
 
 

TRUST BOARD MEETING AGENDA – PUBLIC 
Date: 26th February 2019 

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 29th January 2019  
To approve the minutes of the Board of Directors 

BG 1 

3. 
 

Rolling Action Tracker and Calendar 
To discuss any outstanding actions 

BG 9 

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

LG Verbal 

 

ITEMS FOR CONSIDERATION 

7. Committee Assurance Report  
To note the report for information and assurance 

MW/All 13 

8. Integrated Performance Report 
To discuss and note key issues relating to this report 

All 21 

9. Freedom to Speak Up Update 
To note the report for information and assurance 

LG 76 

10. Safe Staffing – December 2018  
To note the report for information and assurance 

LG 84 

11. Draft Corporate Objectives 2019/20 
To consider the proposals within the report 

AK 97 

12. STP Update: C&M Health & Care Partnership Update 
To note the report for information and assurance 

AK 109 

CONCLUDING BUSINESS 

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

BG Verbal 

14. 
 

Questions from members of the public 
Members of the public are reminded that Trust Board meetings are meetings held in 
public, not public meetings.  
 
Members of the public do not have a right to ask questions although the Chair of the 
meeting may allow this at their discretion at the end of the meeting. Only questions 
which have been submitted to the Trust in advance of the meeting will be accepted.  
Questions relating to specific and detailed information that is held by the Trust these 
questions will generally be dealt with under the Freedom of Information Act 2000 and 
directed appropriately. 

BG Verbal 

14. Board Etiquette & Code of Conduct, Glossary of Terms, Risk Appetite & 
Declarations of Interest 
For Information 

All 118 

Finish Time: 12pm 

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 January 2019 at 10.00am 

Conference Room, Royal Liverpool University Hospital 

 

Present:  Bill Griffiths (BG) Chairman 

  Mike Eastwood (ME)  Non-Executive Director/Vice Chair 

  Aidan Kehoe (AK)   Chief Executive  

  Paul Bradshaw (PB)  Acting Director of Finance 

  Lisa Grant (LG)     Chief Nurse/Chief Operating Officer  

  Debbie Herring (DH)  Director of Workforce  

  Malcolm Jackson (MJ)  Non-Executive Director  

  Angela Phillips (AP)  Non-Executive Director 

  Geoff Stewart (GWS)  Non-Executive Director   

  Neil Willcox (NW)  Non-Executive Director 

   

In    

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

  Susan Young (SY)  Assoc. Non-Executive Director 

  David Walliker (DW)  Chief Information Officer 

     

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

Attending:   Yvonne Bottomley (YB) Head of Finance, Royal Redevelopment (Item 

18/217 only) 

 Keith McGreavy (KMc) Project Director, New Royal (Item 18/217 only) 

 Andrew Khodabukus (AKh) Consultant, Palliative Care (Item 18/202 only) 

 Phillip Weston (PWe) Guardian of Safe Working (Item 18/208 only) 

 Mark Grimshaw (MG) Deputy Corporate Secretary (minutes) 

External 

Attendees: Angie Smithson (AS) Deputy Chief Executive (AUH) / Integration Director 

(Item 18/220 only) 

  

 

 18/199       Introduction, Apologies and Declaration of Interest  

 

Apologies had been received from Peter Williams and Helen Shaw. BG welcomed 

one shadow governor and five members of the public. 

 

AL and DW declared an interest in item 18/219 on the grounds of being a member 

of the EPR Programme Board and of the Liverpool Women’s Hospital (LWH) Board. 

 

18/200     Minutes of the Trust Board Meeting held on 27th November 2018 

  

 The minutes of the meeting held on 27th November 2018 were agreed as a true and 

accurate record. 

 

18/201 Rolling Action Tracker 

  

 No overdue actions noted. 
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18/202 Urgent Matters Arising 

   

 No items noted.  

 

18/203 Chair’s Report 

  

BG noted that AK had tendered his resignation and would be leaving the Trust. A 

process would be put in place for the appointment of a new Chief Executive Officer 

and an update would be provided in due course. Whilst there would be an 

opportunity to recognise the significant contribution that AK had made thanks were 

noted for his loyal service to the Trust and the wider healthcare economy.  

 

18/204 Patient Story 

  

 AKh outlined a patient story in which the Trust had facilitated the wish of a patient 

and her daughter to be cared for at home during the final stages of life. This had 

required co-ordination between the Trust, GPs and district nurses and had been 

supported by a strong ‘can do’ attitude from all parties.  

 

 AP queried how the Trust ensured this level of service was provided to all patients 

when requested, particularly when they might not have an advocate or relative to 

support their case. AKh stated that it was important to simplify what could, on 

occasion be complex pathways. One development that was being progressed with 

community care colleagues was ensuring a single point of referral. The aim was to 

ensure that this level of care became ‘the norm’.  

 

 The Board noted the presentation. 

 

18/205     Assurance Report from Committees 

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

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

updates from the Committee chairs.  

 

 ME reported that the Charitable Funds Committee had met in January 2019 and 

had discussed a project based focus for fundraising. Further devolution of fund 

approvals (within a framework) had been agreed together with the potential 

rationalisation of current investment trusts.   

 

 The Quality Governance Committee had given particular recent focus to national 

standards and seeking assurance on levels of compliance. 

 

 GWS noted that the focus of the New Hospital Committee had received a detailed 

presentation on the fabric and infrastructure of the new Royal and had been 

appraised of the work required to bring the project to completion. 

 

 AP reported that the Workforce Committee had explored the findings of internal 

audit reports into mandatory training that had provided ‘moderate assurance’. The 

main issue raised had related to the systems for recording mandatory training 

compliance. There was a particular concern relating to fire safety training 

considering the risks posed by an ageing Royal building. Work was being 
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undertaken to ensure that fire drills were being held to bring practical and 

theoretical training together.  

 

 The Finance and Performance Committee had received an update on the Trust’s 

QEP position noting that the forecast delivery for 2018/19 was £17m. The 

Committee was continuing to focus requests for assurance on improvements in 

clinical productivity. The Committee had received assurance on contingency 

planning in the case of a ‘no deal’ exit from the European Union. Areas of attention 

related to staff and medicine availability. In terms of performance, the 4 hour A&E 

target, Ready for Discharge and Referral to Treatment figures remained areas of 

challenge which continued to be closely monitored. The Committee had approved a 

business case for additional resource in the emergency department. 

 

 The Board noted the report.  

 

18/206     Integrated Performance Report 

AK provided an update on the Trust’s key priority areas. In relation to the new 

hospital, the Trust continued to plan the remedial work required to the beams and 

the cladding. The expected hand over date for the hospital remained the end of 

2020. As anticipated, patient flow had been a significant challenge in the period 

following the Christmas and New Year holidays. AK noted that the response from 

staff had been outstanding, and despite the increased pressure, they had continued 

to provide high quality services to patients. 

 

The Trust’s work on delivering a sustainable health system had reached the point 

where the Patient Benefit Case for the merger with Aintree University Hospital had 

been submitted to NHS Improvement. It would then be forwarded to the Competition 

and Markets Authority for their consideration. Work was also underway to ensure 

that an interim Board was in place three months prior to the proposed merger date, 

which remained 1 October 2019. The CQC carried out an unannounced visit to the 

Trust on 15 to 17 January. They would carry out further work over the coming 

months and a final report was expected in the spring. 

 

DH reported that the 2018 staff survey results had been received and the Trust had 

made notable improvements in relation to engagement scores. Mandatory training 

compliance was at 87% and a higher degree of assurance on the data was in place. 

Further action was planned to improve compliance above 90%. An improvement 

had been made in nurse staff turnover rates (12% compared to 16% during the 

summer 2018). ME queried the drivers behind an increase in the sickness rate. DH 

explained that the increase was partly a result of seasonal issues and a reduction in 

management oversight in some areas. Senior management support was now in 

place and it was expected that further improvements would be seen. AP noted that 

the Workforce Committee was receiving updates from general managers in areas 

with workforce challenges. 

 

AL reported that apart from a small number of outstanding staff, consultant job 

planning had completed in December 2018. A focus had been made on medical 

education and this was supported by a shift in the allocation of Supporting 

Professional Activities (SPAs). AL also noted that governance for medical education 

was now embedded with reporting through to the Workforce Committee. PF 
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reported that the Trust’s VTE compliance was above the 95% target for the first time 

in two years. A forcing function was scheduled to be put into place in February 

which would enhance VTE compliance rates.  

 

LG highlighted that the work that was ongoing to improve patient safety and flow. As 

part of the Winter Plan, 46 beds had been opened and the SAFER process was 

being monitored across the care groups.  

 

DW provided an update on the Global Digital Exemplar programme noting that all 

work streams were RAG rated as ‘green’. The EPR project had been challenged 

and this had been removed from the GDE programme. The IT service improvement 

plan (SIP) was progressing and the Trust was working with NHS Digital to 

strengthen resilience to cyber security. DW noted a concern in relation to 

Information Governance (IG) training compliance as the Trust was not on trajectory 

for meeting the 95% compliance target. Weekly reports were being received to 

target action. SY noted that a theme from the Safety Walkabout related to the 

provision of Wi-Fi and IT equipment for clinical staff and queried improvements were 

being made. DW explained that a key driver in the SIP was to improve Wi-Fi 

coverage and IT provision. The number of Datix incidents relating to Wi-Fi had 

reduced to zero since November 2018. 

 

PB introduced the finance report noting that the Trust had made progress in 

improving the stability of the financial position. The underlying deficit in 2017/18 was 

£48m with a projected figure for 2018/19 of £50m. The Month 9 position showed a 

deficit of £43m which was an overspend of £5m compared to the 2018/19 financial 

plan. A key driver of the overspend was under delivery on the QEP programme. The 

likely forecast for the 2018/19 outturn was a deficit of £54.5m. The Trust had 

achieved sustained improvements in its pay budgets which was reflective of robust 

workforce management. Similar improvements were being sought in the non-pay 

budgets. 

 

 The Board noted the report. 

 

18/207 Board Assurance Framework – qtr. 3 review 2018/19 

 

MW reported that the BAF was last considered by the Board in October 2018. In 

addition the Board had considered a further report on the development of aggregate 

risk led by the Chief Nurse/Senior Risk Officer. MW noted the direct link between 

the BAF, the Committee Report and the Risk Register within the Integrated 

Performance Report. MW stated that the negative assurances / gaps in assurances 

should be driving the Board and Committee agendas. 

 

A due diligence exercise as part of the proposed merger process had reviewed the 

Trust’s BAF and had not highlighted areas for improvement. MW reported that a 

discussion took place at the Board development session in December 2018. The 

work to strengthen definition of risk and controls and ensure consistency of scoring 

was noted as well as the relationship between different risk reports, risk appetite 

and aggregation. Actions to be taken following this discussion were highlighted: 

• Continue to strengthen reporting and discussion of risk at Committees and 

Board. 

• Ensure key areas of risk reflected in reports and minutes. 
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• Consider how to better align and use aggregate risk report, BAF and risk 

appetite statement to support discussion and reflect external risk factors 

 

A discussion was held in relation to a proposal to reduce the overall risk score from 

12 to 9 for the ‘Failure to deliver effective IT systems to support delivery of Trust’s 

objectives. This was owing to a reduction in a number of impacts on the risks 

including: 

• Capital and revenue funds to meet required investments (amber to green). 

• Improvement in ability to manage large scale programmes (amber to green) 

• Scale of change resulting from IT modernisation (red to amber). 

 

It was noted that further work was required to provide clarity on the governance 

mechanisms for IT oversight and therefore it was agreed that the risk score should 

not be reduced in this quarter. 

 

NW queried whether the BAF fully reflected the challenges facing the Trust. MW 

noted that there was a number of risk reporting mechanisms of which the BAF was 

one part. It was recognised that further work was required to better align integrate 

the processes to ensure that they reflected each other. The aggregate risk report in 

particular had a role to provide insight into the key strategic risks facing the Trust. 

 

The Board noted the report. 

 

18/208 Junior Doctor Exception Reporting 

 

The Board considered the quarterly report by the Guardian of Safe Working Hours 

which was a contractually mandated requirement following the implementation of 

the Junior Doctor New Contract (2016). 

 

PWe reported there had been a reduction in the number of exception reports 

completed in the last quarter and a number of recent concerns had been raised 

including issues with payment for extra hours and the perception of how the reports 

were received by senior staff. 

 

PWe noted that a forum for junior doctors to raise issues had been established 

which had been a successful initiative. DH undertook to review the payment 

mechanism for extra hours worked to explore whether it could be streamlined. It 

was noted that the allocate system would enable junior doctors to exception report 

from home which was expected to improve compliance rates.  

 

Action: To review the payment mechanism for extra hours worked by junior 

doctors to explore whether the process could be streamlined. 

 

AL noted that support had been strengthened for educational supervisors and the 

time provided to training junior staff was being monitored through the appraisal 

process. 

 

The Board noted the report. 
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18/209 Learning from Deaths 

 

The Board considered the quarterly report in accordance with the national guidance 

for Learning from Deaths. PF highlighted the following key issues: 

 

• Mortality peer review compliance remained above the assurance target of 

90% - (93.6% improved from 91.6%) 

• The Trust was fully compliant with the Learning Disabilities Mortality Review 

Program 

• The 1 death rated as being potentially avoidable had undergone secondary 

Mortality Quality Assurance Group review with appropriate investigations 

and actions being implemented post review 

• All Learning Disabilities Mortality Review Program deaths were deemed 

definitely not avoidable 

 

PF drew attention to an improvement in compliance from cardiology and provided 

assurance that no issues had been identified when clearing the back-log. 

 

The Board noted the report. 

 

18/210 Safe Staffing November 2018 

The Board considered the report on staffing levels and fill rates in November 2018. 

Of the 42 areas reviewed there were 14 areas that had less than 80% fill rates 

identified across at least one shift [day or night], which was a decrease on the 

previous month, when 15 areas had been identified. 

 

For the month of November 31 red flag incidents were raised, an increase from 

October when the Trust reported 22.  All of the red flags were responded to with 

each of the episodes occurring out of hours (night duty or during weekend shifts). 

Out of the 31 calls, 100% were in relation to any situation where, based on 

professional judgment, the local staffing position was deemed unacceptable in being 

able to deliver optimum patient care. Work continued to promote the red flag 

process and staffing issues continued to be addressed proactively in hours via the 

staffing huddles which are managed by the Matrons, in order to re-allocate nursing 

resource to reported shortfalls, as a result of staff sickness or increased acuity when 

additional support was needed. It was expected that there would be an increase in 

events during the winter months to reflect the additional pressure.  

 

LG noted that a review of the safer staffing data had recently been undertaken to 

determine that staffing levels had been recorded accurately. This exercise had 

identified a small miscalculation of the actual hours worked by registered nurses 

and unregistered nurses within ED, which was rectified from 10 December 2018. 

This had resulted in the average fill rate for registered and unregistered staff not 

being recorded accurately since reporting commenced, due to the Band 4 nurses 

being captured in the registered column instead of the unregistered column, whilst 

the clinical shifts worked by the matron had not been captured at all. However, the 

impact of this error in terms of % compliance was noted as being minimal, due to 

Band 4 staff representing just 2.6% of the total budgeted nursing establishment and 

the data had not been reported externally. 
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An external review of staffing acuity was being undertaken in the Emergency 

Department. A summary of the review would be provided in the next iteration of the 

Safe Staffing report. 

 

SY noted that a key benefit of the proposed merger was to improve the 

sustainability of staff. The experience of the staff in the trauma and orthopaedic 

service did not seem to reflect this and it was queried whether the risks were being 

reviewed. DH confirmed that staffing sustainability was a key part of the workforce 

workstream for the proposed merger. It had been agreed to increase the resource in 

place in the transaction team to support organisational development work. 

 

The Board noted the report. 

 

18/211 Board and Committee Review 2018 

 

MW noted that in accordance with good corporate governance practice the Board 

should review the performance and effectiveness of the Board and its committees. 

This process had been delayed due to the Deloitte Independent Review of 

Leadership and Governance being undertaken in late 2018. The outcome of this 

review and feedback from the Board development session in December 2018 had 

fed into the review. 

 

MW outlined that a desktop review had been undertaken and this had been based 

on the HFMA Audit Committee Handbook and guided by the principles set out in the 

Healthy NHS Board 2013: Principles for Good Governance. The review had 

considered effectiveness under the following headings: 

• Membership, Attendance and Quoracy 

• Role and Scope of Committees 

• Communication and Reporting 

 

It was noted that the Company Secretarial team would be working to support 

Committee Chairs, Lead Executives, Secretaries and report authors to implement 

the identified actions. 

 

Post Meeting Note – The table provided to outline the average number of days for 

publishing papers should have read: Nominations & Remuneration Committee (3 

days), Finance and Performance Committee (4 days) & Workforce Committee (4 

days). 

 

 The Board noted the report. 

 

18/212 2017-18 RL&BUHT Charitable Funds Annual Report & Financial Accounts 

 

PB noted that the audit of the Trust’s Charitable Funds Annual Report & Accounts 

for 2017-18 had been completed and had been reviewed with the Auditors by the 

Charitable Funds Committee on 29th November 2018. The Charitable Funds 

Committee had agreed the accounts and recommended the approval and adoption 

of the 2017-18 Charity Annual Report and Accounts. 

 

The Board resolved to approve the 2016-17 Charity Annual Report and Accounts. 
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18/213 Chair’s Logs 

 

None noted. 

 

18/214   Questions from members of public 

 

A member of the public asked what would happen [post service change] to services 

for patients with fractures who are brought to the [Royal] A&E by relatives or friends, 

not by ambulance. Bearing in mind that the Trust will not be a Major Trauma Centre 

dealing with orthopaedics after October 2019. It was confirmed that patients would 

still attend the Royal Liverpool Hospital as walk-in/self-presenting patients. They 

would be given treatment in Accident and Emergency and if required this would 

continue via the Virtual Fracture Clinic and Fracture Clinics at the Royal.  Patients 

who require admission would be accepted by orthopaedics and transferred by 

Ambulance to the Orthopaedic Admissions Unit at Aintree for Surgery. There would 

be a registrar and consultant cover for the Royal and Accident and Emergency. 

 

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: 26 February 2019   
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

     

 

ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 

Meeting 
Date 

Item Action Owner Action Taken 

     

     

 

Trust Board rolling action tracker        Report owner: Madelaine Warburton 

PUBLIC ROLLING ACTION TRACKER OF OUTSTANDING ACTONS Items in Red are overdue 

Items requiring verbal update highlighted  

Meeting 
Date 

Item Action Owner Action Taken Due Date 

Jan-19 
18/2018 

Junior Doctor 
Exception 
Reporting 

To review the payment 
mechanism for extra 
hours worked by junior 
doctors to explore 
whether the process 
could be streamlined. 

DH  Mar-19 

Nov-18 
18/184 

Freedom to Speak 
Up Strategy 

To include the national 
FTSU Guardian in the 
reporting diagram within 
the FTSU Strategy. 

LG Action now completed 
 

Feb-19 

Nov-18 
18/184 

Freedom to Speak 
Up Strategy 

FTSU Action Plan to be 
tabled at the April 2019 
Board 

LG Action now complete Apr-19 

Nov-18 
18/183 

Workforce Strategy To include an update on 
the staff morale 
improvement campaign 
in the February 2019 
workforce section of the 
IPR. 

DH  Feb-19 

Oct-18 
18/156 

Safe Staffing 
August 2018 

To provide refresher 
training to managers 
regarding the appropriate 
use of Datix to report 
staffing concerns. 

LG/DH Due to be discussed at January 
2019 Perfect Ward meeting to 
restate the need for ward 
managers to discuss with their 
staff. 

Jan-19 

Sept-18 
18/122 

Freedom to Speak 
Up Bi-Annual 

Update 

To include an analysis of 
triangulating FTSU 
concerns with other 
measures (complaints, 
staff turnover rates, 
serious incidents) within 
the next update to the 
Board. 

LG Action now complete Feb-19 
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Sept-18 
18/121 

Integrated 
Performance 

Report 

To review the RAG 
thresholds for each 
respective metric within 
the Integrated 
Performance Report. 

Director
s 

An additional appendix has 
been added to the Integrated 
Performance Report to outline 
the current thresholds of the 
metrics reported to the Board. 
Work will continue to review 
the thresholds with completion 
aimed for March 2019. 

Mar-19 
(Nov-18) 
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Calendar of ad hoc reports     Report owner: Madelaine Warburton 

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

Date Ad Hoc Report  

  

 

March 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Corporate Objectives 2019/20 

Staff Survey 2018 

Proposed Merger Final Business Case 

New Hospital Business Plan 

Going Concern Assessment 

 

April 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Learning from Deaths 

Junior Doctor Safe Working 

Board Assurance Framework 

Board Champions Review 

Trust Board Declarations of Interest 

2018/19 Accounting Policies 

FTSU Action Plan 

Annual Plan 

MIAA Hosting Annual Report 

LCRN Performance 

 

May 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Audit & Assurance Committee Annual Report 

NHS Self-Certification 

Annual Accounts 2018/19 

Data Security Protection Requirements Submission 

 

  

C
al

en
da

r 
an

d 
C

ha
ir'

s 
Lo

gs

Page 11 of 126



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

Chair’s Logs Received 

Committee 
    

Issue   Recommendation/Action Due Date Action   

None received. 

 
Chair’s Logs Delegated 
 

Trust 
Board 
Date 

Issues and 
Lead Officer 

Receiving 
Body 

Recommendation/ 
assurance / mandate to 
receiving body 

Due Date Action 

Oct-18 Emerging Risks 

– Proposed 

Merger 

Lead Officer: 

Peter Williams 

Transaction 
Programme 
Board & 
Transaction 
Steering 
Group 

To consider how to most 

effectively manage unknown 

project risks relating to the 

proposed merger. 

Dec-18  

Feb 17  Corporate 
Objectives 
2017/18  
Peter Williams 

All 
Committees 

Corporate objective success 
measures to be presented to all 
relevant Committees  

May 2019 
(April 
2017) 

Reported to F & P June 2017. 
Also reported to the New 
Hospital Committee in August 
2017.  
 
Six month update on 
Corporate Objectives 
reported in October 2018 to 
the Board. Agreed that the 
2019/20 objectives would be 
presented to the respective 
committees.  

Feb 17  FIP Phase 2 
work – John 
Graham 

F&P 
Committee 

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

Jan-19 
(Dec 17) 

Once phase 3 complete 
composite report to be 
produced. Update provided in 
July and Oct 2018 – final 
report scheduled for Jan 19. 

 
Executive Director/NED # of Board Meetings Attended 

Bill Griffiths 6/6 

Aidan Kehoe 6/6 

Mike Eastwood 5/6 

Paul Bradshaw 5/5 

Lisa Grant 6/6 

Debbie Herring 6/6 

Malcolm Jackson 3/6 

James Kingsland 4/6 

Angela Phillips 5/6 

Helen Shaw 4/6 

Geoff Stewart 4/6 

David Walliker 5/6 

Neil Willcox 5/6 

Peter Williams 6/6 

Susan Young 4/6 
 

C
al

en
da

r 
an

d 
C

ha
ir'

s 
Lo

gs

Page 12 of 126



RLBUHT BOARD PACK

Assurance Report from Committee 
 

  
 

Assurance report from Committees  
Madelaine Warburton  

GENERAL PURPOSE: REFERENCE INFORMATION 

Purpose of paper Key facts 
X For assurance 
 

Sponsor: Madelaine Warburton, Associate Director of Corporate 
Affairs 

☐ To note 
☐ For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  26/02/2019 

Budget:   Security marking:  None 
Funding source:   Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Summary of committee minutes 
 

Has this paper considered the following?                                                                                                      

Key stakeholders: Our compliance with: 
x Patients x Regulators (NHSI, CCG,  CQC etc) 

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

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

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  ☐ Reputation  
   

 

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 15 February 2019.  Copies of the 

minutes are available electronically for all Board members on Virtual Boardroom/Trust Board/Supporting 

Documents.      

 
3. CONCLUSION AND RECOMMENDATION        

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

Committees and assurances obtained/required.  
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RLBUHT BOARD PACK

Assurance Report from Committees 
 

  
 

Assurance report from Committees  Mark Grimshaw  

MAIN REPORT:  

Committee / Date: Finance and Performance Committee – 29th November 2018 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 
 

Considered: • Design Authority Update – The Committee was informed that an updated business case template had been agreed. It 
was suggested that the business planning skills section of the MBA programme needed to be aligned with the national 
planning guidance. The Committee agreed that there was a need to ensure that there was a robust forward plan for 
business cases to ensure that there was an awareness of upcoming decisions. 

• Committee approved the HODS business case noting the risk of losing income and income opportunities if the case 
was not approved. 

• NHS Provider Licence – The Committee considered whether there were any risks to compliance against the relevant 
conditions prior to final sign off in May 2019. 

