Freedom of Information Team within the

required deadlines dates of 20 working days.

Incident activity

There have been 54 level one (or less) incidents reported between April and December 2016/17.

In December 2016 there was five level one (or less) incident recorded. The December incidents are as follows:

WEB95844 - Dr came in to consultation room and gave wrong results to patient, realised before patient left and

apologised to patient. Informed other patient of incident. No further action

WEB95884 - Patient received letter saying he had attended clinic. Patient had never been a patient, letter was

intended for patient with same name. Secretary reminded to verify that patients are correct.

WEB95643 - Patient rapid triaged and took other peoples notes, entered waiting room and started handing

notes out to patients. Security and police called and patient cautioned by police.

WEB95890 - Patient went home with wrong discharge summary, patient contacted hospital to inform.

WEB96194 - Patient received letter regarding treatment from the Dental Hospital but patient has not attended

dental hospital for any treatment. After some investigation, it appears patient identifier RQ number was one

digit out at the end.

Mandatory Information Governance Training

As at December 2016, 82.6% of Trust staff have received their mandatory Information Governance Training or

are booked into a session to receive their training. This training forms part of Trust induction and core skills

mandatory training and is required to be completed every two years.
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Report owner: David WallikerOur IT: Do we have the IT systems and devices we need? (1/2)

Reporting period is: Dec, 2016

Freedom of Information
Indicator Target Actual
# FOI requests 502

# FOI requests  not responded to within 20 days 0 131

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 54

Information governance breaches  (YTD) Basel ine sca le 1 0 28

Information governance breaches  (YTD) Basel ine sca le 2 0 1

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

Network

3 instances  of networks  being down for 80, 15 and 60 minutes . Al l  

where solved by Networks  resoring power to various  switches .
99.80% 99.64%

3

Fi lestore 99.80% 100.00% 5

Bob 99.80% 100.00% 5

WiFi 99.80% 100.00% 5

MS Exchange 99.80% 100.00% 5

IPM

3 issues  with iPM which were a l l  resolved by CSC - one was  an 

i ssue with the blade and 2 were i ssues  with messaging.

99.80% 99.44%

3

PACs
99.80% 100.00%

5

ICE

Two instances  of i s sues  with ICE, one was  resolved by Technica l  

Services  restarting the server. The other i ssue was  esca lated to 

Sunquest and the log in function was  restored.

99.80% 99.61%

5

JAC

There were four issues with JAC, all of which were JAC opeing very slowly and 

hanging on a black screen, this was due to issues with the session hosts 

which was resolved by Technical Services

99.80% 99.36%

5

Winscribe 99.80% 100.00% 5

CyberRen (Renal )

Three issues  of CyberRen automatica l ly exi tted. The issues  were 

resolved by Technica l  Services  restarting the service. 99.80% 99.79%
5

Bluespier
99.80% 100.00%

5

A&E Whiteboard 99.80% 100.00% 5

Programmes and projects
Indicator Description Stage Actual

Paper Free Health Record (PFHR) Paper Free Health Records by 2018 Delivery 
G

Electronic Patient Record (EPR) Electronic patients records Initiation G

JAC/EPMA Upgrade Pharmacy upgrade to system Initiation G

ADT Whiteboard Phase 2 Electronic whiteboard for bed management Close-Out G

CyberRen (Renal ) CyberRen upgrade Delivery 
A

E
xe

c 
- 

IT

Page 81 of 179



0
1,000
2,000
3,000
4,000
5,000
6,000
7,000

Jan 2016 Feb 2016 Mar 2016 Apr 2016 May
2016

Jun 2016 Jul 2016 Aug 2016 Sep 2016 Oct 2016 Nov 2016 Dec 2016

Service desk calls answered

0%

2%

4%

6%

8%

10%

Jan 2016 Feb 2016 Mar 2016 Apr 2016 May 2016 Jun 2016 Jul 2016 Aug 2016 Sep 2016 Oct 2016 Nov 2016 Dec 2016

Abandoned phone calls

0

10

20

30

40

50

Jan 2016 Feb 2016 Mar 2016 Apr 2016 May 2016 Jun 2016 Jul 2016 Aug 2016 Sep 2016 Oct 2016 Nov 2016 Dec 2016

Average seconds call wait

E
xe

c 
- 

IT

Page 82 of 179



Stakeholders:  Are we engaging with our stakeholders?* Report owner: Helen Shaw
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Please note, patient and staff engagement is covered in the Performance sections of the pack.

Priority: 2018 Lead: Donna McLaughlin

Five clinical workstreams have been established jointly with Clatterbridge Cancer Centre, to set out how we can 
work most effectively once the new Cancer Centre is operational. It is envisaged that up to thirty workstreams will 
eventually be required. Monthly liaison meetings are also held to consider the interface issues for the two new 
hospitals. 
Construction of the Life Sciences Accelerator remains on programme for completion by June 2017. In partnership 
with LSTM our focus is on disease resistance, aiming to  attract  vaccine companies, chemical manufacturers and 
similar commercial organisations. The development is raising the profile of Liverpool in the life Science sector and 
attracting interest from China, India, Belgium, and the United States. 
Discussions continue with the City Council on the potential for a partnership on developments including bed 
capacity, office accommodation, car parking and sterile services.

Priority: World Class Workforce Lead: Stella Clayton

In the latter part of last year, the Trust played a leading role in a number of high profile sustainability initiatives.
These include; coordinating a workshop to support northern NHS trusts to develop Sustainable Development 
Management Plans, in line with NHS guidance; presenting at the University of Liverpool’s Environmental 
Sustainability lecture for planning students. This provided an overview of the plans for the new Royal health 
campus and is part of a project to identify opportunities for students to create more sustainability on their 
campus; presenting at the CleanMed conference in Copenhagen on sustainable hotel services. In addition the 
Trust was one of twelve finalists for a Procura+ sustainable procurement award for the same topic; participating 
in a LEP / Liverpool City Council group working to develop a carbon baseline for Liverpool City Region. 
The Trust is developing an apprenticeship strategy across the North West to help us work effectively and 
efficiently with local training providers and recently met with regional colleagues in relation to the Apprenticeship 
Levy. A drop-in clinic organised by Liverpool Veterans HQ has been established to take place every Friday in the 
Royal, providing access to a number of services to veterans, reservists and their families.

Priority: Sustainable Health System Lead: Aidan Kehoe

Over the last 12 months, we, alongside other NHS and social care organisations across North Merseyside have 
been developing new ways of working to meet increasing levels of demand. A new service called ‘Home First’ has 
been developed with localised rapid response community teams to see vulnerable elderly patients in their place 
of residence (care or nursing home), and possibly avoid the need to go to A&E. Health and social care services are 
working ever closer to ensure that patients can be discharged sooner, once they are fit to leave the hospital. As 
part of this we hold regular meetings with senior colleagues in community and social services to find ways to 
support the discharge of patients who have very complex needs. We are redirecting patients with non-urgent 
conditions to a more appropriate alternative such as GP out of Hours, pharmacy or a walk in centre. In our 
emergency department, we employ paramedics to support patients and enable ambulance crews to be 
redeployed as quickly as possible. Additionally, we are standardising ways of working on the wards to improve the 
timeliness of decisions about the treatment of patients and reduce delays in their discharge.

RD&I Lead: John Graham/Peter Williams

The University of Liverpool are holding a clinical research external review from 15 – 17 February, visiting both the 
Royal and Alder Hey. The external reviewers are Professor Ros Smyth and Professor Stephen Holgate. There will 
be a meal on 15 February which will present and informal opportunity for both chief executives to share plans 
between organisations and outline the unique selling point of clinical research in Liverpool. A roundtable event is 
scheduled for 16 February between various trusts. Julia West and Professor Robert Sutton are preparing 
questions and other supporting information. 
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Stakeholders:  Are we engaging with our stakeholders?* Report owner: Helen Shaw
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Patients Patient Experience In December, 91 .2% of in-patients would recommend the 
Trust according to the Friends and Family Test.  
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Progress against YTD fundraising target Target: £975,000 (m9)
£1,360,000  full year

Actual: £392,000 (m9)

Trading and Corporate fundraising are all performing well to month 9 and we expect to hit target. Events 
income is below target but plans are in place to rectify this in 2017/18 with a focus on challenge events 
including running/cycling in line with fundraising trends. Community income is improving on 2015/16 but is not 
expected to hit target. The main areas of risk at month 9 continue to be Trusts and Grants income and Major 
Donor income. We have a plan in place for Trust and Grants for 2017/18. A review of Major Donor income is
underway and £30,000 is committed for 2017/18. We are exploring the possibility of recruiting a Major Donor 
expert to focus on this area. Legacies funding is still underperforming. The fundraising team are still awaiting 
clarity around the appropriation of legacies received previously. 

Media Protecting our reputation The Examine Your Options campaign encouraging people to 
consider alternatives to A&E was supported by a paid 
advertising campaign on Facebook, by the Trust. The total 
spend was £246 resulting in posts being seen by over 65,000 
users. That’s £0.003 for every message seen. Messages were 
also reinforced on Twitter resulting in 246,300 impressions 
for the month overall and reaching 67,359 users. 

Concerns about the crack to a construction beam  on the new 
Royal created limited negative coverage, whilst a site visit 
from Liverpool Mayor Joe Anderson helped generate positive 
coverage for the new Royal.

Stakeholder Priorities identified Update on response taken

Governors 
& Members

Member engagement and 
recruitment

Under represented groups

The Autumn/Winter newsletter has been published and 
shared with Members. We continue to encourage Members 
to provide email addresses rather than postal and 25% of 
them receive copies via email. Copies have also been 
distributed in clinical areas and main reception with details 
of how to join the Trust. The Chief Executive also includes 
details of how to join in his response to all thank you letters
from patients and their families. 

Governors plan to attend the Knowsley Flower Show, 
following previous success and are working with other teams 
in the trust to develop a calendar of events and maximise 
engagement, particularly for recruiting under-represented 
groups.
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Risk management: Are we mitigating risks effectively? Report owner: Lisa Grant

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

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

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 : Up to £9.7m subject to areas of non delivery. M9 
assessment is £5.5m

May 
16

25
(15)

12 
by 31
March 
2017

• STF Rules in Place nationally
• Monthly reporting to FPC 28/02/17

Link to 
Strategic 
Objective

John 
Graham

Paul 
Bradshaw

ID3793:  Corporate - Finance                            
Failure to deliver cash plan within LTFM - Working Capital 
Assumptions    

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 -Based on M6 report Trust will require cash support from 
DH in February 2017 .

Jan 
2016

20    
(25)

15 
unable to 
determine

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

28/02/17

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  - Month 9 position at 13/1/17 behind plan by 
c. £6.1m with forecast shortfall in year of c.£7.8m  based on red 
rated projects and full year of c. £13.0m shortfall. 

Mar 
2016

20 
(25)

8
by 31 
March 
2017

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

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.

28/02/17

Redevelopme
nt Project
Risk

John 
Graham

John 
Graham

ID4081: Project Board Risk
Delay to Project Co Achieving Power-on to the New Hospital
Cause: Failure to secure power to the new facilities by the 
programme date 
Effect: Compensation claim against the Trust

Dec
2016

20
0

by 1 Dec 
2017

• Investigation ongoing into the chain of events.
05/02/17
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Risk management: Are we mitigating risks effectively? Report owner: Lisa Grant

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

Redevelopme
nt Project 
Risk

John 
Graham

John 
Graham

ID3469:  Project Board Risk                                     
Land contamination on the construction site causes 
compensation award against the Trust

Cause: Land contamination, including asbestos, on the 
construction site 
Effect: compensation claim against the Trust
Impact:  Financial impact on scheme

Dec 
2014

20 
(20)

5
by March 

2017

• Legal advice sought. 
• Discussions with Carillion and Project Co
• Claim defence case

Links to Risk  3781 – second event of contamination – risk rating also 20

05/02/17

Strategic 
Objective Risk

Lisa Grant Lisa Grant

ID3792 - Corporate - Operations Risk of failing operational  
performance standards notably 4 hours and 18 weeks 
notably 18 weeks and 4 hours 

Cause: Increased number of ready for discharge patients due 
to lack of social care funding  impacting on intermediate case 
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.  Increased acuity over winter has also 
impacted on patient flow through the hospital that has 
increased A/E waiting times.  Lack of theatre capacity and the 
ability to effectively move patients through critical care is also 
impacting on 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 
(16)

12 
By  30 

April 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.
• Revised trajectory for 18 weeks to be presented to Executive in 

March
• Business case to R&P and Trust Board (Jan 17) to create additional 

capacity of 12 beds on the ground floor and the opening of ward 11 
at BGH, ESAU also moved to gain additional  4 beds if approved.

Divisional Risk 4022 Scheduled care links to this risk and has a risk rating 
of 16.
Divisional Risk 3818 Unscheduled care links to this risk and has a risk 
rating of 16.
Directorate Risk 2785 Muscular Skeletal links to this risk and has a risk 
rating of 15

09/02/17

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.

Nov 
2015

16  
(15)

10
by 30 April 

2017

• Requesting WLIs – Chief Nurse and Medical Director have written to 
staff

• Slowing of the Elective programme
• Theatre prioritised for vascular and taken from general surgery from 

2016.
• Weekly meeting held by senior clinicians to prioritise  patient lists
• Reduced OPD slots for low risk patients to free consultant capacity to 

undertake additional reviews of patients to reduced LOS
• Business Case approved for Saturdays from Oct /Nov pending 

theatre staffing
• New posts currently being appointed to which will support 

additional clinical capacity
• Further discussion at LIVES Board on position with other providers.

28/02/17

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?

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls
Review 

Date

Redevelopme
nt Project 
Risk

Donna 
McLaughlin

Donna 
McLaughlin,

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       
(4)

12
Extended 

to 31
March 
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.

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

• Risk reviewed at the Transformation Committee.

05/02/17

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      
(12)

6 
by 31 July 

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

06/02/17

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      
(12)

9 
by 30

June 2017

• Full risk assessment and testing for relevant patients on admission.
• Isolation and screening of contacts for relevant patients.
• Additional education rolled out for staff.
• Additional side room availability through the use of PODS in 4 areas.
• Introduction of CPE testing for all readmissions, transfers and also 

syndromic testing from 1.12.16

07/02/17

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

E
xe

c 
- 

R
is

k

Page 87 of 179



Risk management: Are we mitigating risks effectively? Report owner: Lisa Grant
* Previous risk rating shown in bracketsWhat 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

Donna
McLaughlin

Sally Buxton

ID3746 – Corporate – Information Department
Failure to secure income position due to inability to code clinical 
activity by the contractual deadline

Cause: Workforce issues within the department.  There is a 
national shortage of clinical coders which is having an impact on 
our department
Effect: Achievement of month end reconciliation could be missed.
Complex procedures could be under reported by novice juniors.  
This inability to recruit staff is putting additional pressures on our 
existing staff which is leading to retention and sickness absence.
Impact: Loss of income to the Trust 

Nov 
2015

16
4 

by 30 June 
2017

• Contractors have been put in place (until Dec 16) to cover 
vacancies and maintain workload.

• Reported to NHSI
• Workforce plan is in place, although it takes 12 months to train a 

coder.
• HR are supporting staff and review career progression 

opportunities.
• Establishment review waiting sign off from Director of Finance
• Discussions with Aintree and Women’s to explore potential joint 

venture opportunities.

20/02/17

Risk 
Assessment

Ros 
Edwards

Elaine 
Butchard

ID3904 – Corporate – Human Resources
Sickness Absence

Cause - staff sickness rates high within Trust.  Performance at  
November 16 was 5.40% rolling absence, against a 4.5% (interim) 
stretch target of 3.8% 
Effect - affects resources around organisation
Impact - reduced resource or backfill with overtime /agency hence 
increased spend

Apr 
2016

16
(12)

9
By 30 April 

2017

• High level campaign commenced to raise awareness of sickness 
level

• Monthly reports on trend analysis shared with operational 
managers and highlight individuals with unacceptable patterns of 
absence.  

• Case Tracker system to provide assurance of adherence to trust 
policy.

19/02/17

Strategic
Objective 
Risk

John 
Graham

Paul 
Bradshaw

ID3954: Corporate – Finance
Pay Budget Overspends

Cause: Pay budget overspends, if material, may impact upon 
delivery of financial duties
Effect: May impact upon delivery of financial duties
Impact : Recalculated at Month Seven to reflect in year 
recruitment. There is an estimated annualised net pay pressure of 
c. £10.5m if vacancy funding is taken alongside, agency, bank, 
overtime, locum and incremental drift. This will generate financial 
risk between m8 and 12 of c. £875k per month based on current 
run rate

July
2016

16

6
(unable to 
estimate 

timescales

• Pay Budgets are in place
• Monthly reporting to Finance and Performance Committee 28/02/17

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

6
by 31 
March 
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.

26/02/17
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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

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 
(12)

12 
by

31 March 
2017

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

discussions being undertaken
• Work up scheme approved - Divisional recruitment of Band 5 staff 

- to implement scheme
• Business case has been drafted for additional capacity at BGH and 

will be presented in February 2017 to CMT and R&P

28/02/17

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
(9)

9
by 31 

March 
2017

• Weekly meeting in place with Medical Director as chair
• Interviews (Jan 17) for locum medical recruitment
• Cover from FY2 GP’s being implemented
• Tier 2 and overseas trainees being explored as option
• Advertisement for 3 Consultant

05/02/17

Risk 
Assessment
and Incident 
Reporting

Lisa Grant
Deborah 
Murphy

ID3957:  Unscheduled Care – Divisional Risk
IT and wireless challenges particularly EPMA and PENS failure 
causing on-going clinical and patient safety risks

Cause IT / Wireless Failures leading to lack of access to EPMA and 
EPRO and PENS
Effect: delay to treatment planning, delivery
Impact: risk to patient care and safety due to delay, risk of missing 
essential medications and interventions and this then is resource 
intensive for clinical teams

20th

July
2016

16
(20)

12
By 31 
March 
2017

• Escalation processes in place via reporting to IT helpdesk
• External Support Managed Service in place with 2 hour 

turnaround times 24/7 365 days.
28/02/17

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
(8)

4
Extended 

to 31 
March 
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 February to assist in freeing capacity at the 
Royal site that will help with the CIT.  

• Capacity review being undertaken across the division to be 
present to  Executives in March 17

06/02/17

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)

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

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        
(12)

8 
by 31 

March 17

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

06/02/17

Risk 
Assessment

John 
Graham

Steve Kirk

ID4097 – Project Board Risk
Theatre capacity requirements differ post FC from projections

Cause:  Theatre capacity requirements differ post FC from 
projections in terms of number/cost.
Effect: Theatre capacity does not match activity levels.
Impact : Possible financial issues; alternative capacity may need 
to be sought.

Dec 16 15

12
By opening 

of new 
hospital

• Transferring services to Broadgreen.  
• Working closely with health economy partners including Healthy 

Liverpool and closer collaboration with other Trusts (Aintree 
Hospitals and others). 

• Flexibility of design of the new RLUH will enable different services to 
be delivered. 

• Theatre capacity is being reviewed by the Divisions with Operations,

15/02/17

Risk management: Are we mitigating risks effectively? – Risks we have closed or reduced

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Risk 
Identified 
through 
External 
Assessme
nt, Visit or 
Review

Lisa Grant
Deborah 
Murphy

ID2831:  Unscheduled Care - Divisional Risk                                                                             
Nursing post vacancies

Cause: The division has concerns about the effect nursing 
vacancies is having on patient care. Although the number of 
vacancies at any one time has reduced. The main concern 
comes from the time it takes to recruit into a vacancy and 
the national shortage of staff coupled with once recruited 
although establishment may improve many of the staff can 
be newly qualified so require more support and guidance
Effect: Use of Bank and Agency to support backfill - wards 
left with junior teams even when establishment of 1:8 
reached
Impact: Service delivery, patient experience ,patient safety, 
patient flow delays

Dec 
2012

15      
(12)

6
by 31 

March 
2017

January update – risk has been closed merged into 3375
10/02/17

Redevelo
pment 
Project 
Risk

Donna 
McLaughlin

Donna 
McLaughlin

ID1501:  Project Board Risk                                         
Equipment requirements incorrectly stated 

Cause: Lack of Capital to fund equipment
Effect:  increase in transfer of existing equipment
Impact: Insufficient equipment in new RLUH in the short 
term and inadequate in the longer term.

Nov 06 16
12 

by Jan 
2017

January update – risk has been closed
New risk to be opened to detail the current concerns

05/02/17
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Report owner: Lisa GrantRisk management: Are we mitigating risks effectively?

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

Risk management: Are we mitigating risks effectively? – Risks we have closed or reduced

Risk Source Exec Lead Risk Owner Risk
Date 

added
Risk * 
rating

Target Risk Main Controls Review Date

Redevelo
pment 
Project 
Risk

Donna 
McLaughlin

Donna 
McLaughlin

ID1495 Project Board Risk                                  
Activity levels differ from projections (under or over).      

Cause:  Capacity requirements differ post FC from 
projections in terms of size/cost/content.
Effect: Capacity does not match activity levels, particularly in 
relation to Theatre capacity.
Impact : Possible financial issues; breach of CBC approval on 
capex parameters; scheme delay whilst mitigation sought on 
additional capex requirement.

Nov 
2016

15          
(16)

12 
by 30

December 
2016

January update- This risk has been closed as a project risk and re-opened as 
an operation risk as the activity levels for the new hospitals are over 
projection.  Project Plan revised for the city wide trauma and orthopaedics 
reconfiguration to enable public consultation in June (rather than Jan 
17). Detailed HR, Finance and Operational Plans to be completed by end of 
March. April to review this project in light of other service reconfiguration as a 
consequence of merger discussions as to whether this goes to public 
consultation on its own or as part of a suite of wider services under Healthy 
Liverpool. Workshop held in December with LCCG, Local Authority partners, 
Aintree and other stakeholders to agree joint strategy for community beds/ 
RFD. Paper to RLBUHT Trust Board to agree strategic intent. Individual 
meetings to be held during January to confirm internal efficiency 
requirements per specialities are on track. All this is being managed through 
Transformation committee.