• The Committee considered a report on Hosted Services and requested that liability and governance risks be 
considered by the Audit & Assurance Committee. 

Key Risks / Negative 
Assurances: 

• The Committee discussed the implementation of clinical prioritisation and requested that an update be provided to a 
future meeting on length of stay by consultant. 

• The Committee noted an improvement in RTT performance in October and asked that trends be provided for specific 
areas. 

• Noted that a risk assessment was required in relation to an increase in referrals in areas where staffing was 
challenged. 

• The funding challenges in relation to the Winter Plan were discussed. A further update was requested for the next 
meeting. 

• A risk of cyber-attack was reported in relation to the blood tracking system relying on the Windows XP platform. The 
Committee approved the case for the virement of funds from the cyber security budget to update the tracking system 

• The Committee noted that risks relating to the QEP Programme and New Hospital required review and updating. The 
Committee requested that the QEP update be re-focused to ensure that changes to the programme be easily 
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identifiable. An area of concern relating to clinical productivity schemes remained. 

• The Committee noted that whilst there was an improving run-rate (comparing Month 7 to Month1), the Trust 
remained off plan in terms of the forecast outturn position.  

Positive Assurances • The Committee noted an improvement in SAFER compliance and acknowledged that further improvements were 
required. It was requested that outliers be identified and included in the report. 

 

Committee / Date: Finance and Performance Committee – 24th January 2019 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 
 

Considered:  

Key Risks / Negative 
Assurances: 

 

Positive Assurances  

 

 

Committee / Date: Quality Governance Committee – 9th January 2019 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 
 

Considered: • SHOT Action Plan – The Committee considered the action plan and noted that on-going monitoring would take place 
at the Patient Safety Sub-Committee. 

• Learning from Deaths Report 

• End of Life Care Forward Plan 2018/19 

• Academic Palliative Care Unit Service Evaluation – Noted that an action plan was in place to meet the 
recommendations in the report. 

• Internal Quality Inspection Process – Overview provided. Noted that the Chief Nurse received notification of red RAG 
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rated areas. 

Key Risks / Negative 
Assurances: 

• Clinical Cost Effectiveness Update 
o Acknowledged that there was a not a robust process in place for receiving and auctioning Field Safety Notices. 

Noted that the sub-committee had requested that a process was established with the Techniques & medical 
Devices Group monitoring compliance.  

• Patient Safety Update 
o Key risks highlighted related to: 

▪ Inconsistency of compliance against the ED Patient Safety Checklist 
▪ Despite improvements, on-going challenges remained in blood transfusion training compliance 
▪ Further work was require din terms of improving the timeliness of sending the second leteer in the 

Duty of candour process 

• Scheduled Care Update 
o Life Support Mandatory training, Endoscopy capacity, Ophthalmology Capacity, the inability to deliver QEP in 

Ophthalmology and failure to meet the 18 week target in Paediatric Dentistry.  Assurance was given that all 
risks are on the risk register and action plans in place. 

• Unscheduled Care Update 
o Key risks related to mandatory training compliance, mortality peer review compliance rates, the backlog of 

VTEs, patient flow/social care challenges and transfer documentation 
o Noted that improvements were required in relation to staff attendance to present agenda items. 
o The Committee raised a concern with regard to outstanding VTE RCAs within both divisions and informed that 

any issues regarding staff not completing them must be escalated to the Chief Nurse and Medical Director. 

• Safeguarding Strategic Group 
o The Committee noted that the number of Deprivation of Liberty (DOLS) applications had increased steadily 

over the last 15 months.  The CCG had requested a deep dive exercise for quality purposes.  
o Reported that the Restrictive Intervention Policy had been reviewed and as a result three separate policies 

had developed: Policy for Restraint and Policy for the Use of Mechanical Restraint and the Rapid 
Tranquilisation Policy. The Committee agreed to the principles of the three polices being developed.   

• Quality Performance Report 
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o Reported that A&E performance required improvement and the Committee was assured than an 
improvement plan was in place  

• LCL Governance Report 
o The Committee commented on a risk relating to the replacement of ageing analytical equipment in Blood 

Sciences which had been delayed due to the move to the new build project.  It was confirmed that work had 
been undertaken with the suppliers to review the existing equipment to explore what could be upgraded or 
refurbished.  An increased maintenance programme had also been put in place.   

• Clinical implications of the identified maintenance risks and their attendant mitigations – The Committee was assured 
that risks had been assessed and scored accordingly in line with NHS Estates Code and measures to mitigate where 
applicable introduced. Reporting of the risk was monthly via the Health and Safety Sub-Committee. Work had been 
undertaken with the Senior Nursing Team to ensure that clinical assessment of the risk was taken into account. The 
Committee requested that the Estate team meet with staff in the ED who had raised concerns regarding the lifts and 
patient transfers. Future reports to include references to capital expenditure and how the decision-making process 
was adequately considering patient safety. 

Positive Assurances • Patient Experience Updaye 
o An improvement was noted in complaints response times 

• Quality Performance Report 
o % harm free care (safety thermometer) was above target/trajectory 
o There had been no reported falls causing moderate/severe harm since July 2018 
o Trust performance against VTE assessment was noted as 95% in November 2018  

 

Committee / Date: New Hospital Committee – 17th January 2019 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 
 

Considered: • Construction Update – Noted that all contract novations from The Hospital Company to the Trust had been completed. 
Work was on-going to develop a business case for submission to the DHSC (Department of Health and Social Care) 
outlining the overall funding required to complete the work. The Committee noted the future requirement for 
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assurance that unexpected costs relating to construction would not affect the Trust. 

• Implementation Report – Noted that a review of category F imaging equipment was ongoing with a detailed options 
appraisal due to report to an Executive Directors meeting to discuss the next steps and the way forward. 

Key Risks / Negative 
Assurances: 

• The Committee received a presentation from Arup which outlined the complex nature of the structural remedial works 
required to complete the construction of the new hospital. The Committee sought assurance that the building would 
be ‘fit for purpose’ once completed. It was confirmed that the building would meet the required standards. A key risk 
identified related to the challenge of maintaining ‘live systems’ (e.g. pipes full of water) whilst work was ongoing.  

• IT Update – An issue relating to mobile phone connectivity issues was highlighted due to masts being moved in 
preparation for the new Royal. Whilst previously manageable, an  increased reliance on mobile devices had resulted in 
the need to remediate. 

• Risk Register – Suggested that the scoring on several of the new risks seemed to be low as the impact of some of them 
would be significant.  It was agreed to review the scoring of the new risks. 

Positive Assurances • IT Update – Noted that the previous risk concerning the networking equipment was now resolved following an 
extension of the operating lease in December 2018.  

 

Committee / Date: Audit & Assurance Committee – 11th October 2018 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

No 
 

Considered: • Accounting and Disclosure Issues – 2018/19 Annual Accounts – The Committee requested that the accounting 
treatment of equipment relating to the New Royal be reviewed. 

• Annual Accounts timetable 2018/19 

• Quality Account 2018/19 – The Committee received an outline of the approach for the development of the 2018/19 
Quality Account. Enhanced alignment with other governance documentation (e.g. annual report and annual 
governance statement) was identified as a key priority. The Committee requested that steps be taken to better align 
the quality objectives with the Trust’s corporate objectives. 

• Accounting Policies 2018/19 – These were recommended for adoption by the Board (scheduled for consideration April 
2019). 
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• Going Concern Assessment – Noted that management’s assessment was to continue to adopt the going concern basis 
in preparing the accounts. The external auditor stated that they were comfortable with the approach. 

• Losses & Special Payments - Quarterly Report  

• Tender Waivers Report 

Key Risks / Negative 
Assurances: 

• Internal Audit Progress Report - Reports had been issued with assurance as follows: 
 

Audit Report  Assurance  

Establishment Reporting Moderate 

Mandatory Training Reporting Moderate 

 
In relation to the Establishment Reporting audit, it was noted that following testing there had been a slight variation in 
the matching of information on funded posts against the details of the staff currently employed in those posts. It was 
noted that the Workforce Committee would monitor whether the Trust was recruiting individuals without a budget 
and secondly, whether the Trust was paying individuals no longer employed. Issues relating to the lack of a centralised 
recording system was highlighted in the mandatory training audit. A Chair’s Log was issued to the Workforce 
Committee to consider the matter. 

• EPR Programme Review – Following a moderate assurance report in October 2018, the Committee requested a 
detailed follow up report on progress with the identified actions. Assurance was sought on the management of risk, 
governance processes and a requirement for further assurance on the quality of the product was noted. 

• Ward Assessment Process - Following a moderate assurance report in October 2018, the Committee requested a 
detailed follow up report on progress with the identified actions. The Committee requested that the follow up include 
a review of the escalation process and that the Ward Quality Dashboard (reported to the Board through the IPR) was 
updated to reflect the enhanced process. 

• Draft Audit Plan – Report received from the External Auditor. It was noted that the revised treatment post PFI 
cancellation would be a key issue. The Committee agreed that it would be important to illustrate clearly to the Board 
the impact of the PFI cancellation and to provide an agreed position with the external auditors in advance of the 
signing of the accounts. 

• Overseas Visitors Cost Recovery – The Committee noted that a key risk to the achievement of the estimated income 
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opportunity was ensuring that there was adequate resource to implement the action plan prepared by NHSI. A 
business case was currently undergoing review by the PMO. 

Positive Assurances • The strengthened process to track internal audit recommendations was acknowledged. 

 

 

 

 

CONCLUSION & RECOMMENDATION  

  

The Board is asked to discuss and note key items, decisions made and linkages to key risks.      
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The purpose of this paper is to provide the Board of Directors with an analysis of Trust performance. The 

CQC domains provide a summary of performance until the end of November 2018 (risk section relates to 

the end of December 2018). The Finance and Workforce Report relates to performance for December 2018. 
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Chief Executive’s Overview & Strategic Developments 

Executive Summary 
  
In relation to the new hospital, Laing O’ Rourke continue to work on the development of a detailed project plan that will be completed next month. At this stage it is 
still anticipated that the building will be completed towards the end of 2020. At the same time ourselves and Laing’s are in the process of agreeing new contracts 
with sub-contractors. We are also in discussion with equipment suppliers regarding the implications of the delay on the scheme, in terms of supply, payments, 
warranties, and equipment installation. 
 
Patient flow continues to be the biggest challenge the organisation faces. The additional resource allocated to Local Authorities this year has had little impact in 
assisting discharge, and the number of long-stay (7 days) and super long-stay (over 21 days) patients has not reduced. Despite this, we have maintained an overall 
performance on the 4 hour standard of around 88% (including our walk-in-centre activity). Staff have both worked hard and demonstrated innovative approaches, 
to help us manage the pressure this year. On the ground floor, the roll-out of ambulatory care has been particularly impressive, whilst in Surgery changes in process 
have enabled us to continue with our elective programme, with only a small number of cancellations on the day. 
 
Our Financial Improvement Plan remains on track to deliver a deficit of just over £50m this year. As reported in previous months, the position has stabilised and we 
have a consistent monthly run rate. The proposed control total for next year along with changes to tariff and the use of Provider Sustainability Funding (PSF) and 
Financial Recovery Funding means that the Trust will be able to achieve the control total deficit of £22m, with a smaller QEP than we have achieved this year. 
 
The key focus on our work to maintain a sustainable health system continues to be the proposed merger with Aintree University Hospital. The Patient Benefit Case 
is still with NHSI and we hope it will shortly be submitted to the Competition and Markets Authority for assessment. This phase is taking slightly longer than 
anticipated and we now expect the outcome of that review to be known by June. 
 
The process for appointing to the Shadow Board of the new Trust will commence this month, with candidates for both the Chair and the CEO post being sourced 
nationally. The proposed interview dates are 11th March for the Chair and 1st April for the CEO. 
 
We have now held a roadshow at each of the 3 sites to share the merger proposals with staff, and these have proven very useful in highlighting the benefits and 
opportunities the merger presents, as well as identifying staff concerns for us to work through. 
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What has gone well? 
 
BBC2 Hospital Programme 
 
The series has highlighted the skill and commitment of staff across the NHS in Liverpool. The episode at the Royal and the Women’s Hospital, featuring 
transplantation, led to the organ donor registration website temporarily crashing, but ultimately resulted in a huge increase in people signing on to the register. The 
programme has been the 7th most downloaded programme on the BBC i-player over recent weeks, and the production company, Label1, have announced that the 
next series will also be based in Liverpool. 
 
 
RCP discussions 
 
The Trust played a key part in securing the agreement of the Royal College of Physicians (RCP) to establish its northern headquarters in Liverpool. As part of the 
Knowledge Quarter bid we were able to highlight the partnership we could develop with RCP to benefit both parties, but also to spread the work of the College 
across the North. 
 
Over the last few months, the College have started work on their iconic new building, the Spine, just across the road from the new Royal on Paddington Village. We 
are now in discussion with them about potential use of spare space in that building and contribution to the development of a state-of-the-art simulation facility for 
training and education. The Board will be kept updated as these discussions progress. 
 
 
Staff Star Awards 

Congratulations to Our Staff Stars who I had the pleasure in presenting with their awards this month.  
  
Our Employee of the Month for December was Stephen McDonald from Theatres Recovery at Broadgreen who was nominated for his hard work, dedication and 
contribution to the service provided particularly under our Trust value of ‘Patient Centred’ 
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Our Team of the Month for December was Ward 7A who were nominated for their hard work, dedication and contribution to the service you provide particularly 
under our Trust value of ‘Patient Centred’. 

 
 
 
New Consultants 
  
The following Consultants have been appointed to the Trust since the last board meeting.   
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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; 
  

Name Specialty & Interview Date Start Date 

Ewan McKay Consultant Cardiologist spec. interest in Heart 
Failure 

11 Feb 2019 

Edward Britton Consultant in Hepatology 25 Mar 2019 

Alexander Howard Consultant Microbiologist TBC 

 
 
 
Where have we been challenged? 
 
CQC Inspection 
 
At the end of January we had the Use of Resources assessment conducted by NHSI. This is a key part of the overall CQC inspection. Our deficit position and failure to 
agree a control total with NHSI for the current financial year will weigh against us. However, NHSI did recognise the excellent work that has been done this year on 
stabilising the position and delivering QEP. (Quality, Efficiency and Productivity).  
 
The CQC also completed the well-led element of their inspection last week, and verbal feedback will be given at the Board meeting. 
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Trust Performance Dashboard 

N.B – The analysis and selection of exception reports relate to the data that was available for December2018. Performance for January2019 has been provided for selected key performance indicators where it is recognised there 

is a particular national focus. 

 

2.0 Trust Dashboard
Indicator 17/18 Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Trend Change RQAM Score Page

Never Events 3 0 0 1 0 0 1 0 1 0 0 0 0 0 30

Serious Untoward Incidents 29 0 1 3 0 0 1 3 2 0 4 1 1 1 30

% of harm free care - safety thermometer 92.64% 90% 91.68% 94.68% 94.91% 94.65% 95.71% 95.46% 94.39% 96.38% 94.63% 96.05% 97.99% 94.57% In development

Mixed Sex Accomodation Breaches 4 0 0 0 0 0 0 0 0 0 0 0 0 0 30

Moderate to Severe Falls Per 1000 bed days 0.14 0.05 0.13 0.18 0.16 0.08 0.09 0.09 0.04 0.05 0.05 0.18 0.09 0.04 In development

# patients with hospital acquired pressure ulcers per 1,000 bed days 0.32 0.34 0.50 0.36 0.44 0.34 0.26 0.35 0.31 0.14 0.42 0.67 0.55 0.35 In development

# pts with severe (grade 3/4) hosp acq pressure ulcers per 1,000 bed days 0.04 0.05 N/A 0.09 0.04 0.04 0.04 N/A N/A N/A 0.19 0.13 0.18 0.04 In development

VTE Risk Assessment 88.39% 95% 91.15% 91.60% 91.85% 92.68% 91.81% 91.70% 93.16% 93.46% 94.07% 94.64% 95.02% 94.24% 94.87% 28

CAUTIs 0.28% 1.30% 0.63% 0.40% 0.66% 1.19% 0.30% 0.63% 0.15% 0.28% 0.29% 0.46% 0.15% 0.41% In development

MRSA Zero Tolerance 2 0 0 0 0 0 0 0 0 1 0 0 0 0 30

CPE Cases 154 − 0 3 12 13 10 30 19 27 12 11 6 5 30

Clostridium Difficile Toxin (CDT) 37 43 1 6 3 3 1 2 1 4 7 2 3 4 30

Mortality (Crude) HSMR All diagnoses excl Daycase 3.44% 3.20% ‡ 3.46% 3.57% 3.52% 3.53% 3.48% 3.43% 3.44% 3.38% 3.31% 3.29% 3.22% 3.23% 3.20% 26

Mortality (SHMI) Last 12 Months 104.46 104.54 ‡ 100 101.76 100.80 103.38 104.12 104.81 104.61 104.80 105.28 104.46 104.97 104.54 104.56 26

Mandatory training 75.30% 85% 69.10% 70.80% 75.30% 78.30% 80.70% 85.30% 86.00% 85.40% 85.70% 86.20% 87.00% 85.11% In development

Registered Nurses  Avg fill rate - Day 85.55% − 83.12% 81.94% 86.59% 91.34% 91.50% 90.59% 90.88% 89.12% 91.93% 94.03% 91.36% 89.67% In development

Registered Nurses Avg fill rate - Night 90.97% − 91.80% 89.07% 87.30% 90.39% 91.32% 89.77% 91.11% 97.14% 88.09% 89.79% 107.77% 88.13% In development

Care staff avg Fill rate - Day 100.28% − 92.21% 94.47% 96.97% 107.67% 102.05% 103.28% 101.60% 102.34% 108.11% 110.22% 90.40% 100.80% In development

Care staff avg Fill rate - Night 117.11% − 119.99% 126.80% 127.09% 126.58% 119.68% 129.94% 123.37% 140.89% 132.20% 133.99% 134.80% 118.30% In development

A&E 4 hour target 89.20% 95% 88.7% 87.7% 87.2% 89.7% 89.3% 88.6% 89.5% 89.5% 87.9% 88.4% 87.1% 85.3% 85.9% 25

12 Hour Trolley Waits 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 21

Cancelled operations 0.97% 0.60% 0.92% 1.48% 1.53% 1.51% 0.51% 0.92% 0.85% 0.54% 1.42% 1.20% 1.11% 1.14% 26

28 Day Breach 27 0 2 2 11 1 5 0 1 4 1 0 2 1 26

52 week breach 6 0 1 2 3 2 0 1 1 2 3 5 3 6 27

62 Day - Urgent Suspected Cancer GP referrals 85.42% 85% 84.82% 78.21% 85.87% 79.78% 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86% In development

Ambulance Average waiting times (Minutes) - 15:00 20:06 17:23 17:14 10:55 13:26 15:06 12:04 11:55 12:45 12:13 14:24 18:29 30

No. of discharges by 12pm 7,653 − 679 612 640 664 695 563 637 597 553 654 691 646 0 26

No. of discharges by 4pm 20,980 − 1,796 1,583 1,829 1,809 1,890 1,726 1,880 1,776 1,654 1,788 1,875 1,743 0 26

18 week Referral to Treatment 81.8% 80.7% † 92% 83.20% 82.93% 81.78% 82.65% 84.18% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 30

18 week Referral to Treatment (Total Active Pathways) 28,679 29,244 † 27,123 27,541 28,770 29,729 30,354 30,254 29,710 30,010 29,831 29,637 28,961 29,244 30

Diagnostics test waiting times > 6 weeks 9.64% 8.64% † 1.00% 14.18% 10.31% 9.64% 11.09% 10.40% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 20

No of  complaints  Level 1 (5days) 1,734 − 140 151 148 173 159 147 165 173 143 179 175 140 In development

No of  responded on target  Level 1 (5 Days) 99.9% 100% 99% 100% 100% 97% 100% 100% 100% 100% 100% 100% 100% 100% In development

No of  complaints Level 2 (35 & 45 days) 321 232 * − 33 20 13 17 36 21 20 24 27 30 24 33 In development

No of  responded on target Level 2  (35 & 45 days) 82.87% 70.26% * 90% 64% 85% 46% 100% 81% 52% 80% 63% 63% 47% 67% 85% In development

No of  complaints Level 3 (60 days) 11 10 ** − 2 0 0 0 2 4 0 0 1 1 2 0 In development

No of  responded on target Level 3 (60 days) 72.73% 80.00% ** 90% 100% N/A N/A N/A 50% 75% N/A N/A 100% 100% 100% N/A In development
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2.0 Trust Dashboard
17/18 Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Trend Change RQAM Score Page

FFT % Recommended Inpatients 92.48% 75% 91.95% 91.62% 92.27% 91.70% 92.00% 92.99% 93.18% 93.03% 93.11% 91.74% 92.47% 92.11% 30

FFT % Recommended A&E 82.41% 75% 84.49% 79.47% 77.34% 83.27% 85.40% 80.24% 78.31% 82.44% 79.14% 79.43% 81.29% 77.68% 30

FFT % Recommended Outpatients 93.23% 75% 84.07% 94.56% 94.61% 94.61% 94.71% 94.46% 94.17% 94.07% 93.66% 94.15% 94.09% 94.08% 30

FFT Response Rates Inpatients 32.21% 30% 43.61% 29.96% 37.04% 33.18% 34.71% 33.00% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15% 30

FFT Response Rates A&E 20.28% 20% 19.37% 22.63% 22.39% 22.36% 21.49% 22.03% 21.48% 21.00% 20.22% 20.52% 20.31% 20.33% 30

FFT Response Rates Outpatients 14.79% 15% 16.57% 11.90% 14.45% 15.95% 16.03% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40% 30

Staff Survey % Recommended Trust for care − 73.35% †† 80% In development

Staff Survey % Recommended Trust for work − 63.14% †† 70% In development

Inpatient survey 97.17% 91% 97.71% 99.49% 97.08% 95.34% 94.36% 93.30% 83.09% 90.45% 91.54% 94.70% 89.30% 92.02% 30

Average Length of stay Elective Spell 5.23 5.1 5.14 4.45 4.57 4.46 4.64 4.56 4.05 5.15 4.44 4.70 4.90 5.01 28

Average Length of stay Non - Elective Spell 5.95 5.7 5.88 6.23 5.82 5.75 5.46 5.56 5.43 5.34 5.24 5.29 5.23 5.20 28

Emergency Readmissions following non elective 15.72% − 15.61% 15.69% 15.72% 15.48% 15.91% 15.95% 16.59% 16.79% 16.66% 16.70% 16.83% 16.74% 28

Emergency Readmissions rate following Elective 2.83% − 2.83% 2.81% 2.83% 2.74% 2.54% 2.44% 2.45% 2.43% 2.41% 2.38% 2.38% 2.38% 28

Electronic discharge summaries  - Inpatient 71.57% 80% 70.44% 69.43% 68.69% 70.71% 69.58% 70.65% 74.91% 69.38% 72.75% 75.00% 79.58% 79.71% 26

Electronic discharge summaries - Assesment Units 78.57% 80% 79.37% 80.56% 85.61% 80.92% 82.20% 86.57% 84.46% 75.87% 71.97% 73.84% 77.27% 74.49% 26

Sickness Absence Rate 4.56% 4.76% ‡ 4.20% 4.65% 4.63% 4.56% 4.56% 4.51% 4.51% 4.50% 4.58% 4.67% 4.70% 4.81% 4.77% In development

Appraisals Completed 74.21% 95% 74.21% 74.21% 74.21% 12.15% 16.97% 42.13% 64.05% 70.83% 73.86% 77.79% 83.60% 84.16% In development

Capital service capacity -0.39 − -0.183 -0.301 -0.390 0.000 -0.603 -0.808 -0.957 -1.006 -1.093 -1.148 -1.192 -1.245 In development

Liquidity (days) − − 95.91 97.82 20.40 23.03 16.17 19.74 18.95 12.64 12.00 11.55 10.81 8.41 In development

Income and expenditure (I&E) margin − − -5.3m -10.5m -15.6m -20.6m -25.4m -30.1m -34.4m -38.6m -43m In development

Distance from financial plan − − 0 0 0 -0.7m -1.7m -2.5m -3m -3.9m -5m In development

Agency Spend − − 388,191 511,936 409,023 333,796 300,750 325,048 346,999 306,526 370,036 In development

Turnover − 12.03% ‡ − 0.68% 0.59% 0.99% 0.80% 0.71% 0.81% 1.14% 1.16% 0.92% 0.99% 0.81% 0.88% In development

% Temporary Staff (£) − − 7.06% 6.44% 6.14% 5.47% 6.83% 5.75% 5.65% 5.86% 5.59% In development

Key

† Latest reported position (Monthly)

* Latest reported position (Current month -2)

** Latest reported position (Current month -3)

†† Latest reported position (Quarter)

‡ Latest reported position (Rolling 12 months)

Monthly Performance

81.01%

94.24%

31.52%

21.13%

16.74%

5.39

YTD

84.16%

-1.093

−

-

3,292,306

-5m

-43m

Indicator

Annual Performance

90.05%

92.50%

4.65

78.52%

73.53%

2.38%

73.35%

63.14%

79.20%

61.00% 66.07% 61.65%

74.00% 83.03%

15.61%

CARING

EFFECTIVE

WELL-LED
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Corporate Objectives – Month 10 
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Project 

Project 

 

 

 

 

 

Project RAG Status 

Inflation Savings on 
Contracts 

 

Operational Productivity  

ISS Contract Extension 
Discount 

 

Procurement 
Transformation Plan 

 

System-wide Savings  

Hospital Pharmacy 
Transformation Plan 

 

Project RAG Status 

Front Door Improvement Programme  

Hospital to Home Programme  

Quality Programme  

Outpatients & Ambulatory Care Programme  

  

  

PORTFOLIO UPDATE 
Quality & Patient Flow 

In January, the scope of the Ambulatory Care project expanded as planned. 
An Exception Report for the Medical Day Case Unit is in development. The 
implementation plan for the project has been temporarily suspended due to part of 
9B being repurposed to accommodate inpatients as a consequence of winter 
pressures. 
A workshop has been scheduled on the 4 March to review progress to date and agree 
the priorities for Quality & Patient Flow in 2019/20. 

  

Financial Improvement Programme 

At the end of M9 £10.7m savings had been realised against a YTD plan of £14.9m 
The Financial Improvement Programme is on track to deliver £17m in QEP savings this 
year. This represents 54% of the original £31.4m target set at the beginning of the 
year.    
The benefit profile for Operational Productivity are profiled towards the back of the 
year in M12; the progress of this project is being reported to FIP Board on a regular 
basis.  
The £5m profiled against system-wide savings is unlikely to be realised before the end 
of the year. FIP Board were apprised of this at the last project checkpoint. 
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Project RAG 
Status 

Transaction Programme  

- IPT Status Report  

- PWG Status Report  

STP/Place Based Care Systems  

  

Project RAG Status 

Construction  

Equipment  

Accommodation  

Capacity Planning  

CSSD Construction  

Reconfiguration 

Good progress continues to be made on the clinical and corporate post 
transaction integration plans. Staff engagement roadshows are 
scheduled in February at RLH and AUH to showcase the patient and 
staff benefits the merger plans to deliver. 

New Hospital 
The commissioning of the new Sterile Services facility at BGH has been 
successfully completed. 
Laing O’Rourke are continuing work on the initial works programme, expected 
to be completed by April 2019. Following the announcement of the new deal, 
a review of the New Hospital Programme governance arrangements has been 
completed and a new governance structure is scheduled to be presented to 
New Hospital Committee in February. 
The review of category F imaging equipment is on-going. Initial meetings with 
suppliers concluded on 16 January. An updated report was discussed with the 
Executive Team on 6 February. It was agreed that items of equipment not 
delivered / installed will be subject to a formal procurement process. With 
regard to items of equipment delivered/installed, suppliers have been asked 
to submit a proposal with a view to reaching a settlement package. 
Discussions are now underway to progress. 
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Project RAG 
Status 

Workforce Planning  

Service Redesign & Staff Engagement  

Leadership & Management Dev. Programme   

Appraisal & Talent Management   

Medical Workforce  

Roster & Temporary Staffing  

Project RAG Status 

Digital Innovation  

Digital First Hospital  

Digital Patient Records  

Clinical Transformation  

Digital Transformation  

  

Workforce & Leadership 

The Trust continues to exercise control on bank and agency spend. At the end 
of M10, the Trust is still under the bank and agency spend ceiling agreed with 
NHSi at the beginning of the year. 

Global Digital Excellence 

NHS Digital have approved the change control notice for the remainder of the 
GDE programme. 
Good progress is being made on the IT service improvement plan approved by 
Finance and Performance Committee. 
New projects under the umbrella of Digital Patient Records currently being 
scoped. 
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CQC Key Line of Enquiry: Safe 

By safe, the CQC mean people are protected from abuse and avoidable harm. 

 

 

 

 

 

 

 

 

YTD Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Trend Change

Never Events 2 0 0 1 0 0 1 0 1 0 0 0 0 0

Serious Untoward Incidents 13 0 1 3 0 0 1 3 2 0 4 1 1 1

% of harm free care - safety thermometer 95.52% 90% 91.68% 94.68% 94.91% 94.65% 95.71% 95.46% 94.39% 96.38% 94.63% 96.05% 97.99% 94.57%

Mixed Sex Accomodation Breaches 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Moderate to Severe Falls Per 1000 bed days 0.08 0.05 0.13 0.18 0.16 0.08 0.09 0.09 0.04 0.05 0.05 0.18 0.09 0.04

# patients with hospital acquired pressure ulcers per 1,000 bed days 0.37 0.34 0.50 0.36 0.44 0.34 0.26 0.35 0.31 0.14 0.42 0.67 0.55 0.35

# pts with severe (grade 3/4) hosp acq pressure ulcers per 1,000 bed days 0.07 0.05 N/A 0.09 0.04 0.04 0.04 N/A N/A N/A 0.19 0.13 0.18 0.04

VTE Risk Assessment 93.57% 95% 91.15% 91.60% 91.85% 92.68% 91.81% 91.70% 93.16% 93.46% 94.07% 94.64% 95.02% 94.24%

CAUTIs 0.43% 1.30% 0.63% 0.40% 0.66% 1.19% 0.30% 0.63% 0.15% 0.28% 0.29% 0.46% 0.15% 0.41%

MRSA Zero Tolerance 1 0 0 0 0 0 0 0 0 1 0 0 0 0

CPE Cases 133 − 0 3 12 13 10 30 19 27 12 11 6 5

Clostridium Difficile Toxin (CDT) 27 43 1 6 3 3 1 2 1 4 7 2 3 4

Mortality (Crude) HSMR All diagnoses excl Daycase 3.20% 3.46% 3.57% 3.52% 3.53% 3.48% 3.43% 3.44% 3.38% 3.31% 3.29% 3.22% 3.23% 3.20%

Mortality (SHMI) Last 12 Months 104.46 100 101.76 100.80 103.38 104.12 104.81 104.61 104.80 105.28 104.46 104.97 104.54 104.56

Mandatory training 85.11% 85% 69.10% 70.80% 75.30% 78.30% 80.70% 85.30% 86.00% 85.40% 85.70% 86.20% 87.00% 85.11%

Registered Nurses  Avg fill rate - Day 91.15% − 83.12% 81.94% 86.59% 91.34% 91.50% 90.59% 90.88% 89.12% 91.93% 94.03% 91.36% 89.67%

Registered Nurses Avg fill rate - Night 92.25% − 91.80% 89.07% 87.30% 90.39% 91.32% 89.77% 91.11% 97.14% 88.09% 89.79% 107.77% 88.13%

Care staff avg Fill rate - Day 102.69% − 92.21% 94.47% 96.97% 107.67% 102.05% 103.28% 101.60% 102.34% 108.11% 110.22% 90.40% 100.80%

Care staff avg Fill rate - Night 128.66% − 119.99% 126.80% 127.09% 126.58% 119.68% 129.94% 123.37% 140.89% 132.20% 133.99% 134.80% 118.30%

Indicator

SAFE

Summary 

The current (July ’16) CQC rating for Safe is Good. 

There are reliable systems in place to prevent and protect people from a healthcare-associated infection. The Trust are 25% below the agreed trajectory for the month of December for 

Clostridium Difficile Toxin, and remain on trajectory for the year. In terms of MRSA, there were no reported cases and the infection control teams continue to support wards. The staff flu 

vaccination campaign continues across the Trust, with 74.5% of the Trust frontline workers receiving the flu vaccination. The Trust remain above trajectory % harm free care and also 

remain in the lowest quartile for harm from hospital acquired pressure ulcers as per Model Hospital data. To date, there has been a 53% reduction in falls causing moderate to severe 

harm per thousand bed days, when comparing 18/19 with 17/18 as a result of significant improvement interventions. 

An exception report can be found for VTE Risk Assessment 
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VTE Risk Assessment 

 
Indicator VTE Risk Assessment 

Standard 95% 

Owner Clinical Lead, VTE 

Month December 2018 

Data Frequency Monthly 

CQC Area SAFE 

 
 
 
 
 
 
 
 

Key Recovery Actions Owner Start End 

IT engaging with Ground floor to prioritise rollout of forced functionality and mandated VTE risk assessments within February, as 
previous rollout had to be pulled back due to technical issues. This will improve compliance in line with national requirements.  
 
Continued engagement with divisions re improved performance 

Clinical lead, VTE Dec 18 Feb 19 

 

 

 
 

      Trend       Recovery Trajectory 

Indicator Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Dec-18 Mar-19 

Target 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 

Actual 91.15% 91.60% 91.85% 92.68% 91.81% 91.70% 93.16% 93.46% 94.07% 94.64% 95.02% 94.24% 95.00% 95.00% 95.00% 

Monitoring and Reporting 
Management meetings –  
Digital Design Board 
VTE Improvement Steering Group 
 

 
Assurance Meetings: 
Patient Safety Sub Committee 
Quality Governance Committee 

Triangulation with other areas / metrics 
 
Failure to comply may impact patient safety, however, improvements in compliance have been 
identified since the implementation the new assessment process. 

Link to BAF & Risk Register 
Scheduled care – 9 (risk score) 
Unscheduled care – 12 (risk score) 
 

Key Issues 
• The Trust has failed to be compliant against the national VTE (Venous Thromboembolism) assessment target of 95% 
• A recent change in the assessment process has led to a significant improvement in VTE assessment compliance, 
however, work with care groups is still required to improve the overall position 

 

86%

88%

90%

92%

94%

96%

98%

100%

Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
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CQC Key Line of Enquiry: Responsive 

By responsive, the CQC mean that services meet people’s needs. 

 

 

 

 

 

 

 

 
 

 

YTD Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Trend Change

A&E 4 hour target 88.14% 95% 88.7% 87.7% 87.2% 89.7% 89.3% 88.6% 89.5% 89.5% 87.9% 88.4% 87.1% 85.3%

12 Hour Trolley Waits 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Cancelled operations 1.01% 0.60% 0.92% 1.48% 1.53% 1.51% 0.51% 0.92% 0.85% 0.54% 1.42% 1.20% 1.11% 1.14%

28 Day Breach 15 0 2 2 11 1 5 0 1 4 1 0 2 1

52 week breach 23 0 1 2 3 2 0 1 1 2 3 5 3 6

62 Day - Urgent Suspected Cancer GP referrals 78.39% 85% 84.82% 78.21% 85.87% 79.78% 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86%

Ambulance Average waiting times (Minutes) - 15:00 20:06 17:23 17:14 10:55 13:26 15:06 12:04 11:55 12:45 12:13 14:24 18:29

No. of discharges by 12pm 5,700 − 679 612 640 664 695 563 637 597 553 654 691 646

No. of discharges by 4pm 16,141 − 1,796 1,583 1,829 1,809 1,890 1,726 1,880 1,776 1,654 1,788 1,875 1,743

18 week Referral to Treatment 0.0% 92% 83.20% 82.93% 81.78% 82.65% 84.18% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66%

18 week Referral to Treatment (Total Active Pathways) 29,831 27,123 27,541 28,679 29,729 30,354 30,254 29,710 30,010 30,254 29,710 30,010 29,831

Diagnostics test waiting times > 6 weeks 8.64% 1.00% 14.18% 10.31% 9.64% 11.09% 10.40% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30%

No of  complaints  Level 1 (5days) 1,454 − 140 151 148 173 159 147 165 173 143 179 175 140

No of  responded on target  Level 1 (5 Days) 99.7% 100% 99% 100% 100% 97% 100% 100% 100% 100% 100% 100% 100% 100%

No of  complaints Level 2 (35 & 45 days)* 232 − 33 20 13 17 36 21 20 24 27 30 24 33

No of  responded on target Level 2  (35 & 45 days)* 70.26% 90% 64% 85% 46% 100% 81% 52% 80% 63% 63% 47% 67% 85%

No of  complaints Level 3 (60 days)* 10 − 2 0 0 0 2 4 0 0 1 1 2 0

No of  responded on target Level 3 (60 days)* 80.00% 90% 100% N/A N/A N/A 50% 75% N/A N/A 100% 100% 100% N/A

Indicator

RESPONSIVE

Summary 

The current (July ’16) CQC rating for Responsive is Requires Improvement. 

Patients are encouraged to raise concerns and speak up about any issues in their care. Concerns and complaints received from patients are monitored on a weekly basis and give the Trust an opportunity to learn 

and drive continuous improvement. 85% of level 2 complaints were replied to in a timely manner, marginally below the Trust target of 90% which is a significant improvement against November. Teams are 

continually working to improve this response time.  

The month of December has been challenging from an operational perspective and the Trust continues to monitor whether patients access care and treatment in a timely way. The Trust continue to be 

monitored against an improvement trajectory with NHSI for the A&E four hour target and also have a 12 point improvement plan to improve compliance against the target. 

 Responsiveness is also demonstrated through our achievement of the 18 week referral to treatment (RTT). Advice and Guidance requests from GPs continue to increase with more specialities being involved in 

an attempt to reduce the number of unnecessary referrals. Demand continues to increase for services within the Trust and the 18 week Referral to Treatment (RTT) target continues to be challenging. Theatre 

staffing shortages have reduced which has reduced the number of sessions cancelled. Diagnostic wait times have increased when comparing against the previous month and remain over the target of 1%. 

Exception reports can be found within the pack on the following areas – A&E 4hour target, diagnostics, and 18 week RTT. 
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18 week Referral to Treatment 
 

Indicator 18 week Referral to Treatment 

Standard 92% 

Owner Deputy Director of Operations 
(DDO) 

Month December 2018 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 

Key Recovery Actions Owner Start End 

RTT action plans by each care group monitored via the weekly care group performance meetings and the position is being reported regulary with 
Liverpool Clinical Commissioning Group 

• Work continues to implement a new governance and performance structure to robustly manage and monitor RTT performance through a clear 
accountability framework 

 Sep -18 Oct – 18 Nov-18 Dec -18 Jan -19 Feb -19 Mar - 19 

Waiting list Trajectory 29,963 29,810 29,676 29,365 28,955 28,785 28,600 

Waiting List Actual 29,831 29,637 29,547 29,244    

 

DDO Dec 18 Feb 19 

 

      Trend       Recovery Trajectory 

Indicator Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 

Target 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 

Actual 83.20% 82.93% 81.78% 82.65% 84.18% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 84.7% 85.0% 85.1% 

• Increase in Urology and Dermatology two week demand has impacted upon both specialities RTT performance as the 
urgent referrals have been prioritised.  
• Paediatric Dentistry – inability to recruit a specialist.   
• The impact of the theatre staffing shortages peaked in September specifically impacting upon General Surgery 
 
 

 
74%

76%

78%

80%

82%

84%

86%

88%

90%

92%

94%

Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
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Monitoring and Reporting 
Management Meetings: 
• Weekly RTT/Performance meeting  
• Monthly Trust Operations 
performance meeting  
• Monthly meetings with LCCG  
• Monthly Meetings with NHSI 

 
Assurance Meetings: 

Triangulation with other areas / metrics 
• 52 week breaches  
• Cancelled operations 
• 28 day standard  
• Complaints  
• Harm reviews 
• Overall activity v plan  
• Total waiting list sizes Link to BAF & Risk Register 

BF – 2006 – 5F  
BF – 2006 – 5C 
BF – 2006 – 3L  
4574 
4432 
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Exception Report   

 
Indicator A&E 4 hour target 

Standard 95% 

Owner DDO 

Month January 2019 

Data Frequency Monthly 

CQC Area Responsive 

 
 
 
 
 
 
 
 

Key Recovery Actions Owner Start End 

Workforce – 

• A+E Consultant Business Case to go to Board February 2019 

DDO Dec 18 Feb 19 

Operational Process - 

• Visit high performing Trust to evaluate success factors in achieving performance 

• Refocus on internal A+E pathways and reduce minors breaches 

• Introduction of see and treat process Commence see and treat process for ANP overnight  

• Expansion of AEC complete Jan 2019 monitoring performance through KPIs 

• Self-directed  Kiosk in place moving into phase 2 of strata development supporting diversion from ED 

DDO Dec 18 Mar 19 

GP service in ED - 

• Working on joint triage process/ fill rates with PC24. 

DDO Dec 18 Ongoing 

 
 

      Trend       Recovery Trajectory 

Indicator Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 

Target 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 

Actual 88.70% 87.70% 87.21% 89.72% 89.32% 88.59% 89.49% 89.49% 87.90% 88.38% 87.14% 85.28%    

ED performance against the 4 hour care standard decreased from 87.14% in November to 85.28% in December representing an 
decrease of 1.9% points for all Types.  Type 1 performance has remained consistent at 67.1%  
Demand has continued to increase, with December again seeing an increase against the predicted attendance.  

 

75%

80%

85%

90%

95%

100%

Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
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Monitoring and Reporting 
 
AE Exec delivery board  
AE Sub delivery board 
Quality Governance committee 
Patient flow committee 
Front Door Improvement programme 
 

Triangulation with other areas / metrics 
 

• 15 minute triage 
• 15 minute Ambulance handover 
• 30 minute Ambulance turn around 
• 60 minute time to treatment 

Link to BAF & Risk Register 
 
Risk register   
4 hour performance – risk score 6 yellow increased to 12 based on current performance  
Workforce – risk score 6 yellow 
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Diagnostics test waiting times > 6 weeks  

 
Indicator Diagnostics test waiting times > 6 

weeks  

Standard 1% 

Owner Deputy Director Operations 
(DDO) 

Month December 2018 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 

Key Recovery Actions Owner Start End 

Endoscopy 
• Additional insourcing continues 
• JAG preparation for reassessment has been submitted 
• Tender awarded commenced February  
• Additional points now in place per session 
• Full action plan in place  
• Weekly meetings with team to review capacity 

DDO Dec 18 Feb 19 

Echo 
• Additional sessions being considered to reduce backlog 
• Additional equipment being sourced through the new hospital fund 

 
 

      Trend       Recovery Trajectory 

Indicator Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 

Target 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 

Actual 14.18% 10.31% 9.64% 11.09% 10.40% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 1.0% 1.0% 1.0% 

DM01 overall position for December was 5.30% against the <1% Standard.  December position of 5.3% has deteriorated due to a 
number of factors. Endoscopy continues to recover after the impact of reduced sessions over Christmas and the previous 
insourcing provider reducing to 50% activity in January.  The new insourcing company has commenced and is operating full lists. 
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Monitoring and ReportingMonitoring and 
Reporting 
Management Meetings: 
• Weekly endoscopy review  
• Weekly performance  
• Monthly operational performance  
• Weekly LCCG monitoring  
• Monthly F+P committee 
  
 

Assurance Meetings: 
 
DM01 submission to the DOH – monthly 
return  
Monthly Operations and performance 
meeting 

Triangulation with other areas / metrics 
 

• RTT 

• Diagnostic meetings 

Link to BAF & Risk Register 
 
None noted 
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CQC Key Line of Enquiry: Caring 

By caring, the CQC mean that the service involves and treats people with compassion, kindness, dignity and respect. 

 

 

 

 

 

 

 

 

 

 

YTD Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Trend Change

FFT % Recommended Inpatients 92.50% 75% 91.95% 91.62% 92.27% 91.70% 92.00% 92.99% 93.18% 93.03% 93.11% 91.74% 92.47% 92.11%

FFT % Recommended A&E 81.01% 75% 84.49% 79.47% 77.34% 83.27% 85.40% 80.24% 78.31% 82.44% 79.14% 79.43% 81.29% 77.68%

FFT % Recommended Outpatients 94.24% 75% 84.07% 94.56% 94.61% 94.61% 94.71% 94.46% 94.17% 94.07% 93.66% 94.15% 94.09% 94.08%

FFT Response Rates Inpatients 31.52% 30% 43.61% 29.96% 37.04% 33.18% 34.71% 33.00% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15%

FFT Response Rates A&E 21.13% 20% 19.37% 22.63% 22.39% 22.36% 21.49% 22.03% 21.48% 21.00% 20.22% 20.52% 20.31% 20.33%

FFT Response Rates Outpatients 15.61% 15% 16.57% 11.90% 14.45% 15.95% 16.03% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40%

Staff Survey % Recommended Trust for care 73.35% 80%

Staff Survey % Recommended Trust for work 63.14% 70%

Inpatient survey 90.05% 91% 97.71% 99.49% 97.08% 95.34% 94.36% 93.30% 83.09% 90.45% 91.54% 94.70% 89.30% 92.02%

73.35%

63.14%

79.20%

61.00% 66.07% 61.65%

74.00% 83.03%

Indicator

CARING

Summary 

The current (July ’16) CQC rating for Caring is Good. 

The Trust uses various means to engage and involve patients to ensure we are providing the best care possible. The Friends and Family (F&F) Test is a 

tool that supports the principle that people who use NHS services have the opportunity to provide feedback on their experience. For all the elements of 

the recommended indicator, the Trust are above target within Inpatients, A&E and outpatients. As with response rates, the Trust remain over target for 

A&E, however, are slightly below trajectory for Inpatients and Outpatients.  

The Trusts internal inpatient survey was also within the required target for September with the Trust achieving 92.02% against a target of 91%. The 

number of patients surveyed has also dramatically increased. 

The Trust’s Patient Experience Strategy which has been completed in collaboration with Aintree Hospital and Healthwatch, will be rolled out within 

February.  

IPR

Page 42 of 126



 

CEO Dashboard Safe   Responsive Caring Effective Well-led
Finance & 
Workforce

Appendices

CQC Key Line of Enquiry: Effective  

By effective, the CQC mean that people’s care, treatment and support achieves good outcomes, promotes a good quality of life and is based on the best 

available evidence. 

 

 

 

 

 

 

 

 

 

 

 

 

 

YTD Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Trend Change

Average Length of stay Elective Spell 4.65 5.1 5.14 4.45 4.57 4.46 4.64 4.56 4.05 5.15 4.44 4.70 4.90 5.01

Average Length of stay Non - Elective Spell 5.39 5.7 5.88 6.23 5.82 5.75 5.46 5.56 5.43 5.34 5.24 5.29 5.23 5.20

Emergency Readmissions following non elective 16.74% − 15.61% 15.69% 15.72% 15.48% 15.91% 15.95% 16.59% 16.79% 16.66% 16.70% 16.83% 16.74%

Emergency Readmissions rate following Elective 2.38% − 2.83% 2.81% 2.83% 2.74% 2.54% 2.44% 2.45% 2.43% 2.41% 2.38% 2.38% 2.38%

Electronic discharge summaries  - Inpatient 73.53% 80% 70.44% 69.43% 68.69% 70.71% 69.58% 70.65% 74.91% 69.38% 72.75% 75.00% 79.58% 79.71%

Electronic discharge summaries - Assesment Units 78.52% 80% 79.37% 80.56% 85.61% 80.92% 82.20% 86.57% 84.46% 75.87% 71.97% 73.84% 77.27% 74.49%

Indicator

EFFECTIVE

Summary 

The current (July’16) CQC rating for Effective is Good. 

The Trust practice care and treatment based upon national legislation and guidelines. These are monitored through the Trust governance and 

appropriate committee structure. The Trust continue to monitor effectiveness of our care via internal and external means. The quality of our care is 

monitored through various routes externally including participation in Advancing Quality (AQ) and CQUIN (Commissioning for Quality and Innovation). In 

relation to AQ, the Trust are top ranking for  

• Sepsis management – 92% 

• Alcoholic Liver Disease Management – 80% 

• Sepsis NEWS – 79% 

The Trust are in the top three in the region for  

• Acute Kidney Injury – 88% 

• Diabetes – 70% 
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CQC Key Line of Enquiry: Well-Led 

By well-led, the CQC mean that the leadership, management and governance of the organisation assures the delivery of high-quality and person-centred 

care, supports learning and innovation, and promotes an open and fair culture. 

 

Management of Risk, Performance & Information 
Risk Management 
The detailed risk register for those risks with a rating of 15+ is provided. Where the risk score has changed from the previous update, this is 
highlighted in the commentary below. 
 
The following risks scores were increased in the reporting period: 

• 4320  (Risk to laboratory accreditation and regulation)  increased from 12 to 16, Risk upgrade following recent feedback from UKAS assessor during 

surveillance visits. 