05/02/17

Link to 
Strategic 
Objective, 
Redevelo
pment 
Project 
Risk

John 
Graham

Paul 
Bradshaw

ID3640:  Corporate Services - Finance         
Project Co Delay Events      

Cause : Delays attributable to the Trust could expose the 
Trust to a delay event from Project Co:
Effect :The Project Agreement for the new hospital allows 
Project Co to seek redress if the Trust breaches its 
obligations under the agreement and this leads to a Delay
Event. A total of 4 delay event claims have now been 
received from Project Co. Two relate to asbestos in the 
ground and two relate to works in the Energy Centre and 
the most recent relates to achieving “power on” to the new 
hospital. 
Impact : Possible adverse effect on delivery of Trust financial 
duties. Combined impact estimated at c. £36m

Jun 
2015

15

6 
by 31
March
2017

January update  – risk has been closed as item covered by risks 4081, 2781 and 
3469

31/01/17

Redevelo
pment 
Project 
Risk

John
Graham

John 
Graham

ID1897:  Project Board Risk                                 
Third Party Funding     

Cause: Failure to achieve £7.5m third party funding.
Effect: less  charitable revenue to spend on new build
Impact: Equipment requirements for service transfer not in 
place, delay to transfers, dual  running costs.

May 
2012

16         
(20)

12 
by 31 
March 
2017

January update – risk closed – as all funding requirements are dealt with in 
the LFTM and are not reliant on third party funding.

05/02/17

Are there any areas requiring Board Attention?

Escalated by Item

Comment ID

Lisa Grant

ID3757 – Scheduled Care- Vascular                                       

Vascular: Failure of national quality standards

ID3792 - Corporate  - Operations Risk of failing operational  performance 

standards notably 4 hours and 18 weeks

Further discussion regarding the potential impact of this risk on patient safety and outcome that 

is further impacted by risk ID3792 - Corporate  - Operations Risk of failing operational  

performance standards notably 4 hours and 18 weeks. This risk has been increased from a 16 

to a 20. 
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Clinical Audit

% Statutory audits on track 80% 92%

# locally agreed mandatory audits on track N/A 195

# on programme following SUIs N/A 45

# on programme following Complaints N/A 7

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

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

Mortality review

% of peer reviews taken place in appropriate time frame 90% 81%

# of action plans reviewed by MAPS 0 0

Evidence Based Medicine Adherence

# NICE guidelines considered applicable to the Trust N/A 801

# NICE guidance RAG rated Green 0 717

YTD 

target

YTD 

actual

Month 

v. R3m

Item

Clinical Audit Clinical Audit Programme

The following data is based on the 2016/17 clinical audit programme.

92% of statutory audits (National Clinical Audit and Patient Outcome Programme 

(NCAPOP) and Quality Accounts (QA)) are on track on the 2016/17 audit 

programme. 

Forty five audits are on the programme with an SI driver, five of which were added 

this month, there are now a number of SI audits that are taking place on a monthly 

basis. 

There are six audits on the programme due to a mortality alert and seven audits 

recorded with complaint as a driver.

Statutory Clinical Audits 

AC04072 Severe Trauma / Trauma Audit & Research Network (TARN), 

Assurance: Green

An annual review of the data provided by TARN took place by the Speciality Audit 

Lead (SAL) whose clinical judgement gave green assurance. All standards were met 

with the Trust achieving greater than the national average in some areas.

This is continual data collection and the next review will take place in April 2017, 

AC03657.

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

AC02474 Renal Registry / Renal Replacement Therapy, Assurance: Amber

The Registry provides a focus for the collection and analysis of standardised data 

relating to the incidence, clinical management and outcome of renal disease. 

The SAL reviewed the data published and used clinical judgment to provide Amber 

assurance. 

No action plan has been received however the following statement was provided ‘Report 

submission is at places partial due to lack of data in CyberREN and also sometimes 

problems with links with Renal Registry (RR) Hopefully once the upgrade of CyberREN

is completed the data submission is likely to improve’

Clinical Audits instigated due to SI 

AC04139 and AC04073 WHO Checklist Audit – Interventional Theatres, Assurance: 

Amber

Monthly audit continues with reporting of outcome on a quarterly basis to Patient Safety 

Sub Committee.

AC040106 WHO Checklist - Nephrology, Assurance: Green

All standards achieved, monthly audit continues with reporting of outcome on a quarterly 

basis to Patient Safety Sub Committee.

AC04109 WHO Safer Surgery Checklist & Team Brief Audit - Theatres & 

Anaesthetics, Assurance: Amber

Monthly audits continue with reporting of outcome on a quarterly basis to Patient Safety 

Sub Committee.

Clinical Audits instigated due to NPSA alert this month

None received in December.   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 one audit has been added to the audit plan for June 2016 in relation to 

NPSA2016/006, misplacement of nasogastric tubes.

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

Mortality: 

The following data is for April to September 2016/17.

Trust 81% (687 of 849)

Top reporting Directorates:

Gastroenterology and Hepatology 98% (42 of 43)

Critical Care unit 93% (109 of 117)

Vascular Surgery 93% (14 of 15)

Urology 100% (1 of 1) and ENT 100% 1 of 1)

Bottom reporting

Renal Transplant and Breast Services 0% (0 of 1 each)

General Surgery 47% (7 of 15)

Cardiology 48% (14 of 29)

NICE:

Position as at start of December 2016

801 – Potentially applicable

717 – Green (Assurance and evidence that standards are met and/or are being worked 

towards via a robust action plan. Communication with ET in place).

50 - Amber (Action plan is not detailed/communication with ET is limited).

19 – Red (baseline assessment deadline breached/no action plan is developed/no 

communication with ET made).

3 – Yellow (barriers to implementation exist outside the Trust’s direct control)

12 – White (newly published, deadline for base assessment not breached).

Quality Standards in Quality Contract

Three Quality Standards (QS) are included in the Quality Schedule of the Trust contract 

with Liverpool CCG for 2016/17 for in-depth review.   As with all quality standards, each 

has had a baseline assessment carried out and an action plan developed to address any 

issues.  The CCG will review progress in relation to implementation of the action plan 

throughout the year.  

QS24, Nutritional Support in Adults – all standards met, has been added to clinical audit 

plan in Q4 to provide additional assurance in relation to compliance status. Assurance 

Green

QS61 – Infection Prevention & Control – 3 out of 6 standards met, On-going monitoring 

of progress and work with the Infection Prevention and Control Team will continue as a 

new Lead is to be identified to continue progression. Assurance Amber

QS13 – End of Life Care for Adults – Detailed action plan of future achievement of 

compliance in place. Assurance Green

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

A further two QS were selected by the Clinical Effectiveness Team for closer monitoring:

QS3 VTE Prevention – a task and finish group has been establish to implement and 

monitor achievement of this QS. Assurance Red

QS66 Intravenous fluid therapy in adults in hospital - compliance with 3 of the 4 

statements and work is continuing towards compliance with Statement 3 which will be 

evidenced with data analysis from the rolling audit. Assurance Green

Advancing Quality (AQ)

Sample sizing has now been introduced for all focus areas. Previous months’ data has 

also been sampled in line with commissioner decision. The AKI team are working with 

the library manager to pilot the development and introduction of an e-learning package, 

the outcome of which will be reviewed with a view to development of a package for all 

focus groups. AQ pathways have been added to the Emergency Staff Handbook and 

the Trust intranet. April – December 2016 reporting has also now commenced and 

calendar year reporting will start with January 2017 discharge data.

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

Position 

YTD Composite 

Process Score  

No of 

measures   achieving 

target 

AKI 2 65.3% 6 of 6 

ARLD 7 ( ↓1 ) 60.3% 4 of 8 

Diabetes 6 ( ↓1 ) 60.3% 13 of 16 

Hip Fracture 3 81.8% 7 of 8 

COPD 4 65.8% 5 of 5 

Heart Failure 2 67.3% 5 of 6 

Pneumonia 6 ( ↓1 ) 86.4% 4 of 5 

Sepsis 2 83.2% 8 of 9 

Hip & Knee 13 84.4% 8 of 10 
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Quality Performance Overview - Trust - May 2015 (Month 2 2015-2016)

Indicator
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Inpatient Experience Surveys >=91% 213 234 91.0%  qt

Friends and Family Test CQUIN >=75 - -  qt

Outpatient Surveys - CRT (% +ve 

performance)
>=90%  qt

Complaints (Response rates level 1) >=98% 92 92 100.0%  nt

Complaints (Response rates level 2) >=90% 31 31 100.0%  nt

Staff attitude complaints <=44 - - 105  t

Ward Quality Indicators (NQI audit data) >=90% 2,209 2,518 87.7%  t

Ward Quality Assessment Tool (Inpatient 

Assessment) - overall % green / amber 

green

>=90% 30 41 73.1%  t

Service Quality Assessment - % rated 

green or amber green
>=90%  t

Health Records Performance (casenote 

availability)
>=100%  t

Stroke Care >=80% 304 402 75.6%  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% 56 324 17.28%  q

Advancing Quality CQUIN - Pneumonia >=84.90% 32 54 59.25%  q

Advancing Quality CQUIN - Stroke >=89.81% 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% 103 114 90.3%  q

Plan of care in place for at risk patients >=100% 47 47 100.0%  q

At risk patients refer to dietician >=100% 47 47 100.0%  q

Patient Experience and Quality of Care

Patient Experience Measures

Quality of Care

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

Where to die when the time comes

Currently under review

Keeping Nourished getting better (Clinical Gerontology / Gastroenterology)

Indicator

T
a

rg
e

t

N
u

m
e

ra
to

r

D
e

n
o

m
in

a
to

r

In
d

ic
a

to
r

C
h

a
n

g
e

M
o

n
it

o
re

d

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% 573 606 94.5%  t

Catheter Associated Urinary Tract 

Infections CQUIN [30% reduction]
<=2% 4 606 0.7%  q

VTE risk assessments >=95% 8,559 9,260 92.4%  nq

QualityTrustOverview >=98% 2,604 2,604 100.0%  q

Grade 2 or above PU per 1,000 bed days <=0.34 14 23,757 0.59  q

Grade 3/4 PU per 1,000 bed days <=0.00 6 23,757 0.26  q

Unhealed pressure ulcers on discharge 

reported to GP
>=100%  q

Adult patients risk assessed (NQI audit 

based on 50% sample of patients)
>=98% 248 273 90.8%  q

Care plan in place if at risk (NQI audit 

based on 50% sample of patients)
>=98% 149 169 88.1%  q

Falls per 1,000 bed days <=3.33 426 72,267 5.90  q

Smoking status recorded (inpatients) >=90% 16,259 21,065 77.1%  q

Ratio of MRSA Screens: Elective 

Admissions
>=1.0:1 8,588 1,321 6.5:1  n

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

MRSA - Rate per 1,000 bed days YTD <=0.005 1 217,678 0.005  t

Clostridium difficile toxin - Number YTD <=33 - - 42  nmq

Clostridium difficile - Rate per 1,000 bed 

days YTD
<=0.152 42 217,678 0.193  t

Implemented as part of DN 

Referral 100.0%

Falls

Brief Interventions

Infection Control (change arrow on avg cases per month)

Venous Thrombo-embolism (VTE) CQUIN

Hospital Acquired Pressure Ulcers CQUIN

Dementia CQUIN Quarter to Date. Data to Nov-16

Patient Safety

Patient Safety Thermometer CQUIN

Indicator
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MSSA - Number YTD - - 24  t

E. coli - Number YTD - - 45  qt

VRE - Number YTD - - 13  qt

ESBL - Number YTD - - 6  qt

Mortality (HSMR) <=100 1,246 1,244 100.2  nt

Mortality (All diagnoses) <=100 1,557 1,600 97.4  nt

Discharge summary <= 24 hours 

(inpatient ward areas)
>=95% 1,628 2,200 74.0%  q

Discharge summary <= 24 hours 

(assess/obs areas)
>=80% 466 647 72.0%  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% 87.6%  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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On Plan Improved  National n

Below Plan No Change  Monitored m

Failing Deteriorated  CQUIN/CCG q

Not Applicable Not Applicable  Trust t

KEY

Indicator Change Monitored

For details on how individual indicators are RAG rated, please see the 

Glossary in Appendix B

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

Indicator
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Cancelled Operations <=0.6% 107 14,359 0.75%  n

Cancelled Operations 28d breach <=0% 9 107 8.5%  n

RTT: admitted >=90% 1,040 1,401 74.2%  n

RTT: non-admitted >=95% 5,627 6,403 87.8%  n

RTT: active pathways >=92% 24,443 27,550 88.7%  n

Diagnostic waiting times <=1% 206 3,717 5.6%  t

A&E Waiting Times ( RLBUHT) >=95% 51,820 59,189 87.5%  nm

Unplanned reattendances < 7 days <=5% 781 8,788 8.9%  n

Left without being seen <=5% 8 8,787 0.1%  n

Time to initial assessment 95th 

percentile

<=15 

mins
- - 48 mins  n

Time to treatment decision median
<=60 

mins
- - 83 mins  n

Delayed transfers of care <=2.1% 26 487 5.3%  n

Two Week Waits (urgent suspect. ca) >=93% 2,271 2,354 96.4%  nm

Two Week Waits (breast symptoms) >=93% 383 409 93.6%  nm

31 day diag to treat (first treatment) >=96% 300 310 96.7%  nm

31 day second / subsequent (surg) >=94% 57 58 98.2%  nm

31 day second / subseq. (anti ca drug) >=98% 62 63 98.4%  nm

62 day ref to treat (urgent GP) >=85% 102 119 85.7%  nm

62 day ref to treat (upgrades) >=85% 48 50 95.0%  nm

62 day ref to treat (screening) >=90% 35 36 95.8%  nm

RACPC waiting time (Quarter to date) >=98% 184 186 98.9%  q

MINAP audit data completeness >=90%  q

Stroke care >=80% 304 402 75.6%  nm

Data Quality on Ethnic Group >=85% 96.5%  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
<=0.005 1 217,678 0.005  t

Ratio MRSA Screens: Elective 

Admissions
>=1.0:1 8,588 1,321 6.5:1  n

Clostridium difficile YTD <=33 - - 42  nmq

Clostridium difficile - Rate per 1,000 bed 

days YTD
<=0.152 42 217,678 0.193  t

VTE Assessment >=95% 8,559 9,260 92.4%  q

Activity against plan t

Daycase Rate >=80% 35,841 43,035 83.2%  t

Day Case Basket Procedures % >=80%  t

Av. Length of Spell (Elective) <=4.9 37,135 7,194 5.2  t

Av. Length of Spell (Non Elective) <=5.0 176,800 27,723 6.4  t

New to Follow Up Ratio <=2.23 318,893 150,246 2.13  t

DNA Rates <=10% 55,914 525,053 10.7%  t

Emergency Readmissions following non 

elective
3,709 27,601 13.5%  t

Emergency Readmissions rate following 

elect/dc
1,171 43,039 2.8%  t

Theatre Utilisation >=79% 5,652 7,943 71.1%  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% 119,994 2,222,000 5.5%  t

Sickness Absence (In month)% <=4% 10,238 186,329 5.5%  t

Turnover (monthly) 0.56%  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 >=1 - - 2  m

PEOPLE

See Section 10

RISK RATING/PERFORMANCE FRAMEWORK

Workforce

FINANCIAL HEALTH

Finance

Financial Health information 

included in Section 9

Commissioning for Quality and Innovation (CQUINs)
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RLBUHT BOARD PACK

TITLE: National Institute of Health Research Clinical Research Network (CRN NWC) 
LCRN Performance Review Quarter 3 2016/17 
 

  
 

AUTHOR: Jacqueline A Pirmohamed – Chief Operating Officer 

FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: [N/A] 

X To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Corporate 

  Date of board meeting to discuss this paper:  January 2017 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  [DH R&D/NIHR CRN CC/CRN NWC Partnership Group/CRN NWC 
Executive/CRN NWC Host Executive/CRN NWC R&D Managers/CRN 

NWC Partner Trust] 
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
X Patients X Regulators (CCG/TDA, Monitor, CQC etc) 

X Staff X Legal frameworks (HSE, NHS Constitution etc.) 

X Other (Students, Community, other HCPs) X Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

X Clinical X Financial  X Reputation  
State: Opportunity Patients to participate in research 

with improved care delivery. Risk of  
under performing: Reduced opportunity for patients to 
participate in studies across CRN NWC 

State: Opportunity: Brings resources to  

the region to support delivery of research. 

Risk: NIHR CRN’s receive funding in part  

based on Activity i.e. Patients recruited  
into research studies. 

State: Opportunity: Attract investment to the 

CRN NWC region from research funders & life 

Sciences sectors. Risk: Not achieving targets, 

NWC may be seen as a less attractive place to 
undertake NIHR Research. Funders may consider 
this when Placing studies in the NWC region. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

RLBUHT is the Host Trust for the regional National Institute of Health Research Clinical Research Network 

(NIHR CRN NWC). The CRN NWC is required to report its activity against 7 nationally agreed High Level 

Objectives (HLO’s – Table 1). 

 

 

2. QUESTION (S) ADDRESSED IN THIS REPORT             

This report provides a brief Trust Board summary of the networks performance in Quarter 3 of 2016-17 in 
meeting the nationally agreed High Level Objectives for the region1.  
 
 

 

 

 

                                                           
1 Rank relates to the position of NWC in relation to the x15 LCRN’s across England. LCRN funding from DH varies based on a number of 

parameters including (but not limited to) recruitment activity in previous years across all partners within a region. A full performance 
report is reported to the Host Trust Executive every 2 months and also to NIHR CRN CC/DH and is appended to this focused review for 
the Trust Board along with the current NIHR CRN CC standard risk register for CRN NWC. 
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RLBUHT BOARD PACK

TITLE: National Institute of Health Research Clinical Research Network (CRN NWC) 
LCRN Performance Review Quarter 3 2016/17 
 

  
 

AUTHOR: Jacqueline A Pirmohamed – Chief Operating Officer 

NB: In relation to overall recruitment numbers CRN NWC Partner Organisations (22 NHS Trusts & 20 CCG’s 

circa 550+ GP Practices combined) overall are not on track to meet this high level objective this year. 

Numbers of patients recruited nationally are lower currently than in previous years. The reasons for this are 

complex but in the main in NWC it is considered that a significant challenge is the number of Chief 

Investigators (CI’s) leading research studies in the region, as this is lower than other centres across the study 

(Figure 1). Although research leaders (CI’s) do frequently collaborate across the country evidence 

demonstrates that where there is a high density of CI’s, studies are centralised with increased opportunities 

for patients to participate and resultant higher recruitment numbers. The current model of funding research 

networks means in part resources follow recruitment. This is a challenge for Higher Education Establishments 

and NHS partners to address in the NWC region if this situation is to improve.  

 

 

 

 

 

 

 

3. CONCLUSION AND RECOMMENDATION        

 

CRN NWC overall has improved recruitment to time and target (HLO2), a recent national performance review 

with CRN NWC Executive Leadership team congratulated the region on this achievement. Recruitment 

numbers are less than planned and this continues to be a cause for concern. CRN NWC continue to work with 

partners/other stakeholders to improve in its overall performance in relation to delivery of research across 

the region. The Board is asked to note this Q3 performance report for the CRN NWC.  

Figure 1 – Analysis of Chief Investigators Leading Research across LCRNs 2016 
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CRN: North West Coast Key Facts 
 

Key Personnel 

Host Organisation: Royal Liverpool and Broadgreen University Hospitals NHS Trust 
Host Organisation Chief Executive Officer: Mr Aidan Kehoe  
Host Nominated Executive Director: Dr Peter Williams  
Clinical Director: Professor Martin Lombard  
Chief Operating Officer: Jacqui Pirmohamed  

 

LCRN Funding Allocations % change from previous year  % change from previous year 

2014/15 £16,625,0001    

2015/16 £15,793,7501 -5.0% £16,034,6082  

2016/17   £15,232,8782 -5.0%  
1 Core funding excluding top-sliced. 2 Core funding + Network Research Capability Funding (RCF), excluding flow-through and top-sliced funding. 
 

LCRN Cost Per Weighted Recruit by Financial Year3 

2014/15 2014/15 Rank 2015/16 2015/16 Rank 

152 13 (of 15) 108 8 (of 15) 
3 Excludes participants recruited to commercial studies. Spend excludes top-sliced funding + Network RCF, Weighting applied is 1: 3.5: 11 
  

LCRN Statistics 2016/17 

LCRN Population: 3,705,762 
Number of NHS Provider Trusts: 22 

Recruitment per 1000 population: 3.184  
Number of GP Practices: 586 approx 

 

HLO Performance 

HLO 2015/16  2015/16 Rank 2016/174 2016/17 Q2 Rank  

HLO 1  
HLO 2a  
HLO 2b   
HLO 4 
HLO 5a 
HLO 5b 
HLO 7  

31,331 
68% 
74% 
88%  
43% 
55% 
2,637 

11 (of 15) 
5 (of 15) 
9 (of 15) 
4 (of 15) 
12 (of 15) 
2 (of 15) 
3 (of 15) 

11,771 
82% 
75% 
100% 
N/A 
N/A 
2,063 

14 (of 15) 
3 (of 15) 
= 8 (of 15) 
= 1 (of 15) 
N/A 
N/A 
2 (of 15) 

 4 Data up to end of Q2 2016/17. Data cut 21 October 2016. 
 

Clinical Research 

● 1 NIHR BRU: Gastrointestinal Disease. 
● NIHR CLAHRC North West Coast at NHS Liverpool Clinical Commissioning Group. 
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Appendix 1: Data Sources 
 

LCRN Statistic Data source 

LCRN Population Mid-2014 ONS file 'SAPE17DT5 - Clinical Commissioning Group Mid-Year 
Population Estimates (experimental), formatted, Mid-2014'. 
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/
populationestimates/datasets/clinicalcommissioninggroupmidyearpopulationesti
mates. CCG population figures from this have been collated by LCRN based on 
CCG-LCRN mappings. 