• 3680 (Impact of LCL Financial management Issues) increased from 12 to 16, due to new financial position   

The following risks scores have decreased in the reporting period: 

• None 

YTD Target Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Trend Change

Sickness Absence Rate 4.76% 4.20% 4.65% 4.63% 4.56% 4.56% 4.51% 4.51% 4.50% 4.58% 4.67% 4.70% 4.81% 4.77%

Appraisals Completed 84.16% 95% 74.21% 74.21% 74.21% 12.15% 16.97% 42.13% 64.05% 70.83% 73.86% 77.79% 83.60% 84.16%

Capital service capacity -1.245 -0.183 -0.301 -0.390 0.000 -0.603 -0.808 -0.957 -1.006 -1.093 -1.148 -1.192 -1.245

Liquidity (days) 8.41 95.91 97.82 20.40 23.03 16.17 19.74 18.95 12.64 12.00 11.55 10.81 8.41

Income and expenditure (I&E) margin -43m -5.3m -10.5m -15.6m -20.6m -25.4m -30.1m -34.4m -38.6m -43m

Distance from financial plan -5m 0 0 0 -0.7m -1.7m -2.5m -3m -3.9m -5m

Agency Spend 3,292,306 388,191 511,936 409,023 333,796 300,750 325,048 346,999 306,526 370,036

Turnover 12.03% 0.68% 0.59% 0.99% 0.80% 0.71% 0.81% 1.14% 1.16% 0.92% 0.99% 0.81% 0.88%

% Temporary Staff (£) − 7.06% 6.44% 6.14% 5.47% 6.83% 5.75% 5.65% 5.86% 5.59%

Indicator

WELL-LED
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Source of 
Risk 

Exec Lead 
Risk 

Owner 
Risk Date added 

Rating 
(current) 
*previous 

score 

Rating 
(Target) 

Controls in place 
Review 

date 

Link to 
Strategic 
Objective 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID4496 – Corporate Services – Finance 
Delivery of 18/19 QEP Programme of £31.0m 
Cause: The Trust financial plan for 18/19 includes a QEP 
requirement of £31.0m. Shortfall in QEP delivery may result 
in a significant variance to the planned financial position.  
The revised forecast for 2018/19 reflects a shortfall of 
£10.4m.  The risk has remained unchanged on the basis that 
c. £5.0m of clinical productivity schemes remain at risk of 
delivery. 
Effect: Failure to deliver the QEP target for 18/19 may result 
in a failure to deliver the submitted financial plan for 18/19. 
Impact: Potential failure to deliver financial plan, resulting 
in reputational impact and possibly additional regulatory 
intervention.  The current value of schemes RAG rated as 
red are £3.2m and the schemes rated as black (unidentified) 
are £10.4m.  

Escalated 
September 

2018 

25 
(5x5) 
*20 

6 by 
31/03/2019 

• QEP Governance is established 

• FIP Board oversees progress 
 
ID4704 – Ophthalmology – Linked Risk Graded 15 added Oct 
2018 
ID4564 – Dental – Linked Risk Graded 15 added Oct 2018 

11/032019 

Link to 
Strategic 
Objective 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID3793- Corporate Services – Finance 
Insufficient Revenue Cash to Support Trust Objectives 
Cause - Failure to perform against key assumptions in LTFM 
may result in lower than planned cash reserves 
Effect - Lower than planned cash reserves may lead to 
failure of financial duties or the inability to finance strategic 
objectives, particularly capital 
Impact - Trust will require DH cash support for 2018/19 
(based on Plan submission) of £43m for revenue. Risk score 
increased to 20 due to the QEP risk increasing in month 

Escalated 
September 

2018 

20 
(4x5) 
*16  

12 by 31/0 
/2020 

• National arrangements are in place to support cash flow 
requirements  

• The major revenue cash risk relates to overspending against 
the revenue plan 

11/03/2019 

Risk 
Identified 
through 
Audit 
Process 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID3953 – Corporate Services – Finance 
Assumed Receipt of Monies From Redx Pharma 
Cause : Trust has made payments to Redx Pharma which are 
expected to be matched with future cash inflows 
Effect : If risk is attached to future return of cash flows this 
will need to be reflected in financial position in year 
recognised (i.e. potentially 2017/18) 
Impact: Total value of prepayment awaiting future cash 
inflow at the 31/3/17 accounts is c. £1.8m - with a total of 
£2.0m of invoices also outstanding. 

14/07/2016 
20 

(4x5) 
*16 

0 by 
31/03/2019 

• Cash flow agreement is in place which supports the cash 
flow assumptions between the Trust and Redx Pharma 

• Quarterly Updates requested by FPC from Director of 
Finance 

• Finance Director recently met with Senior Management of 
RedX 

11/03/2019 
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Failure to 
comply 
with 
guidance , 
NICE, NSFs 

Lisa Grant John Foley   

ID4773 Loss of MHRA licence and therefore closure of 
Radiopharmacy  

Cause:- Current systems within Radiopharmacy  are not 
currently GMP compliant   

Effect:-Cessation of radiopharmacy service provision to 
RLBUHT and Region. 

Impact: - No radiopharmaceuticals and no Nuc Med scans 
for Cheshire and Merseyside. Impact therefore on patient’s 
diagnosis of wide range of conditions - lack of ability to 
meet targets. Also impact on income generation 

09/11/2018 
20 

(4x5)  
*16 

4 by  
30/07/2019 

Turnaround plan proposed: 
1. Proposed move of Radiopharmacy into the Governance 
framework of Pharmacy Department. (MHRA Inspection of 
Pharmacy Unit this month was very successful - low risk 
assigned) 
2. Regional Pharmacy QA commissioned to carry out a GMP 
review - 15th and 16th November. Action plan to be 
constructed following this. 
3. Radiopharmacy Capacity Plan to be adhered to. i.e. prevent 
additional risks for working beyond limit. 
4. Recruitment to vacancies to ensure correct expertise is 
brought into the department. Restructure likely to be 
necessary. 
5. Staff development programme to increase GMP 
understanding overall 

14/03/2019 

Strategic 
Objective 
Risk 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID3680 Corporate Services – Finance 
Impact of LCL Financial management Issues  
Cause: Unresolved year-end financial management matters 
relating to LCL between RLBUHT and UHA.  NHSI 
involvement to date has not yet resulted in a formal 
resolution.  Discussions are ongoing. 
Effect: May result in impact on 18/19 financial position 
depending upon  resolution  
Impact: 17/18 Accounts carrying assumed gain share of 
14/15 £934k, 15/16 £1.3m, 16/17 £1.9m, 17/18 £2.3m 
which has been invoiced to UHA. 

11/08/2015 
Escalated 
July 2018 

20 
(5X3) 
*12 

6 by 
31/03/2019 

• Budgetary management systems are in place for LCL 

• LCL Management Board established and Management Team 
in place 

• LCL JV Finance Meeting established and meeting monthly 
NHSI Now involved in resolution discussions 

11/03/2019 
 

Strategic 
Objective 
Risk 

Lisa Grant John Foley 

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

Cause:-Multiple factors resulting in non-compliance with 
18 week referral to treatment target. These include: Lack of 
theatre capacity and the ability to effectively move patients 
through critical care is impacting on national targets. An 
increase in patient complexity is resulting in the growth in 
the waiting list for patients requiring surgery at RLH site 
Increase in demand for a number of the sub specialties 
Workforce challenges within specific services Inability to run 
ACC sessions to respond to shortage in capacity, this results 
in a loss of capacity (be it premium).Poor performance in 
some diagnostic waiting times  resulting in extended waiting 
time before proceeding to surgery Winter planning has 
resulted in elective activity being cancelled which has 
exceeded the initial anticipated levels. 
Multiple factors resulting in non-compliance with 18 week 
referral to treatment target. These include: Lack of theatre 
capacity and the ability to effectively move patients through 
critical care is impacting on national targets. An increase in 

13/01/2016 
16 

(4x4) 
*20 

12 by 
31/03/2019 

• RTT - Current Jan position is 80.62%.  Collaboration with 
NHSI continues, and the teams are currently planning for 
winter and developing a strategy that will improve and 
maintain RTT performance throughout the year. The 
following specialities remain a challenge in achieving RTT 
performance 

• General surgery (Inc.  Colorectal, UGI & HPB) - though the 
surgical specialities are not meeting the 92% standard the 
position has improved from 15/16 - 17/18. Working with 
Business Intelligence an elective plan v actual is being 
developed, with weekly targets and progress will be 
monitored via the weekly performance meeting. NHSI will 
support the GM in undertaking demand and capacity 
analysis as it is recognised for surgery that this is difficult 
and currently no other Trust has been able to develop a 
model.  

• Orthopaedics - The majority of elective orthopaedic 
surgeries are undertaken on the BGH site.   There was 
reduced T&O activity undertaken on the BGH site for 6 
weeks during the months of December - March.  There is 
also long term sickness within the upper limb team.   The 

12/03/2019 
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patient complexity is resulting in the growth in the waiting 
list for patients requiring surgery at RLH site Increase in 
demand for a number of the sub specialties Workforce 
challenges within specific services Inability to run ACC 
sessions to respond to shortage in capacity, this results in a 
loss of capacity (be it premium).Poor performance in some 
diagnostic waiting times  resulting in extended waiting time 
before proceeding to surgery Winter planning has resulted 
in elective activity being cancelled which has exceeded the 
initial anticipated levels. 

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 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. 

team are reviewing all scheduling and contacting patients to 
reduce on the day cancellations, clinical and non- clinical. 
An action plan has been developed and progress will be 
monitored via the weekly performance meeting. A recent 
reconfiguration of spinal on-call with the Walton Centre has 
resulted in a significant increase in the numbers of patients 
who are now presenting with Cordaquina, which could 
result in paralysis if not surgically treated within 48 hours. 
The total number for years 17/18 was 17 patients, the out 
turn forecast this year is 100. These patients would have 
been treated at Walton in years 17/18. This is impacting on 
routine elective theatre capacity as these patients need to 
have their surgery within 48 hours or risk paralysis. This has 
been escalated to LCCG and NHSE.  

• Ophthalmology - The Trust is working on options to improve 
the demand around cataract surgery which include, sub-
contracting with a private provider who will provide 
cataract surgery below tariff.  In addition a business case 
has been approved by executive to lease a higher 
specification laser, which will significantly increase our 
performance, and potentially income generate for the trust. 
A lead clinician for cataract surgery has now been 
appointed and high volume cataract operating lists are in 
development with the plan to implement them by the end 
of June - the impact will improve RTT performance.  The 
community follow-up programme has commenced, and 
progress is being monitored via the weekly performance 
meeting.  

• Dermatology - are achieving the 92% standard - ( the first 
time within 18 months)  

• Allergy - Every patient currently is a breach, as the service 
has ceased to receive new referrals.  This is due to the 
challenges around recruitment.  Current backlog is around 
42 weeks.  Liverpool CCG and SPECOM are aware of the 
suspension of the service and the team has successfully 
recruited an Allergy Consultant who is provisionally due to 
start in September 2018.  

January 2019 – Update  
Allergy now have a consultant and increased their compliance 
to over 60%. By the end of March 2019 all patients that were 
left in the system will be seen and the service will re-open in 
April 2019 
The elective programme of work is being protected during the 
winter months of 2019 and the organisation is on track to 
ensure the number of patients we have on our 18 weeks 
waiting lists at the end of March 2019 is less than the number 
there was on them at the end of March 2018 (as per the NHSi 

IPR

Page 48 of 126



 

CEO Dashboard Safe   Responsive Caring Effective Well-led
Finance & 
Workforce

Appendices

bulletin) 
RTT performance remains challenging, but it is very much in 
line with the national picture.  
 
Urology and dermatology have also witnessed a 17 and 25% 
increase in referral demand since the start of the year; this has 
impacted on RTT performance.  Increases have been escalated 
to LCCG.  
Performance monitoring is via the weekly meeting and the 
monthly operations and business group meetings. Assurance is 
provided to LCCG via the monthly CQPG, and monthly NHSI 
updates. 
ID4366  - Dental – Linked risk graded 20  escalated Dec 2018 

Analysis of 
Incidents, 
Complaints 
and Claims 

Peter 
Williams 

Peter 
Williams 

ID4180 – Unscheduled Care – Renal Transplant 
Shortage of junior doctor staffing of Renal Transplant Unit  

Cause: Poor staffing across the junior medical team in 
Renal TX. 3 out of 5 person rota. 

Effect: The number of datix's relating to patient safety 
have increased. There have been issues relating to 
documentation, poor prescribing and also patient receiving 
extended dose of immunosuppression. 

Impact: Poor quality service and increased risk to patient 
care. 

01/02/2017 
16 

(4x4) 
*9 

4 by 
31/04/2019 

extended 
from Oct 

2018 

CNS covering ward to improve ward coverage with F1.GM/CD 
reviewed establishment with plan to utilise other staff groups 
to support shortfall – target 
Currently continuing for fill gaps with consultants at high rate 
of pay.  
On-going discussions with PIG for approval of enhanced 
payments to cover junior gaps.  1 SPR appointed in September 
however risk still high due to further vacancies in 
establishment, recruitment underway. 

07/03/2019 

Analysis of 
Incidents, 
Complaints 
and 
ClaimsRisk 
Assessment
Strategic 
Objective 
Risk 

Lisa Grant John Foley 

ID4201 – Scheduled Care – Ophthalmology 
Patient safety compromise due to outpatient demands 
being greater than capacity for clinical appointments 

Cause: Gap between outpatient capacity and demand 

Effect: Inability to see all patients in a timely manner 

Impact: Cancellations, growing waiting lists, increased 
clinical risk through loss to follow-up, complaints and 
serious incidents, potential loss of vision for patients lost to 
follow-up 

19/06/2017 
16 

(4x4) 
 

6 by 
30/03/2019 

• Community optometrist’s follow–up launched. Project 
enabling work complete with 21 community optometry 
practices signed up to provide service.  

• Change to clinical practice in progress which is reliant on 
the identification of appropriate patients.   

• Patients allocated to community services 

• Additional clinical capacity sessions where possible. 

• Failsafe system to identify and prioritise high risk patients. 

• Task and Finish Group led by Deputy Medical Director to 
review other sources of reducing demands and preventing 
delays to clinical treatment and disease progression 

• Data validation exercise completed to remove 700 patients 
from the waiting list as follow up not required. 

• DM and Deputy planned NHSi Capacity and Demand 
Training 

04/03/2019 
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Incidents, 
Complaints 
and Claims 

Jim Anson Jim Anson 

ID4442 – Liverpool Clinical Laboratories 
Cellular Pathology Tracking System for Patient Samples  

Cause: The department deals with around 62,000 requests 
annually which equates to around 192,000 blocks from 
those requests. On a monthly basis this is around 5,500 
requests and around 16,000 blocks. Keeping track of these 
requests and blocks is a challenging task. Currently the 
department has a tracking system which was created in-
house and is access based and is not fit for purpose. The 
system only allows the tracking of the request card; it does 
not track a single specimen, block or slide. This has major 
pitfalls in that a block or slide may go missing.  

Effect: A missing block or slide is usually retrieved within 
the same day after searching in key areas, areas such as 
block filing. However some occasions this fails and the block 
is lost. 

Impact: The impact of a missing/lost can be quite severe. 
The patient will not receive a result. If the sample was 
specific and a specific site then a sample cannot be taken 
again, it can cause serious harm to the patient if they were 
assuming cancer. Missing/lost blocks can have a major 
impact on staff and the department, low moral occurs, 
blame on the department occurs, turnaround times reduce 
as time is spent looking for blocks. 

20/03/2018 
16 

(4x4) 
9 by 

29/03/2019 

• The current tracking system is not fit for purpose. 

• A business case was created for a new tracking system that 
will track the block, however this is taking longer than 
anticipated. A specification is being drawn up as to what is 
needed. The programme manager has developed a tracking 
system programme in which the business case can be 
monitored and progress made against it. 

• Additional measures have been identified and are being 
implemented. 

Tender closed on 29th October and the tender scoring is 

taking place. Site visits due to be scheduled for the next few 

weeks. 

 

28/02/2019 

Risk 
Assessment 

Lisa Grant John Foley 

ID4505 – Unscheduled Care – Pharmacy 
Delay in access to new Aseptic Unit  
Cause: The loss of access to a manufacturing site designed 
to deliver Local (Trust) & National (Business) outcomes. Site 
was planned to be available as part of the NEW Hospital 
Structure. 
Effect: Lack of Capacity & Resource (equipment & 
Infrastructure). Risk of already installed equipment 
becoming redundant before Department Opens. Potential 
loss of current workload if current Department fails and 
inability to meet future commitments re: already agreed 
workload expansion.  
Impact: Inability to meet Trust targets for delivery of 
Aseptic services with impact on Clinical Care, increased 
Financial risk, Business loss & Reputation (global). The cost 
to the Trust of the redundancy of just the already installed 
six isolators would be £1.5 million. This figure would be 
increased with the redundancy of other already-installed 
equipment. The loss of the current Aseptics income stream 
due to failure of the existing Department's equipment 
would be £1.5 million per year. 

05/06/2018 
16 

(4x4) 
*16 

2 by 
5/12/2018 
Extended  

To  
28/06/2019 

• Use of existing facility that is ‘out of date’ & requires 
refurbishment. Equipment pressures that are not able to 
achieve current growing regulatory standards of 
performance. 

• Additional staffing resource for the existing Department has 
been approved and recruitment is underway. 

04/03/2019 
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Failure to 
comply 
with 
Guidance  

Lisa Grant John Foley 

ID4613 – Unscheduled Care – Renal Transplant 
Patient outcomes could be compromised due to RLH cold 
ischemic times for Renal Transplant 
Cause: lack of access to flexible elective and emergency 
theatre space 
 
Effect: Potential for increased Cold Ischaemic Times (CIT) 
 
Impact: may impact on the Units ability to meet the 8 week 
Standard Shared National Donor Kidney Scheme.  

03/08/2018 
16 

(4x4) 
*16 

4 by 
30/11/2018 

Extended 
to 

31/03/2019 

•        Transplant surgeons to contact the Anaesthetist on call 
at 7.30am-8.30am and 8pm to confirm if there is a 
transplant going on ahead and estimated time of arrival 
of the kidney (s) into the trust  

•        Prioritisation of patients will happen via verbal 
communication between surgeons and Anaesthetist 
around clinical priority of patients needing to use the 
emergency theatre  

•        Educational sessions commenced in September theatres 
for all staff around the effects on transplants outcomes 
when patients have extended cold Ischaemic times.  
Sessions to continue to run 3x per year 

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

•         RCA for every breach of 15 hours and managing action 
plans - to be completed jointly with Anaesthetics and 
presented to divisional governance for assurance.  

•        Update 01/01/18 - Reduced to 12/13 hours for 
DBD/DCD 

•        Audit form completed for all DCD/DBD transplants to 
capture when processes work well and understand 
variation 

•        Update Aug 18 - CIT audit continues. Monthly update to 
divisional & directorate governance with plan to 
include in monthly dashboard. 

•        Sept 18 - On-going monitoring with monthly monitoring 
continuing. Plan to review data year to date as theatre 
issues seem to have reduced. Risk remains as is until 
further discussions with commissioners and at 
divisional governance in Nov 18. 

Oct update - monthly CIT wait times continue to be captured 
and discussed and local clinical governance and in additional 
divisional clinical governance for unscheduled care. RCA's if 
required are completed and lessons learnt shared for best 
practice. 

17/03/2019 

Linked to 
strategic 
objective  

Debbie 
Herring  

Elaine 
Butchard  

ID 4665 Corporate – Human Resources 
Delivery of the Trust Workforce Plan for transaction and 
transition to New Royal.  
The Trust has significant challenges in the delivery of the 
workforce plan.  This is impacted by the merger with 
Aintree, as well as national and local challenges. The specific 
issues are detailed in a number of workforce risks entered 
on Datix by the Care Groups. The transaction timetable 
progresses as pace and the expected date of transaction 
with Aintree is  October 2019. This has created some 

06/09/2018 
16 

(4x4) 
*12 

9 by 
01/07/2019 

Merger with Aintree- 9 Clinical services completed deep dives 
in October 2018 to understand future service models. Output 
of the deep dive from the IPs will be reviewed to understand 
the impact against the workforce plan.   
 
There will be formal review of the emerging operating 
models/plans across all deep dive clinical and corporate 
services. Once confirmed these plans will feed into the 
business case and post transaction integration plan (PTIP). this 
will ensure service plans are aggregated by the PMO  

08/03/2019 
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uncertainty for staff, specifically in Trauma and 
Orthopaedics. 
The Trust has developed a detailed workforce plan for the 
new hospital. The plan was presented at Trust Board 
November 17 for approval and agreement and will be 
reviewed Quarter 3 (2019) as the timeframe for transition is 
confirmed   

Cause: The proposed merger and coupled with national 
staff shortages and increased turnover in ‘hard to fill areas’.  

Effect:  higher levels of hard to fill vacancies, increased 
turnover as a result of a current climate of uncertainty and 
poor levels of staff engagement.  

Impact: On the delivery of the Workforce Plan (right staff, 
right place, right time), higher workforce costs from use of 
agency, locums and bank rates and potential patient harm 
from reduced staffing levels 

Roadshows planned in February to provide staff with the 
opportunity to raise any concerns or ask questions    
 
Progress of workforce plan is monitored through the 
Workforce Transformation Group and Workforce Committee    
 
Recruitment and retention plan in place and work is on-going 
with NHSI on the nurse retention programme.  Recruitment 
action plan in place, which includes branding and reviewing 
the recruitment messages.   
The current Trust Workforce Plan will be reviewed as part of 
the Trust Business Planning Framework and an updated 
version will be available Quarter 4 

Link to 
Strategic 
Objective 

Lisa Grant John Foley 

ID4631 – Scheduled Care – Endoscopy 
Endoscopy Capacity with the Trust 

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 
Potential failure of 2 week rule cancer target 

Reassessed 
August 2018 

16 
(4x4) 
*12 

4 by 
31/03/2019 
Changed to 
31/03/2020 

• Insourcing 16 lists per week - over weekend agreed and 
funded till end of Oct 2018. 

• Business Case to extend till March 2020 

• business case approved - 3.10.18 

04/03/2019 

Failure to 
comply 
with 
guidance  

Lisa Grant  John Foley 

ID  4807  Unscheduled Care-Clinical Support Services-
Isotope availability 
Cause :- PET CT requires the use of an isotope which is 
produced in very few areas around the country. The one 
which is used by ourselves and other PET CT centres in the 
north west is Preston. Their cyclotron is struggling to meet 
the demand in the region and breaks intermittently . The 
next nearest centre is Keele but that is having an upgrade 
and is out of action. Due to the half life of the isoptope 
there is not another cyclotron which we can access or any 
other test which can replace a PET /CT scan. 
Effect :- Potential delay in treatment & patient harm , 
increased complaints, missed national targets,  reputational 
damage 
Impact:- Delay in scanning patients, list cancelation 

29/11/2019 
16 

(4x4) 
*16 

31/03/2019 
When the isotope is available extra lists are being put on PET 
CT to try and maintain the cancer target times. 

29/03/2019 
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Strategic 
Objective 
Risk 

Lisa Grant John Foley 

ID 4750 Corporate – Operational Services 

If the winter funding is not approved, there will be a 

significant reduction in capacity. 
Cause: If winter planning funding is not approved  

Effect: there will be a significant reduction in capacity 

Impact: A&E/RTT/Cancer, ambulance turnaround and 

overall patient experience will be affected Ambulances 

queuing outside as unable to safely handover patients & 

Patients being treated in corridors Cancelled elective 

programme due to lack of capacity Poor patient & staff 

experience 

19/10/2018 
16 

(4x4) 
*20 

12 by 
28/02/2019  

• Patients will be treated in outlier wards 

• Open additional escalation beds (that would not be funded  
or staffed) 

• Daily conference calls to the system requesting external 
support 

• SAFER implementation and follow up 

• 21 day reviews 

• Clinical prioritisation 

• Clinical review of elective programme 

• Discussions held in November at AED delivery board and 
with LCC regarding funding support required. 

• All above continue 

• Ward 2x now open with an additional 24 beds 

• 4x being utilised as a discharge ward 

• Escalation areas utilised as per escalation plan 

• Escalation to wider system and AED delivery board as RFD 
numbers rise 

• Review of available capacity on 4x ongoing to create 
additional space for ED 

• Risk related to 4 hour performance target. 

05/03/2019 

Strategic 
Objective 
Risk 

Lisa Grant John Foley 

ID4751 Corporate – Operational Services 
Patients remaining in hospital who no longer require acute 
facilities 

Cause:- Lack of community capacity 

Effect:- Risks of patients decompensating 

Impact:- Poor patient experience 
Patients at increased risk of HAIs or falls 
Delays of transfers of care 
Reduced capacity for both non-elective and elective care 
demand 

19/10/2018 
16 

(4x4) 
*20 

12 
30/10/2019 

• Clinical Prioritisation  

• SAFER 

• High level MADE  

• LOS Review  >7 days every week local level  

• >21 days weekly triumvirate level 

• MDT Front Door 

• Escalation to LA and CCG 

• Delays for POC and IC beds continue 

• Escalated up to CCG and LA 

• Escalation calls in Place 

• Spot purchase and block beds come on line wc 14/1/19 

• Teleconference with system leaders and NHS E 16.01.19 

15/03/2019 

Strategic 
Objective 
Risk  

John Foley  Lisa Grant 

ID4752 - Operational Services - Unscheduled- Care 
Numbers Exceed Plan  

Cause: high attendance pressure in emergency department 
and decreased discharges 

Effect: Increase in bed pressures 

Impact: Too many patients in hospital 

19/10/2018 
16 

(4x4) 
*16 

12 by 
31/10/2019 

• Implement internal escalation measures (Red) implement 
CPG 

• Engage with CCG and wider system-wide support and 
reinforce alternatives to admission 

• Open up escalation areas but non funded 

09/03/2019 

Operational
/Business 
Risk/Financ
ial Risk 

Jim Anson  Jim Anson  

ID 4320- Liverpool Clinical Laboratory- Risk to laboratory 
accreditation and regulation as departments are failing to 
adhere to internal quality audit schedules 
Cause: Staff unable to be released to conduct required 
audits. Lack of resources in departments to undertake the 
increased amount of audits required for UKAS accreditation. 
Effect: Audits not completed according to audit schedule. 