Number of NHS Provider Trusts http://nihr2016.nhs.sitekit.net/nihr-in-your-area/north-west-coast/where-our-
research-takes-place.htm 

Number of GP Practices http://www.hscic.gov.uk/media/18657/GP-Registrars-and-numbers-of-GP-
Practices-in-England-employing-at-least-1-GP-Registrar/xls/ah3649.xlsx 

Recruitment per 1000 population https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/
populationestimates/datasets/clinicalcommissioninggroupmidyearpopulationesti
mates 

 

Clinical Research Data Source 

NIHR BRUs  http://www.nihr.ac.uk/about-us/how-we-are-managed/our-
structure/infrastructure/biomedical-research-units.htm 
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Date: December 2016

Ref.	  No Date	  Iden.fied Raised	  by Descrip.on
Local/
Na.onal

Likelihood
(High,	  Medium,	  
Low)

Impact
(High,	  Medium,	  
Low)

Current	  Status
(Red,	  Amber,	  Green) Mi.ga.ng	  Ac.ons Responsible	  Owner Ac.on	  Date

1 April 2016 COO

ISSUE - Budget announced is less than the previous year. CRN NWC have had a 
reduction in core funding of circa 8+ % in real terms. IMPACT - Reduction in funding 
has the potential to lead to significant challenges in maintaining no staff redundancies 
across the network. In addition it threatens to impact on the ability of the NWC to 
deliver the existing portfolio of NIHR studies and inhibit growth for the future.

Local/National High High Amber

CRN NWC have developed budgets for 2016/17 based on the following 
parameters:1. Availability of funding received from DH/NIHR CRN CC. 2. 
Current & planned local NIHR portfolio research activity. 3. Business 
planning with stakeholders across CRN NWC (NHS Trusts/Research 
sites, Divisional Clinical Leads/Specialty Research Group leads/ 
Research Delivery Managers/Local NIHR clinical research leads/Chief 
Investigators/faculty members etc.) 4. Advice / communications from 
Local NIHR infrastructure: CRFCRF/CTU/ CLAHRC/BRU etc. 5. 
Historical allocations across the previous NWC partner organisations. 
The CRN NWC will continue to review the workforce across all 
specialties in partnership with sites as part of business planning. The 
aim will be to ensure NHS support is approriateley placed at sites to 
enable maximum R2TT. Finally CRN NWC will provide evidence to CRN 
CC where further NHS support is required to deliver NIHR research in 
NWC during 2016/17. 

COO/CD - CRN NWC Host 
Trust & Partnership Group

1st April 2016 and 
ongoing 

2 April 2016 COO

ISSUE: CRN NWC established a Hub & Spoke model for the core team with a central 
office in Liverpool (Hub) and a spoke office in Preston (Spoke). Due to staffing 
changes during 1st year of operations and sickness/maternity leave significant 
number of staff have left / are not present in the PBC offices. In addition Senior 
Managers and their team members are occupying/are present in different offices 
across both sites at varying times. However if this model were to change this may 
pose a risk for the Host Trust as staff live far away from RLBUHT (LSP) and would not 
consider travelling each day would be acceptable. Currently CRN NWC fund travel 
costs for all staff working across CRN NWC when coming to LSP to work as this was 
an agreement post transition. LSP currently has more space than it requires.
IMPACT: CRN NWC are hosting x2 offices across a wide geography which is costly 
and also challenging to manage staff effectively when managers are based off site in 
another office. At times there is no 'Senior Manager' present to take governance 
responsibility for teams in particular in the PBC office. Office in PBC and to a lessor 
extent LSP are not always at capacity.

Local/National High High Red

COO aware and engaged with discussions with Host Executive. Staff 
across CRN NWC core team operate a model of senior team cover to 
ensure the PBC office in particular is properly staffed with senior 
manager support wherever possible. When this is not possible staff 
advised to follow Host Trust policy on loan working. Hub & Spoke model 
subject to ongoing review to ensure this is fit for purpose moving forward 
- final year report to be produced detailing occupancy levels and future 
cost projections. 3 years on to report on lessons learnt and way forward/ 
options appraisal for the future. NIHR CRN CC staff are also hosted 
within CRN PBC offices currently no charge is paid as CRN rent space 
(cannot sublet). CRN NWC are likley to reduce space occupied during 
2017/18 when renegotiating contract so will advise CRN CC of this as 
they will need to seek alternative space for staff or will be required to 
seperately negotiate space. Further lease to be extended for 1 year in 
April 2017 whilst review of current arrangements takes place. 

Host organisation 
CEO/Executive  & COO

1st April 2017 
negotiate new contract 

for PBC / LSP - 
ongoing

3 November 2016 RDM's / SRG 
Leads

ISSUE: A small number of CCG's across CRN NWC are refusing to pay Excess 
Treatment Costs for any new studies due to fiscal challenges to delivery of services.                                                                                         
IMPACT: CRN NWC are unable to open studies across the region in a number of 
specialties. In one example a HTA approved and funded study in NWC risks now not 
being delivered unless this matter can be overcome. Trusts have requested assitance 
from CRN NWC to address this matter. Local/National High High Red

RDM's asked to produce a report detailing studies affected across CRN 
NWC and also value of ETC's required to deliver the projects. CRN 
NWC COO will collate this data into a report to submit to CRN CC. If 
required further clarification will be sought from clinical leaders of 
studies. COO has requested CCG's detail in writing the decision not to 
support new research so this evidence can be provided to CRN CC. 
CRN NWC also wrote to all Partner organisations to ask for examples of 
where studies cannot be delivered due to a lack of NHS support across 
CRN NWC. This will be sent to NIHR CRN CC/DH when recieved.  

RDM's & COO NWC/R&D 
Offices across partners/Clinical 
Research Leads

November 2016 - 
ongoing

4

December 2016 COO

ISSUE: CRN NWC Research Delivery Staff (approx 5 staff out of team of 24 staff) 
have indicated they are to pursue a formal grievance against CRN NWC in relation to 
working practices, namely that staff consider travel to work base (including traffic 
conditions) should be included within a working day.                                                                                             
IMPACT: Staff are currently working outside of guidance developed by CRN NWC & 
agreed by Host. CRN NWC are limiting organisations these staff can work across until 
this matter is resolved this is impacting on the service. Other staff within the same 
team are demoralised by colleagues actions. If the grievance is upheld this will have 
implications for service delivery across stakeholders in the future.

Local Medium Medium Amber

CRN NWC COO,Deputy COO, Research Matron & Host Trust HR have 
held meetings with all staff impacted and staff side to attemp to resolve. 
Renewed guidance has been documented and shared with staff at 
present who have instigated this grievance. Good working relations 
continue with staff although the situation has not resolved. Staff will onlly 
communicate with management in relation to any staff matter (sickness 
abscence with staff side in attendance). A formal grievance has now 
been raised with the Host Trust. CEO and Host Executive aware, 
briefing note prepared by COO. Host	  Execu+ve/HR

Matter raised 
approximately July 
2016 and remains  

ongoing

a

Risk/Issue Register

Defini+ons

Likelihood
High	  =	  It	  is	  an+cipated	  that	  the	  risk	  will	  occur
Medium	  =	  	  It	  is	  unclear	  whether	  the	  risk	  will	  occur	  or	  not
Low	  =	  It	  is	  an+cipated	  that	  the	  risk	  will	  not	  occur

Impact
High	  =	  Project	  objec+ves	  will	  not	  be	  met
Medium	  =	  	  Project	  objec+ves	  will	  be	  met	  but	  their	  value	  will	  be	  reduced
Low	  =	  Project	  objec+ves	  will	  be	  met	  in	  full	  though	  addi+onal/suppor+ng	  work	  may	  be	  required

NIHR Clinical Research Network: North 
West Coast
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Mortality and Patient Safety – Report of Anthony Duffy, Senior Lean Practitioner 
 

  
 

FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
 For assurance  

 

Sponsor: Dr Peter Williams 

☐ To note 

☐ For decision (insert funding source if financial 

implications).  

Service line affected: Click to select 

  Date of board meeting to discuss this paper:  31st January 

  Security marking:  Click to select 

  Please note, this report could be subject to FoI disclosure 

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

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

Key stakeholders: Our compliance with: 
 Patients  Regulators (CCG/TDA, Monitor, CQC etc) 

 Staff ☐ Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

 Clinical  Financial   Reputation  

State: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                   

This paper forms part of the quarterly update that is provided to Board. 

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                        

 National benchmarking of adjusted mortality rates and internal Mortality Peer reviews   

 Key patient safety indicators and developments 

 Involvement in external initiatives that will benefit the Trust 

 

 

3. CONCLUSION AND RECOMMENDATION          

 Mortality as measured by SHMI and HSMR within expected parameters.   

 Overall performance and proposed/embedded process improvement in various aspects of patient 

safety and clinical deterioration 

 Recommendation that the Board note performance. 
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MAIN REPORT: Mortality and Patient Safety 

Mortality 

Mortality Data Update – Aug15 to July16 

1. Crude Mortality 

 

 Figure 1, Crude mortality, excluding daycases 

 
 Aug15 to July16 Crude rate Expected rate 

Crude mortality excluding daycases 3.09% 3.25% 

 

Figure 2, HSMR 

 
Aug15 to July16 Relative risk Low confidence 

Interval 

High confidence 

Interval 

HSMR 98.54 93.16 104.14 
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 3. SHMI 

1.02 (published December 2016, within expected range, period Aug 15 to July 16) 

 

Figure 3, SHMI Peer Group comparison 
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SHMI score of 1.02 is within expected range with 6 of the 12 months having a score below 100. This 

has improved the Trust's ranking with our peers, moving us up three places and also more in line 

with the peer group average score. 

 

4. Mortality Alerts Monitoring 

The group proactively audit and review the alerts to understand any potential changes in practice, 

where applicable. Since the last update, there have been no significant alerts reported. The group 

also continue to proactively monitor alerts using internal data. Elective deaths are now being 

reviewed as part of the mortality assurance group. 

Lessons learned from the reviews are disseminated through divisional governance. 

 

5.  Avoidable Mortality 

 
 

The data above relates mortality themes from the local mortality reviews. 

 

The QA group have reviewed 22/31 70% of MPRs recorded as possibly preventable and 20/48 42% of 

elective deaths from July 15 to July 16 

 

Process now in place to review all Serious incidents resulting in death and Coroner’s inquest where 

failings have been identified. Also shortly be reviewing all deaths where learning disabilities have 

been identified. 

 

National themes include failure to diagnose, escalate and treat. These are being addressed with the 

phased introduction of eNEWS and eSepsis.  

 

Local opportunities for improvement and learning include recognition of lactic acidosis and the 

monitoring and early intervention in those with mesenteric ischaemia related to vascular surgery. 
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Simulation, education and patient safety alerts are used as interventions and audit is included in all 

action plans. Guidelines are embedded using PENS and structured Loccsips.  

 

There has been a significant focus nationally on Trust management of mortality reviews. The Trust 

continually improve the way management of the process and we are seeing improvements with our 

compliance with this. Mortality reviews at directorate level will now be monitored through our 

regulators (CQC etc…) and a recent publication from the RCP highlighted guidance for Trusts on how 

manage reviews appropriately.  

 

All avoidable and elective deaths are reviewed by a trustwide multidisciplinary team on a weekly 

basis. All lessons learned are fed back to the directorate and through the Deterioration and mortality 

group.  

 

Crowding and patient flow – avoidable harm and mortality 

Winter pressures combined with delays in social care provision for in patients  has lead to an 

increase in the dwell time on the ground floor of patients. Comparative data for January 2017 will be 

available for avoidable harm  in A&E relating to delayed diagnosis, treatment and VTE at 90 days. 

 

The Trust has also completed various data analysis exercises to understand the impact of flow upon 

avoidable harm. A month data analysis exercise was completed on 3A to understand the impact of 

patient flow, RFD and avoidable harm which also included diagnostic issues and delays. The initial 

audit identified 15% additional LoS due to hospital acquired harm including hospital acquired 

pneumonia, falls and urosepsis. This is consistent with initial data analysis with falls that have caused 

moderate and severe harm with 18% of LoS related to patients who are ready for discharge.  

 

Deteriorating Patient 

 

Cardiac arrests 
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The graph above demonstrates the number of true cardiac arrests attended by the team per 1,000 

admissions, the rate this latest reporting quarter is the lowest rate since the trust started and is in 

line with the NCAA nationally. Please note the number of hospital admissions includes day case 

admissions. The above data is not risk adjusted and does not therefore take into account the acuity 

and complexity of our patients compared with other organisations. 

 

               
 

The graph above highlights the significant increase in Medical Emergency Team calls which in parallel 

with the rollout of the paper National Early Warning Score (NEWS) charts has contributed to the 

significant reduction in true cardiac arrests.  

 

eNEWS continues to be rolled out across all wards will full rollout due to be completed in February 

2017. Orientation sessions for staff have continued with staff, and feedback on the system remains 

positive. Outcomes of the project are being monitored and a full appraisal of the system will be fed 

back to upon full rollout of the system.  

 

Sepsis 

Further achievements have been realised since the last update to Trust Board -  

 Continued compliance with ‘sepsis 6’ through the Advancing Quality work programme  with on 

average 76% of patients receiving  appropriate care, a 13% improvement on the last quarter and 

we are now the second best performer across the region. We plan to improve this to >80% and 

maintain it throughout the year. The Trust is also compliant with data completeness. 

 Length of stay has seen a slight increase, however activity has increased significantly by 39%, 

when comparing against last year.  

 

The sepsis improvement group still continue to meet on a monthly basis to identify potential 

improvement areas to focus upon. The annual sepsis newsletter and strategy is due to be published 

in March.  
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Pneumonia 

A task and finish group has been set up to oversee and scope the above project, which is a priority 

project for the Trust. Pneumonia is one of the highest contributors for both length of stay and 

mortality for the Trust, and as such a detailed audit has been conducted to understand issues relating 

to this specific pathway. A PID has been developed and the group will review relevant issues in order 

to improve outcomes. A detailed update will be provided on the work to date to board. 

 

Patient Safety 
 

VTE 

 
The above chart illustrates compliance with VTE assessment target. 

 

Over the past four months, the Trust has continually been marginally below the 95% compliance 

target.  

 

Workstreams being undertaken to comprehensively address VTE prevention include; 

 Risk assessment processes and tools 

 Patient education/information 

 Root cause analysis of potential Hospital Acquired Thrombosis  

 Mechanical Thromboprophylaxis 

 NICE guideline compliance 

 Education and training 

 Review of Trust VTE prevention policy 

 Clinical audit 

 

A VTE clinical lead has been identified and a business case for resource to support the improvement 

work has been agreed at CMT. A VTE strategy was recently agreed at Quality Governance committee 

which aligns the above workstreams with the aim of the Trust ultimately becoming a national VTE 

exemplar centre. Quarterly updates are fed back through the Patient Safety sub-committee and the 

Quality Governance Committee.  
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Falls 

 
 

Despite an unprecedented increase in falls that cause moderate to severe harm within November (as 

highlighted in the above graph), the Trust continue to perform against the Patient Safety Strategy 

and have reduced falls by 15% when comparing against 2015. There has also been a 40% reduction in 

falls causing harm per thousand bed days year on year.  

The following interventions are continually taking place and being monitored to help reduce falls that 

cause specific harm during; 

 

 Improved data collection to identify trends of falls i.e circumstances surrounding fall, toileting, 

trips over objects – ongoing, and from April 2016 focussed trending analysis is reported through 

the Quality Governance Committee and any designated improvement initiative as a result. 

 There was a focussed comms exercise throughout August highlighting specific issues relating to 

falls improvement through various comms platforms. 

 

Medicines Management 

Key aims and objectives have been set through the medicines safety group for 2016/17 to improve 

knowledge and education trust wide to ensure nursing staff have the correct understanding of 

medication policies and procedures, reduce patient harm due to medication errors and lessons 

learned. The key aims are to; 

 

 Improve the knowledge and understanding of the Self-administration policy throughout the 

trust 

 Improve the trust knowledge and understanding of the IV Medication Administration Policy 

 Improve discharge process by promoting standardised TTO checking procedure 

 Improve staff knowledge regarding the potential risks to patients of unsafe storage of 

medication 

 Reduction in missed/delayed doses of critical medicines. 
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Tissue Viability 

 
Chart highlighting performance year on year for pressure ulcers (all grades 2, 3 and 4) 

 

The chart above illustrates that there has been a significant increase specifically over September and 

December, which also includes an increase in both grade 3 and 4 hospital acquired pressure ulcers. 

Based upon the RCA process and learning from lessons from this process, there are various 

improvement and preventative measures in place to avoid such a prevalence in coming months. 

Various pieces of equipment are now available for wards to utilise, and are also on trial. The tissue 

viability team review on average of 650 patients each month and continue to educate staff at the 

same time as well as conducting group education sessions on wards 

 

Various improvement initiatives have been have also been initiated to improve this; 

 

 Continued teachings across all wards 

 Discussions regarding an improved electronic referral process to the tissue viability team.  

 Continued collaboration with Community Health 

 External review of Tissue Viability services 

 

Patient Safety Alerts 

 

National Safety Standards for Invasive Procedures (NatSSIPs) 

The Trust has made good progress in line with being compliant with the proposed guidelines. Various 

initiatives have been undertaken in order ensure that the Trust is compliant with the proposed 

guidelines.  

 

• Engagement with all areas who perform procedures in scope to identify gaps and support 

these areas with compliance 

• Identify areas that require human factors training and recruitment of a Human Factors trainer 

• Completion of local documentation to record procedures and ensure that these are managed 

electronically 

• Completion of an internal e-learning package for areas re scheduling lists, and examples of 

LocSSIPs scenarios. 
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Nasogastric tube misplacement 

 

The Trust received an alert relating to the above in July 2016. There are five main requirements to 

ensure the Trust are compliant with this specific requirement. The Trust is asked to -  

 Name an Executive Director who will take responsibility for the delivery of actions 

 undertake a centrally coordinated assessment of whether the Trust has robust systems for 

supporting staff to deliver safety-critical requirements for initial nasogastric and orogastric 

tube placement checks 

 develop and implement an action plan to ensure all safety-critical requirements are met 

 Share assessment and agree any related action plan within relevant commissioner assurance 

meetings 

 Share the key findings of this assessment and the main actions that have been taken in the 

form of a public board paper 

 

A task and finish group has been developed to identify areas of improvement, to provide the Board 

with assurance that the necessary actions are being developed, and to ensure compliance against the 

PSA. 

 

All PSAs, as received, will now be reviewed centrally to ensure compliance and will now be included 

within the Trust annual audit programme. 
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Risk Management Policy  

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Lisa Grant – Chief Nurse 

☐ To note 
x For decision no funding required  Service line 

affected: 
Trust 

  Date of board meeting to discuss this 
paper:  

31/01/2017 

  Security marking:  None 

  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be 
discussed: 

 None 

(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
☐ Patients ☐ Regulators (CCG/TDA, Monitor, CQC etc) 

☐ Staff ☐ Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

☐ Clinical ☐ Financial  ☐ Reputation  
State: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The Chief Nurse commissioned an independent review of the Trusts Risk Management Policy 

including a review of the Trusts Risk Appetite Statement that was presented to the Board of 

Directors in October 2016.  A revised Risk Appetite Statement was approved and it was agreed this 

would be added to the Risk Policy prior to ratification by the Trust Board.  

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

The Risk Policy has been refreshed following the external review and revision of the risk appetite 

statement and following further discussion with the Associate Director of Corporate Affairs. This was 

to ensure the policy reflects internal process and to clarify individual responsibility for the reporting 

and monitoring of risk.   

Significant changes have been made to the severity index and likelihood index in appendix 2 to 

reflect discussions held at the Finance and Performance Committee that financial risk descriptors 

were set to low, leading to a number of financial risks being over graded. 

 

There were also a number of recommendations made during the external review that are included 

at the front of this report that need approval for implementation.  

 

3. CONCLUSION AND RECOMMENDATION        

The Board are asked to ratify the Risk Management Policy and agree to take forward the 

recommendations made by Pilsbury Partnership LTD in October 2016.  
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Key Recommendations from Independent Review October 2016 

 

 

REF SECTION RECOMMENDATION 

A.1 Risk Appetite 

Statement 

The Board should declare a low risk appetite on patient safety. 

(Completed and added to Policy) 

A.1 

cont 

Risk Appetite 

Statement 

The Board may want to consider if it requires a separate risk 

session to explore the concept of Care V’s Cost without 

compromising on safety to patients. 

A.2 Risk Appetite 

Statement 

The Board will need to consider if they want to declare a high 

risk approach to reputational health economy issues when they 

are confident that they are making strategic decisions based on 

solid clinical ground. (Completed and added to Policy) 

A.3 Risk Appetite 

Statement 

The Board should declare a low risk appetite on meeting its 

statutory duty financially. (Completed and added to Policy) 

A.3 

cont 

Risk Appetite 

Statement 

The Board should declare a high risk appetite towards 

research, innovation and commercial opportunities. (Completed 

and added to Policy) 

A.3 

cont 

Risk Appetite 

Statement 

The Board should consider developing a plan to evaluate and 

manage commercial and legal risks that it may be exposed too 

currently and the near future. Specific risk appetite statements 

should be considered on, for e.g.-  reconfiguration of services, 

financial pressures, new Royal and clinical demand.   

A.4 Risk Appetite 

Statement 

The Board will need to develop governance arrangements to 

ensure they act within their own Risk Appetite Statement and 

monitor compliance with it to ensure their Board decisions are 

within the tolerances agreed. 