20/10/2017 
16 

(4x4) 
*12 

2 by 
28/02/2019 

Quality Team monitoring and reporting on any slippage in 
audit schedule on a monthly basis. Discussed at department 
QAG meetings and LCL QAG. 
Audit training programme and competency in place 
Additional resource commissioned for Blood Sciences from 
the bank and locum contract extended 
Support provided by Quality Team when completing audits / 

28/02/2019 
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As audits are not being completed gaps are not being 
identified regarding compliance with quality standards. 
Findings raised by external assessors during inspection / 
accreditation visits 
Impact: Possible loss of accreditation resulting in 
reputational damage and loss of income 

checklists. Quality clinics set up 
Further training sessions held and auditors identified in each 
area 
Departments asked to produce action plans for managing 
audit backlog and include additional staffing requirements in 
workforce plans 
Volunteer commenced in the quality team to provide support 
relating to Q-Pulse and audits 

Incidents, 
Complaints 
and Claims 

David 
Walliker 

Justin 
Scanlan  
 

ID4515 Unscheduled Care – Pharmacy Practice Unit 
Failure of RLBUHT IT department to complete delivery of 
the transition of PPU IT systems from iMersey to RLBUHT 
Cause: Poor project planning, understanding and oversight 
of PPU systems and processes prior to transition. 
Inadequate staffing and resources and no effective 
communication between project plan and desktop.  
Effect: Limited and intermittent functionality of systems. 
Impact: Inability to work efficiently and widespread 
disruption to service delivery. 

June 2018 
15 

(3x5) 
*15 

3 by 
31/10/2018 

• Bi-weekly meetings  

• Project lead has been allocated and action plan in place.  

• Network upgrade completed in September 2018.  

• Functional issues remain unresolved by the network 
upgrade.  

• No date for complete resolution of functional issues given 
by IT. s. No date of completion agreed.   

• Regular reporting to Help Desk. 

09/03/2019 

Hospital 
Redevelop
ment 
Project Risk 

Paul 
Bradshaw  

Paul 
Bradshaw  

ID 4557 - Hospital Redevelopment 
Cost for the Phase 2 Asbestos and Demolition Work 
exceeds available resources 

Cause:- Costs of Phase 2/3 work exceed available 
resources.  

Effect: Demolition and Site Completion unable to be 
completed. 

Impact :- Unable to demolish existing hospital or complete 
the site, impact on main entrance, added pressure on 
capital programme 

26/07/2018 
15 

(5x3) 
*9  

9 by  
31/03/2019 

Consider redefining scope of Phase 3 works. October 2017 
Update - Phase 2/3 Working Group has commenced. 
November 2018 Update - Costs of phase 2 and 3 have 
increased significantly as a result of the delays in completion 
of the new hospital. Additional funding requirements have 
been identified and raised with NHSI/DHSC. Agreement on 
funding solution urgently needed. December 2018 Update - 
Scoring increased. 
February 2019 Update - On-going discussions with NHSi/DH. 
Phase 2 & 3 options being revisited. Workshop with NHSi 
arranged for the 18 February 2019 

09/03/2019 

Hospital 
Redevelop
ment 
Project Risk 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID 4810 Hospital Redevelopment  
Scope of Works  
Cause: Arup survey identifies further non-compliances in 
the New Hospital. 
Effect: Scope of works increases. 
Impact:- Potential for further delay and increase in costs. 

27/11/2018 
15 

(5x3) 
*12 

TBC 

Close liaison with Mace and LOR to confirm compliance. 
Identification of cost effective solutions. December 2018 
Update - New risk identified. January 2019 Update - Score 
increased following discussion at NHC. 
February 2019 Update - No change. 

09/03/2019 

Hospital 
Redevelop
ment 
Project Risk 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID 4787  Hospital Redevelopment  
Costs Under-estimated. 
Cause: Costs for completion of new hospital following 
termination of PFI contract is underestimated.  
Effect: Trust has to find additional capital resources. 
Impact: Capital costs overrun. Trust needs to secure 
additional loans to fund completion of the works. 

16/11/2018 
15 

(5x3) 
*12 

TBC 

Trust is working closely with Laing O'Rourke, Mace and 
external advisors to review and firm up on the actual costs to 
complete. Current assessment is thought to be robust and 
funding requirements have been submitted to NHSI/DHSC in 
advance of submission of a business case to Trust Board in 
January 2019. December 2018 Update - New risk identified. 
January 2019 Update - Score increased following discussion at 
NHC. February 2019 Update - No change. 

06/03/2019 

IPR
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Hospital 
Redevelop
ment 
Project Risk 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID 4788  Hospital Redevelopment  
Latent Defects. 
Cause: Latent defects within the new hospital building are 
found. 
Effect: Additional remedial works are identified leading to 
increase in capital costs. 
Impact:- Capital costs overrun. Trust needs to secure 
additional loans to fund completion of the works. 

16/11/2018 
15 

(5x3) 
*12 

TBC 

Part of the early works instigated with Laing O'Rourke include 
surveys and assessments of existing works and installations to 
identify compliance with requirements and quality of works. 
An assessment of any remedial works known to date has been 
factored into the costs to complete and a contingency 
allowance has also been made. Warranties have been agreed 
as part of the procurement of subcontractors.  Trust is working 
with LOR. Would possibly change the works to maintain 
warranties. December 2018 Update - New risk identified. 
January 2019 Update - Score increased following discussion at 
NHC. February 2019 Update - No change. 

06/03/2019 

Hospital 
Redevelop
ment 
Project Risk 

Paul 
Bradshaw 

Paul 
Bradshaw 

ID 4790  Hospital Redevelopment  
Structural Remedial Works 
Cause: Extensive Structural remedial works identified.  
Effect: Impact on usability of clinical accommodation, 
programme and costs. 
Impact :-Clinical space is compromised. Reconfiguration of 
areas is required as part of the remedial works, leading to a 
less than ideal working solution. 

16/11/2018 
15 

(5x3) 
*12 

TBC 

Trust team is working closely with Arup and NBBJ to review 
and agree the remedial solutions, their implementation and 
agreeing revisions to physical layouts where these might be 
required, at all times recognising the constraints of service 
delivery needs and cost envelope. December 2018 Update - 
New risk identified. 
January 2019 Update - Effect revised and scores increased 
following discussion at NHC. 

06/03/2019 

Operational
/Business 
Risk/Financ
ial Risk 

Paul 
Bradshaw  

Paul 
Bradshaw  

ID 4808 Corporate – Estates 
Failure to manage estate backlog programme (demolished 
estate) 

Cause: Delay to new hospital programme 

Effect: Prolonged stay in demolished estate. Services 
reliant upon aging infrastructure 

Impact: Disruption to services due to ageing infrastructure 

31/02/2018 
16 

(4x4) 
*16 

08 by 
31/12/2020 

Staff Awareness 
Enhanced Planned Preventative Maintenance 
(PPM)Programme 
Robust Reactive Maintenance measures (RMP) 
Identification and purchase of critical / obsolete spares 
Surveys and investment] 
Business Continuity Management programme 
Enhanced governance arrangements 

07/03/2018 

Operational
/Business 
Risk/Financ
ial Risk 

Lisa  Grant  
Cathy 
Chadwick  

ID 4577 Divisional Risk – Scheduled Care  
Deliver a financial surplus and achieve Divisional QEP 
Target 
Cause: Devolvement of corporate financial and quality 
targets to Schedule Care Groups. 
Effect: Financial challenge to the division to meet QEP 
targets and maintain services and patient safety. 
Impact: Potential reduction in service provision and possibly 
compromise of quality. 

30/07/2018 
16 

(4x4) 
*12 

8 by 
01/04/2019 

• Mitigation: FIP board - regular executive challenge around 
QEP. 

• There remains tight control on all non-discretionary pay. 

• Monthly finance meetings with GMs and Deputy Director of 
Finance. 

11/03/2019 

Operational
/Business 
Risk/Financ
ial Risk 

Lisa  Grant  John Foley   

ID 4826-  Divisional Risk – Unscheduled Care- Poor image 
quality 
Cause: The X –ray equipment used within Radiology 
Department has passed its 7 year life span. 
Effect:- Reduced ability to provide first class patient care, 
possible increase in complaints.  
Impact:- Poor and deteriorating image quality, inability to 
use second screen to view images, inability to provide full 
business continuity arrangements. 

19/12/2018 
16 

 
1 by 

01/03/2019 

Able to use one screen but this is not ideal and the room 
cannot be used for certain patients due to the poor quality of 
images. 
Currently waiting for redevelopment office to confirm we can 
use Trust funding to purchase a new fully equipped room.  
Site visits and choice of manufacturer have been made one 
month ago but there seems to be a delay in confirming 
funding. 

09/03/2019 
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Clinical 
Risk/Patien
t Safety 
Risk 

Lisa Grant John Foley 

ID 4586 -Corporate – Operational Services 
Failure to achieve 95% of patients seen and assessed 
within four hours 

Cause:- Increasing patient demand has impacted on Trust 
ability to meet the national ED access target to see 95% of 
patients in four hours. Furthermore, there are operational 
limitations with clinical flow/throughput  

Effect:-This will mean that patients who require admission 
to the bed base will remain in ED until beds become 
available. This can result in long waits for patients to 
transfer in to the acute bed base, there will also be the 
impact of ED patients who will wait over four hours to be 
seen and     

Impact:- The ED department can suffer with overcrowding, 
cubicles may be blocked limiting ED capacity .There can be 
poor decision making and there will be impact on trust 
reputation as hospital of choice and impacting on national 
profile. 

02/08/2018 
16 

(4x4) 
*9 

6 by 
01/07/2019 

Escalation process in place through gold, silver command, 
patient flow meeting four times per day. Senior managerial 
presence within ED. Control and command model in times of 
escalation. Internal processes in place to manage flow with 
streaming service AEC 
winter escalation managed through TCG. 

09/03/2019 

Operational
/Business 
Risk/Financ
ial Risk 

Lisa Grant 

 

Cathy 

Chadwick 

 

ID 4659 Unscheduled Care – Imaging 
Consultant Radiologist vacancy 
Cause: - Due to the recent resignation of a consultant 
radiologist in September, there will be a gap for several 
months before the care group are able to recruit into the 
post.   
Effect: - Potential loss of radiological capacity if colleagues 
do not do additional sessions.  Reduction in service. 
Impact:  Failure to deliver key 2 week rule obligations.  Staff 
burn out. 

03/09/2018 
16 

(4x4) 
*16 

4 by 
05/02/2019 

Additional sessions for other colleagues are currently being 
sourced. 
Clinics for the next month are now covered  
Currently in the process of training advanced practitioners to 
assist with symptomatic work. 
It might be possible to recruit radiologists from other Trust to 
do additional sessions but the rate of pay would need to be 
enhanced and this is not currently possible. 
Existing advanced radiographic staff might be willing to work 
additional sessions but we are currently unable to pay them 
enhanced rates. 
23.10.18 No suitable candidates from initial advert. Re 
advertising but may struggle to recruit as there is a national 
shortage. 
Directorate are exploring ways to cover sessions with existing 
staff. 
The risk of being unable to cover all session’s remains, which 
would result in the Unit failing to meet the 2 week target for 
referrals. 
14.12.18 Out to advert again.  Agreement from team to 
advertise for a locum consultant to cover key elements of 
service.  Explored converting some general radiology sessions 
to breast. concerns about increased demand following 
reduction in ACC's from Aintree 

28/02/2019 
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Corporate 
Services 

David 
Walliker 

David 
Walliker 

ID4476 Corporate – Information Technology 
Failure to deliver EPR programme plan  
Cause: Intersystems failure to deliver specification as 
required 
Effect: Failure to deliver EPR across 3 Trusts against plan 
and expectations 
Impact: Delay in delivery of expected clinical change 

25/04/2018 
15 

(3x5) 
*12 

6 by  
29/06/2019 

• Advanced working agreement in place with Supplier 

• Contract monitoring controls 

• External assurance commissioned 

• Governance arrangements in place for delivery which 
reports to all 3 trusts 

• Supplier review with regards to functionality 

• Plans to mitigate using hybrid of existing technology 
(including ADT Whiteboard) 

Risk is being managed monthly and continually through Digital 
Oversight Sub-Committee (DOC) and EPR Programme Board. 
 

01/02/2019 

Operational
/Business 
Risk/Financ
ial Risk 

Lisa Grant 

 

Cathy 

Chadwick 

 

ID 4530 Unscheduled Care – Imaging 
Dispensing Robot Failure  
Cause: - Potential Robot failure due to age of machine and 
unavailability of replacement parts - loss of automated 
dispensing with reduced dispensing workload , turnover & 
capacity 
Effect:- Delays in medicine supply as mitigation manual 
processes implemented 
Impact:- Delay to information, service and patient flow 

06/07/2018 
15 

(3x5) 
*12 

6 by 
05/12/2019 

• 5 module configuration gives resilience & redundancy 
protection 

• Manual ejection of packs possible 

• Back up PC hardware 

• Limited support from supplier 

•  Increased shelving storage for stock 

09/03/2019 

Hospital 
Redevelop
ment 
Project Risk 

Paul 
Bradshaw 

Paul 

Bradshaw 

ID 4790 Hospital Redevelopment- Structural Remedial 
Works 
Cause:- Extensive Structural remedial works identified.  
Effect:- Impact on usability of clinical accommodation, 
programme and costs. 
Impact :- Clinical space is compromised. Reconfiguration of 
areas is required as part of the remedial works, leading to a 
less than ideal working solution. 

16/11/2018 
15 

(5x3) 
*15 

TBC 

Trust team is working closely with Arup and NBBJ to review 
and agree the remedial solutions, their implementation and 
agreeing revisions to physical layouts where these might be 
required, at all times recognising the constraints of service 
delivery needs and cost envelope. December 2018 Update - 
New risk identified.  
January 2019 Update - Effect revised and scores increased 
following discussion at NHC. 
February 2019 Update - No change. 

09/03/2019 

Operational
/Business 
Risk/Financ
ial Risk 

Lisa Grant  
Cathy  

Chadwick  

ID 4794-  Divisional Risk Scheduled Care - Insufficient 
capacity to implement FIT within Bowel cancer screening 
Cause: -FIT testing is being implemented nationally as part 
of the bowel cancer screening programme which is 
expected to increase demand by up to 50% for the service. 
Effect: - This will result in increases in clinic, endoscopic, 
pathology and administrative workload which cannot be 
absorbed within the current service. 
Impact:- The service will not be able to meet this extra 
demand without additional resource in the form of 
specialist screening practitioners, admin staff, endoscopic 
capacity, clinic capacity, and laboratory capacity. this will 
result in QA standards not being met and loss of confidence 
in the programme by the public. 

23/11/2018 
15 

(3x5) 
*15 

0 by  
01/04/2019 

1. Regular meetings with commissioning team 
2. draft action plan with key requirements 
3. request for additional funding from commissioners 

29/03/2019 
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Operational
/Business 
Risk/Financ
ial Risk 

Lisa Grant  
Cathy  

Chadwick  

ID 4854 Divisional Risk-Scheduled Care- Cardiology 
Consultant Rota & Recruitment 
Cause:- Cardiology Consultant Rota.  Vacancies and in-
effective rota pattern.  The department are carrying 2FT 
vacancies.  Dr AC retired in October 2018 and returned on a 
PT basis one month later.  Dr JK (locum 10 PA) left the 
organisation December 2018.  Dr EK has been appointed to 
replace Dr AC.  He will commence in post 1st Feb 2019.  
There remains a FT vacancy in the cardiology rota until 
recruitment of an imaging specialist is sourced to replace JK. 
Job planning in late December 2018 has resulted in a 
reduction of OPD for Dr JH. As of April 2019 we will lose a 
further imaging consultant. 
 
Effect :- There is a 1 in 10 week on call in effect. Current 
issues are: 
1. A very intense 2 weeks which causes problems when 
people are off sick or there are gaps 
2. AL/SL is taken in the 8 standard weeks but more ACU 
cover just dwindles the time available to take leave 
3. Swapping ACU/ward weeks when there are no clinics for 
standard weeks when there are can cause frequent clinic 
cancellations and reduced capacity 
4. Dr BR isn’t on the rota at all   5. Reduced OPD capacity as 
a result of Dr AC retirement.  6. Reduced CT/MRI reporting 
capacity as a result of Dr JK leaving. 7. Reduced overall 
cardiology consultant capacity.  
 
Impact  
There is an impact on activity defined below but also on 
staff morale as existing colleagues are being asked to cover 
sessions at a locum rate.  This cover is not sustainable. 1) 
OPD waits are increasing as capacity contracts. As of Jan 
2019 the weeks wait for routine appointments are 15 and 
urgent are 9 weeks.  This should be 6 weeks and 2 weeks . 
2) CT/MRI breaches now occurring as capacity contracts. 
There are 65 as of Jan 2019 . 3) Referrals have grown by 
6.23% in December 2018 compared to December 2017.  
This is as a result of internal referrals 166 and tertiary 
(LHCH) 46.  The cardiology waiting list size was 1163 as of 
the 02/04/18.  It is now 1314 (151) growth. 4) There are 200 
F/U patients from Dr AC that require dispersing to others 
OPD's.  5) There are 300 patients from Dr JH that requiring 
dispersal to others OPD's. 6) Resorting to paying higher 
rates of locum pay than our own colleagues are receiving." 

25/01/2019 
15 

(3x5) 
*15 

06 by 
06/03/2019 

Measures taken to reduce worsening position: 1) Introduction 
of OPD cancellation scrutiny within care group in order to 
evaluate impact. 2) Introduction of internal performance 
meetings weekly to monitor referral growth and wait impact. 
3) Application and offer of WLI to consultant colleagues to 
cover vacant sessions on the rota and undertake virtual review 
of Dr AC 200 patients with a view to discharge. 4) Dr JH 
reviewing 300 patients to advise who may be discharged and 
who will require moving OPD appointment to another 
consultant. 5) Discussions with Dr JH to undertake all OPD F/U 
for his patients seen in LHCH to LHCH OPD rather than Royal, 
thus releasing capacity. 6) Internal review of fitness of 
proposal of cardiology rota. Proposal that it mirrors that of the 
vascular rota. 7) Exploring migrating cardiology rota to 
Allocate or other rota system ASAP for greater operational 
visibility. 8) Increase operational support for the management 
of the cardiology rota within the care group. 9) Improvement 
project to take place in mapping current referral/clinical 
pathways for cardiology to explore the options of holding 
more F2F nurse led clinics, thus releasing consultant capacity. 
10) Review of internal referral growth reasons, with a hope 
that plans can be acted upon and growth slowed. 11) 
Additional CT/MR reporting sessions applied for and offered 
via a mobile van at BGH. 12) Recruitment of 2 imaging 
consultants. 13) Liaise with staffing bank to source locum 
consultant cover. 14) Explore opportunity to work 
collaboratively with LHCH & Aintree for recruitment of 
rotational posts. 

06/03/2019 
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Failure to 
comply 
with 
guidance  

Lisa Grant  
Cathy 

Chadwick 

ID 4762- Scheduled Care- Echo Machines 
Cause:- Unreliable, old and slow, Philips IE33s 
cardiovascular ultrasound machines within Cardiovascular 
Dept. Typically these should be no more than 5 years old 
with a maximum age of 7 years. The majority of our 
machines are over 7 years old with many approaching 10 
years. 
Effect:- Increased waiting lists, breakdowns, limited imaging 
options/ measurement utilised to enable enhanced 
diagnosis, disservice to patients.  
Impact: - Potential loss of accreditation with the British 
Society of Echocardiography, likely reduction in the quality 
of patient care. During an invasive TOE procedure under 
sedation, the echo machine failed, we were able to utilise a 
machine from another room but this increased the length of 
the procedure and required the patient to be sedated for 
significantly longer than necessary. 

01/11/2018 
15 

(3x5) 
*15 

1 by 
30/04/2019 

Last year we presented a case to purchase a new machine for 
our oldest machine that was constantly breaking down. We 
were not successful in a purchase, however we are now 
leasing a replacement. Apart from that the only control 
measure available to us is to take a machine out of action 
when it breaks down until an engineer can attend and 
hopefully fix, which obviously increases both inpt and outpt 
waiting lists and diagnosis.  
With regards to the measurements we can perform for 
diagnosis we currently perform the maximum that are 
available to us on these current devices to aid diagnosis. There 
is now much more available on the new upgraded machines to 
aid diagnosis and improve pt outcomes. 

01/03/2019 

Failure to 
comply 
with 
Guidance  

Lisa Grant  
Cathy 

Chadwick 

ID 4830-  Unscheduled Care- Clinical Support Services- 
Falsified Medicines Directive (FMD) 
CAUSE: New Falsified Medicines Directive [FMD] (Directive 
2011/62/EU)- unable to comply with Directive as cannot 
access SecurMed website 
EFFECT: Non-compliance with Directive and implementation 
capacity shortages - national dealine was 9/2/19 
IMPACT: Failure to comply with Statute in Law and 
professional standards set by GPhC. Therefore, risk of legal 
action against Trust and loss of GPhC registration. 

10/01/2019 
15 

(3x5) 
*12 

29/03/2019 

RLBUHT have registered with SECURMED for decommissioning 
and intend to use an app developed at Aintree for 
decommissioning  - practical plans for process are still in 
development 

11/03/2019 
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Deep Dive – Research Development & Innovation - February 2019  Report Owner: Jules West, Operational Director RD&II 

Introduction 

RLBUHT aims to pursue world-class translational and clinical research through highly original and effective approaches to unmet clinical need in an optimal 
environment across the organisation. Strategic fit with academic, NHS, National Institute for Health Research and commercial partners will form the framework for 
the identification, growth and development of research and researchers of all kinds, working to improve the lives of patients. 

Research Activity 
 
Grants applied for and awaiting outcome 1st April 18-Jan 2019 
In this financial year to date we have submitted 19 grant applications, 6 have been unsuccessful however the potential total award funding is £3,559,549 for the 
remaining 13 applications. This demonstrates the potential future growth and sustainability of RD&I and the amount of applications we are processing 
 
Feasibilities accepted and declined  
The table below highlights the number of feasibility studies being offered to the Trust on a month by month basis, number awarded and number declined by 
specialty. This financial year so far specialities have only been able to take on 40 out of 83 there is still work to do in order to understand the capacity issues i.e. is it 
Clinician Capacity, Research Nurse Capacity or Support Service Capacity issues.  
 

Feasibilities offered to the Trust 
Apr-

18 
May-

18 
Jun-

18 
Jul-
18 

Aug-
18 

Sep-
18 

Oct-
18 

Nov-
18 

Dec-
18 

Jan-
18 

Total 

Feasibility studies requested by Industry or CRN 11 6 7 6 11 13 9 5 8 7 83 

Feasibility studies awarded to the Trust 5 5 4 3 5 7 5 3 2 4 43 
                

Cancer 4             
Cardiovascular disease 2             
Dementias and neuro-degeneration 2             
Dermatology 5             
Diabetes 2             
Ear, nose and throat 2             
Gastroenterology 2             
Haematology 4             
Infectious diseases and microbiology 2             
Mental Health 1              
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Metabolic and endocrine disorders 2             
Musculoskeletal disorders 1             
Ophthalmology 1             
Renal disorders 3             
Respiratory disorders 1             
Stroke 1             
Surgery 2             
No Specialty Given 6             

              
Total Declined or No Response                            43               

  
 
Current Innovation Project with funding streams 
 

Project Title Status 

New Starter Dialysis project Midpoint report submitted to funder. 

LEAFix project LEAFix patent has been filed. Potential commercial partners have been contacted. 

COPD project Project has been completed. Awaiting final payment. 

Palliative Care Volunteer Service  £73,772.80 has been awarded to this project from Helpforce. 

Diabetes & Dialysis project Interview conducted held on 23/10/18. Application was unsuccessful. 

COT-143 Application submitted to Innovate UK for £834,212. Awaiting response. 

Sarah Coupland/Leeds Co-application Funding awarded. Consortium agreement in process. 

 

The New Started Dialysis project received a second round of funding which was used, in part, to fund a health economic analysis. As well as reducing the 90 day 

mortality from 5% to 1% in the two years since its inception, the project has saved the Trust £1.4million. It will continue to save the Trust ~£700,000 per annum. 
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Research activity and recruitment across the NIHR North Coast CRN (NWC CRN)  
The Trust is currently the top recruiter across the NWC CRN but the NWC CRN sits 14th out of 15 nationally. 
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Trust recruitment to date 
The Trust has been set a recruitment target by the CRN of 5500 based on our current portfolio of studies and contractual agreements this may be difficult to achieve 
however we are currently sitting at 4208 at month 10 and will continue to push the target. 
 

 
 

IPR

Page 74 of 126



 

CEO Dashboard Safe   Responsive Caring Effective Well-led
Finance & 
Workforce

Appendices

 
 
Mandatory Training and Appraisal update  
 
Mandatory training 92.16% (fire training live is the date staff are waiting to be released) 
 
Appraisal Update 91.11% (maternity leave is the reason for the 8.89%) 
 
Risk 
Research integrity - all serious breaches and serious adverse events are reported to the appropriate body, externally the MHRA and Ethics and internally through 
DATIX and the Board Assurance Framework.  
 
A lack of MRI capacity in the Trust for research requires external contracts with the Spire and the LiMARIC and funding being redirected from the Trust.   
 
Currently the trust is unable to provide a Radio Pharmacy service due to an MHRA inspection that resulted in the ceasing of the service temporarily. Studies that are 
in set-up we are looking for commercial partners such as Covance to support in the interim but this is problematic for our investigators.  
 
Opportunities and Challenges 
Liverpool Health Partners (LHP) is implementing a Joint Research Service (JRS) across all LHP partners; this will bring together under a new office all R&D back office 
functions to deliver centrally for Liverpool. The JRS Executive Group has been established with a remit to deliver the implementation of the JRS by the 1st April 2019. 
Progress to December was presented to the Trust Executive Group and a further paper will be presented end of February 2019 on progress.  
 
Merger with Aintree – RD&I is working closely with Aintree RD&I to develop a joint strategy that compliments the University of Liverpool  (UoL), LHP and the NWC 
CRN’s strategies whilst delivering  an Acute Trust’s objectives. 
 
Currently Liverpool has a lack of clinical researcher able to take on the Chief Investigator role and lead on multi centre studies. Professor Simon Harding the new 
Clinical Director of RD&I is meeting all the Care Group Clinical Directors to look at research capability and in conjunction with the UoL a Chief Investigator/Principal 
Investigator development programme is being established to train and succession plan for the future.   
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FOCUSED REVIEW: Freedom to Speak up (FTSU) Guardians Report February 2019 

Purpose of paper Key facts 
x For assurance 

 
Sponsor: Chief Nurse/Chief Operating officer 

☐ To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  26/02/2019 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  [Please insert here – e.g. Exec, Clinical Governance etc.] 
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
☐ Patients x Regulators (NHSI, CQC, CCG etc) 

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

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

Have we considered opportunity & risk in the following areas?                       

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

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT          

The Freedom to Speak up Guardian and its associated processes are a core standard within the CQC 

measurement framework and a requirement of the Standard NHS contract.  This role and process provides 

assurance that any member of staff can and should raise a concern at any time, and the organisation will 

respond promptly and effectively to mitigate any concern that is found to create a risk to either patient care 

or staff wellbeing. 

 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

This report provides an update on the success of the FTSU Guardian function, providing specific examples of 

concerns raised by staff during Q2 18/19 & Q3 18/19, and actions taken to effectively mitigate the risks 

associated with the concerns raised.  

 

 

3. CONCLUSION AND RECOMMENDATION        

This report provides assurance as to the responsiveness and effectiveness of the Trusts FTSU Guardian 

process. 
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MAIN REPORT:  

1. STRATEGIC CONTEXT                  

Following on from the Public Inquiry into Mid Staffordshire NHS Foundation Trust In February 2013, Sir 

Robert Francis QC undertook the Freedom to Speak up Review (2015); in order to ascertain the failings in the 

ability for staff within the NHS to be able to speak up safely about any concerns into patient safety.  It was 

identified that a defensive culture within the NHS had begun to grow, discouraging staff from raising 

concerns and not treating those who did in a fair way.   

  

Sir Robert Francis identified some overarching goals in promoting an honest and open culture that is able to 

face the truth about the services provided within the NHS.  One of those goals was to appoint a Freedom to 

Speak Up (FTSU) Guardian within every NHS Trust and a National Independent Guardian to oversee the NHS 

as a whole.  . The CQC requires Trusts to evidence that they have robust arrangements in place to handle 

concerns including the appointment of a FTSU Guardian, as part of their ‘well-led’ domain.  The Trust 

appointed the Assistant Director of Patient Safety and Human Factors to the role of FTSU Guardian in June 

2017, and also appointed five FTSU champions from various professional and ethnic backgrounds to enhance 

the approachability and accessibility of the FTSU team.. 

The Trusts Mission statement for its Freedom to speak up program is: 

Our Trust is committed to developing an open and honest culture, where staff can speak out about any 
concerns about unsafe patient care.  
 
We work to ensure our staff feel confident and their concerns are welcomed and taken seriously, and that 
they will be heard, investigated and responded to quickly. 
 

We’d like to remind all staff; if in doubt, please speak up. It doesn’t matter if you are mistaken, as long as you 
are genuinely concerned. 
 
Safe and respectful treatment of our patients and service users is our main aim and all our staff, trainees and 
students are the ones best placed to identify if care standards are not at the high level they should be.  
If poor practice or wrongdoing is taking place, then it is everyone’s responsibility in our organisation to 

recognise and raise this, rather than to turn a blind eye. 

 

2. QUESTION(S) ADDRESSED BY THIS REPORT              

This report provides an overview of the effectiveness of the FTSU team during Q2 18/19 and Q3 18/19.  

Insight into the types of concerns raised and the actions taken by the Trust to both mitigate any risks 

identified and to support staff who have raised concerns.  The Trust values staff and embraces the open 

learning culture required to support a model of continuous improvement in both safety and quality. 

                          

Performance review:  
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The Trust received eight concerns via the FTSU Guardian during Q2 18/19   

 

Concern one: A member of staff raised a concern relating to alleged bribery and corruption within their 

workplace. 

 

Outcome: An external investigation was undertaken by Mersey internal Audit (MIAA). 

The external investigation substantiated the misappropriation of funds, however it also identified that this 

was a previously unchallenged custom and practice that was also evident within other NHS Trusts. 

The identified practice was eradicated and policies/protocols updated to block any further similar issues. No 

action was taken against individuals involved in this matter. 

 

 

Concern two: Two staff members raised concerns relating to alleged bullying and harassment by one of their 

supervisors. 

 

Outcome: A full investigation was conducted under the Bullying and Harassment policy. 

The policy identified a case to answer with regards to the supervisory approach to addressing staff work 

standards. The report identified multiple examples of suboptimal leadership within the department, and as 

such recommended a department wide action plan. 

The Trust Guardian has subsequently undertaken a review of the team dynamics within the departmental. 

This report will underpin an action plan to correct the issues identified within the investigation. 

Both original concern raisers have subsequently resigned from their posts. 

 

Concern three: A member of staff under investigation raised concerns regarding a perceived lack of 

responsiveness and transparency in providing access to trust electronic systems during the period of the 

investigation, and whilst they were suspended from duty. 

Outcome: The Guardian referred the case to the National Guardians office who stated that the request was 

inappropriate to raise via the Trust Guardian, and that this should be treated a legal matter between the 

Trust and the member of staff alleged. The Trust was found to have acted appropriately and continued to 

work with the staff member to provide all requested information in a timely manner. 

Concern four: A member of staff raised concerns regarding the fairness of decisions taken relating to the 

flexible retirement process. The concern raiser alleged that the defined Trust process was unfair for 

longstanding staff members that wished to return to work following retirement.  

Outcome: The Guardian reviewed the Trust’s flexible retirement policy which was found to be aligned to 

National recommendations, and compliant with employment law.  

   

Concern five: An anonymous letter was received from a member of a department’s staff, alleging 

widespread inappropriate behaviour and treatment of staff in the workplace. 
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Outcome: The Guardian undertook a series of both group and 1:1 confidential listening events. The findings 

were detailed in a report and action plan, that was subsequently shared with the departmental leadership 

team and all staff. The action plan has been commenced with positive feedback regarding the improvements 

made to staff. 

A follow up review will take place in May 2019 to provide assurance that all issues have been rectified. 

Concern six: A member of staff raised concerns regarding their treatment by supervisors on the grounds of 

gender discrimination. 

Outcome: The allegations where reviewed by both the departmental leadership team and Human Resources. 

An agreement was made to attempt informal mediation in the first instance. Despite multiple attempts to 

confirm the effectiveness of this approach with the concern raiser, the Guardian has not been able to acquire 

feedback. 

Concern seven: A member of staff raised a concern related to their experience of being under investigation 

for bullying and harassment. The concern raiser described an investigation length of eighteen months during 

which they suffered from stress related mental health issues that they perceived were exacerbated by the 

unacceptable duration of the investigation and resulting stress. The concern raiser also highlighted that they 

had yet to receive a formal letter detailing the investigation outcome. 

Outcome: Case discussed with Director of HR and the case manager was requested to issue a second letter.  

The concern raiser has subsequently returned to work. 

Concern eight: A number of staff raised concerns regarding the working conditions and staff behaviours 

within their department, during a routine Guardian listening event. 

Outcome: The concerns raised by staff were discussed with the Trust’s executive lead for FTSU and the 

departmental senior management team. It was agreed that due to the number of staff within the 

department, that the validated Agency for health and research quality (AHRQ) staff safety culture survey 

would be utilised to capture the breadth of the issues. The survey was conducted during November 2018 and  

results received 23rd December 2018. 

The results have subsequently been reviewed by the Trust’s executive team and a strategic leadership group 

formed to deliver a cultural transformation program.  

 

 

 

 

F
re

ed
om

 to
 S

pe
ak

 U
pd

at
e

Page 79 of 126



RLBUHT BOARD PACK

[Type text] 
 

  
 

TITLE: Freedom to Speak up Report AUTHOR: Freedom to Speak up Guardian 

Q3 18/19 FTSU concern’s raised: 

The Trust received Twelve concerns via the FTSU Guardian during Q3 18/19 

 

Concern 1: A member of staff raised a concern regarding two incidents that they had witnessed within which 

a colleague had allegedly used inappropriate language in the workplace.that could be considered 

discriminatory on the grounds of disabilityand  on the grounds of race. 

Outcome: The concern raiser agreed that in the first instance the departmental lead would meet with the 

alleged affected members of staff to understand their perception of the language used. 

Neither of the alleged recipients of the inappropriate language believed the comments to have been 

derogatory and as such no harm was caused. The alleged recipients requested that no action was taken 

against the alleged users of inappropriate language  

The departmental leader met informally with both members of staff and fed back the risk of their choice of 

language being negatively interpreted and causing harm, both staff understood the issues and agreed to 

refrain from utilising such language in the work place. The concern raiser was satisfied with the approach and 

subsequently closed the case.  

  

Concern 2: A member of staff raised a concern relating to bullying and harassment of colleagues within their 

department. It was described as having been previously escalated to departmental supervisors and managers 

but that no effective action had been taken and the issues continued to the detriment of multiple staff 

members. 

Outcome: The Guardian met with a group of staff to explore the issues and provide advice as to the most 

appropriate next steps. A formal investigation was triggered under the Bullying and Harassment policy. The 

investigation is currently on-going. 

Concern 3: An anonymous letter detailing poor leadership behaviour and a dysfunctional local culture in a 

Trust department was received.  

Outcome: The Guardian undertook a series of both group and 1:1 listening events with staff to understand 

the perceived issues and to triangulate/substantiate the alleged issues detailed within the letter of concern. 

A comprehensive report was produced detailing the review findings. The report was shared with the 

departmental leadership team and with all staff that work in the department. 

Both the leadership team and staff group agreed with the findings of the report and its associated action 

plan. The action plan is currently being implemented with positive feedback from the staff regarding 

improved behaviours and departmental culture. 
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Concern 4: A member of staff under investigation contacted the guardian to raise a concern that they were 

being unfairly treated by the manager who has raised the concern which is the subject of the investigation 

 

Outcome: The Guardian reviewed the allegations against the staff member and the terms of reference of the 

investigation. A small number of alterations made to ensure that no form of bias could be perceived as 

effecting the investigation. The investigation remains on-going. 

 

Concern 5: A member of Trust staff alleged that colleagues had assaulted a patient on trust premises. 

 

Outcome: The incident was reported immediately to the police and is now part of an ongoing criminal 

investigation. 

 

Concern 6: A member of staff raised a concern that they had suffered significant detriment during the period 

of an investigation. 

Outcome: The staff member has been asked to provide a detailed overview of the issues and impact of their 

treatment whilst under investigation. The concern raiser has agreed to provide this information in a meeting 

with the Trust’s Guardian, FTSU NED and Head of Equality and Diversity. Once the information has been 

received a decision regarding next steps will be taken. 

 

Concern 7: A member of staff raised concerns relating to the health and wellbeing of a colleague and the 

associated risk to patient safety that the perceived cognitive overload and stress response could create. 

Outcome: The Guardian contacted the line manager of the staff member alleged to be suffering stress 

related ill health. The line manager had already identified this issue and actively reduced the workload by 

reviewing the employee’s job plan. The staff member alleged to have been suffering with stress related 

illness was thankful to the concern raiser, but confirmed that the actions taken by their line manager should 

be sufficient to reduce their stress and as such any risk of human error. 

The concern raiser accepted that the approach had been both robust and compassionate towards the staff 

member and closed the concern. 

Concern 8: Anonymous phone call highlighted alleged bullying and harassment on the grounds of disability 

within their department. 

Outcome: This was the same department at concern 2, and the ongoing investigation will capture these 

issues. 

Concern 9:  Member of staff under investigation for three months raised concern that they had not been 

made aware of the reason for the investigation/alleged incident. 
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Outcome: The terms of reference of the investigation have now been sent to the concern raiser.  The 

concern raiser has subsequently closed the concern. 

Concern 10: A group of five staff booked a meeting with the Guardian to discuss their concerns re behaviour 

in the workplace aligned to Bullying. 

Outcome: This was the same department at concerns 2 & 9, and the ongoing investigation will capture these 

issues also. 

Concern 11: A middle grade doctor contacted the Guardian regarding perceived bullying by a consultant 

doctor. 

Outcome: The concern raiser agreed for the Guardian and Deputy Medical Director to address this informally 

in the first instance. A series meetings concluded with supported mediation between the two doctors, and a 

positive outcome was achieved for both parties. 

Concern 12: A member of Trust staff raised a concern via the Guardian relating to their treatment by a senior 

leader within their department. 

Outcome: The staff member was supported in submitting a formal complaint under the Trusts Bullying and 

harassment policy. 

 

Triangulation of Concerns with SI’s/Complaints/Retention/Recruitment/sickness 

Concern Serious 
incidents 

Complaints Retention Recruitment  
(Advert to offer 
time in weeks) 

Stress/SI 
(mean) 

Q2 C2 & C6 0 0 Q2=97.92% 
Q3=95.74% 

Q3=7.2 Q2 = 3.14% 
Q3 =5.39% 

Q2 C3 0 0 Q2=91.18% 
Q3=91.43% 

Q2=13.2 
Q3=7.8 

Q2=1.26% 
Q3=0.5% 

Q2 C7 & C8  
Q3 C1 & C6 & 
C7 

0 1 (Q3) Q2=89.69% 
Q3=96.47% 

Q3=12.0 Q2=0.33% 
Q3=1.47% 

Q2 C5 & Q3 C9  0 0 Q2=98.94% 
Q3=93.14% 

Q2=10.6 
Q3=7.0 

Q2=1.73% 
Q3= 1.93% 

Q3 C2 & C8 & 
C10 

0 0 Q2=96.81% 
Q3=95.7% 

Q2=13.4 
Q3=12.0 

Q2=1.76% 
Q3=1.94% 

Trust wide n/a n/a Q2=92.88% 
Q3=94.16% 

Q2=12.0 
Q3=12.0 
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Regional Performance benchmarking 

 

The Trust is required to upload the details of the concerns raised to the National Guardians Whilst it is 

acknowledged that there isn’t an effective model to measure the number of concerns that any one Trust 

should receive within a quarter, it is useful to compare our Trust’s performance against neighbouring 

organisations. 

 

NHS Provider Organisation  Q2 18/19 Q3 18/19 

Royal Liverpool 8 12 

Aintree  0 5 

Countess of Chester 0 0 

St Helens and Knowsley 4 6 

Warring ton 7 9 

Wirral 4 7 

Salford Royal 3 7 

Manchester FT  5 39 

Alderhey Childrens  1 3 

 

 

 

 

 

 

3. CONCLUSION & RECOMMENDATION                                       

This report is intended to provide insight and assurance into the functionality of the Trust’s FTSU team and 

associated process.  It confirms that all concerns raised through the Guardian have been met with a thorough 

and responsive approach and that all staff have been supported through the difficult time of raising a 

concern and any associated investigation. 

 

The Trust continues to place significant efforts into encouraging staff to speak out safely and remains 

committed to embracing the intelligence provided by staff irrespective of role to drive a culture of 

continuous improvement. 

 

The actions listed within the Trust FTSU strategy published in November 2018 continue to be implemented 

aligned to agreed target dates. 
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Purpose of paper Key facts 
y For assurance 

 
Sponsor: Lisa Grant – Chief Nurse / Chief Operating Officer 

      To note 
  Service line affected: Trust 
  Date of board meeting to discuss this paper: 

26 February 2019 
      

  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: Published in the public domain. 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    

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. The Trust must also provide bi 

annual acuity reviews to accompany this paper, which is contained as an appendix. New guidance was issued by NQB in 

July 2016 and the organisation is compliant with the recommendations set out. The vacancy position for community 

services is also now contained within this document and will continue to be included each month. 

 

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 2018 and to highlight any potential risks associated with nurse staffing. The fill rate is based on the skill mix 

for each ward. The skill mix has been agreed following acuity studies that take place in February and July of each year.  

 

3. CONCLUSION AND RECOMMENDATION                                  

The Board is asked to note this report and the work taking place, which in turn will improve the overall safe staffing 

position.
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MAIN REPORT: 

1. National Picture and External Reporting 
Since the publication of the National Quality Board’s guidance, entitled ‘How to ensure the right people with the 
right skills are in the right place at the right time’, sponsored by Jane Cummings, Chief Nursing Officer in England, 
the Trust have undertaken a significant amount of work to ensure each of the expectations set out are met. 
 
The publication provided guidance and structure to Trusts in responding to the recommendations contained within 
the Governments ‘Hard Truths’ report which was a direct response to the Mid Staffordshire NHS Foundations Trust 
Public Inquiry (February 2013). 
 
In July 2016, the National Quality Board (NQB) published further guidance “Supporting NHS providers to deliver the 
right staff, with the right skills, in the right place at the right time: Safe, sustainable and productive staffing”. This 
safe staffing improvement resource provided an updated set of expectations for nursing and midwifery care staffing, 
to help NHS provider boards make local decisions that will support the delivery of high quality care for patients 
within the available staffing resource.  
 
2. Results for the month of December 
Of the 43 areas reviewed [the remit is for every inpatient designated ward to be included] there were 19 areas who 
had less than 80% fill rates identified across at least one shift [Day or Night], which is an increase from the previous 
month when we reported 14. We have also included from this month an extra ward, ICRAS which opened the 
beginning of December.  
 
Unify have added into their submission datasheet a new Trust total calculation.  This is seen as a statistically more 
accurate method to calculate the Trust total fill rate.  On applying this methodology, the Trust total for November 
would have changed as below:- 
 

Site November Day November Night 

  
Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Original Trust 
total 

93.11% 103.68% 93.32% 122.93% 

Amended 
Trust total 

91.36% 107.77% 90.40% 134.80% 

  
This method has been adopted for December’s submission and all future reporting fill rates will be calculated using 
this new methodology. 
 

Site December Day December Night 

  
Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

Average fill rate - 
registered nurses  

Average fill rate - 
care staff  

BGH  
95.8% 97.6% 85.1% 107.0% 

RLH 
88.9% 101.4% 88.5% 120.0% 

Trust total 
89.70% 100.80% 88.10% 118.30% 
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88.71%88.69%
87.30%88.03%

89.98%

94.69%94.65%
93.11%

89.70%

82.00%
84.00%
86.00%
88.00%
90.00%
92.00%
94.00%
96.00%

Registered Nurses Avg fill rate -
Day

92.68% 92.44%
91.39%

94.75%
96.26%

92.37% 92.15% 92.32%

88.10%

84.00%
86.00%
88.00%
90.00%
92.00%
94.00%
96.00%
98.00%

Registered Nurses Avg fill rate -
Night

100.62%

97.64%97.84%

95.03%95.47%

104.44%104.82%
103.68%

100.80%

90.00%
92.00%
94.00%
96.00%
98.00%

100.00%
102.00%
104.00%
106.00%

Care staff avg Fill rate - Day
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*The table overleaf, breaks down the fill rate by grade of staff by day and night duty, as recommended by NQB. 
Quality indicators are included within the Ward Quality Dashboard along with the number of red flags raised, staffing 
incidents reported and the Care Hours Per Patient Day metric.