B.1 Accountability, 

process and 

arrangements 

The Board should formally note within the minutes that the 

management of risk is maturing well under the direction of the 

Chief Nurse. 
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B.2 Accountability, 

process and 

arrangements 

Risk Management Policy V 15.1 section; Specific Duties & 

Responsibilities 5.2, 5.5 to be reviewed to make it clearer for 

Board members to understand the role of the Associate Director 

of Corporate Affairs and Chief Nurse in relation to BAF and 

clinical risk. 

B.3 Accountability, 

process and 

arrangements 

Board and Audit Committee should ensure that all Divisions and 

Departments have the agenda item of Risk Management within 

their senior management meetings. A mechanism for reporting 

risk from Board to Ward and vice- versa monitored. 

B.4 

 

Accountability, 

process and 

arrangements 

Risk mitigation and control plans in BAF should be reviewed, 

discussed and tested against the strategic risks identified were 

possible. Living will or scenario plans drawn up for continuity of 

Trust services and contractual responsibilities. 

B.5 Accountability, 

process and 

arrangements 

The Board should ensure that there is enough agenda time to 

discuss the identified risks in detail as required or via other 

means; task n finish groups, workshops and board development 

sessions. 

B.5 

cont 

Accountability, 

process and 

arrangements 

The Board should consider the synergy and impact of two or 

more BAF risks being realised at the same time and the 

mitigation plans required as described in B.4 above. Board 

should consider this recommendation reference to A.3 above. 

B.5 

cont 

Accountability, 

process and 

arrangements 

Board should consider reviewing the health economy risks 

together in partnership across the region and input/develop 

macro strategic risk registers where required. 

B.6 Accountability, 

process and 

arrangements 

Board should ensure an annual review of the Trust Risk 

Appetite is scheduled into the Board timetable. (due to the 

higher risk environment the Trust is operating in over the next 

few years) 
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Key Points for Staff  
 

 Risk is the effect of uncertainty on the delivery of objectives and refers to any 
variation on the expected or desired objective or outcome. For example, we have an 
objective to keep patients and staff safe at all times, risk is therefore anything that is 
stopping or could stop us from keeping people safe whilst in our care. The primary 
purpose of risk management is to: 

o Reduce harm for patients, staff, visitors or contractors; 
o Promote the success of The Royal Liverpool and Broadgreen University 

Hospitals NHS Trust; 
o Protect everything of value to the Trust (such as reputation, market share, 

exemplary clinical outcomes); and 
o Continuously improve patient experience, safety and quality performance. 

 When identifying risk we anticipate what could stop us from achieving our objectives 
or goals. To help identify areas of risk we look at our historical performance and 
trends, previous events, current challenges, and needs of people who use our 
services as well as thinking about future scenarios or potential outcomes that could 
help or hinder the delivery of strategy. We are all required to be open, honest, think 
ahead and take an active part in identifying risk. 

 Risk analysis involves estimating the severity (the impact the risk has on the Trust 
and people in our care) and likelihood (the probability of that impact happening). The 
scores are multiplied to give an overall risk rating. The risk rating is used to 
determine risk management priorities and monitor acceptable amounts of risk. 
Colleagues are required to challenge constructively any assumptions made regarding 
severity and likelihood, and to strive to ensure risk is kept within agreed tolerance. 

 Risk is treated proactively using a combination of prevention, detection and 
contingency controls. Prevention controls ensure activities are performed in a 
certain way and typically involve policies, clinical or operational procedures, 
guidelines, training or computer systems. Detection controls alert management to 
any deficiencies preventing risk and typically involves performance monitoring, 
audits, alarms or tests. Contingency controls are designed to allow the Trust to 
recover from a failure to manage risk and allow the Trust to continue to function albeit 
in a modified way. Colleagues are required to understand and implement all controls 
designed to manage risk at the Trust. 

 Organisational learning is reflected in the Trust’s ability to continuously reduce the 
frequency of the same adverse event (incident, complaint or claim), and continuously 
improve performance. Controls are monitored and continuously improved as part of 
an open and learning culture.  

 Risk management is everyone’s responsibility. This policy applies to all Trust 
employees, contractors or volunteers working at the Trust.   
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 7 

AT A GLANCE: THE RISK MANAGEMENT PROCESS  

 
 
 
 
 
 
 
 

 

R
is

k

Page 120 of 179



 8 

 

1 Introduction 
1.1 This document is the policy for the management of risk at The Royal Liverpool and 

Broadgreen University Hospitals NHS Trust. Risk management is an integral 
component of the Trust’s Quality Governance Framework. By complying with the 
organisational arrangements described in this document, services will ensure the 
effective identification, assessment and control of risk thereby promoting and 
supporting the achievement of objectives. 

 
1.2 The achievement of the Trust’s strategic objectives is subject to uncertainty, which 

gives rise to both opportunities (desirable risk) and threats (undesirable risk). 
Uncertainty of outcome helps to define risk.  Risk management includes identifying 
and assessing risks, and responding to them in an effective and resilient manner. 

 
1.3 At all times the Trust will take all reasonably practicable steps to protect patients, 

staff, visitors and contractors from the risk of harm.   
 
1.4 The Trust’s governance framework shall be supported by an effective risk 

management system that delivers continuous improvements in safety and quality, 
and maximises opportunity for growth and development. Risk management provides 
a solid foundation upon which to build a culture of high reliability wherein clinical and 
organisational excellence can flourish. 

 
2 Objective 
2.1 The overall purpose of risk management at the Trust is to: 
 

a) Reduce the level of exposure to harm for patients, colleagues or visitors by 
proactively identifying and managing personal risk to a level as low as reasonably 
practicable 

b) Promote success and protect everything of value to the Trust, such as high 
standards of patient care, safe working environment, the Trust’s safety record, 
reputation, community relations, equipment or sources of income 

c) Continuously improve performance by proactively adapting, remaining resilient 
to changing circumstances or events, and learning. 

 
2.2 The Trust will establish an effective risk management system which ensures that: 
 

 All risks that have a potential adverse effect on quality of care, safety and 
wellbeing of people, and on the business, performance and reputation of the 
Trust are proactively identified and managed well 

 Priorities are determined, continuously reviewed and expressed through 
objectives that are owned and understood by all staff 

 Controls are put in place, effective in their design and application to manage 
risks, and risk treatment is understood by those expected to apply control 

 All staff have a responsibility to comply with controls, whilst the operation of 
controls is monitored by management 

 Gaps in control are rectified  

 Management are held to account for the effective operation of controls 

 Assurances are reviewed regularly and acted on 

 Staff continuously learn and adapt to improve safety, quality and performance 

 Risk management systems and processes are embedded locally across 
divisional teams and in corporate services including business planning, service 
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development, financial planning, project and programme management and 
education 

 
2.3 The Trust shall achieve this by: 
 

 Developing and driving a clear strategy to meet patient needs 

 Actively engaging openly with patients and the public, colleagues and 
stakeholders 

 Anticipation of opportunities or threats and responsive adaptation through an 
explicit risk management process 

 Regular, effective and sufficient assessments of risk are carried out in all areas of 
the Trust’s operations 

 Providing training to keep risk under prudent control 

 Investigating thoroughly, learning and acting on defects in care 

 Liaising with enforcing authorities, regulators and assessors 

 Effective oversight of risk management through team and committee structures  

 Formulation and implementation of policies and procedures for all significant 
hazards arising from the Trust’s undertakings 

 Effective reporting and arrangements to hold staff to account 
  

3 Scope of Policy  
3.1 Risk management is everyone’s responsibility. This Policy applies to all 

employees, contractors and volunteers. All employees are required to co-operate 
with the Trust in managing and keeping risk under prudent control. Specific 
responsibilities are placed on members of the management team for ensuring the 
requirements of this policy are met within their respective areas of control. These are 
summarised under specific and generic responsibilities on pages 10-11. 

 
3.2 Effective employee engagement is vital to our success and vision to provide care all 

of us would recommend to family and friends. Our values and behaviours set out “the 
way we do things around here” and these guide the way we work with our patients, 
colleagues and stakeholders. Our guiding values and behaviours are: 

 We are patient centred; 

 We are professional; 

 We are open and engaged; 

 We are collaborative; and 

 We are creative.  
 

3.3 By wholeheartedly embracing our values and behaviours in all risk management 
activity, this policy supports high performance and fosters a culture that is confident 
about resilience; respects diversity of opinion; involves staff, patients and partners in 
all that we do; and improves capacity to manage risk at all levels of the organisation. 
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4 Policy  
THE RISK MANAGEMENT PROCESS 

 
Step 1: Determine Priorities 

4.1 Risk is defined as the effect of uncertainty on the objective1; or in others words it is 
anything that is stopping or could prevent the Trust from providing safe and 
sustainable clinical services, and from being successful (for a summary of key terms 
used in this document see Appendix 1). The Board of Directors and Senior 
Management will be clear about objectives for each service and express these in 
specific, measurable, achievable ways with clear timescales for delivery.  

 
Step 2: Identify Risk 

4.2 Evaluating what is stopping, or anticipating what could prevent, the Trust from 
achieving stated objectives/strategic priorities, annual plans, financial plans, 
delivering safe clinical services will identify risk. Risk identification concerns future 
events; it involves anticipation of failure and is based upon consideration of strengths, 
weaknesses, opportunities or threats. The identification of risk is an ongoing process 
and is never static, but is particularly aligned to the annual planning process and 
compliance requirements. Staff may draw on a systematic consideration of 
reasonably foreseeable failures alongside incident trends, complaints, claims, 
patient/staff surveys, observations, formal notices, audits, clinical benchmarks or 
national reports to identify risk. This list is not exhaustive. In order to do this the 
Board of Directors, senior leaders and divisional teams should identify what is 
uncertain; consider how it may be caused and what impact it may have on the 
objective and service.  
 
Step 3: Assess Risk 

4.3 Estimate the magnitude of a risk by multiplying the severity of impact by the likelihood 
of the risk occurring. Be realistic in the quantification of severity and likelihood and 
use, where appropriate, relative frequency to consider probability. A guide to 
calculating residual risk and risk scoring matrix guidance is provided in appendices 2 
and 3. 
 
Step 4: Respond to the Risk 

4.4 There are a number of different options for responding to a risk1. These options are 
referred to as risk treatment strategies. The main options most likely to be used 
include: 

 

 Seek - this strategy is used when a risk is being pursued in order to achieve 
an objective or gain advantage. Seeking risk must only be done in 
accordance with the Board’s appetite for taking risk. 

 Accept - this strategy is used when no further mitigating action is planned 
and the risk exposure is considered tolerable and acceptable. Acceptance of 
a risk involves maintenance of the risk at its current level (any failure to 
maintain the risk may lead to increased risk exposure which is not agreed). 

 Avoid - this strategy usually requires the withdrawal from the activity that 
gives rise to the risk. 

 Transfer - this strategy involves transferring the risk in part or in full to a third 
party. This may be achieved through insurance, contracting, service 
agreements or co-production models of care delivery. Staff must take advice 
from the Executive Team before entering into any risk transfer arrangement. 

                                                           
1 Based on BSI (2008) Risk Management - Code of Practice. BS 31100:2008. London. British Standard International 

R
is

k

Page 123 of 179



 11 

 Modify - this strategy involves specific controls designed to change the 
severity, likelihood or both. This is the most common strategy adopted for 
managing risk at the Trust. For this reason, we expand on the nature of 
control as follows: 

 
There are three types of control used to modify risk and comprise of: 

 
(i) Prevention/Treatment - these controls are core controls and are 

designed to prevent a hazard or problem from occurring. They 
typically involve policies, procedures, standards, guidelines, training, 
protective equipment/clothing, pre-procedure checks etc. 

(ii) Detection - these controls provide an early warning of core control 
failure, such as a smoke alarm, incident reports, complaints, 
performance reports, audits 

(iii) Contingency - these controls provide effective reaction in response to 
a significant control failure or overwhelming event. Contingency 
controls are designed to maintain resilience. 

 
A combination of all 3 types of control is usually required to keep risk under prudent 
control. 

 
Step 5: Report Risk 

4.5 All risks shall be recorded on the DATIX Risk Register. Key outputs from the risk 
management system shall be reported to relevant staff/committees depending on the 
residual risk score as follows: 
 

 ≥15 – to be provided to each formal meeting of the Board of Directors for 
reference; with substantive update provided quarterly. 

 ≥12 – [Relevant] Committee of the Board of Directors as part of the 
Committee’s annual work plan at least quarterly and integrated with the BAF.  

 ≥8 – Specialty/Divisional /Care Group Governance meeting at least quarterly 

 ≥6 – Ward/Departmental Management at least annually 
 

The Board of Directors shall receive a substantive updated quarterly report on 
significant risks, to inform them of the material risk and the nature of controls. The 
risk profile shall be part of the Chief Executive’s report and cover as a minimum the 
risk source, description of the risk, main controls, date of review and risk owner.   
A reference document to significant risks will be available at each board meeting. 
 
The Patient Safety Committee is a sub-committee of the Quality Governance 
Committee. It will receive reports on patient safety risks, to monitor the quality, 
completeness and utilisation of risk registers. Reports will cover the risk description, 
main controls, date of review and risk owner.  The Patient Safety Sub Committee will 
be responsible for providing the Quality Governance Committee assurance that the 
risk management policy is being implemented in line with policy and that risks are 
graded according to the residual level of risk. 
 
Divisions will have access to Datix and receive generated Divisional specific reports 
in order to review the identification of risks within their wards, departments and 
specialties, and check that adequate controls are in place and actions are being 
implemented. 

 
The Audit & Assurance Committee will scrutinise assurances on the entire risk 
management system to ensure it remains fit for purpose and, at the Committee’s 
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discretion, will examine assurances on the operation of controls for all significant risk 
exposures or any other risk of interest to the Committee. 
 
Urgent Escalation - Executive Directors will be responsible for informing the 
Executive Team of any new significant risk (risk scoring 15+) arising at the first 
meeting opportunity.  
 
The risk will be thoroughly assessed, reviewed by the Executive Director and 
reported to the Chief Executive (or their deputy) within 24 hours of becoming aware 
of the risk.  
 
The Chief Executive, with support from relevant members of the Executive Team will 
determine the most appropriate course of action to manage the risk. The Chief 
Executive will assign responsibility to a relevant Executive Director for the 
management of the risk and the development of mitigation plans.  
 
The risk will be formally reviewed by the Executive Team at their next weekly 
meeting and reported to the Board of Directors as described above. 
 
Step 6: Review Risk 

4.6 Review risk at a frequency proportional to the residual risk. Discretion regarding the 
frequency of review is permitted. As a guideline it is suggested, as a minimum, risk is 
reviewed as follows: 
 

 ≥15 – at least monthly 

 10 - 12– at least quarterly 

 8 -9 – at least bi-annually 

 ≤6 – annually. 
 

5 Roles and Responsibilities 
In order to achieve the aims of the Risk Management Policy the following roles, 
accountabilities and responsibilities apply: 

Specific Duties & Responsibilities 

5.1 Chief Executive, as Accounting Officer, has overall accountability to the Board of 
Directors for effective risk management.  The Chief Executive is responsible for 
ensuring priorities are determined and communicated, risk is identified and managed 
in accordance with the Board’s appetite for taking risk. 

 
5.2 Chief Nurse on behalf of the Chief Executive is the Chief Risk Officer and Board lead 

for risk management processes across the Trust. They shall, on behalf of the Board, 
implement and maintain an effective system of risk management. The Chief Nurse is 
responsible for: (i) risk management policy development; (ii) developing and 
communicating the Board’s appetite for taking risk; (iii) establishing mechanisms for 
scanning the horizon for emergent threats and keeping the Board sighted on these; 
and (iv) monitoring the management of risk across divisions. In the event of 
unsatisfactory compliance with the risk management process or unacceptable risk 
exposure, the Chief Nurse shall escalate the matter to a relevant Executive Director 
for their immediate attention and action. 

 
5.3 All Executive, Clinical, Divisional and other Directors have a specific 

responsibility for the identification and prudent control of risks within their sphere of 
responsibility. They shall intervene robustly to ensure teams within their sphere of 
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control follow the risk management process. In addition, executive directors, clinical 
and all other directors shall also be responsible, where required, for the provision of 
specialist advice to the Board of Directors. This acknowledges that all directors are 
subject matter experts and have specific responsibilities for interpreting and applying 
national policy, legislation and regulations in respect of their specific areas of 
expertise. 

 
5.4 Head of Governance - has day-to-day responsibility for risk management process, 

quality governance and safety management.  They shall report to the Chief Nurse for: 
(i) the development of risk management policy; (ii) administration of risk management 
systems; (iii) oversight of risk exposures facing the business; (iv) provision of risk 
management training and support to divisions; and (v) the maintenance of the 
corporate risk/safety management plan. They shall be responsible for the 
maintenance and reporting of the Risk Registers and carry out sufficient checks 
within and across divisions to monitor the management of risk alongside the Board’s 
appetite for taking risk. They shall be responsible for the effectiveness of the Datix 
system, a governance system on which the Board depend, taking whatever action is 
necessary with colleagues, or the system Vendor, to ensure its effectiveness, validity, 
data quality and data completeness. The Head of Governance shall take the lead in 
triangulating lessons for learning ensuring defective arrangements, alerts or changes 
in practice are conveyed to front line teams promptly and acted upon. The Head of 
Governance will also oversee the collation of risk reporting, across the Trust 
Committee structures, in line with this policy,  
 

5.5 Divisional Risk and Governance – has day-to-day responsibilities for applying the 
process at divisional level and for monitoring the application at directorate level.  The 
Divisional Risk and Governance leads will meet monthly to review risks and to 
aggregate where applicable similar risks across their directorates, taking a divisional 
risk approach or escalation to a corporate department risk.   

 
5.5 Associate Director of Corporate Affairs – is the lead officer for the BAF supported 

by the executive directors.   The Associate Director of Corporate Affairs is 
responsible for the co-ordination and the updating of the BAF, ensuring that the 
information is reported appropriately. 

 
5.6 The Committees of the Board 
 

The totality of the Trust's risk governance infrastructure includes the oversight 
provided by Board committees in their risk-related roles. Committees of the Board of 
Directors play a vital role in effective risk management and shall apply the following 
principles, under their remit, to enable the Board to keep risk under prudent control at 
all times: 

  
a) oversee and advise the Board on current risk exposures and future risks to the 

Trust's objectives  under their remit;  
b) examine risks associated with emerging regulatory and industry best practices; 

and ensure captured within appropriate risk registers 
c) challenge the Trust's analysis and assessment of risk where appropriate 
d) advise the Board on risk treatment and strategy; 
e) provide assurance against the Trust risk appetite and tolerance through minutes 

and assurance reports 
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 14 

GENERIC DUTIES AND RESPONSIBILITIES 

Main Duties Board of Directors Executive Director Divisional & Clinical 

Director 

Other Managers All Employees 

Strategy & 

Policy 

 Determine the Trust’s 
vision, mission and 
values 

 Set corporate strategy 

 Provide leadership 

 Develop and oversee the 
implementation of 
strategic plans 

 Develop and 
communicate corporate 
objectives 

 Proactively anticipate risk 

 Provide leadership and 
guidance to employees, 
business partners and 
stakeholders 

 Develop and Implement 
Clinical Strategy 

 Alignment of divisional 
objectives to Trust 
strategy 

 

 Alignment of 
team/personal 
objectives to Trust 
strategy 

 Deliver personal 
objectives 

 Abide by Trust 
values and 
behaviours 

Organise  Establish an effective 
risk management 
system 

 Establish and keep 
under review the 
Board’s appetite for 
taking risk 

 Focus on material risk 
and proactive 
anticipation of future risk 

 Develop & apply Risk 
Management Process 

 Accept and allocate 
ownership for risk 

 Share ownership for 
cross-enterprise risk 

 Apply Risk Management 
Process 

 Accept and allocate 
ownership for risk 

 Proactively anticipate risk 

 Provide leadership and 
guidance 

 Apply Risk 
Management 
Process 

 Accept and 
allocate 
ownership for risk 

 Proactively 
anticipate risk 

 Provide 
leadership and 
guidance 

 Follow Risk 
Management 
Process 

 Accept ownership 
for risk 

Plan & 

Control 

 Decide what 
opportunities, present or 
future, the Board wants 
to pursue and what risks 
it is willing to take in 
developing the 
opportunities selected 
Routinely, robustly and 
regularly scan the 
horizon for emergent 
opportunities and 
threats by anticipating 
future risks 

 Decide whether or not a 
risk can be accepted 

 Simultaneously drive 
the business forward 
whilst making decisions 
which keep risk under 
prudent control 

 Design, apply and monitor 
the operation of controls 
to ensure the 
achievement of objectives 
and promote 
organisational success 

 Ensure failure does not 
disable – contingencies 
are in place and tested for 
all reasonably foreseeable 
situations 

 Allocate, structure and 
prioritise resources within 
and across divisions or 
directorates so that risk is 
managed in accordance 
with the Board’s risk 
appetite. 

 

 Design and apply controls 
to manage risk in line with 
the Board’s appetite for 
taking risk 

 Prepare risk management 
mitigation plans 

 Ensure adequate 
emergency preparedness 
and contingencies for 
foreseeable disruptive 
events 

 Manage resources to 
optimum effect 

 Develop policies, 
guidelines, procedures 
and standards to govern 
the management of risk 
locally 

 Design and apply 
controls to 
manage risk in line 
with the Board’s 
appetite for taking 
risk 

 Remain alert to 
risk 

 Manage resources 
to optimum effect 

 Develop and 
implement risk 
management 
plans 
 

 Undertake and 
keep up to date 
with mandatory 
training and other 
relevant training 

 Follow policies, 
clinical standards 
and relevant 
procedures 

 Act on lessons for 
learning 

Monitor  Keep under review 
material risk exposures 
that are not accepted by 
the Board at each 
formal meeting  

 Challenge, support, 
supervise and hold 
colleagues to account for 
performance and 
continuous improvement 

 Monitor the operation of 
controls and address 
identified gaps in control 

 Supervise the 
work of others to 
ensure controls 
are applied 
correctly 

 Report concerns, 
defects, adverse 
events or failures 
to contain risk 
adequately. 

Audit  Determine Audit 
priorities using a risk-
based approach 

 Take account of reports 
from the Audit 
Committee 

 Determine Audit Priorities 
using a risk-based 
approach 

 Assist Internal Audit 
where required and 
ensure recommendations 
are acted upon by 
relevant colleagues 

 Account for control of risk 
to the Audit Committee 
where required 

 Assist Internal Audit 
where required and 
ensure recommendations 
are acted upon by 
relevant colleagues 

 Account for control of risk 
to the Audit Committee 
where required 

 Undertake appropriate 
inspection/checks of 
controls for safety critical 
procedures 

 Cooperate fully 
and assist Internal 
Audit,  

 Challenge 
recommendations 
if they are not 
agreed 

 Develop and 
implement 
changes in 
practice within the 
timescales agreed 

 Report when 
concluded. 

 Cooperate with 
Internal Audit and 
act on their 
findings 

 Carry out 
instructions based 
on agreed audit 
recommendations 
 

Review  Effectively hold those 
responsible for 
managing risk to 
account for performance 
and continuous 
improvement. 

 Take decisions 

 Report to the Board all 
material risks and 
significant gaps in control 

 

 Report to the Board all 
material risks and 
significant gaps in control 

 Escalate risk in 
accordance with this 
Policy 

 Ensure all risks are 
reviewed correctly 

  

R
is

k

Page 127 of 179



RLBUHT BOARD PACK

[Type text] 
 

  
 

Risk Management Policy  AUTHOR: Lisa Grant, Chief Nurse 

6 Associated documentation and references 
 Moore P., A. (2013) Countering the Biggest Risk Of All: attempting to govern uncertainty 

in healthcare management. London. Good Governance Institute 

 Chapman R., J. (2012) Simple tools and techniques for enterprise risk management (2nd 
Edition). London. Wiley Finance 

 Audit Commission (2009) Taking it on Trust: a review of how boards of NHS Trusts get 
their assurance. London. Audit Commission 

 BSI (2008) Risk Management - Code of Practice. BS 31100:2008. London. British 
Standard International 

 NPSA (2004) Seven Steps to Patient Safety. London. NPSA 

 DH (2003) Building the Assurance Framework: A Practical Guide for NHS Boards. 
London. Department of Health 

 DH (2000) An Organisation with a Memory. London. HSMO 
 

7 Training & Resources 
 

Risks may be identified proactively by managerial review, analysis of incidents, complaints, 
claims or outcomes of safety inspection and/or audit.  Root cause analysis may also be a 
source of risk identification.  To ensure that all risks are identified, accurately described, 
appropriately controlled and consistently documented the following risk management tools 
are in place: 

 
a) Risk Register 

The Risk Register is a part of Datix and provides a mechanism for recording details of 
each risk within a database so that risk records can be analysed and facilitate effective 
oversight of risk management at all levels. When agreed all risk assessments must be 
entered onto Datix. 

 
b) Risk Management Training 

This document recognises that training will be required to effectively manage risks in line 
with the process set out above. Details of all trust training programmes are set out in the 
Training Needs Analysis which can be found in the Mandatory Training Policy and 
associated documents. 

 
i) The Board of Directors and Senior Managers (which for the purpose of this policy 

are defined as Directors, Associate Directors, Clinical Directors and Assistant 
Directors) will receive training and/or briefings on the risk management process 
by the Head of Governance.  In addition, supplementary briefings will be provided 
as required following publication of new guidance or relevant legislation. 

 
ii) All staff shall receive an introduction to the Risk Management Process briefing as 

part of the Corporate Induction programme. 
 

iii) Additional training will be provided through an e-learning programme. 
 
iv) Divisional, Ward and Departmental managers will have more detailed risk 

management process training incorporating how to use the Datix Risk Register 
database before access to the database is enabled. 
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v) Staff designated to regularly undertake Root Cause Analysis will have the 
opportunity to undertake Root Cause Analysis training. 

 

 8 Monitoring and Audit 
The following indicators shall form the Key Performance Indicators by which the 

effectiveness of the Risk Management Process shall be evaluated:- 

 

 All verified significant risks (15+) are available to the Board of Directors at each 
formal meeting of the Board, with a substantive update provided quarterly. 

 The risk profiles (for risks ≥12) for all divisions are reviewed by the Board Committees 
in line with their work plans, but at least quarterly. 

 Local risk registers are in place, maintained and available for inspection at 
ward/departmental level. 

 Local risk registers show details of control, assurances, location, owner, action plan 
(where necessary) and ≥80% of risks are within review date and none are overdue for 
review by 6 or more months. 

 
Compliance with the above will be monitored by the Head of Governance, reviewed by the 
Chief Nurse and reported monthly within the board safety report and annually within the risk 
management annual report (submitted to the Quality Governance Committee). 
 
The following mechanisms will be used to monitor compliance with the requirements of this 

document: 

 

 Evidence of reporting verified significant risk exposures to the Board of Directors at each 
formal meeting. 

 Evidence of review of significant risk exposure through the Board’s committees. Periodic 
internal audit of any or all aspects of the Risk Management process as determined by the 
Audit Committee (risk identification, assessment, control, monitoring and reviews) 

 

9 Equality and Diversity  
 

Trust is committed to an environment that promotes equality and embraces diversity in its 
performance as an employer and service provider. It will adhere to legal and performance 
requirements and will mainstream equality and diversity principles through its policies, 
procedures and processes. This policy should be implemented with due regard to this 
commitment. 
  
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened for 
relevance during the policy development process and a full equality impact analysis 
conducted where necessary prior to consultation.  The Trust will take remedial action when 
necessary to address any unexpected or unwarranted disparities and monitor practice to 
ensure that this policy is fairly implemented.   
  
This policy and procedure can be made available in alternative formats on request including 
large print, Braille, moon, audio, and different languages.  To arrange this please refer to the 
Trust translation and interpretation policy in the first instance.  
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The Trust will endeavour to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this 
policy and procedure.  This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, extending 
policy timeframes to enable translation to be undertaken, or assistance with formulating any 
written statements. 
 
9.1      Recording and Monitoring of Equality & Diversity  
 
The Trust understands the business case for equality and diversity and will make sure that 
this is translated into practice. Accordingly, all policies and procedures will be monitored to 
ensure their effectiveness.  
  
Monitoring information will be collated, analysed and published on an annual basis as part 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and 
will meet statutory duties under the Equality Act 2010.  Where adverse impact is identified 
through the monitoring process the Trust will investigate and take corrective action to 
mitigate and prevent any negative impact. 
  
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
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Appendix 1: Glossary of Terms used within Policy 
Risk management will operate under a common language. Adopting standard risk management 
terms and definitions set out in the Risk Management Code of Practice (BS 31100:2008) will 
improve consistency and avoid confusion. Common terms may include: 
 

Board 
Assurance 
Framework 

A document setting out material 
risk and assurances on the 
operation of controls to manage 
those risks 

Risk Effect of uncertainty on objectives 

Control 
An intervention (plan/measure) 
used to manage risk 

Risk 
acceptance 

Informed decision to take a 
particular risk 

Exposure 
Extent to which the organisation 
is subject to an event 

Risk 
aggregation 

Process to combine individual risks 
to obtain more complete 
understanding of risk 

Hazard 
Anything that has potential for 
harm 

Risk 
analysis 

Process to comprehend the nature 
of risk and to determine the level of 
risk 

Incident 
Event in which a loss occurred or 
could have occurred regardless of 
severity 

Risk 
appetite 

Amount and type of desirable risk 
the organisation is prepared to seek, 
accept or tolerate 

Inherent 
risk 

Exposure arising from a specific 
risk before any intervention to 
manage it 

Risk 
assessment 

Overall process of risk identification, 
risk analysis and risk evaluation 

Level of 
Risk 

Overall magnitude of a risk. It can 
be significant, high, moderate, 
low or very low. 

Risk 
avoidance 

Decision not to be involved in, or to 
withdraw from, an activity based on 
the level of risk 

Material 
Risk 

Most significant risks or those on 
which the Board or equivalent 
focuses 

Risk 
management 

Coordinated activities to direct and 
control the organisation with regard 
to risk 

Near Miss 
Operational failure that did not 
result in a loss or give rise to an 
inadvertent gain 

Risk owner 

Person or entity with the specific 
accountability and authority for 
managing the risk and any 
associated risk treatments 

Operational 
Risk 

The risk of loss or gain, resulting 
from internal processes, people 
and systems or from external 
events 

Risk 
Register 

A record of information about 
identified risks.  

Programme 
Risk 

Risk associated with transforming 
strategy into solutions via a 
collection of projects 

Target Risk A level of risk being planned for 

Residual 
risk 

Current risk. The risk remaining 
after risk treatment 
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Appendix 2: Calculating Residual Risk 
This section describes how to score risks by estimating severity of impact and likelihood of 
occurrence using a standard 5x5 matrix. Each risk can be measured by multiplying the severity of 
harm and the likelihood of that harm occurring. This calculation will produce a Residual Risk Score 
that refers to the amount of risk remaining after treatment.  The Trust uses a standard 5 x 5 
scoring matrix set out below: 
 

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. 

 
Severity 
Severity is graded using a 5-point scale in which 1 represents the least amount of harm, whilst 5 
represents catastrophic harm/loss. Each level of severity looks at either the extent of personal injury, 
total financial loss, damage to reputation or service provision that could result.  Consistent 
assessment requires assessors to be objective and realistic and to use their experience in setting 
these levels. Select whichever description best fits. 
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Likelihood 
Likelihood is graded using a 5-point scale in which 1 represents an extremely unlikely probability of 
occurrence, whilst 5 represents a very likely occurrence. In most cases likelihood should be 
determined by reflecting on the extent and effectiveness of control in place at the time of 
assessment, and using relative frequency where this is appropriate. 
 
Differing Risk Scenarios 
In most cases the highest degree of severity (i.e. the worst case scenario) will be used in the 
calculation to determine the residual risk. However, this can be misleading when the probability of 
the worst case is extremely rare and where a lower degree of harm is more likely to occur. For 
example, multiple deaths from medication error are an extremely rare occurrence, but minor or 
moderate harm is more frequently reported and may therefore have a higher residual risk. 
Whichever way the residual risk score is determined it is the highest residual risk score that 
must be referred to on the risk register. 
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Appendix 3: Risk Grading 
SCORE Incident / Risk Grade 

(NPSA Cat.) 

Level of Risk Communicated to 

And associated processes  

overseen by * 

Investigation Level  

15 - 25 Catastrophic SIGNIFICANT 

Alert  Executive Director./Exec 

Team 

Reported to Board of Directors 

SI Procedures 

RCA – 60 days 

(Board notification) 

10-14 Major HIGH 
Alert Clinical Director 

Reported Board Committee  

Divisional RCA – 28 days 

8 - 9 Moderate MEDIUM 
Inform Divisional Manager 

Overseen at Divisional Level 

Directorate Analysis – 28 days 

4-6 Minor LOW 

Inform Ward/Departmental 

Manager 

Oversee at Ward/Departmental 

Level 

Ward/Department Analysis – 10 

Days 

1-3 None VERY LOW 
Ward/Departmental Management Ward/Department Analysis – 10 

Days 

 

*The risk remains the responsibility of the risk owner for the care group/division or corporate 

department. 

 

5X5 MATRIX 

 
  

X LIKELIHOOD 

SE
V

ER
IT

Y 

  1 2 3 4 5 

1 1 2 3 4 5 

2 2 2 6 8 10 

3 3 6 9 12 15 

4 4 8 12 16 20 

5 5 10 15 20 25 
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Appendix 4 
 

Risk Management: Appendix 4  

Purpose   

Risk appetite is ‘the amount of risk that an organisation is prepared to accept, tolerate, or be 

exposed to at any point in time.’ 2 Risks need to be considered in terms of both 

opportunities and threats and are not usually confined to money - they will invariably also 

impact on the capability of the Trust, its performance and its reputation.3 

Risk appetite statement   

It is a requirement for all public sector bodies to produce formal risk appetite statements to 

support their wider risk management processes4.  The risk appetite statement will form part 

of the Trust’s overall approach to risk management setting the tolerance level to be 

considered when managing risks arising within each of the domains.   

Risk appetite involves taking considered risks where the long-term benefits outweigh any 

short-term losses. It may be appropriate to incur a loss if this paves the way to eventual 

success  

The Public Accounts Committee (PAC) has supported well-managed risk taking, 

recognising that innovation and opportunities to improve public services requires risk taking, 

providing that we have the ability, skills, knowledge and training to manage those risks well.  

The following risk appetite levels, developed by the Good Governance Institute, have been 

included, for information, as they formed the background to the discussion in relation to 

appetite. Described as:  

Appetite level  Describes as  

None Avoid and the avoidance of risk and uncertainty is a key 
organisational objective.   

Low Minimal the preference for ultra-safe delivery options that have a low 
degree of inherent risk and only for limited reward potential. 

Moderate Cautious the preference for safe delivery options that have a low 
degree of inherent risk and may only have limited potential for reward. 

High Open and being willing to consider all potential delivery options and 
choose while also providing an acceptable level of reward (and VfM). 

Significant Seek and to be eager to be innovative and to choose options offering 
potentially higher business rewards (despite greater inherent risk) or  

                                                           
2 HMT Orange Book definition 2005 
3 GGI Board Briefing: Defining Risk Appetite and Managing Risk by Clinical Commissioning Groups and NHS Trusts, January 2012 
4 HM Treasury Guidance ‘Managing Public Money’ and in the UK Corporate Governance Code.   
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described as mature being confident in setting high levels of risk 
appetite because controls, forward scanning and responsiveness 
systems are robust 

 

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: 

1. We place an absolute priority on patient safety.  The Trust has a low appetite for risk 

on patient safety and this principle will override all other considerations at all times. 

2. We will always seek to ensure the best possible experience for all our patients. 

However, we may at times reduce our investment into the experiences received by 

patients to ensure patient safety is maintained due to the financial pressures on the 

Trust commercially. Therefore, we have a moderate appetite to risk on patient 

experiences.  

3. We have a low appetite for financial risk in respect of meeting our statutory duties of 

maintaining expenditure within the allocated resource limits and demonstrating value 

for money in our spending decisions. 

4. We have a high risk appetite for transformational change, innovation and 

development of our services as we balance investments in the present to ensure on-

going high quality services in the future. We do this collaboratively across the health 

economy in the best interests of the population. 

5. We are willing to take high reputational risks on clinical matters, actions and 

decisions we make, when we know it’s for the best interests of our patients. 
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Appendix 5: Version Control 
Version Date Comments Author(s) 

5.1 17.10.06 Circulation to Risk 
Management Group for 
comments 

Helen Ballinger 

6.0 18.10.06 Comments by the Director of 
Nursing and Quality and the 
Assistant Director of Quality 

Helen Ballinger 

6.1 31.5.2007 Amendments made to reflect 
revised NHSLA Risk 
Management Standards for 
Acute Trusts – amendments 
made from comments of 
committee 

Helen Ballinger 

6.2 3.7.2007 Trust Board asked to Approve 
and Ratify Policy 

Helen Ballinger 

7.0 1.8.2007 Updated Clinical Governance 
Terms of Reference 

Helen Ballinger 

7.1 20.4.09 Amendments re NHSLA 
Standards and increased 
arrangements for monitoring 
compliance 

Helen Ballinger 

8.0 22.6.09 Incorporate Health and Safety 
Policy 

Helen Ballinger 

Robert Biggar 

9.0 30.7.2010 

 

 

15.8.2010 

Removal of Health and Safety 

elements – see separate 

Strategy for H&S 

Update to meet new NHSLA 

requirements 

No major changes so no need for 
re ratification 

Helen Ballinger 

John Buck 

10.0 25.9.2010 Revision of policy and 

amendments of committee 

structures 

Helen Ballinger 

11.0 1.12.2010 Separation of Governance and 

Risk Management Committee 

Helen Ballinger 

12.0 10.3.2011 Process for review of Board 

Assurance Framework added 

and further clarity on managing 

risk registers 

RMSC Chair approval given – to 

Helen Ballinger 
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go to RMSC 22.8.2011 

Trust Board approval given – to 

go to TB September 2011 

13.0 February 

2012 

Amendments made to the 

Governance Structure and Terms 

of Reference, inclusion of Clinical 

Audit Assurance Group and 

Quality Improvement Council – 

no change to content of strategy 

so Trust Board did not need to re 

ratify 

Helen Ballinger 

14.0 November 

2013 

on hold pending Risk 

Management Review – policy to 

be reviewed 1st July 2014 

Helen Ballinger 

15.0 July 2014 External review undertaken via 

Chief Nurse 

Total revision of strategy – 

renamed to Risk Management 

Policy 

Lisa Grant 

Helen Ballinger 

15.1 Jan 16 Change to risk grading 

descriptors following MIAA audit 

Helen Ballinger 

16 Jan 17 External review by the Chief 

Nurse – minor amendments and 

revision of Trust’s risk appetite 

Lisa Grant/Helen 

Ballinger and 

Madelaine Warburton 

 
Review Process Prior to Ratification: 
 

Name of Group/Department/Committee Date 

Comments requested from Divisions 16.09.2006 

Board 29.9.2014 

Board 29.11.2016 
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FOCUSED REVIEW: REFERENCE INFORMATION 
Purpose of paper Key facts 
y For assurance 

 
Sponsor: [Lisa Grant] 

      To note 
 For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper: 
31/01/17 

      

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  JCG. Perfect ward meetings.  
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
Yes. ☐ Patients Yes Regulators (CCG/TDA, Monitor, CQC etc) 

Yes. Staff Yes. Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

Y. Clinical ☐ Financial  Y Reputation  
State: Safe staffing levels.  State: [Please insert] State: Published in the public domain. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT               

Since May 2014 the Trust 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 December 2016 and to highlight any potential risks associated with nurse staffing. The fill rate is 

based on the skill mix for each ward. The skill mix has been agreed following an acuity studies that take place 

in February and July of each year. From June 2016, a new metric, Care Hours per Patient Day (CHPPD) has 

been captured on a monthly basis which will become the principle measure of nursing and care support 

deployment, with the expectation that it will form part of an integrated ward/unit level quality framework 

and dashboard encompassing patient outcomes, people productivity and financial sustainability.  

 

For the first time this month, it has been possible to establish a benchmark position in relation to this 

important quality metric, which was first set out as a recommendation of Lord Carters review on productivity 

within the NHS. The findings from this data benchmark the Trust against other similar organisations.  
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3. CONCLUSION AND RECOMMENDATION                           

For December 2016 the overall percentage of trained and untrained nursing staff against the actual required 

was >90%. There were 22 areas that reported a fill rate of less than 80% across either a day shift or a night 

shift (80% and above is a trust internal target to achieve) compared to 22 wards last month. Care hours per 

patient day for the month of September are 7.56 against a regional average of 7.45. The Board are asked to 

note the position for December 2016.  
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Safe Staffing Report 

December 2016 
 
 
 
 

1. Introduction 
 
The Trust is required to provide a look back to the previous month in relation to the number of trained and 
untrained nurses required for duty by day and by night against the number of actual nurses that were 
available each day. From June 2016, a new metric, Care Hours per Patient Day (CHPPD) has been 
captured on a monthly basis which will become the principle measure of nursing and care support 
deployment, with the expectation that it will form part of an integrated ward/unit level quality framework and 
dashboard encompassing patient outcomes, people productivity and financial sustainability.  
 
For the first time this month, it has been possible to establish a benchmark position in relation to this 
important quality metric, which was first set out as a recommendation of Lord Carters review on productivity 
within the NHS. This position will now be updated each month as part of this report although unfortunately, 
an in month position will not be given, as national reporting is reliant on the data submitted by all acute 
trusts being verified. Therefore, this month’s report reflects the position captured in September 2016. 
 
The information is uploaded onto UNIFY which is a national performance system for the Department of 
Health; this information is also uploaded onto NHS Choices. The information uploaded onto UNIFY for this 
month’s report can be found within the table on page 3 and a benchmarked summary position is also 
included. The following report focuses on the month of December 2016. 
 
Over the last financial year the average fill rate (which is the actual nursing numbers that were available) 
has consistently been greater than 90% for both the Royal and Broadgreen site. The senior nursing team 
set an internal trajectory of 80% with any area falling below this being highlighted as red within the internal 
trust reporting matrix (as seen on page 3). Within this review, other quality indicators are also included so 
that the impact of staffing levels on the delivery of patient care can be monitored and action taken as 
required.  
 
Each Trust in the country is asked to provide this information, however, they are not asked to outline what 
the ratio of nurse to patient is by ward area. New guidance issued by the National Quality Board (July 2016) 
has set out a range of recommendations and moves away from advising on minimum numbers but advises 
organisations to develop a staffing establishment which considers acuity and dependency of the patients 
being managed by applying professional judgement and ensuring staff have the capability to provide safe 
and effective care when determining the skill mix in each area.   
 
As previously reported a full review of nursing establishments has been undertaken, overseen by Dr Keith 
Hurst, Senior Lecturer at the Nuffield Institute for Health to ‘test out’ our current nursing establishments so 
as to provide assurance that they are fit for purpose and in turn, these recommendations have been used 
to inform the workforce plan for our nurse staffing model within the new hospital. The senior nursing team 
are assured that the current nurse staffing provision is appropriate for the acuity of patients across the trust, 
although the challenges arise as a result of difficulty in recruiting sufficient numbers of registered nurses to 
provide the agreed, funded establishment on a consistent basis and a reliance on temporary staffing to fill 
these gaps. 
 
However, professional judgement is applied in a supportive way and decisions made on a twice daily basis 
through the matron huddles and duty manager reviews to ensure staffing reflects the needs of patient 
acuity and dependency at that time. Staff are also aware of the Red Flag procedure to quickly escalate and 
attain a response to any staffing concerns and the outcomes of this are reported within the body of this 
report.   
 