114.21%
110.13%

118.33%
115.01%

129.81%

121.30%
124.97%122.93%

118.30%

100.00%
105.00%
110.00%
115.00%
120.00%
125.00%
130.00%
135.00%
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Sickness absence target = 4.2 

 
 

 

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

No. Datix 

staffing 

incidents

Sickness & 

Absence RN

Sickness & 

Absence UnRN

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 

(%)

1467.5 1182 1314.5 1334.42 80.5% 101.5% 1069.5 713 713 997 66.7% 139.8% 3.9 3.0 3.1 3.7 7.0 6.6 1 1 0 12.51% 17.03% 7.68% 1.5 1.5

1426 1473 1178 1513.15 103.3% 128.5% 1069.5 885.5 713 1213.5 82.8% 170.2% 3.2 3.0 2.4 3.5 5.7 6.6 0 0 0 3.20% 5.07% 0.87% 1 1

945.5 888 915 918.5 93.9% 100.4% 690 701.5 345 356.5 101.7% 103.3% 4.1 4.0 3.1 3.2 7.2 7.1 3 3 0 12.59% 9.68% 12.54% 2.5 0

1069.5 1000.5 1069.5 940 93.5% 87.9% 713 713 713 668.5 100.0% 93.8% 3.0 2.9 3.0 2.8 6.1 5.7 3 3 6 9.00% 4.55% 21.60% 1.5 2.5

1302 1191 945.5 1133.5 91.5% 119.9% 1069.5 713 1069.5 1046.5 66.7% 97.8% 3.3 2.7 2.8 3.1 6.2 5.7 0 0 0 15.43% 13.58% 17.03% 2.5 1

2139 1729.5 1426 1936 80.9% 135.8% 1426 1193 1069.5 1495 83.7% 139.8% 3.8 3.1 2.7 3.7 6.5 6.8 6 6 3 5.64% 8.22% 2.95% 1 1.5

1069.5 949.5 1069.5 1019 88.8% 95.3% 713 713 1069.5 1035 100.0% 96.8% 4.8 4.5 5.8 5.6 10.5 10.1 0 0 0 6.86% 9.68% 7.00% 1 1

2139 1905 1426 1086.5 89.1% 76.2% 1426 1373.5 713 931.5 96.3% 130.6% 4.6 4.4 2.8 2.7 7.4 7.0 1 1 1 5.02% 1.35% 11.16% 1 1

1782.5 1766.5 1782.5 1774 99.1% 99.5% 1069.5 1035 713 1000.5 96.8% 140.3% 3.2 3.1 2.8 3.1 5.9 6.2 8 8 4 7.29% 6.14% 10.15% 1.5 1

2139 2007.5 1069.5 1072 93.9% 100.2% 1426 1357.5 713 713 95.2% 100.0% 4.6 4.5 2.3 2.4 6.9 6.8 0 0 0 5.60% 1.68% 7.17% 1.5 1

1720.5 1394.5 1271 1313.5 81.1% 103.3% 1069.5 747.5 713 908.5 69.9% 127.4% 3.8 2.9 2.7 3.0 6.4 5.9 0 0 0 6.75% 3.17% 10.74% 1.5 0.5

1302 1296 945.5 1125 99.5% 119.0% 713 713 713 923.5 100.0% 129.5% 3.4 3.4 2.8 3.5 6.2 6.9 0 0 0 15.00% 8.54% 22.77% 1 1.5

1426 1478.5 914.5 795.5 103.7% 87.0% 713 713 678.5 982.5 100.0% 144.8% 3.3 3.4 2.4 2.7 5.7 6.1 0 0 0 6.72% 0.91% 16.13% 1 1

2139 2180.5 1069.5 1165.5 101.9% 109.0% 1782.5 1575.5 713 1426 88.4% 200.0% 4.5 4.3 2.1 3.0 6.6 7.3 5 5 5 2.63% 2.58% 2.91% 1 1.5

1534.5 1396.5 945.5 829 91.0% 87.7% 1069.5 736 713 908.5 68.8% 127.4% 3.7 3.0 2.3 2.4 6.0 5.4 2 2 4 14.17% 6.00% 29.95% 1.5 2.5

1426 1207 1302 1686 84.6% 129.5% 1069.5 931.5 713 1292 87.1% 181.2% 3.2 2.8 2.6 3.8 5.8 6.6 4 4 2 14.93% 9.51% 21.14% 1 1.5

1162.5 1018 1162.5 1459.5 87.6% 125.5% 1069.5 713 713 885.5 66.7% 124.2% 2.9 2.2 2.4 3.0 5.3 5.3 3 3 1 5.08% 0.96% 6.87% 2.5 0.5

1134 1060 1196 1119 93.5% 93.6% 621 644 1242 908.5 103.7% 73.1% 2.4 3.2 3.3 3.8 5.6 6.9 2 2 2

1755 1742.5 1172.5 1107.5 99.3% 94.5% 1426 1230.5 713 805 86.3% 112.9% 4.1 3.9 2.4 2.5 6.5 6.4 4 4 4 8.24% 6.42% 13.55% 1 0.5

4185 3982 930 862.5 95.1% 92.7% 2929.5 2656.5 651 630 90.7% 96.8% 16.4 17.9 3.6 4.0 20.0 22.0 0 0 4 8.55% 9.41% 4.51% 1 0.5

2422 2358.5 1426 1429.5 97.4% 100.2% 1782.5 1656 1081 1218 92.9% 112.7% 3.8 3.6 2.2 2.4 6.0 6.0 0 0 0 6.60% 0.57% 13.53% 1 1

1426 1540.5 945.5 922.5 108.0% 97.6% 1069.5 1143.5 713 770.5 106.9% 108.1% 3.2 3.5 2.1 2.2 5.4 5.6 0 0 1 3.69% 7.26% 0.00% 2 1

1190.25 1202 465 263.9 101.0% 56.8% 713 713 149.5 0 100.0% 0.0% 4.4 6.2 1.4 0.9 5.8 7.1 0 0 0 9.83% 6.51% 32.26% 1 2

1069.5 1036 316 308.5 96.9% 97.6% 713 713 356.5 287.5 100.0% 80.6% 11.5 14.1 4.3 4.8 15.8 18.9 0 0 1 12.87% 14.74% 0.00% 1 0

1534.5 1294.5 1302 1775 84.4% 136.3% 1069.5 713 713 1596 66.7% 223.8% 3.7 2.8 2.8 4.7 6.5 7.5 0 0 0 2.25% 1.43% 3.87% 2 1.5

1456 1048 563.5 488 72.0% 86.6% 713 713 356.5 356.5 100.0% 100.0% 4.4 3.9 1.9 1.9 6.2 5.8 1 1 0 9.34% 14.19% 0.00% 1.5 0

10200 7568.5 930 839 74.2% 90.2% 7161 6163.5 651 524 86.1% 80.5% 29.5 27.0 2.7 2.7 32.2 29.7 0 0 1 5.30% 6.22% 9.35% 2 1.5

1747.5 1438 465 345 82.3% 74.2% 976.5 997.5 0 0 102.2% #DIV/0! 22.0 22.6 3.8 3.2 25.7 25.7 0 0 0 6.41% 5.87% 10.37% 1.5 0

1069.5 999 713 402 93.4% 56.4% 713 713 356.5 356.5 100.0% 100.0% 3.8 3.9 2.3 1.7 6.1 5.7 1 1 0 4.24% 1.08% 9.31% 1.5 1

4163 3422.5 1725 1576.5 82.2% 91.4% 3565 2897.5 1426 1641 81.3% 115.1% 8.0 6.0 3.3 3.1 11.3 9.1 0 0 1 2.04% 2.87% 1.22% 1.5 1

7905 5837 3255 3066 73.8% 94.2% 4960 4465.5 2170 2375 90.0% 109.4% na na na na na na 6 6 6 6.22% 7.20% 6.90% 2.5 1.5

2495.5 2331 690 662.5 93.4% 96.0% 1689.5 1664 713 701.5 98.5% 98.4% 7.9 7.7 2.7 2.6 10.6 10.4 0 0 0 3.79% 4.70% 0.35% 1.5 1

1107 1036.5 1069.5 1041.5 93.6% 97.4% 713 713 356.5 632.5 100.0% 177.4% 3.9 4.7 3.1 4.5 7.0 9.1 0 0 4
3.28% 4.99% 1.81%

1 0

615.8 593.25 168.85 168.85 96.3% 100.0% 89.4 89.4 89.4 89.4 100.0% 100.0% 2.8 8.2 1.0 3.1 3.9 11.3 0 0 0
3.50% 5.29% 0.00%

1 0

735.5 731 428 377.5 99.4% 88.2% 529 471.5 253 126.5 89.1% 50.0% 3.1 4.1 1.7 1.7 4.8 5.8 0 0 1
9.20% 2.80% 1.52%

1 0

1543.5 1254.5 830.5 919 81.3% 110.7% 920 747.5 356.5 483 81.3% 135.5% 2.8 4.4 1.4 3.1 4.2 7.5 0 0 0
4.55% 2.39% 8.89%

1 1

1302 1212.5 1302 1294.5 93.1% 99.4% 1069.5 713 713 713 66.7% 100.0% 3.6 3.1 3.1 3.2 6.7 6.3 0 0 0
4.50% 1.73% 7.76%

1 0

RLU 

Theatres/

Recovery 7894.5 7325.52 2952 2141 92.8% 72.5% 1364 1485 341 275 108.9% 80.6% na na na na na na 0 0 0

6.50% 

(Average of 

Al l )

5.39% (Average 

of Al l )

11.25% 

(Average of 

Al l )

BGH 

Theatres/

Recovery 4247.5 4677 1155 1494.5 110.1% 129.4% 345 345 0 0 100.0% #DIV/0! na na na na na na 0 0 1

6.00% 

(Average of 

Al l )

3.78% (Average 

of Al l )

0.25% (Average 

of Al l )

Ward 3 

BGH 427 393.5 322 214.5 92.2% 66.6% 299 299 149.5 80.5 100.0% 53.8% 1.7 6.2 1.1 2.7 2.8 8.9 0 0 0

8.64% 7.88% 12.27%

1 1

Ward 9 

BGH 1069.5 1334.5 1426 1395.5 124.8% 97.9% 1069.5 851 839.5 942.85 79.6% 112.3% 2.9 3.1 3.0 3.3 5.9 6.4 0 0 1

8.00% 5.93% 9.44%

1 1

Ward 11 

BGH 945.5 861 1069.5 1044.5 91.1% 97.7% 713 713 713 644 100.0% 90.3% 3.3 3.1 3.6 3.3 6.9 6.3 0 0 0

1.36% 3.26% 0.35%

1 0.5

Fra i l ty 

Unit 1069.5 1057 1069.5 995.5 98.8% 93.1% 713 724.5 1069.5 999 101.6% 93.4% 4.1 4.2 4.9 4.6 9.0 8.8 1 1 1

5.46% 4.46% 7.56%

1 0

51 51 53 7.35% 6.00% 9.36% 1.381578947 0.947368421

Day Night Night

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

Day

Ward Quality 

Dashboard Nov 

2018

Ward Quality 

Dashboard Dec 

2018

Red Flag 

raised

Red Flag 

responded

Sickness and 

Absence All

Care Hours  Per Patient (CHPPD)

Actual  

Regis tered 

midwives/ 

nurses

Actual  

Care Staff

Actual  

Overa l l

Planned 

Regis tered 

midwives/ 

nurses

Planned 

Care Staff

Planned 

Overa l l
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3. Red Flag Process 
 

In July 2014, NICE published guidance setting out ‘red flag events’ which warn when nurses in charge of 

shifts must act immediately to ensure they have enough staff to meet the needs of patients on that ward. 

This process was quickly adopted by the Trust in order to further enhance ways in which staff could escalate 

staffing concerns and a policy was developed along with a range of materials to remind staff as to when 

they ought to raise a red flag. These are the measures used for every member of nursing staff to take when 

a ward/departmental area is deemed unsafe and it is important to highlight that the definition of unsafe is 

made by the registered nurse using the red flag indicators as a guideline, alongside their professional 

judgement.  

For the month of December, 51 red flag incidents were raised an increase from November when we 

reported 31.  All of these red flags were responded to, with each of the episodes occurring out of hours 

(night duty or during weekend shifts). Out of the 51 calls, 100% were in relation to any situation where, 

based on professional judgment, the local staffing position was deemed unacceptable in being able to 

deliver optimum patient care.  

All of the red flag incidents led to a clinical review of the area by the Duty Manager and staff being 

redeployed if deemed necessary. Themes from the red flag calls during December continue to be unfilled 

close observation requests and patient acuity, however on occasion, it was also to highlight that bank staff 

had not turned up for their shift. There were 6 red flag calls made from the emergency department; on each 

of these occasions this was to highlight bed pressures/capacity within the area. Work has been ongoing with 

the Duty Managers to ensure that the areas that send staff to support a red flag call, are not compromised 

as a result of supporting other clinical areas and this is now documented within the red flag reports. To 

provide robust assurance, matrons review the previous days staffing at the huddle, to ensure shifts that 

were highlighted as amber continued to operate safely. 

Work continues to promote the red flag process and staffing issues continue to be addressed proactively in 
hours via the staffing huddles which are managed by the Matrons, in order to re-allocate nursing resource 
to reported shortfalls, as a result of staff sickness or increased acuity when additional support is needed.  
 
The matron cover over the weekend period continues to prove beneficial as huddles can continue to take 
place as opposed to relying on the red flag process alone to respond to staffing concerns. 
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4. CHPPD (Care Hours Per Patient Day) 
 

Work has been undertaken to profile CHPPD locally, by setting out an expected CHPPD metric / range from 

which to work for each ward and department and in turn, offer assurance that this recommended 

establishment / level has been realised.  

The dashboard now moves away from simply focusing on planned versus actual hours worked, but provides 

a more sensitive range of metrics which take bed occupancy and professional judgement into consideration. 

These are now routinely reported within the dashboard (illustrated on Page 3) and as can be seen with 

some wards, fill rates have been lower than planned, but a much lower number of beds had been occupied 

during this period, meaning CHPPD rates were unaffected and remained within recommended levels.  

5. Datix Staffing Incidents 
 
For the month of December, there were a total of 53 datix incidents reported in relation to staffing, which 
again is an increase from last month when we reported 30.  
 
Information gathered from the datix incidents indicate that incident themes continue to be: 
 

• To highlight the transfer of staff to cover other clinical areas 

• Shortfall of staffing levels due to vacancies and / or short term sickness 
 
It is important to outline, however, that staffing provision is always considered with each root cause analysis 
investigation undertaken as part of our clinical risk processes, to determine / inform future plans. All 
incidents / root cause analyses findings are also shared at the weekly patient safety meeting or patient 
safety sub-committee (if serious in nature). 
 
6. Exception Report 

 
The following areas have been highlighted due to falling below the 80% staffing trajectory set internally by 
the trust, whilst also falling beneath the requirements set out in the Ward Quality Dashboard (a score of 2.5 
or more). The Chief Nurse will monitor these areas with the Divisional Chief Nurse, although routinely meets 
with Ward Managers to discuss performance and provide additional support as required.  
 
Ward 6Y 
 
The ward has reported a low fill rate of 68.8% for registered staff on night duty; this is both due to vacancies 
and sickness, this would be the 3rd registered nurse on nights, but on occasion, they request an extra 
unregistered nurse to help with acuity. The ward sickness level is high at 14.17% and is actively being 
managed with HR support, whilst recruitment is ongoing for the area. There were 2 red flags raised and 
responded to and 4 staffing datix completed. The red flag calls were in relation to an unfilled close 
observation request and additional staff were sent to support the ward for the shift. The Quality score was 
2.5 for the month of December; the ward reported 1 Grade 2 pressure ulcer and 1 fall whilst also having a 
formal complaint. Both the reported pressure ulcer and fall will have an RCA completed with their action 
plan being monitored via the perfect ward meetings.  
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7. Financial Impact  

One to one specials continue to be the most common reason for additional monies being spent on nurse 
staffing although a more robust approval mechanism has been adopted utilising a tool to determine what 
resource is required which in turn has led to a significant reduction in agency nursing spend which 
continues. 
 
Nursing Financial Scrutiny meetings continue and dashboards are produced for each clinical area to outline 
roster effectiveness, annual leave allocation, overtime usage, bank and agency usage along with an 
overview of the financial position. All meetings are chaired by the Deputy Chief Nurse and are supported by 
HR, Finance, the roster and temporary staffing team, with each ward manager in attendance to outline their 
position and provide an overview of any actions undertaken to maximise roster effectiveness and maintain 
financial balance. 
 
Benefits realised from these regular scrutiny meetings have included; 
 

• Mandatory training – Improved position: 
 
The scrutiny around this, discussions about the ESR records and highlighting issues with HR representatives 
has led to an improved position in compliance with mandatory training 
 

• Shifts being booked in advance of 6 weeks. This improved from a 50-60 % average fill rate to 70-80% 
average fill in the last cycle. Last 2 months have been approx. 75% of areas producing rosters in 
advance of 6 weeks or more which helps to plan for shortfalls and allocate staff accordingly. 

• The management of annual leave has improved as a result of providing areas with their targets and 
monitoring the breaches. This has given much more control and visibility of the areas that need help 
managing their annual leave more effectively.  

 
The Trust continues to work with NHSI with their ‘Retention Programme’ and monitor progress against an 
action plan. This aims to reduce turnover and enhance the retention of staff. Monthly meetings continue to 
track developments and ensure progress with the plan continues. 
 

8. Leadership development  
 
Ward Manager “Time Out” events continue and Matron Away Days organised to provide time to offer 
professional development, peer discussion and identification of innovative practice and all managers 
continue to be invited to a one to one with the chief nurse to discuss a wide range of factors, including 
current staffing establishments, acuity and dependency as well as approaches to promoting quality within 
their particular area.  
 
The senior team will often provide enhancedles input to clinical areas if quality assessments or patient / 
staff feedback suggests improvement can be made and listening weeks are often held in order to 
understand any challenges or positive work which could be disseminated further and a leadership 
programme, overseen by John Moores University, has recently commenced with most Matrons and Senior 
nurses across the organisation signing up to participate. 
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9. Therapies Staffing Position 
 
Sickness is a challenge within the department (37 staff on short term sickness, 7 long term sickness); all are 
actively being managed with HR support. Maternity leave continues to be challenging to cover (17 staff); as 
there is only limited bank staff available, mainly assistant staff. Speech and Language department are 
struggling as they are unable to recruit locums since November 2018 due to no availability. A breakdown of 
the staffing position within therapies can be found overleaf: 
 
Physiotherapy 

 Estab 
wte 

wte 
Vacancies 

wte 
Maternity 

wte LT 
sick 

Recruitment Vacancy Rate 

B5 37.0      

B6 54.05 2.6 3.38 2.93 Out to add  

B7 37.4 1.3 1.3 0.6 Recruited 
.awaiting start date 

 

B8a 20.28 3.26   Case of need in 
progress 

 

Total 148.73 7.16 4.68 3.53  4.8% 

 
Occupational Therapy 

 Estab 
wte 

wte 
vacancies 

Wte 
maternity 

Wte LT 
sick 

Recruitment Vacancy Rate 

B5 17.8                                                

B6 25.3 1.6 0.8 1.0 Recruited  

B7 17.6 0.8                                                                                                                                                                                         4.2  (Dropped hours)  

                                                                                                                                                                                               
B8A 

2.48      

Total 63.18 2.4 5.0 1.0  3.8% 

 
Speech and Language Therapy 

 Estab 
wte 

Wte 
vacancies 

Wte 
maternity 

Wte LT 
sick 

Recruitment Vacancy Rate 

B4 2.0 0.2 0.8    

B5 1.0 1.0   Recruitment 
request in palace 

 

B6 6.3 1.7                                                                                                                                                                                                                                                                                                                                                                               Out to advert 
(convert to Band 5 
if no applicants) 

 

B7 4.2 0.2                          0.6    

B8a 2.28      

Total 15.78 3.1 1.4   19.6% 
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Dietetics 

 Estab 
wte 

Wte 
vacancies 

Wte 
maternity 

Wte LT 
sick 

Recruitment Vacancy Rate 

B3 2.77 0.08     

B5 5.0    .  

B6 10.31  1.0 0.91   

B7 12.51  1.0    

B8a 1.88      

Total 32.87 0.08 2.0    0.2% 

 
Podiatry 

 Estab 
wte 

Wte 
Vacancies 

Wte 
Maternity 

Wte LT 
sick 

Recruitment  Vacancy Rate 

B3 1.0      

B6 1.0      

B7 2.0      

B8A 1.0      

Total 5.0      

 
Therapy Assistants 

 Estab  
wte 

Wte 
vacancies 

Wte 
maternity 

Wte LT 
sick 

Recruitment Vacancy Rate 

B2 3.0 1.0     

B3 37.3 4.8 1.0 1.0 Recruited awaiting 
start dates 

 

B4 13.8      

Total 54.1 5.8 1.0 1.0  10.7% 

  
Admin and Clerical 

 Estab 
wte 

Wte 
vacancies 

Wte 
maternity 

Wte LT  
sick 

Recruitment  Vacancy Rate 

B2 18.18 1.1   Unable to recruit to 
fixed term. 

 

B3 5.77      

B4 6.0      

B5 0.43      

Total 30.38 1.1 
 

    3.6% 
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10.           Community Services Staffing Position 

 
A summary of the community services staffing position will continue to be included and remains as follows: 
HIV 

 Estab 
wte 

wte 
Vacancies 

wte 
Maternity 

wte LT sick Recruitment 

B7 
 
1.0 

0 0 0  

B6 
 
2.6 

0.6 0 0 
Recruited – Employment 
checks  Start date April 19 

B3 
 
0 

0 0 0  

Admin 
 

0 0 0 0  

Total 3.6 0.6 0 0  

 
TB 

 Estab 
wte 

wte 
vacancies 

Wte 
maternity 

Wte LT 
sick 

Recruitment 

B7 
 
1 

0 0 0   

B6 
 
4.6 

0 0 1 LTS                                                                                                                                                                                                                                                          

B3 (HCA) 
 
0.60 

0 0 0  

Admin 1 0 0 0  

Total 7.2 1.0 0 1  

 
Heart Failure 

 
Estab 
wte 

Wte vacancies 
Wte 
maternity 

Wte LT 
sick 

Recruitment 

B7 5 0 0 0  

Admin 0.8 0 0 0  

Total 5.8 0 0 0  
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Community Respiratory Team 

 Estab 
wte 

Wte vacancies Wte 
maternity 

Wte LT 
sick 

Recruitment 

B8A 
 
2 

1 0 0 
1 post recruited to but 
candidate on secondment  

B7 
 
8.6 

0 0 0  

B6 
 
7 

0 0 0  

B4 
 
0.8 

0 0 0  

Admin 
 
1 

0 1.0 0 Mat leave till 7thJan 19  

Total 19.4 0 1.0 0  

 
ST Helens Satellite Dialysis 

 
Estab 
wte 

Wte Vacancies 
Wte 
Maternity 

Wte LT 
sick 

Recruitment  

B7 1 0 0 0  

B6 
 
1 

0 0 1  

B5 
 
4.72 

1.0 0 0 Conditional offer in progress 

B4 
 
2 

0 0 0  

B2 (HCA) 
3 
 

0 0 0  

Total 11.72 1.0 0 1  

 
Warrington Satellite Dialysis 

 
Estab  
wte 

Wte vacancies 
Wte 
maternity 

Wte LT 
sick 

Recruitment 

B7 1 0 0 0 
 
 

B6 
 
1 

0 0 0  

B5 3.39 0 0 0 
 
 

B2 
 
2 

0 0 0 
Band 2 leaving 
Change forms completed 
 

B4 2 0 1 0 

 
Band 4 leaving. 
Change forms completed. 
Have asked to use this money to 
recruit part time band 5 rather 
than band 4. 
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Total 9.39 0 1.0 0  

  
Halton  Satellite  Dialysis  

 
Estab 
wte 

Wte vacancies 
Wte 
maternity 

Wte LT  
sick 

Recruitment  

B7 
 
0.8 

0.2 0 0  

B6 1 
 
0 

0 0  

B5 
2.69 
 

0.15 0 0  

B4 
 
1 

0 0 0  

B2 
 
1 

0 0 0  

B3 1 1 0 0 

 
Band 2 will move for 6/12 
secondment to band 3 from 4th 
February 2019. This will leave 
the band 2 as vacancy. 

Total 7.49 1.35 0 0  
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Corporate Objectives 2019-20 AUTHOR: Christopher Graney 

GENERAL PURPOSE: REFERENCE INFORMATION 

Have we considered opportunity & risk in the following areas?                       

x Clinical x Financial  x Reputation  
State:  State:  State: 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                     

 
The purpose of this report is to present the 2019-20 corporate objectives and provide a summary of 
the progress made on next year’s strategic roadmap. 
 

2. QUESTION(S) ADDRESSED IN THIS REPORT             

 
What are the Trust’s Corporate Objectives in 2019-20? 
How has the Trust identified next year’s priority projects? 
 

3. CONCLUSION AND RECOMMENDATION                                   

 
The Board are asked to: 
 

- Approve the corporate objectives for 2019-20; 
- Note the progress being made developing next year’s strategic roadmap and the associated 

gaps and challenges; 
 

Purpose of paper Key facts 
X To note – for assurance Sponsor: Aidan Kehoe, Chief Executive 
x For decision (no budget requested) Service line affected: Trust 
☐ For decision (budget requested) Date of board meeting to discuss this paper:  26/02/2019 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  Design Authority (Executive Directors) & Council of Governors 

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

Key stakeholders: Our compliance with: 
x Patients x Regulators (NHSI, Monitor, CQC etc) 

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

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

• In November, Design Authority triggered a review of the Trust’s strategic objectives and
next year’s change roadmap;

• This year, to support strategic planning, the review ran in parallel to the Trust’s operational
planning cycle to identify cross-cutting issues and support the Trust’s financial planning;

• In December, a development session was held with the Trust Board to agree the Trust’s
corporate objectives and priorities for next year; the output from this meeting was shared
with the Council of Governors on the 7 February.

• Earlier this month, Design Authority met to review each of the clinical care groups
operational plans. This process has identified a number of recurring themes around quality
and patient flow, QEP and workforce and leadership which we expect to inform and
validate sections of next year’s roadmap;
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Vision, Values & Strategic Objectives

Vision

To deliver the 
highest quality of 

healthcare driven by 
world class research 
for the health and 
wellbeing of the 

population

Optimise patient flow to deliver 
high quality care for all patients 

safely and compassionately in line 
with local and national 

requirements

Complete merger programme 
in partnership with AUHFT and 
collaborate with our partners 

in health, social care and 
academia on system-wide 

changes that deliver 
improvements in outcomes

Deliver the Trust financial plan 
for 2019/20. This will include 

delivering the QEP Plan.

Ensure the Trust is fully 
prepared for a safe and 

successful move into the new 
hospital, including the oversight 

of all major maintenance 
projects required to the old 
Royal site in advance of the 

move

To make Liverpool the best place to 
work, train and live for 

healthcare professionals*

Deliver excellent digital services to 
enhance patient safety, flow, clinical 

quality and access

Patient Centred Professional Open & Engaged Collaborative Creative

* Denotes a change. Next year’s workforce and leadership objective has been amended to reflect the vision set out in the 
Trust’s new Workforce Strategy agreed in November 2018.

C
or

po
ra

te
 O

bj
ec

tiv
es

20
19

-2
0

Page 99 of 126



Portfolio Mapped Against Corporate Objective

Corporate Objectives Portfolio Key

1 Optimise patient flow to deliver high quality care for all patients safely and 
compassionately in line with local and national requirements.

Quality & Patient 
Flow

2 Deliver the Trust financial plan for 2019/20. This will include delivering the QEP 
Plan.

Financial 
Improvement

3 Complete merger programme in partnership with AUHFT and collaborate with our 
partners in health, social care and academia on system-wide changes that deliver 
improvements in outcomes.

Reconfiguration

4 Ensure the Trust is fully prepared for a safe and successful move into the new 
hospital, including the oversight of all major maintenance projects required to the 
old Royal site in advance of the move.