Nurse recruitment is on-going and more recruitment events have been scheduled with enhanced marketing 
to promote working in the new hospital and the advantages this brings to staff. 
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2. Results for the month of December 

 
The collation of the staffing data is undertaken manually by Matrons and checked against off duty, this 
ensures the planned shifts are accurate. 
 
Of the 44 areas reviewed [the remit is for every inpatient designated ward to be included] there were 22 
areas who had less than 80% fill rates identified, across at least one shift [Day or Night], which is consistent 
with November, when we also reported 22 areas.  
 
The overall results for staffing for the month of December are illustrated below. The trust has remained 
>90% with regards to ensuring there were the number of trained nurses required on duty. Sickness 
absence and vacancies impact on the trusts results on a monthly basis, although significant work has been 
undertaken with the temporary staffing team and recruitment to create a ‘nursing pool’ that is responsive 
and allows for the back fill of those shifts that are otherwise short staffed as a result of short term sickness 
etc, therefore aiming to maintain safe nurse staffing levels at all times.  
 
 

Site 

 
Day 

 
Night 

 

  
Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Average fill rate - 
registered nurses  

Average fill rate 
- care staff  

BGH  97.8% 80.9% 98.8% 85.1% 

RLH 88.6% 95.3% 88.0% 107.7% 

Trust total 93.2% 88.1% 93.4% 96.4% 

 
 
The table on page 3 breaks down the fill rate by grade of staff by day and night duty. Quality indicators are 
also included alongside the Ward Quality Indicator assessments which focus on nursing documentation 
and patient safety indicators, which include pressure ulcer care and assessment, discharge planning and 
medication incidents. Sickness absence is also included alongside the numbers of patient safety incidents 
reported in relation to falls, pressure ulcers, infection control along with the datix incidents reported relating 
to nurse staffing. 
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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 

(%)

1446 1451.5 1468 1699.5 100.4% 115.8% 852.5 655.25 573.5 721 76.9% 125.7% 744 2.8 3.3 6.1 0 0 3 4 0.33% 90.5% 83.9%

1627.5 1447.5 1627.5 1343 88.9% 82.5% 876.06 693.2 584.04 670.32 79.1% 114.8% 636 3.4 3.2 6.5 0 1 1 0 16.59% 80.3% 89.1%

2092.5 1689 1395 1471.5 80.7% 105.5% 1168.08 894.82 584.04 849.2 76.6% 145.4% 853 3.0 2.7 5.7 0 0 0 4 4.63% 91.6% 91.8%

1162.5 1020 1162.5 1052 87.7% 90.5% 584.04 576.1 292.02 297.02 98.6% 101.7% 403 4.0 3.3 7.3 0 0 1 0 0.53% 98.3% 91.6%

1395 1312.5 1965 1578.1 94.1% 80.3% 620 650 780 700 104.8% 89.7% 589 3.3 3.9 7.2 0 0 0 0 0.31% 98.3%

1515 1368.5 1025 994.5 90.3% 97.0% 647.9 647.9 620 600 100.0% 96.8% 713 2.8 2.2 5.1 0 0 1 0 7.03% 94.1% 93.6%

2376 1971 1454 1528 83.0% 105.1% 1333 1167.25 630 810 87.6% 128.6% 930 3.4 2.5 5.9 1 0 0 0 7.46% 87.6% 91.5%

1395 1245 1395 1267.5 89.2% 90.9% 620 620 930 930 100.0% 100.0% 372 5.0 5.9 10.9 0 0 0 0 2.97% 97.5% 59.6%

2247.5 1970 1550 1472.5 87.7% 95.0% 1333 1311.5 666.5 687.5 98.4% 103.2% 767 4.3 2.8 7.1 0 0 1 0 0.69% 91.8%

2325 1619.5 2325 1928.5 69.7% 82.9% 876.06 819.54 584.04 565.2 93.5% 96.8% 832 2.9 3.0 5.9 0 0 1 3 15.29% 94.6% 96.5%

2247.5 2181.5 1162.5 1303.5 97.1% 112.1% 1302 1288.5 651 600 99.0% 92.2% 755 4.6 2.5 7.1 0 0 0 0 7.31% 90.0%

1560 1640.5 1627.5 1842 105.2% 113.2% 883.5 589 589 893 66.7% 151.6% 775 2.9 3.5 6.4 0 0 0 0 10.40% 91.4%

1545 1545 1162.5 1205 100.0% 103.7% 589 598 589 587.5 101.5% 99.7% 589 3.6 3.0 6.7 0 0 0 0 2.28% 92.6%

1860 1468 1162.5 814 78.9% 70.0% 996.65 677.15 323.95 655.75 67.9% 202.4% 643 3.3 2.3 5.6 0 0 0 2 5.81% 57.4% 75.0%

2790 2161.5 1162.5 1087.5 77.5% 93.5% 1460.1 1033.55 584.04 678.45 70.8% 116.2% 868 3.7 2.0 5.7 0 0 0 3 13.58% 86.0% 78.4%

1860 1473 1162.5 1135 79.2% 97.6% 876.06 584.04 584.04 725.34 66.7% 124.2% 704 2.9 2.6 5.6 0 0 2 6 3.47% 91.2% 86.1%

2092.5 1690.7 1627.5 1302.5 80.8% 80.0% 1147 852 573.5 804.25 74.3% 140.2% 953 2.7 2.2 4.9 1 0 0 11 13.07% 86.2% 51.8%

1860 1539 1162.5 940.5 82.7% 80.9% 860.25 589 589 589 68.5% 100.0% 775 2.7 2.0 4.7 0 0 0 0 3.36% 89.4% 87.2%

1860 1657.5 930 877.5 89.1% 94.4% 976.5 666.5 666.5 479.5 68.3% 71.9% 579 4.0 2.3 6.4 0 1 2 0 1.77% 100.0% 98.3%

2077.5 1802.5 1290 1221.5 86.8% 94.7% 1308.5 1096 664 658.25 83.8% 99.1% 775 3.7 2.4 6.2 0 0 4 4 6.11% 90.0%

4185 4177.5 930 855 99.8% 91.9% 2929.5 2887.5 325.5 430.5 98.6% 132.3% 386 18.3 3.3 21.6 0 0 0 1 5.30% 98.4% 100.0%

2535 2648.5 1550 1522.5 104.5% 98.2% 1627.5 1559.5 976.5 922.5 95.8% 94.5% 1106 3.8 2.2 6.0 0 0 0 1 5.04% 88.7% 96.3%

1860 1543 1162.5 1109 83.0% 95.4% 999.75 666.5 651 628 66.7% 96.5% 775 2.9 2.2 5.1 0 0 1 1 0.00% 95.0% 94.6%

1560.1 1282.5 465 422.5 82.2% 90.9% 596.74 596.75 138.75 64.75 100.0% 46.7% 350 4.7 1.2 5.9 0 1 0 0 0.00% 76.3% 98.3%

1357.5 1170 120 120 86.2% 100.0% 573.5 573.5 166.5 166.5 100.0% 100.0% 135 12.9 2.1 15.0 0 0 0 0 5.03% 97.2% 100.0%

1860 1319.25 1395 2082.25 70.9% 149.3% 876.06 584.04 584.04 1139.82 66.7% 195.2% 701 2.7 4.6 7.3 0 0 0 1 0.12% 100.0% 56.0%

1530 1318 639.5 587 86.1% 91.8% 620 620 250 200 100.0% 80.0% 523 3.7 1.5 5.2 0 0 0 1 0.00% 61.1% 95.0%

1917.5 1852.5 488.5 505.5 96.6% 103.5% 1302 1302 294 294 100.0% 100.0% 329 9.6 2.4 12.0 0 0 0 0 0.08% 87.7% 94.8%

9300 9120 930 772 98.1% 83.0% 6510 6298.5 651 283.5 96.8% 43.5% 511 30.2 2.1 32.2 0 0 0 9 4.61% 100.0% 100.0%

1732.5 1452.5 465 372.5 83.8% 80.1% 976.5 976.5 0 0 100.0% #DIV/0! 108 22.5 3.4 25.9 0 0 0 0 11.42% 100.0% 100.0%

1395 1382.5 930 630 99.1% 67.7% 976.5 703.5 325.5 325.5 72.0% 100.0% 434 4.8 2.2 7.0 0 0 2 0 2.88% 75.7% 94.1%

5280 4352.5 1395 1769 82.4% 126.8% 2920.2 2556.88 1168.08 1168.08 87.6% 100.0% 879 7.9 3.3 11.2 0 0 2 2 7.43% 59.7% 82.3%

7207.5 6999.5 465 1855 97.1% 398.9% 3720 5619 310 1235.5 151.0% 398.5% na na na na 1 0 0 5 4.11% 70.2% 87.3%

930 877.5 465 375 94.4% 80.6% 584.04 574.62 292.02 235.5 98.4% 80.6% 108 13.4 5.7 19.1 0 0 0 0 7.14% 97.5% 75.6%

2325 1918 465 426.5 82.5% 91.7% 876.06 876.06 292.02 282.6 100.0% 96.8% 403 6.9 1.8 8.7 0 0 0 0 3.08% 98.7% 80.3%

1172.5 1301 1162.5 852.5 111.0% 73.3% 620 612.5 310 320 98.8% 103.2% 417 4.6 2.8 7.4 0 0 0 1
0.00%

100.0% 100.0%

665.65 657.95 160.75 160.75 98.8% 100.0% 104.3 104.3 104.3 104.3 100.0% 100.0% 86 8.9 3.1 11.9 0 0 0 0
0.00%

100.0% 100.0%

1115.5 1019 528.5 521 91.3% 98.6% 651 651 325.5 178.5 100.0% 54.8% 292 5.7 2.4 8.1 0 0 0 0
0.00%

96.6% 100.0%

1101.5 1101.5 756.5 709.5 100.0% 93.8% 607 597 283.5 283.5 98.4% 100.0% 417 4.1 2.4 6.5 0 0 0 0
9.12%

99.1%

1395 1216 2092.5 1604 87.2% 76.7% 589 589 876.25 719.25 100.0% 82.1% 633 2.8 3.6 6.4 0 0 0 3
5.61%

94.0% 100.0%

RLU 

Theatres/

Recovery 8444 8201.5 2812 1870 97.1% 66.5% 1364 1412.75 341 308 103.6% 90.3% na na na na 0 0 0 0

5.70% 

(Average of 

Al l ) 100.0% 92.4%

BGH 

Theatres/

Recovery 4735 5330.15 1402.5 1321.65 112.6% 94.2% 322 322 0 0 100.0% #DIV/0! na na na na 0 0 0 1

1.31% 

(Average of 

Al l ) 100.0% 86.3%

Ward 3 

BGH 845 887.5 650 488.5 105.0% 75.2% 546 483 273 273 88.5% 100.0% 231 5.9 3.3 9.2 0 0 0 1

0.14%

96.4% 98.3%

Ward 9 

BGH 1395 1336 1860 1499.5 95.8% 80.6% 602.88 640.56 876.06 715.92 106.3% 81.7% 708 2.8 3.1 5.9 0 0 0 1

5.98%

88.7% 95.1%

9B 1627.5 1336 1627.5 1316.5 82.1% 80.9% 976.5 734.5 651 630 75.2% 96.8% 0 3.4 3.2 6.6 0 0 0 0 0.00% 72.4%

3 3 21 65 4.65% 90.3% 89.0%

Day Night Night

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

Day

WQI 

November

WQI 

December

Falls  

(moderate to 

severe falls )

C-Diff Pressure 

Ulcers 

(Grades 2-4)

Sickness and 

Absence

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

 
 

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 = 3.8% 
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3. 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 either in the Ward Quality Indicators 
undertaken by the Matrons or from the triangulation of data within the table and an increase in datix 
incidents. The Chief Nurse will monitor these areas with the Divisional Chief Nurse and regularly meets with 
Ward Managers to discuss performance and provide additional support.  
 
7A 
 
The ward reported a low fill rate for trained staff on night duty and this is due to both vacancies and staff 
sickness. Sickness levels for 7A remains higher than Trust trajectory at 13.07%, which is being actively 
managed with HR support. Professional judgement is made on a twice daily basis through the Matron 
huddles to ensure patient safety. The ward reported 1 fall and support is being given by the specialist team. 
There were staffing datix and red flags raised during December; information regarding these is highlighted 
further in the report. The ward WQI was rated as Red for December. There were 7 red standards; falls, 
pressure area, infection prevention, nutrition, pain, discharge planning and continence. There needs to be 
an improvement seen, in all aspects of documentation specifically around all the Trust risk assessments, 
care planning and reassessment and patient’s social planning. Compliance regarding documentation will be 
monitored via the completion of the ward daily checklist completed by Matrons and ward staff.  
 
9X 
 
The ward reported low fill rates for trained staff across both days and night duty and this is as a result of 
vacancies. A targeted campaign has commenced to recruit registered nurses into this speciality and to 
remove the over-reliance on temporary staff to fill shifts. The ward staffing levels are reviewed three times 
per day in order to ensure appropriate numbers are on shift to meet with patient demand. 
 
9B 
 
This escalation ward was established to support flow over the winter period and unfortunately attained a 
red status on the ward quality indicator assessment last month. There was a shortfall of registered nurses 
noted on the night shift, with an over reliance on temporary staff to fill the gaps. As a result, the staffing 
allocation has been reviewed to ensure nursing staff placed to work on this ward are appropriately 
orientated to the ward processes which may be unfamiliar and that nurses are allocated to the ward on a 
longer term basis as opposed to providing shift by shift cover. It is anticipated that this position will improve 
next month as a result of this focused piece of work.    
 
AMU 
 
Whilst not triggering beneath 80% for any shift, AMU have an increased number of nursing vacancies 
which is posing a challenge in being able to fill shifts with their own nursing resource. There is now a higher 
number of bank and agency staff being deployed to this area, to ensure safe staffing levels remain 
optimised, but a targeted campaign to recruit staff to this clinical area is underway in order to fill nursing 
vacancies. The newly appointed Deputy Chief Nurse for the Emergency Floor has also reviewed the ways 
in which A/E, ESAU and AMU work and has changed practice in order to reduce the trained nursing 
requirements currently. This includes utilising the Advanced Nurse Practitioners in ambulatory care with the 
support of HCA’s and reviewing the support required by the Emergency Nurse Practitioners in A/E minors. 
This will be monitored over the month to ensure safety is maintained.  
 

 
4. Care Hours Per Patient Per Day (CHPPD) 

 
As outlined in the introduction, for the first time, NHSI have published data to outline the Trust’s position 
against other NHS England acute hospital trusts on their Model Hospital Portal. The data captures our 
position for the month of September 2016 which was 7.56 and outlines that nationally, the range of care 
hours per patient per day (CHPPD) ranges from 6.24 through to 15.57 (although only 5 trusts in the country 
are above 10 CHPPD, with the median CHPPD being 8.25 across all Trusts). 
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The CHPPD calculation (Care Hours Per Patient Day), measures the combined number of hours of care 
provided to a patient over a 24 hour period by both nurses and healthcare support workers. 
 
When benchmarking the Trust against other local similar organisations the analysis outlined the following: 
 

Trust CHPPD 

Aintree University Hospital Trust 7.05 

Countess of Chester Hospital Trust 6.81 

Royal Liverpool and Broadgreen University 
Hospitals Trust  

7.56 

St Helens and Knowsley NHS Trust 8.63 

Salford University Hospital Trust 7.86 

Southport and Ormskirk NHS Trust 6.86 

Warrington and Halton Hospitals Trust 6.81 

Wirral Hospitals Trust 8.00 

 
The peer review above identified that Royal Liverpool and Broadgreen University Hospitals NHS Trust is 
slightly higher than the regional average CHPPD rate for September 2016 which was 7.45. This will 
continue to be monitored and a regular component of this report and two members of the senior nursing 
team are attending a conference in Birmingham next month (February) to understand the impact of this 
data, what can be done to enhance our position and what measures can be put in place to maximise the 
amount of time nurses spent with patients on a routine basis. An update from this event will be provided in 
the March Safer Staffing report. 
 
It is also important to outline that this metric is based on actual staff on duty and not the number of staff 
planned to be on duty. Therefore, a reduction in sickness and closing the gap on nurse vacancies will no 
doubt impact positively on the CHPPD and work is underway to enhance both. 
 

5. Datix Staffing Incidences 
 
For the month of December, there were a total of 65 datix incidences in relation to staffing which is a slight 
decrease on last month’s figure of 77. Work is ongoing with the Divisional Chief Nurses to ensure that the 
Red Flag policy is being followed and to improve the reporting processes, to help us understand the 
discrepancy between the number of datix and red flags recorded, as only four of the datix incident forms 
correlated with a Red Flag.  
 
Ward 7A raised 11 datix incidents in relation to staffing, with the common theme being patient acuity versus 
staff numbers and unfilled close observation requests. Two red flags were raised during the month, 1 
correlated with the 11 incidents reported. On that occasion, the Duty Manager assessed and supported the 
ward.  
 
Ward 6Y raised 6 datix incidents in relation to staffing, mainly due to the acuity of patients alongside unfilled 
close observation requests. Three red flags were raised during the same period, each had a datix 
completed, and on all occasions they were supported by the Duty Manager and staff moved to help the 
area.  
 
Information gathered from the datix incidents indicate that themes were: 
 

 Number of staff on duty versus the acuity of patients 

 Close observation requests not being filled 

 Agency staff DNA 

 Mainly occurred overnight or out of hours 
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6. Actions being taken to enhance and support staffing levels  
 
6.1 Recruitment Update  
 
Monthly Open Events continue to recruit newly qualified and experienced staff nurses which have remained 
successful. Internal and external adverts for speciality based recruitment continue and the weekly review 
meetings continue with the senior nursing team and recruitment team within HR.  

 
Work continues with local universities to ensure the organisation is seen as the hospital of choice to come 
and work and regular engagement with students continues by attending open events and explaining the 
opportunities that are available and the support offered in terms of our preceptorship programme.  

 
Those nurses recruited from the Philippines are currently undertaking the necessary English Language 
exams and working through the necessary visa arrangements, although it is important to note that this is a 
lengthy, complex process and many of the successful candidates have failed to attain the necessary 
International English Language test (IELTS) pass rates that are required, prior to visas being issued. Plans 
remain in place for a number of recruits to start at the end of the month and further cohorts planned over 

the coming months.    
 
 
6.2 NICE Red flag system/ daily staffing dashboard 
 
The Red Flags system has been launched, within the safer staffing operating procedure, for staff to 
escalate any concerns, and to provide additional support and reassurance to staff throughout their shift. A 
focus on raising the awareness of this system has taken place in recent months to ensure all staff know 
when, and how, to escalate a concern. This has resulted in an increase in calls which has helped Matrons 
and Duty Managers focus their efforts in allocating additional staff where necessary.  
 
If a red flag is triggered, further analysis of the staffing establishment will be undertaken within thirty 
minutes, to provide assurance that it is appropriate to meet the needs of the patients. 
 
For the month of December, 23 red flag incidents were raised, and all of these were due to concerns over 
staffing levels due to unfilled close observation requests and the acuity of patients on the wards. The 
outcome of each of the nurse staffing red flags raised, was that staff were redeployed to make those ward 
areas safe.  Five of these red flags correlated with a staffing datix being completed.  
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7. Conclusion 

 
The Divisional Chief Nurses are working with Matrons and Ward Managers to maintain safety at ward and 
departmental level. Safe staffing is a key priority and whilst recruitment is on-going, additional support has 
been implemented that includes the recruitment of band 3 and 4 staff and the introduction of the red flag 
initiative. On a daily basis staffing is assessed and actions are taken to ensure all areas are safe.  Meeting 
the safer staffing requirements is a challenge for the trust; however it is monitored closely on a daily basis 
and is reflected within the trusts risk register.  
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FOCUSED REVIEW: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ To note Sponsor: Bill Griffiths, Chairman 
x For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  31/01/2017 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be reviewed:  All committees once reviewed by Board.  
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
x Patients x Regulators (NHSI/ CQC etc) 

x Staff x Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

Have we considered opportunity & risk in the following areas?                       

☐ Clinical ☐ Financial  ☐ Reputation  
State: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                   

In accordance with good corporate governance practice the Board should review the performance and 

effectiveness of the Board and its committees.  The outcome of the evaluation of the Board and its 

committees was considered by the Board in October 2016.  The Board has approved a number of committees 

in accordance with its powers in accordance with the Trust’s Standing Orders 5.1 – 5.3.  The Board’s 

committees support the Board in the achievement of its objectives by strengthening decision making.    

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

To consider and approve the updated terms of reference which reflect best practice, where available, and 

support the Board and its committees to deliver their objectives.  

 

3. CONCLUSION AND RECOMMENDATION        

The Board is asked to agree the updated terms of reference and membership of committees.  
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Terms of Reference  
Madelaine Warburton, Assoc. Director of 

Corporate Affairs  

Appendix 1 – Main Changes  

 

Committee  Changes 

All  Requirement to develop forward plan for committee and undertake annual review.  
Use of chair’s log. 
Clarification of role in respect of risk management.  

Audit  Clarification of role with regard to clinical audit. 
Inclusion of role in respect of whistleblowing/raining concerns. 
 

Nomination 
and 
Remuneration   

Inclusion of nomination role 1 
 

Quality 
Governance 

Reference to development of culture of safety. 
Assurance with regard to learning lessons from patient feedback, complaints, patient safety 
data.  

New Hospital  Previously Transformation Committee. 
Oversight of all projects for service transformation and redesign directly linked to the 
effective transition to the new hospital.   
 

F & P  No significant change.  Confirmation required in relation to reporting of H & S and IT (EPR 
and Paper Free to be reported to New Hospital)  

 

 

 

 

 

 

 

 

                                                           
1 In accordance with s18 NHS Trust (Membership and Procedure) Regulations 1990 
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COMMITTEE TERMS OF REFERENCE 

 
Committee Name: 

 
Audit & Assurance Committee 
 

 
Constitution: 

 
The Audit & Assurance Committee (the Committee) is constituted as a standing 
committee of the Trust's Board of Directors (the Board). Its constitution and terms of 
reference shall be as set out below, subject to amendment at future Board meetings. 
 
The Committee has no executive powers other than those specifically delegated in 
these terms of reference.  
 
The Committee is authorised by the Trust Board to investigate any activity within its 
terms of reference.  It is authorised to seek any information it requires from any 
member of staff and all members of staff are required to co-operate with any request 
from the Committee. 
 
The Committee is authorised by the Board to request attendance of individuals and 
authorities from outside the Trust with relevant experience and expertise if deemed 
necessary.  
 

 
Purpose: 

 
The Committee is responsible for providing independent assurance to the Board for 
processes operating within the Trust for risk, control and governance.   The Committee 
will assure the Board of Directors that there are effective systems of internal control and 
risk management (clinical, organisational and financial) across the organisation).   
 

 
Membership: 

 
The Committee shall be composed of three Non-Executive Directors of the Trust, at 
least one of whom should have recent and relevant financial experience. The Chair of 
the Trust shall not be a member of the Committee. 
 

 
Attendance: 

 
Meetings of the Committee will be attended by:- 

• Director of Finance 

• Internal Auditors 

• External Auditors 

• Local Counter Fraud Specialist 

 
At least once a year the Committee may wish to meet privately with the external and 
internal auditors. 
 
The Chief Executive, other Executive Directors and officers will  be invited by the 
Committee Chair to attend, where appropriate, when the Committee is discussing areas 
of risk or operation that are the responsibility of that Director.  
 
The Chief Executive will be invited to attend at least annually to discuss with the 
Committee the process for assurance that supports the Annual Governance Statement.  
 

 
Quorum: 

 
A quorum shall be 2 members. 
 

 
Frequency: 

 
Meetings shall be held not less than 4 times a year. The External Auditor or Head of 
Internal Audit may request a meeting if they consider that one is necessary. 
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Duties: Identify annual objectives of the Committee to inform an annual work plan. To  produce 
a report at the end of the financial year which will include an assessment of compliance 
with the Committee’s terms of reference and a review of the effectiveness of the 
committee. 
 
In carrying out its work the Committee will primarily use the work of Internal Audit, 
External Audit and other assurance functions, but will not be limited to these functions. 
It will seek reports and assurances from directors and managers as appropriate, 
concentrating on the over-arching systems of integrated governance, risk management 
and internal control. This will be evidenced through the Committee’s use of an effective 
assurance framework to guide its work and that of the audit and assurance functions 
that report to it. 
 
In particular the Committee will review the adequacy of: 
 
1.0 Governance, Risk Management and Internal Control 
 
1.1 The system of risk identification and associated controls, reporting and governance. 

The underlying assurance processes that indicate the degree of the achievement 
of corporate objectives, effectiveness of the management of principal risks and the 
accuracy of the above disclosure statements 

 
1.2 The structures, processes and responsibilities for identifying and managing key 

risks facing the organisation including the production and issue of any risk and 
control related disclosure statements. This will include the Annual Governance 
Statement and declarations of compliance with relevant regulatory, legal and 
conduct requirements or other appropriate independent assurances, prior to 
endorsement by the Board.  

 
1.3 The arrangements in place for counter fraud and security that meet NHS Protect’s 

standards and review of the outcomes of the work in these areas.   
 
1.4 Adequacy of arrangement by which staff may in confidence raise concerns about 

possible improprieties in financial, clinical or safety matters and ensure that any 
such concerns are investigated proportionately and independently.  

 
1.5 Review the adequacy of systems and processes in place to support the delivery of 

the Trust clinical audit programme, ensuring that work is planned to maximise 
impact with other relevant audit work 

 
2.0 Internal Audit 

 
The Committee shall ensure that there is an effective internal audit function that meets 
mandatory Governance Internal Audit Standards and provides appropriate independent 
assurance to the Committee, Chief Executive and Board. This will be achieved by: 
 
2.1 Consideration of the provision of the internal audit service, the cost of the audit, and 

any questions of resignation and dismissal. 
 
2.2 Reviewing and approval of the internal audit plan ensuring that this is consistent 

with the audit needs of the organisation as identified in the Assurance Framework. 
 
2.3 Considering the major findings of internal audit work (and management’s response) 

and the monitoring progress on the implementation of the recommendations. 
 
2.4 Ensuring that the internal audit function is adequately resourced, is co-ordinated 

with external audit, and has appropriate standing within the organisation. 
 
2.5 Annual review of the effectiveness of internal audit. 
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3.0 External Audit 
 
The Committee shall review the work and findings of the external auditors and consider 
the implications and management’s response to their work. This will be achieved by: 
 
3.1 Consideration of performance of the external auditors.  
 
3.2 Discussion and agreement with the external auditors, before the audit commences, 

of the nature and scope of the audit as set out in the annual plan, and ensuring co-
ordination, as appropriate, with other external auditors in the local health economy. 

 
3.3 Assessing the auditor’s work and fees on an annual basis to ensure that the work is 

of a sufficiently high standard and that the fees are reasonable, using performance 
measures as appropriate. 

 
3.4 Discussing with the external auditors their local evaluation of audit risks and 

assessment of the trust and associated impact on the audit fee. 
 
3.5 Reviewing the work, findings and reports of the external auditor, including the 

report to those charged with governance, and consider the implications and 
management’s responses of such work, reports and findings including value for 
money reports and annual audit letters. 

 
3.6 Ensuring there is a policy in place for the engagement of external auditors to supply 

non audit services,  
 
4.0 Management Assurance 
 
The Committee shall request and review reports and positive assurances from directors 
and managers on the overall arrangements for governance, risk management and 
internal control. It may also request specific reports from individual functions within the 
organisation as they may be appropriate to the overall arrangements. 
 
5.0 Financial Assurance 
 
5.1 The Committee shall monitor the integrity of the financial statements of the Trust 

and any formal announcements relating to the Trust’s financial performance. 
 
5.2 The Committee should ensure that the systems for financial reporting to the Board, 

including those of budgetary control, are subject to review as to completeness and 
accuracy of the information provided to the Board. 

 
5.3 The Committee shall review the Annual Report and Financial Statements before 

submission to the Board, focusing particularly on: 
 

 Meaning and significance of the figures, notes and significant changes.  

 Areas where judgement has been exercised.   

 Changes in, and compliance with, accounting policies, practices and estimation 
techniques 

 Unadjusted mis-statements in the financial statements 

 Explanation of estimates or provisions having a material effect.  

 Schedule of losses and special payments.  

 Letter of representation 
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 Qualitative aspects of financial reporting. 

 Any reservations and disagreements between the external auditors and 
management which have not been satisfactorily resolved.  

 
6.0 Other assurance functions  
 
6.1 The Committee shall review the findings of other significant assurance functions, 

both internal and external to the organisation, and consider the implications for the 
governance of the organisation. These will include, but not be limited to, reviews 
by the Department of Health, regulators / inspectors e.g. Care Quality Commission 
and professional bodies with responsibility for the performance of staff or functions. 

 
6.2 The Committee will also review the work of other committees within the 

organisation, whose work can provide relevant assurance to the Committee’s own 
scope of work. This will particularly include all aspects of clinical governance and 
risk management. 

 
6.3 To review on behalf of the Board the operation of, and proposed changes to the 

standing orders, standing financial instructions, scheme of delegation, codes of 
conduct and standards of business conduct, including maintenance of registers.  

 
6.4 To examine the circumstances of any significant departure from the requirements 

of any of the foregoing, whether those departures relate to a failing, an overruling 
or a suspension.   

 

 
Reporting  
Arrangements: 

 
The minutes of the Committee shall be formally recorded and circulated to all Board 
members.  A summary report will be provided to every Board meeting including details 
of any matters in respect of which actions or improvements are needed. This will 
include details of any evidence of potentially ultra vires, otherwise unlawful or improper 
transactions, acts, omissions or practices.  To the extent that such matters arise, the 
chair of the Committee shall draw the Board’s attention to the issues.   
 
The Committee will report to the Board at least annually on its work in support of the 
annual governance statement, specifically commenting on the fitness for purpose of the 
assurance framework, the completeness and ‘embeddedness’ of risk management in 
the organisation, the integration of governance arrangements, the appropriateness of 
the evidence complied to demonstrate fitness to register with the CQC and the 
robustness of the processes behind the quality accounts. 
 

 
Date Ratified by 
Trust Board: 

 
January 2017  
 

 
Review Date: 

 
January 2018 
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COMMITTEE TERMS OF REFERENCE 

 
Committee Name: 

 
Charitable Funds Committee 
 

 
Constitution: 

 
Charitable Funds Committee (the Committee) is constituted as a 
standing committee of the Trust Board.   
 
The Committee is authorised by the Trust Board to investigate any 
activity within its terms of reference.  It is authorised to seek any 
information it requires from any member of staff and all members of 
staff are required to co-operate with any request from the 
Committee. 
 
The Committee is authorised by the Board to request attendance of 
individuals and authorities from outside the Trust with relevant 
experience and expertise if deemed necessary. 
 

 
Purpose: 

 
The Committee will oversee the management, investment, and 
effective use of charitable funds.  The Committee will approve 
expenditure from the charitable funds of the Trust in accordance with 
the delegated authority from the Board, the objects of each fund and 
in compliance with Charity Commission Regulations. 
 
The Committee will ensure that risks relevant to the Committee’s 
purpose are minimised through the application of the Trust’s risk 
management system.   This will include, but not be restricted to the 
consideration of significant risks to the delivery of the Trust’s 
strategic objectives, through review and scrutiny of the relevant risks 
from the BAF and the divisional/corporate risk registers requiring 
consideration in accordance with the risk management policy.   
 

 
Membership: 

 
The Committee shall be composed of:  

• One Non-Executive Director  

• Director of Finance 

• Medical Director / Chief Nurse (shared membership). 

 

 
Attendance: 

 
Meetings of the Committee will routinely be attended by:  

• Director of Communication and Marketing.  

• Head of Fundraising 

• Assistant of Finance (Financial Accounts) 

• Chair of Medical Board 

 
The Committee will invite additional attendees dependent upon the 
agenda items. 
 
 

 
Quorum: 

 
A quorum shall be 2 out of 3 members including the Non-Executive 
Director (chair) 
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Frequency: 

 
Meetings will be held at least quarterly.   
 

 
Duties: 

 
The Committee will : 

1. Identify annual objectives of the Committee to inform an annual 
work plan. To  produce a report at the end of the financial year 
which will include an assessment of compliance with the 
Committee’s terms of reference and a review of the 
effectiveness of the committee 

2. Review and recommend to the Board the annual accounts and 
annual report of the charity and ensure relevant information is 
disclosed. 

3. Invest and apply the income, funds and property of the 
charitable funds in accordance with the Trust’s policies and 
procedures.   

4. Invest and review the investment funds not needed for 
immediate applications, in conjunction with the Trust’s brokers.   

5. Seek to maximise, through donations, bequests, grants, 
fundraising and other appropriate and legitimate means, 
contributions to non-exchequer charitable funds. 

6. Oversee delivery of the Trust’s fundraising strategy.  

7. Review and monitor the effectiveness derived from grants of 
money to the Trust. 

8. Review balances held in individual accounts.  The Committee 
may require signatories of funds with large balances to 
complete an annual spending plan.  

9. To receive and consider applications for grants from charitable 
funds held within the criteria adopted through a visible and 
transparent decision making process.  

10. Approve policies and procedures required for effective 
management of the Fund. This will incorporate oversight of 
associated compliance arrangements such as those required 
by the Charities Commission, IFRS and Trust’s Financial 
Instructions.  

11. Ensure the Trust’s Investment Policy and Treasury 
Management policies are adhered to.  

12. Give the Board assurance that the systems, policies and 
procedures they have put in place to deliver Charitable Funds 
plans are operating in compliance with appropriate standards, 
are effective, are focused on key risks and is driving the 
delivery of the Trust's objectives. 

13. Consider reports from the Trusts’ brokers in relation to the 
performance of the investment funds. 

 

 
Sub 
Committees/Group: 
  

 
N/a 

 
Reporting  
Arrangements: 

 
The minutes of the Committee shall be formally recorded and made 
available to the Board. 
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A summary of the issues considered, risks identified and assurance 
provided will be summarised in a committee assurance report to the 
Trust Board.   
 
The Chair of the Committee shall draw the attention of the Trust 
Board any issues which require disclosure to the Trust Board or 
require executive action. 
 

 
Other: 

 
The Committee will use the Chair’s Log  in accordance with the Trust 
Assurance and Escalation Policy to : 

• Escalate risk over the threshold delegated to the committee.  

• Escalate decisions outside the delegated authority of the 
committee 

• Communicate gaps in assurance to be addressed by other 
forums.  

• Commission tasks for other committees 

• Integrate issues which cross the terms of reference of different 
committees 

 

 
Date Ratified by 
Trust Board: 

 
January 2017  

 
Review Date  
 

 
January 2018 
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COMMITTEE TERMS OF REFERENCE 

 
Committee Name: 

 
Finance and Performance Committee 
 

 
Constitution: 

 
Finance and Performance Committee (the Committee) is constituted 
as a standing committee of the Trust Board.   
 
The Committee is authorised by the Trust Board to investigate any 
activity within its terms of reference.  It is authorised to seek any 
information it requires from any member of staff and all members of 
staff are required to co-operate with any request from the Committee, 
 
The Committee is authorised by the Board to request attendance of 
individuals and authorities from outside the Trust with relevant 
experience and expertise if deemed necessary. 
 

 
Purpose: 

 
The Committee will provide assurance to the Board in relation to 
financial and corporate performance. The Committee will review and 
advise the Board on in year performance against agreed targets and 
objectives.  
 
To ensure that risks relevant to the Committee’s purpose are 
minimised through the application of the Trust’s risk management 
system.   This will include, but not be restricted to the consideration of 
significant risks to the delivery of the Trust’s strategic objectives, 
through review and scrutiny of the relevant risks from the BAF and 
the divisional/corporate risk registers requiring consideration in 
accordance with the risk management policy. 
  

 
Membership: 

 
The Committee shall be composed of:  

• 2 Non-Executive Directors of the Trust, one of whom will act as 
Chair.  

• Chief Executive. 

• Director of Finance   

• Director of HR & OD 

  

 
Attendance: 

 
Meetings of the Committee will routinely be attended by:  

• Director / Deputy Director of Operations 

• Deputy Directors of Finance 

• Director of IT  

• Associate Director of Change  

• Associate Director of Corporate Affairs  
 
The Committee will invite additional attendees dependent upon the 
agenda items. 
 

 
Quorum: 

 
A quorum shall be three and should include one non-executive and 
one executive director.      
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Frequency: 
 

 
Meetings will be held monthly.  

 
Duties: 

 
1.0   Identify annual objectives of the Committee to inform an annual 

work plan. To  produce a report at the end of the financial year 
which will include an assessment of compliance with the 
Committee’s terms of reference and a review of the 
effectiveness of the committee 

 
Specific duties include:  

 
2.0 Finance  
 
2.1 To review the draft annual financial plan, including working capital 

and cash management for recommendation to the Trust Board. 
 
2.2 To monitor delivery of the Trust’s  financial targets and objectives 

including: 

 Cash flow forecast. 

 Overall I & E performance and forecast outturn supported by 
an assessment of quantified financial risks and mitigation 
opportunities 

 Activity performance and associated income. 

 Quality, Efficiency and Productivity (QEP) 

 Directorates’ monthly financial performance together with 
financial recovery actions plans as appropriate.  

 Monitoring and delivery of capital programme and 
subsequent benefits. 

 The Trust’s Long Term Financial Model (‘LTFM’) and make 
recommendations for corrective action should excess 
variances occur. 

 
2.3 To consider the implications of longer term financial strategy for 

the Trust given the NHS commissioning arrangements, 
resources available and the local economy position. 

 
2.4 To monitor the Trust position under the commissioning contracts 

and the relationship between activity, income and costs.  
 
2.5 To oversee/scrutinise and approve within delegated limits 

business cases for developments or changes in service. To 
make recommendations to the Trust Board in relation to 
investment cases above delegated limits of the Committee and 
confirm assurance that business cases comply with standards 
set by the Trust and its regulators.   

 
2.6 To monitor progress against developments in service and major 

capital schemes. 
 
2.7 To ensure development of financial reporting including 

development of service line reporting in accordance with best 
practice.  
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3.0 Operational Performance  

3.1 To monitor delivery of the Trust’s operational performance. 
Review and scrutinise action plans to address failing targets 
and/or poor performance.   

 
3.2 To assure the Board that appropriate performance management 

systems are in place to deliver agreed targets.    
 

4.0 IT 

To oversee delivery of the IT Strategy and Plan and gain assurance 
that IT systems support the delivery of the Trust’s objectives. The 
Committee will make recommendations for improvement where the 
Trust is not meeting its objectives.    
 

5.0 Health and Safety   

To assure the Board that there are appropriate arrangements in place 
to ensure that the Trust discharges its H & S responsibilities and 
monitors improvement activity where the Trust is not meeting its 
objectives.  
 

 
Sub 
Committees/Group  

 
The Committee will establish, as necessary, appropriate sub-
committees to provide assurances and exceptions about specific 
aspects of finance, corporate performance, information technology 
and H & S. Each sub committee will provide a summary of its meeting 
including key assurances and identified exceptions (and associated 
actions to address).   
 
The following sub committees shall report to the Committee and 
provide assurance in relation to the specific areas of agreed 
responsibility: 

• Capital Planning 

• IT Programme Board 

• H & S Sub Committee  

 

 
Reporting  
Arrangements: 

 
The minutes of the Committee meeting shall be formally recorded and 
made available to the Board. 
 
A summary of the issues considered, risks identified and assurance 
provided will be summarised in a committee assurance report to the 
Trust Board.   
 
The Chair of the Committee shall draw the attention of the Trust 
Board any issues which require disclosure to the Trust Board or 
require executive action. 
 

 
Other  

 
The Committee will use the Chair’s Log  to: 

• Escalate risk over the threshold delegated to the committee.  

• Escalate decisions outside the delegated authority of the 
committee 

• Communicate gaps in assurance to be addressed by other 
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forums.  

• Commission tasks for other committees 

• Integrate issues which cross the terms of reference of different 
committees 

 

 
Date Ratified by 
Trust Board: 
 

 
January 2017  

 
Review Date  
 

  
January 2018  
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COMMITTEE TERMS OF REFERENCE 
 

 
Committee Name: 

 
Nomination and Remuneration Committee 
 

 
Constitution: 

 
The Nomination and Remuneration Committee (the Committee) is constituted as a 
standing committee of the Trust's Board of Directors (the Board). Its constitution and 
terms of reference shall be as set out below, subject to amendment at future Board 
meetings. 
 
The Committee has no executive powers other than those specifically delegated in 
these terms of reference.  
 
The Committee is authorised by the Trust Board to investigate any activity within its 
terms of reference.  It is authorised to seek any information it requires from any 
member of staff and all members of staff are required to co-operate with any request 
from the Committee. 
 
The Committee is authorised by the Board to request attendance of individuals and 
authorities from outside the Trust with relevant experience and expertise if deemed 
necessary. Where remuneration consultants are appointed, a statement should be 
made available of whether they have any other connection with the Trust. 
 

 
Purpose: 

 
The Committee will be responsible for identifying and appointing candidates to fill the 
executive director positions on the Board and determining their remuneration and terms 
and conditions of service.  Establish and keep under review a remuneration policy in 
respective of executive directors and senior managers, on locally determined pay. 
 
To ensure that risks relevant to the Committee’s purpose are minimised through the 
application of the Trust’s risk management system.   This will include, but not be 
restricted to the consideration of significant risks to the delivery of the Trust’s strategic 
objectives, through review and scrutiny of the relevant risks from the BAF and the 
divisional/corporate risk registers requiring consideration in accordance with the risk 
management policy.    
  

 
Membership: 

 
The Committee shall be composed of the non-executives of the Board.  The Trust chair 
will chair the committee.  When appointing Executive Directors (other than the Chief 
Executive), the Committee will also include the Chief Executive 
 

 
Attendance: 

 
The Committee will invite additional attendees dependent upon the agenda items.   
Care should be taken to recognise and avoid conflicts of interest. The Chief Executive 
or any other Director will not be involved in deciding his/ her remuneration. . 
 

 
Quorum: 

 
To be quorate the meeting must have at least three Non-Executive directors in 
attendance, one of whom should be the Chair or Vice Chair of the Trust. 
 

 
Frequency: 

 
Meetings shall be held as required but not less than once a year 
 
 

 
Duties: 

 
Appointments  
 

1. Regularly review the structure, size and composition (including the skills, 
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knowledge, experience and diversity) of the Board, making use of the output of 
the Board evaluation process as appropriate, and make recommendations to 
the Board, as applicable, with regard to any changes.  

 
2. Give full consideration to and make plans for succession planning for the Chief 

Executive and other Executive Directors taking into account the challenges and 
opportunities facing the Trust and the skills and expertise needed on the Board 
in the future.  

 
3. Keep the leadership needs of the Trust under review at executive level to 

ensure the continued ability of the Trust to operate effectively in the health 
economy.  

 
4. Be responsible for identifying and appointing candidates to fill posts within its 

remit as and when they arise.  
 

5. When a vacancy is identified in respect of those posts within its remit, evaluate 
the balance of skills, knowledge, experience and diversity on the Board, and in 
the light of this evaluation, prepare a description of the role and capabilities 
required for the particular appointment. In identifying suitable candidates the 
Committee shall use open advertising or the services of external advisers to 
facilitate the search; consider candidates from a wide range of backgrounds; 
and consider candidates on merit against objective criteria.  