New Hospital

5 To create a great place to work that enables highest quality effective healthcare. Workforce & 
Leadership

6 Deliver excellent digital services to enhance patient safety, flow, clinical quality and 
access.

Global Digital 
Exemplar
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Quality & Patient Flow

Optimise patient 
flow to deliver high 
quality care for all 
patients safely and 
compassionately in 
line with local and 
national 
requirements

Front Door 
Improvement 
Programme

Hospital to 
Home

• TBC

• TBC

Objective Programme Projects Success measures

An improvement against ED 
4 hour wait;

An improvement against 
Referral to Treatment;

An improvement in SAFER 
compliance;

An improvement in two 
week cancer target;

An improvement in six 
week diagnostic target

• TBC
Outpatient & 
Ambulatory 

Care

Quality • TBC

Please note, a workshop has been scheduled on 4 March to agree Quality & Patient Flow programme 2019-20, this had originally been 
scheduled for 18 February but was cancelled due to operational pressures.
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Deliver the Trust 
financial plan for 
2019/20. This will 
include delivering 
the QEP Plan

Objective Projects Description Success measures

To deliver a combination 
of non pay, pay control 
and income generation 
schemes which 
contribute towards the 
Trust’s £15m Quality 
Efficiency and 
Productivity (QEP) target 
for 2019-20.

Hospital Pharmacy 
Transformation Plan

The Trust’s response to Carter Report pharmacy 
recommendations. Includes sub projects Local Med Savings, NMP

Back Office Services 
Productivity Review

To review and consolidate corporate and administration 
functions.

Procurement 
Transformation Plan

To identify potential savings and outline approach to achieve the 
Trust’s Procurement savings target

Aseptic Production Unit
Identify further potential business development opportunities 
for the pharmacy’s aseptic production unity following a 20% 

uplift in their establishment

Genesis Phase 2 
(e-stock control)

Second phase roll-out of the Genesis stock control system

Non Pay

Pay Control

Financial Improvement Programme

Income Generation

Cost Recovery for 
Overseas Visitors

Embed new processes for system wide identification of and 
payment by Overseas Patients

St Pauls Lasers Project
Increase private refractive work completed by the Trust following 

the commissioning of St Pauls new laser equipment
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Complete merger 
programme in 
partnership with 
AUHFT and 
collaborate with 
our partners in 
health, social care 
and academia on 
system-wide 
changes that 
deliver 
improvements in 
outcomes

Objective Projects Description Success measures

To manage the safe 
transfer of trauma and 
orthopaedic services 
between RLBUHT and AUH 
in September 2019.

Establish new merged 
Trust in October 2019.

Commission new PET CT 
scanning facility in 
December 2019.

Commission new MRI and 
Endoscopy facilities by 
March 2020.

STP/ Place based 

care systems

Collaborative 

Orthopaedic Project

Transaction 

Programme

STP and Liverpool place based care reconfiguration 
opportunities  

City redesign of Orthopaedic Services contributing a net 
reduction of 32 beds towards RLUH bed base reduction 

target

Proposed city redesign of secondary care between AUH and 
RLB

Reconfiguration

Diagnostics
Securing additional PET CT, MRI and Endoscopy capacity to 

accommodate forecast increases in demand

C
or

po
ra

te
 O

bj
ec

tiv
es

20
19

-2
0

Page 103 of 126



Hospital Environment 
& Readiness for 
Service Move

A programme to ensure each ward/department is prepared 
and able to move into the New Hospital to include medical 

engineering 

Ensure the Trust is 
fully prepared for 
a safe and 
successful move 
into the new 
hospital, including 
the oversight of all 
major 
maintenance 
projects required 
to the old Royal 
site in advance of 
the move.

Objective

Construction

Projects

To monitor and oversee the construction programme for the 
new Royal

Description

Advanced works 
programme completed April 
2019.

New construction 
programme produced by 
Laing O’Rourke April 2019.

Business Case to complete 
the new hospital submitted 
to NHSI and DHSC April 
2019.

Success measures

Equipment
To ensure that there is sufficient fit for purpose new or 
transferred equipment available in the New Hospital.

Orientation/Training
To ensure that all staff receive relevant orientation and 

training in relation to the New Hospital.

Capacity Planning
To identify and solve capacity issues, including Theatres in 

preparation for the transfer to the New Royal.

Accommodation
Agree and deliver clinical and non clinical office plan given 

reduced new hospital office accommodation.

Decommissioning & 
Demolition

To ensure vacant possession of the existing hospital by 
construction partner in a safe and secure condition by the 

decommissioning date and demolition as planned.

New Hospital

Good progress continues to be made on the new hospital, however, next year’s success measures are largely 
dependent on the revised construction programme produced by Laing O’Rourke and securing the relevant approval to 

proceed with the programme.
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To make 
Liverpool the 
best place to 
work, train 
and live for 
healthcare 
professionals

Objective Projects Description Success measures

Improved retention rates, 
specifically in nursing;

Increased levels of 
apprenticeship

Reduce bank, locum and  
agency usage and spend

Improve recruitment and 
retention in “hard to fill” areas

Improved staff engagement 
scores in Staff Survey

Improved confidence and 
numbers of staff with protected 
characteristics in gaining 
promotion

Achieving a CQC good rating for 
the well led domain

Recruitment & 
Retention

Improving our recruitment and retention 
process through engagement and clear career 

progression to make Liverpool the best place to 
train, work and live for all professions

Workforce & Leadership

Job Planning & 
Medical Productivity

Deliver an empowered and affordable medical 
workforce through effective role design and job 

planning

Education Guidance

Deliver an engaged and effective medical 
workforce through effective role design and job 
planning and become a centre for excellence in 

medical education

Cultural Development

Engage with staff on key priorities, in 
particular the merger and new hospital, to 

support  organisational change whilst 
managing cultural factors to maximise how we 

deliver clinical services
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Deliver excellent 
digital services 
to enhance 
patient safety, 
flow, clinical 
quality and 
access

Objective Projects Description Success measures

Successful implementation of 
the IT service improvement plan 
by October 2019.

HIMMS7 (healthcare 
informatics best practice 
standard) accreditation 
December 2019.

Successful implementation of 
the Digital First Hospital, Digital 
Patient Record and Clinical 
Transformation work-streams in 
accordance with NHS Digital’s 
definition of done for the GDE 
programme. April 2020.

Digital First Hospital

Digital Patient Record

Clinical 

Transformation

Technology in place for ‘Digital First’ New Royal.
Installation of cloud ready network infrastructure and 

Safe Room Technology. Transformed Outpatient 
services using digital technologies and self service. 

Unified Communications and clinical mobility with state 
of the art telephony and video conferencing.

TBC. Currently being scoped.

Further development of Clinical Innovation Hub, Shared 
Learning nationally and internationally, delivery of 

international partner programme with City of Boston.

Digital Transformation

Delivery of various STP priorities including C&M 
interoperability programme, A&E app and Lead Provider 

for Digital Pathology.
Delivery of ’telehealth in a box’ for respiratory patients 

and infrastructure for research informatics.
Digitally enabled corporate services.

IT Service 

Improvement Plan

Updating our core infrastructure to support better health 
and care for our patients through ensuring our staff have 
hardware and systems which perform to a high quality

Global Digital Exemplar
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Q3 Q4

October November December January February March

Design Authority 
meet to discuss 

2019/20 strategic 
objectives and 

change roadmap
(7/11/18)

Draft roadmap 
discussed at 

December’s Trust 
Board development 

session 
(18/12/18)

RLB Senior Leaders 
consulted on refresh 
of strategic roadmap

(22/11/18)

1:1 meetings held 
with the NEDs

(15/1/19)

Roadmap presented 
to Council of 

Governors
(7/2/19)

Final draft endorsed 
by Design Authority

(6/2/19)

Final draft presented 
to Trust Board for 

approval
(26/2/19)

Strategic Roadmap 
presented to all staff 
in March Core Brief

(1/3/19)

Timeline
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Next Steps

Quality & 
Patient Flow

Workforce & 
Leadership

Financial 
Improvement 
Programme

• Quality assure all operational plans 
– highlighting gaps, identifying 
areas of unbudgeted spend. 
Collate, validate and prioritise 
proposed service improvement & 
business development initiatives;

• Review and finalise portfolios with 
Non-Executive Directors and Senior 
Responsible Owners, ensure each 
portfolio includes SMART metrics;

• Communicate final roadmap to all 
staff.
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TITLE: SYSTEM UPDATE AUTHOR: AIDAN KEHOE, CEO 

SYSTEM UPDATE: REFERENCE INFORMATION 

Purpose of paper Key facts 
☐ For assurance 

 
Sponsor: Aidan Kehoe 

x To note 
☐ For decision (insert funding source if financial 

implications).  
Service line affected: Trust 

  Date of board meeting to discuss this paper:  26/02/2019 

  Security marking:  None 
  Please note, this report could be subject to FoI disclosure 

Other forums where this has/will be discussed:  [Please insert here – e.g. Exec, Clinical Governance etc.] 
(Please see appendix for details of full audit trail of this paper) 

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

Key stakeholders: Our compliance with: 
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: [Please insert] State: [Please insert] State: [Please insert] 

 

EXECUTIVE SUMMARY: 

1. STRATEGIC CONTEXT                    [1-2 sentences] 

 

One of the Trust’s 5 Strategic Themes is to play a lead role in the development of a sustainable health system for the 

communities we serve. One element of this is how we connect with the work of the Cheshire and Merseyside Health 

and Care Partnership. 

 

2. QUESTION(S) ADDRESSED IN THIS REPORT                                       [2-3 sentences] 

 

The Cheshire and Merseyside Health and Care Partnership is responsible for driving the development of better 

integrated care across the region. It is important that Trust Board members are up to date with the work of the 

Partnership and receive assurance that the Trust is working as an active part of the Partnership to deliver better services 

to patients. 

 

3. CONCLUSION AND RECOMMENDATION                                  [2-3 sentences] 

 

The Board is asked to note the progress being made by the Partnership and the contribution of the Trust to its work. 
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MAIN REPORT:  

1. STRATEGIC CONTEXT                                 

 

The Five Year Forward View, published in October 2014, set out plans to improve integrated working in local systems 

between health organisations themselves, but also with other key stakeholders, and particularly Local Authorities. The 

Forward View led to the formation of Sustainability and Transformation Partnerships (STPs) in 2016, with the formation 

of a single STP for the Cheshire and Merseyside area. The creation of the STP did not achieve the desired integration 

with Local authorities and 18 months ago was replaced by the Cheshire and Merseyside Health and Care Partnership. 

The partnership has achieved greater collaboration with Local Authorities, who are full members of the partnership and 

are represented on the Partnership Board. The partnership continues to work on the development of better integrated 

care across Cheshire and Merseyside. 

 

2. GOVERNANCE OF THE CHESHIRE AND MERSEYSIDE HEALTH AND CARE PARTNERSHIP            

 

The Partnership represents a range of organisations responsible for providing health and care across Cheshire and 

Merseyside. This includes all NHS bodies and all Local Authorities as shown at Appendix 1. However, it does also include 

GPs, the Innovation Agency and the Voluntary Sector. 

 

The Partnership is governed through the following arrangements: 

 

 
All member organisations are represented at the twice-yearly C&M Partnership meeting. Membership of the other 

groups is shown at appendices 2 and 3.  
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Board members will see that the Royal and Broadgreen CEO has been the acute Trust representative on the System 

Management Board of the Partnership, and is also a programme lead for the End of Life care programme. Other 

members of the senior team are involved in a number of the programmes. 

 

3. THE CHESHIRE AND MERSEYSIDE HEALTH AND CARE PARTNERSHIP BUSINESS PLAN 2018/19 

 

The Partnership Business Plan for 2018/19 can be found on the following link:  

 

https://www.cheshireandmerseysidepartnership.co.uk/news-and-publications/publications/2-c-m-business-plan-2018-

19/file 

 

The Partnership has identified three priorities that will create the sustainable health and care system the population of 

Cheshire and Merseyside requires:  

 

3.1 Delivering care more efficiently 

 

The aim is to ensure that health and social care provision will increasingly be designed as a single, seamless service, 

across the Partnership. This puts a focus on place-based care, rather than organisation-based care, and promotes the 

development of integrated neighbourhood teams. Through this better integrated working, focusing on local priorities, 

the goal is to better use existing resources and close the health and social care funding gap. This will be supported by 

the development and transformation of general practice. For the hospital sector it means improved delivery, through 

the utilisation of RightCare and Getting It Right First Time (GIRFT) methodologies, and the adoption of digital 

technology. 

 

3.2 Improving the quality of care  

 

This looks to improve quality across the 3 component domains of effectiveness, safety and experience. Examples of 

some of the key work streams are: 

• Investment in mental health services to ensure all CCGs meet the Mental Health Investment Standard 

(https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/03/faqs-mental-health-

financial-planning.pdf) 

• Reducing cancer mortality through increased screening uptake and smoking reduction 

• Preventing heart attacks and strokes through prevention and treatment of high blood pressure 

• Improving access to neurological and spinal services 

• Better access to diagnostic services. Our team at Liverpool Clinical Laboratories are leading the 

Pathology element of this work. 

 

        3.3  Improving the health and care of the population 

 

It is recognised that this work will be led by the 9 places (Local Authority areas as shown in Appendix 3). The strategy 

will look to develop more sustainable communities, where all citizens are able to contribute, and are enabled to take 

personal responsibility for their own wellbeing and are supported to live well. Some of the work underpinning this 

includes: 

• Reduction in alcohol-related hospital admissions 
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• Reduction in inappropriate use of antibiotics 

• Strengthening of Women’s and Children’s services 

• Reduction in emergency hospital admissions 

• Improving waiting times for children and young people’s eating disorder services 

• Improving services for those with learning disabilities and autism 

• Developing a greater focus on the wider determinants of wellbeing (housing, education, employment) 

 

4.  WORK TO DATE 

 

All of the programmes shown at Appendix 3 are up and running and working on the above agenda. Progress is reviewed 

at the quarterly Programme Review Group, and reported to the System Management Board. A small snapshot of some 

of the initiatives to date includes: 

 

• Cure programme initiated at Royal Liverpool and Broadgreen Hospitals (A project to model a 

comprehensive approach to treating tobacco addiction in hospitals) 

• Cheshire and Merseyside Pathology Network established 

• Cardiovascular Disease Prevention strategy launched in Liverpool 

(https://liverpool.gov.uk/media/1357252/liverpool-cvd-prevention-strategy-october-launch-final.pdf) 

• Shared care record implemented in St Helens 

• GP-neurologist hotline introduced enabling quick access to specialist neurology advice 

• £1.1m funding achieved to extend cancer MDT video-conferencing 

• Case for change completed by CVD Programme Board 

• Additional community microbiologists appointed to support antibiotic reduction targets 

• Making Every Contact Count training package developed 

• Enhanced Health Care in Care Homes developed to reduce End of Life admissions to hospital 

• Guidance issued across the region on mortality reviews for end-of-life care 

• Urgent and Emergency Care reviews underway 

• Additional funding achieved for 113 more advanced clinical practitioners across Cheshire and 

Merseyside  

• Seacombe pop-up birth centre opened 

• New frailty hub developed in Warrington 

• Blood pressure checks embedded in wellbeing at work programmes 

• Plans for a Clinical Academy to support clinicians managing change approved 

 

The Partnership continues to discuss proposals for transformation in major key disease areas, such as Cancer, Diabetes 

and Cardiovascular disease.  

 

5. CONCLUSION & RECOMMENDATION                                       

 

Board members are asked to note the work of the Cheshire and Merseyside Health and care Partnership and continue 

to support its development. 

 

 

 

S
T

P
 U

pd
at

e

Page 112 of 126



RLBUHT BOARD PACK

 
 

  
 

TITLE: SYSTEM UPDATE AUTHOR: AIDAN KEHOE, CEO 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

S
T

P
 U

pd
at

e

Page 113 of 126



 

S
T

P
 U

pd
at

e

Page 114 of 126



 

S
T

P
 U

pd
at

e

Page 115 of 126



 

 

 

Programme Review Group 

Appendix 3 
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Royal Liverpool & Broadgreen University Hospitals NHS Trust 

 

BOARD ETIQUETTE & CODE OF CONDUCT 

 

• Mutual trust & respect 

• Honesty 

• Commitment to: 
➢ Attending meetings 
➢ Reading briefings & papers 
➢ Arriving on time 
➢ Participating wholeheartedly 
➢ Submitting papers of high quality and uniformity for 

consideration before deadlines expire 
 

• Determination, tolerance & sensitivity 

• Rigorous & challenging questioning, tempered by respect 

• Tolerance of diverse points of view, new ideas, different perspectives, 
embrace diversity  
 

• Remember, you too were inexperienced in Board process & procedures at 
one time, therefore, help, assist & embrace new members of the Board, or 
persons in attendance or supporting the Board, to establish their role for the 
mutual benefit of the Trust 
 

• Avoid giving offence – ready to apologise 
 

• Avoid taking offence – stay open to discussion 
 

• Group support – sensitive to colleagues’ need for support when challenging or 
being challenged 
 

• Group to ensure no one becomes isolated in expressing their view 
 

• All ideas treated with respect 
 

• Confidentiality – candid, not secret 
 

• Making the most of time, support the Chair, colleagues and guests in making 
best use of time to maximise scope & variety of viewpoints heard  
 

• Ensure time is well used and individual points are relevant and short 
 

• Allow time for review of performance of each session; did we use our 
resources well; who else should have been here? 
 

• Strive to continuously improve the quality of paperwork, content of papers, 
administration of Board meetings 
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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. 

AEDB Accident & Emergency 
Delivery Board 

 

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 

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. 

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 

 

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  
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Acronym Term Definition 

Support Team 

EDMS Electronic Document 
Management System 

 

EPS Electronic Prescription 
Service 

 

ESBL Extended Spectrum Beta-
Lactamase 

The number of Trust attributes ESBL (Extended Spectrum Beta-
Lactamase) bloodstream infections reported, measured as an absolute 
number against an agreed trajectory. 
 

FT Foundation Trust  

FY Full Year  

GMC General Medical Council A body to protect promote and maintain the health and safety of the 
public by ensuring proper standards in the practice of medicine. 
 

 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). 

ICB Intermediate Care Bed  

ICRAS Integrated Community Re-
ablement and Assessment 
Service 

 

 I&E surplus This is the retained surplus as a percentage of revised income. 

 Inpatients A patient who occupies a bed for at least one night. 

LCRN Local Clinical Research 
Network 

 

LOS Length of Stay The period of time a patient remains in a hospital or other health care 
facility as an inpatient 

 Level 1 complaints Concerns and issues. 0-5 day working day response time. RLBUHT 
respond to all in 24hrs. 

 Level 2 complaints More formal complaints. 0-25 working day response time. 

 Level 3 complaints  

 Liquidity ratio A measure of the ability of the Trust to pay its bills from liquid (i.e. 
easily realisable) assets. 

 Locums A person who temporarily fulfils the duties of another.  

 Mandatory Training A requirement based upon the responsibility for nursing staff to work 
in a safe manner. 

 Mentors Person shares knowledge, skills, information and perspective to foster 
the personal and professional growth of someone else.  

MHA Mental Health Act  

MRSA Methicillin-resistant 
staphylococcus aureus 

The number of MRSA bloodstream infections reported measured as an 
absolute number against an agreed trajectory. 

MSSA Methicillin-sensitive 
staphylococcus aureus 

The number of Trust attributable MSSA bloodstream infections 
reported, measured as an absolute number against an agreed 
trajectory. 

MINAP Myocardial Infarction 
National Audit Programme 

Audits data completeness and validity. 

NICE National institute for health A special health authority of the English National Health Service (NHS), 
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Acronym Term Definition 

and clinical excellence serving both English NHS and the Welsh NHS. 

NIHR 
league 

National institute for health 
research league 

The league table looks at the number of studies undertaken by each 
individual Trust, and the number of patients they recruit into those 
studies. 

NPSA National patient safety 
agency 

 

NSS National Student Survey  

 Never events  

 Non-elective patients Patients for whom a procedure is performed as an emergency. 

 Non-referred patients Patients who have come to the hospital without a referral from a GP or 
another hospital. 

NTDA National Trust Development 
Authority 

 

NQA Nursing Quality 
Assessments 

Aggregate rating of 11 standards within Nursing Quality Assessments 
audits. 

NQI Nursing quality indicators Monthly Audit programme across wards collecting information in 
relation to falls, medication, observation, pressure area care, infection 
control, nutrition, pain, nurse cleaning elements, discharge & transfer. 

 Outpatient A non-residential hospital patient i.e. a patient who visits a hospital, 
clinic or associated facility for diagnosis or treatment but does not stay 
for over 24hrs. 

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. 

PDSA Plan, Do, Study, Act (Cycle) Methodology for Quality improvement. 

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. 

UAC Urgent Access Clinic  

RAG Red, Amber, Green (ratings)  
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 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   

RFD Ready for Discharge  

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 untoward incidents This includes those incidents that occur on NHS premises, in the 
provision of NHS commissioned services or when an NHS employee is 
carrying out a work-related task on non NHS premises. 

SQA  Service quality assessment  

SHA Strategic Health Authority Each SHA is responsible for enacting the directives and implementing 
fiscal policy as dictated by the Dept of Health at a regional level. 

SHMI Summary hospital-level 
Mortality indicators 

SHMI is a hospital-level indicator which reports on mortality at trust 
level across the NHS in England. 

TARN Trauma Audit and Research 
Network 

TARN monitors and publishes percentage of CORE data fields 
completed by each Trust in the form of an accreditation percentage. 

 U’perf ward/dir Shows the number of underperforming wards or directorates. 

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   
It is a requirement for all public sector bodies to produce formal risk appetite 
statements to support their wider risk management processes[1].  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  described as mature being confident in setting high levels of risk 
appetite because controls, forward scanning and responsiveness 
systems are robust 

 

 

 

 

 

 

 

                                                           
[1] HM Treasury Guidance ‘Managing Public Money’ and in the UK Corporate Governance Code.   
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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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Trust Board Declarations of Interest 

Name  Position Description of Interest Nature of Interest Type of Interest 

Bill Griffiths Chair Chair of the Disclosure and Barring Service Non-financial professional Outside Employment 

Mike Eastwood 
  
  

Non-Executive Director 
  
  

Chief Officer, Liverpool Anglican Cathedral Non-financial professional Outside Employment 

Diocesan Secretary, Liverpool Diocesan Board of 
Finance Non-financial professional Outside Employment 

Partner is a trustee of John Moores Foundation 
and St Mary’s Upton PCC Indirect Loyalty Interest 

Geoff Stewart 
  
  

Non-Executive Director 
  
  

Managing Director Geoff Stewart Associates - 
Business Development Consultants Financial Outside Employment 

North Wales Police Crime Commissioner – Panel 
Member Non-financial professional Loyalty Interest 

Llysfaen Community Council Chair.  Non-financial professional Loyalty Interest 

Neil Willcox Non-Executive Director Shareholder and Director of Resman Limited Financial 
Outside Employment & 
Shareholding 

Malcolm Jackson  Non-Executive Director 
Professor and Associate Pro Vice Chancellor 
University of Liverpool Non-financial professional Outside Employment 

Angela Phillips  Non-Executive Director College Governor - RNN Group Non-financial personal Loyalty Interest 

Susan Young  
Non-Executive Director (non-
voting) Managing Director of PSCA Consulting Ltd. Non-financial professional Outside Employment 

James Kingsland 
  
  

Non-Executive Director (non-
voting) 
  
  

General Medical Practitioner Non-financial professional Outside Employment 

President National Association Primary Care Non-financial professional 
Loyalty Interest & 
Shareholding 

Director Waring Health Ltd Non-financial professional 
Outside Employment & 
Shareholding 

Aidan Kehoe 
  

Chief Executive 
  

Honorary Treasurer, Shine Non-financial professional Loyalty Interest 

Director, Liverpool Health Partners  Non-financial professional Loyalty Interest 

Debbie Herring  Director of Workforce Nil Return N/A N/A 

Paul Bradshaw 
  
  
  

Acting Director of Finance  
  
  
  

Nil Return N/A N/A 
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Lisa Grant  
  

Chief Nurse 
  

Governor at Liverpool University Technical College Non-financial personal Loyalty Interest 

Partner is a Director of Marave Ltd (company that 
competes for NHS contracts locally) Indirect Loyalty Interest 

Peter Williams 
  

Medical Director 
  

Manchester health and care board member. Non-financial professional Outside Employment 

NHS transformation unit board member  Non-financial professional Outside Employment 

Helen Shaw 

Director of Communications & 
Marketing - non-voting Board 
Member Parish Councillor- Lathom Parish Council Non-financial personal Loyalty Interest 

David Walliker 
  
  

Chief Information Officer - 
non-voting Board Member 
  
  

Chief Information Officer, Liverpool Women’s 
Hospital  Non-financial professional Outside Employment 

Accelerator Partnership Board Member Non-financial professional Loyalty Interest 

Board member - Connected Health Cities Non-financial professional Loyalty Interest 
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