 
6. Ensure that proposed appointees disclose any business interests that may 

result in a conflict of interest prior to appointment and that any future business 
interests that could result in a conflict of interest are reported.  

 
7. Consider any matter relating to the continuation in office of any Executive 

Director including the suspension or termination of service of an individual as an 
employee of the Trust, subject to the provisions of the law and their service 
contract.  

 
Remuneration 
 

8. Establish and keep under review a remuneration policy in respective of 
executive directors and senior managers, on locally determined pay.  

 
9. In accordance with relevant laws, regulations and Trust policies, decide and 

keep under review the terms and conditions of office of the Trust’s executive 
directors and senior managers on local pay including:  

 salary, including any performance-related pay or bonus;  

 provisions for other benefits, including pensions and cars;  

 allowances;  

 payable expenses. 

 
10. Consider what compensation commitments (including pension contributions and 

other elements) their directors’ terms of appointment would give rise to in the 
event of early termination.   

 
11. Monitor and assess the output of the evaluation of the performance of individual 

executive directors and consider the output when reviewing changes to 
remuneration levels.   

 
12. Monitor procedures to ensure that existing directors are and remain fit and 

proper persons as defined in law and regulation.  
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Reporting  
Arrangements: 

 
The minutes of the Committee meeting shall be formally recorded. The minutes will be 
made available to the Board unless it is inappropriate to do so.    
 
The Chair of the Committee shall draw the attention of the Board any issues which 
require disclosure to the Trust Board or require executive action. 
 

 
Other  

 
The Committee will use the Chair’s Log  in accordance with the Trust Assurance and 
Escalation Policy to : 

• Escalate risk over the threshold delegated to the committee.  

• Escalate decisions outside the delegated authority of the committee 

• Communicate gaps in assurance to be addressed by other forums.  

• Commission tasks for other committees 

• Integrate issues which cross the terms of reference of different committees 

 

 
Date Ratified by 
Trust Board: 

 
January 2017  

  
Review date: 
 

 
January 2018 
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COMMITTEE TERMS OF REFERENCE 

 
Committee Name: 
 

 
Quality Governance Committee 

 
Constitution: 

 
Quality Governance Committee (the Committee) is constituted as a 
standing committee of the Trust Board.   
 
The Committee is authorised by the Trust Board to investigate any 
activity within its terms of reference.  It is authorised to seek any 
information it requires from any member of staff and all members of 
staff are required to co-operate with any request from the 
Committee. 
 
The Committee is authorised by the Board to request attendance of 
individuals and authorities from outside the Trust with relevant 
experience and expertise if deemed necessary. 
 

 
Purpose: 

 
The Committee provides assurance to the Board that high standards 
of care are provided and that adequate and appropriate governance 
structures, processes and controls are in place to: 

• Promote safety and excellence in patient care. 

• Deliver high quality patient experience 

• Ensure effective and efficient use of resources through 
evidence-based clinical practice. 

• Promote wellbeing of patients. 

• Create a culture of patient safety and learning.  

 
The Committee will ensure that risks relevant to the Committee’s 
purpose are minimised through the application of the Trust’s risk 
management system.   This will include, but not be restricted to the 
consideration of significant risks to the delivery of the Trust’s 
strategic objectives, through review and scrutiny of the relevant risks 
from the BAF and the divisional/corporate risk registers requiring 
consideration in accordance with the risk management policy.   
 

 
Membership: 

 
The Committee shall be composed of:  

 One Non-Executive Directors who will be chair.   

 Chief Executive 

 Chief Nurse  

 Medical Director    

    

 
Attendance: 

 
Meetings of the Committee will routinely be attended by:  
  
• Associate Clinical Non-Executive Director 

• Deputy Director of Operations 

• Risk and Governance Manager 
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• Representatives from each of the divisions including Chiefs of 
Service.  

• Clinical Director of Pharmacy 

• Deputy Director of Nursing  

• Trust Audit Lead 

• Associate Director of Corporate Affairs 

 
The Committee will invite additional attendees dependent upon the 
agenda items. 
 

 
Quorum: 

 
A quorum shall be 2.      
 

 
Frequency: 

 
Meetings will be held.   
 

 
Duties: 

 
The Committee will : 

1. Identify annual objectives of the Committee to inform an annual 
work plan. To  produce a report at the end of the financial year 
which will include an assessment of compliance with the 
Committee’s terms of reference and a review of the 
effectiveness of the committee 

2. Review and monitor compliance with statutory standards, 
legislative requirements and accreditation standards and 
ensure that the Trust incorporates recommendations from 
external bodies into practice and that there are mechanisms in 
place to monitor delivery.  

3. Develop and promote the vision, values and culture of clinical 
governance, quality, patient safety and clinical standards 
across the organisation and provide assurance that the 
structures and processes of quality governance are effective.  

4. Review the quality dashboard and review and approve action 
plans to ensure that corrective action to address failing 
performance is effective.  

5. Monitor progress in relation to the Trust’s Quality Plan and 
receive assurance on the effective implementation of the Plan. 

6. Ensure that care is based on best practice / national guidance, 
ensuring effective and efficient use of resources through 
evidence based clinical practice and compliance with clinical 
standards.  

7. Oversee the processes within the Trust to ensure that 
appropriate action is taken in response to adverse clinical 
incidents, complaints and litigation and that good practice is 
disseminated within the Trust.  

 

8. Review and ensure that lessons are learned and implemented 
across the organisation from patient feedback, including patient 
safety data and trends, compliments, complaints and patient 
surveys; 

9. Ensure compliance with accreditation requirements with 
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external bodies especially CQC, NICE, and National Patient 
Safety Agency. 

10. Consider quality impact of Trust change projects, including 
quality and efficiency programme.  

11. Receive, consider and comment upon the Annual Quality 
Account  and recommend its approval to the Trust Board 

 

 
Sub 
Committees/Group:  

 

The following sub committees and groups shall report to the 
Committee and provide assurance in relation to the specific areas of 
agreed responsibility according to their terms of reference and 
forward plans: 

• Patient Safety  Sub-Committee 

• Clinical and Cost Effectiveness Sub-Committee 

• Patient Experience Sub-Committee 

• Scheduled /Unscheduled Care  Governance Group  

• LCL Quality Assurance Group  

 

 
Reporting  
Arrangements: 

 
The minutes of the Committee shall be formally recorded and made 
available to the Board. 
 
A summary of the issues considered, risks identified and assurance 
provided will be summarised in a committee assurance report to the 
Trust Board.   
 
The Chair of the Committee shall draw the attention of the Trust 
Board any issues which require disclosure to the Trust Board or 
require executive action. 
 

 
Other: 

 
The Committee will use the Chair’s Log  in accordance with the Trust 
Assurance and Escalation Policy to : 

• Escalate risk over the threshold delegated to the committee.  

• Escalate decisions outside the delegated authority of the 
committee 

• Communicate gaps in assurance to be addressed by other 
forums.  

• Commission tasks for other committees 

• Integrate issues which cross the terms of reference of different 
committees 

 
 

 
Date Ratified by 
Trust Board: 

 
January 2017 
 

 
Review Date: 

 
January 2018 
 

 

T
O

R
 -

 Q
G

Page 166 of 179



Royal Liverpool and Broadgreen University Hospitals NHS Trust 
 

4 
 

 

;  

  

 

  

T
O

R
 -

 Q
G

Page 167 of 179



Royal Liverpool and Broadgreen University Hospitals NHS Trust 
 

1 
 

COMMITTEE TERMS OF REFERENCE 

 
Committee Name: 

 
Workforce Committee  
 

 
Constitution: 

 
The Workforce Committee (the Committee) is constituted as a 
standing committee of the Trust's Board of Directors (the Board). Its 
constitution and terms of reference shall be as set out below, subject 
to amendment at future Board meetings. 
 
The Committee is authorised by the Trust Board to investigate any 
activity within its terms of reference.  It is authorised to seek any 
information it requires from any member of staff and all members of 
staff are required to co-operate with any request from the Committee. 
 
The Committee is authorised by the Board to request attendance of 
individuals and authorities from outside the Trust with relevant 
experience and expertise if deemed necessary.   
 

 
Purpose: 

 

The Committee is responsible for providing assurance to the Board of 

the delivery of the workforce strategy and ensure compliance with 

statutory targets and legislation relating to employment of staff.  The 

Committee will also ensure that the Trust’s workforce has the 

capacity and capability to deliver the Trust’s strategic vision through 

effective management, leadership and development, workforce 

planning and organisation development 

To ensure that risks relevant to the Committee’s purpose are 
minimised through the application of the Trust’s risk management 
system.   This will include, but not be restricted to the consideration of 
significant risks to the delivery of the Trust’s strategic objectives, 
through review and scrutiny of the relevant risks from the BAF and 
the divisional/corporate risk registers requiring consideration in 
accordance with the risk management policy (risk score of 10 or 
greater).   
 

 
Membership: 

 
The Committee shall be composed of:  

 One Non-Executive Director who will act as the chair.  

 Chief Executive 

 Director of HR & OD 

 Director of Finance  

 Chief Nurse 

 Medical Director  

  
 

 
Attendance: 

 
Meetings of the Committee will routinely be attended by 

 Associate Non – Executive Director  
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 Deputy Director of HR & OD  

 Associate Directors of HR & OD 

 Associate Director of Corporate Affairs  

 Deputy Director of Finance  

 Director/Deputy Ops  

 
The Committee will invite additional attendees dependent upon the 
agenda items. 
 

 
Quorum: 

 
A quorum shall be three and should include one executive director 
and one non-executive.     
 

 
Frequency: 

 
Meetings will be held every two months.   
 

 
Duties: 

 
1. Identify annual objectives of the Committee to inform an annual 

work plan. To produce a report at the end of the financial year 
which will include an assessment of compliance with the 
Committee’s terms of reference and a review of the effectiveness 
of the committee. 
 

2. Review the delivery of the Trust’s workforce strategy and ensure 
that performance management of the workforce is aligned with 
the   strategy.  
 

3. Review performance indicators relevant to workforce including 
sickness absence, bank/agency usage and expenditure, training, 
appraisal, staff turnover.  Monitor action plans to deliver improved 
performance where performance below target.  
 

4. Oversee delivery of specific efficiency programmes improvements 
relating to workforce, for example; the reduction of sickness 
absence and improved recruitment practices in support of the 
Trust’s cost improvement and quality objectives.  
 

5. Monitor and evaluate Trust compliance with Public Sector 
Equality Duty and delivery of equality objectives 
 

6. Provide assurance to the Trust of compliance with key legal and 
professional body requirements including revalidation 
arrangements.   
 

7. Oversee and scrutinise Trust processes and outputs for 
workforce planning.  
 

8. Oversee the development and delivery of a workforce 
development plan based on an annual training needs analysis 
conducted via the appraisal system to ensure education and 
training plans support the development of a competent and 
capable workforce . 
 

9. Monitor the effectiveness of the Trust’s staff engagement strategy 
including reviewing staff survey results, monitoring 
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implementation of the action plan and effectiveness of 
arrangements to engage staff 
 

10. Ensure the development of standardised and improved HR 
systems and policies. 
 

11. Provide assurance to the Trust Board that HR initiatives in 
support of strategic workforce development are making 
appropriate progress against agreed measures. 
 

12. Provide assurance that the Trust is compliant with relevant HR 
legislation and best practice.  

 

 
Sub 
Committees/Group  

 
The Committee will establish, as necessary, appropriate sub-
committees or groups to provide assurances and exceptions about 
specific aspects of   workforce, education and organisation 
development.       Each sub committee will provide a summary of its 
meeting including key assurances and identified exceptions (and 
associated actions to address).   
 

 
Reporting  
Arrangements: 

 
The minutes of the Committee shall be formally recorded and made 
available to the Board. 
 
A summary of the issues considered, risks identified and assurance 
provided will be summarised in a committee assurance report to the 
Trust Board.   
 
The Chair of the Committee shall draw the attention of the Trust 
Board any issues which require disclosure to the Trust Board or 
require executive action. 
 

 
Other  

 
The Committee will use the Chair’s Log  to: 

• Escalate risk over the threshold delegated to the committee.  

• Escalate decisions outside the delegated authority of the 
committee 

• Communicate gaps in assurance to be addressed by other 
forums.  

• Commission tasks for other committees 

• Integrate issues which cross the terms of reference of different 
committees 

Date Ratified by 
Trust Board: 

 
January 2017  
 

 
Review Date  

 
January 2018  
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Senior Information Risk Owner (SIRO) AUTHOR: John Graham 

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ To note Sponsor: John Graham 
X For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  31/01/2017 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this will be discussed:  Information Governance Group 
(Please see appendix for details of full audit trail of this paper) 

Has this paper considered the following? 

Key stakeholders: Our compliance with: 
X Patients X Regulators (PCT/SHA, Monitor, CQC etc) 

X Staff X Legal frameworks (HSE, NHS Constitution etc.) 

☐ Other (Students, Community, other HCPs) ☐ Equality, diversity & human rights 
 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

In the NHS, the Chief Executive is the Accounting Officer of the organisation and has overall 

accountability and responsibility for Information Governance. He is required to provide assurance, 

through the Statement of Internal Controls, that all risks to the organisation, including those relating 

to information, are effectively managed and mitigated. 

 

Senior level ownership of information risk is a key factor in successfully raising the profile of 

information risks and to embedding information risk management into the overall risk management 

culture of the organisation. Senior leadership demonstrates the importance of the issue and is 

critical in obtaining the resources and commitment necessary to ensuring information security 

remains high on the agenda of the Board 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 What is a Senior Information risk Owner? (SIRO) 

 What is their role in the organisation? 

 Who is the recommended SIRO 

 

3. CONCLUSION AND RECOMMENDATION        

 

The Trust Board are asked to approve Mr David Walliker, Director of IT as the SIRO for the Trust; to 

take on the roles and responsibilities described in this report. 
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Senior Information Risk Owner (SIRO) AUTHOR: John Graham 

 

MAIN REPORT:  

            

1. What is a Senior Information Risk Owner (SIRO) 

The Information Governance Toolkit defines the SIRO as an Executive Director or member of the 

Senior Management Board with overall responsibility for the organisation’s information risk policy. 

The SIRO will also lead and implement the information governance risk assessment and advise the 

Board on the effectiveness of risk management across the organisation. 

 

The SIROs should be familiar with information risks and the organisation’s response to risk to 

ensure they can provide the necessary input and support to the Board and to the Chief Executive. 

The SIRO should not be the Caldicott Guardian as they should be part of the organisation's 

management hierarchy rather than being in an advisory role. 

 

2. The Role of the Senior Information Risk Owner 

1. The SIRO will be expected to understand how the strategic business goals of the 
organisation may be impacted by information risks. 

2. The SIRO will act as an advocate for information risk on the Board and in internal 
discussions, and will provide written advice to the Chief Executive on the content of the 
annual Statement of Internal Control (SIC) in regard to information risk.  

3. The SIRO will provide an essential role in ensuring that identified information security risks 
are followed up and incidents managed and should have ownership of the Information Risk 
Policy and associated risk management Strategy and processes. He will provide leadership 
and guidance to a number of Information Asset Owners.  

4. The key responsibilities of the SIRO are to:  

a. oversee the development of an Information Risk Policy, and a Strategy for 
implementing the policy within the existing Information Governance Framework;  

b. take ownership of the risk assessment process for information risk, including 
review of an annual information risk assessment to support and inform the 
Statement of Internal Control;  

c. review and agree action in respect of identified information risks;  

d. ensure that the organisation’s approach to information risk is effective in terms of 
resource, commitment and execution and that this is communicated to all staff;  

e. provide a focal point for the resolution and/or discussion of information risk issues;  

f. ensure the Board is adequately briefed on information risk issues 

 

5. The SIRO will be required to undertake and pass strategic information risk management 

training at least annually.       
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Senior Information Risk Owner (SIRO) AUTHOR: John Graham 

 

3. CONCLUSION & RECOMMENDATION   

The Information Governance Toolkit defines the role of the SIRO to support the Chief Executive 

and the Board in ensuring compliance with appropriate standards and managing information 

risks. 

 

This is an important role and needs to be fulfilled by an Executive or Board member in order to 

make strategic decisions, ensure resources are made available and compliance is part of the 

Trusts day to day processes. 

 

The Trust Board are asked to approve Mr David Walliker, Director of IT as the SIRO for the 

Trust; to take on the roles and responsibilities described in this report. 

 

   . 
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Board Code of Conduct     
This Code is written to support the Trust’s Standards of Personal and Business Conduct Policy.  
As members of the Trust Board we will adhere to the seven principles of Public Life (Nolan 
Principles):   1. Selflessness, 2. Integrity, 3. Objectivity, 4. Accountability, 5. Openness, 6. Honesty, 
and 7. Leadership.    
 
Our Board Code of Conduct has been defined against the Trust values and reflects how we will 
operate as the  Board of Directors. 
 
Patient centred 
We will: 

 Ensure that the interests of our patients, in terms of quality of care and experience,  are 
central to all our decisions.   

 Ensure decisions are based on sound evidence and are clinically driven for the benefit of our 
patients.   

 
Professional  
We will  

 Maintain our professional competence including a sound understanding of the external 
environment, considering future risks and opportunities.   

 Operate as a unitary Board, positively  contributing to meetings and collectively supporting 
the implementation of decisions made by the Board 
 

Open and Engaged  
We will  

 Actively listen to our patients, staff, colleagues, partners and external bodies and ensure 
that we adopt good practice and learn from our mistakes. 

 Treat everyone fairly by active listening,  recognising the  skills and experience  of others,   
encourage diversity of views supporting each other through effective challenge, 
 

Collaborative 
We will:  

 Establish effective networks, contacts and partnerships both within and outside Trust, for 
the benefit of our patients valuing the contributions from others.   

 Operate as a unitary Board, with each member demonstrating the ability to think 

strategically and contribute to areas outside their specialist field. 

 
Creativity 
We will  

 Positively seek opportunities to maintain the sustainability of the Trust whilst managing risks 
in accordance with our risk appetite statement.   

 Create a culture of innovation both within the Trust and with external stakeholders to 
deliver our vision for a life science campus to improve the health and wellbeing of the 
population.  
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Glossary of terms 

 
 
 

Acronym Term Definition 

 95th percentile The 95th percentile shows the result for 95% of patients. 

 Absenteeism % working days lost due to staff sickness. 

A&E Accident & Emergency 
Department 

Assesses and treats patients with serious injuries or illnesses. 

 Accountability The requirement to report and explain performance 

 Active pathway  

AMI Acute myocardial infarctions Commonly known as a heart attack. 

AHP Allied health professionals  

 Block patients  

BAF Board Assurance 
Framework 

A register of the major strategic risks to the Trust and what is being 
done to manage them. 

BMT Bone marrow 
transplantation 

A bone marrow transplant is a procedure that involves replacing 
damaged bone marrow with healthy bone marrow stem cells. 

CAS Central Alerting System Provides safety alerts. 

CAUTIs Catheter Associated Urinary 
Tract Infections 

Urinary tract infections (UTIs) which are associated with the use of a 
urinary catheter. 

CCG Clinical Commissioning 
Group 

CCGs are groups of GPs that will, from April 2013, be responsible for 
commissioning/buying local health and care services. 

CCSS Core Clinical Support 
Services 

 

CDT Clostridium Difficile Toxin 
infection 

Clostridium difficile infection is reported, based on detection of CDT 
that includes all samples except those where the patient has already 
been diagnosed in the previous four weeks. Measured as an absolute 
number of trust-attributable cases against an agreed trajectory. 

CLRN Comprehensive Local 
Research Network 

25 CLRNs cover the whole of England by region. They coordinate and 
facilitate the conduct of clinical research. 

CPE Carbapenemase-producing 
Enterobacteriaceae 

CPE is the name given to a group of bacteria that have become very 
resistant to antibiotics. Many of these bacteria usually live harmlessly 
in the gut of humans or that of animals and help to digest food. 
However, if they get into the wrong place such as the bladder or 
bloodstream they can cause infection. 

CQC Care Quality Commission The Care Quality Commission (CQC) regulates all health and adult social 
care services in England. 

CQUIN Commissioning for Quality 
and Innovation 

 

 Day cases An elective patient admitted during the course of a day for treatment 
that does not require the use of a hospital bed overnight. 

DNAs Did Not Attends Outpatient appointments where the patient failed to attend. 

DoH Department of Health  

DVT Deep Vein Thrombosis Deep vein thrombosis (DVT) is a blood clot in a major vein that usually 
develops in the legs and/or pelvis. 

EBITDA Earnings before interest, 
tax, depreciation and 
amortisation 

A measure of the performance of the “underlying business” ie 
surplus/deficit from day to day operations. 

 EBITDA margin This compares the actual EBITDA to the income achieved. 

   

 Elective patients Patients for whom a procedure is performed by choice and planned. 

ECIST Emergency Care Intensive 
Support Team 

 

EDMS Electronic Document 
Management System 

 

ESBL Extended Spectrum Beta-
Lactamase 

The number of Trust attributes ESBL (Extended Spectrum Beta-
Lactamase) bloodstream infections reported, measured as an absolute 
number against an agreed trajectory. 
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Acronym Term Definition 

FT Foundation Trust  

FY Full Year  

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine. 
 

 Global trigger tool  

H&S Health & Safety  

HCA Health Care Assistant  

HRG Healthcare Resource Groups  

HSMR Hospital standardised 
mortality ratio 

This gives the case-mix adjusted mortality rate of the “HSMR basket of 
diagnoses” (the diagnoses that account for 80% of all in-hospital deaths 
relative to the national average). 

 I&E surplus This is the retained surplus as a percentage of revised income. 

 Inpatients A patient who occupies a bed for at least one night. 

LCRN Local Clinical Research 
Network 

 

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient 

 Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs. 

 Level 2 complaints More formal complaints. 0-25 working day response time. 

 Level 3 complaints  

 Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 
easily realisable) assets. 

 Locums A person who temporarily fulfils the duties of another.  

 Mandatory Training A 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 
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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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