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TRUST BOARD MEETING AGENDA – PUBLIC 
Date: 25th June 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 

ME Verbal 

2. 
 

Minutes of Trust Board Meeting held on 28th May 2019  
To approve the minutes of the Board of Directors 

ME 1 

3. 
 

Rolling Action Tracker and Calendar 
To discuss any outstanding actions 

ME 11 

4. 
 

Any Urgent Matters Arising 
To discuss and note any urgent matters arising 

ME/PW Verbal 

5. 
 

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

ME Verbal 

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

CH Verbal 

 

ITEMS FOR CONSIDERATION 

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

MW/All 16 

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

All 21 

9. Quality Account 2018/19 
To accept, or otherwise, the report and note the progress made to attain full 
compliance of the indicators outlined. 

CH 
85 

10. Workforce Plan 
To note the report for information and assurance 

DH 170 

11. Safe Staffing – April 2019  
To note the report for information and assurance 

CH 179 

12. Infection Prevention & Control Annual Report 
To approve, or otherwise, the report prior to publication. 

AL 213 

CONCLUDING BUSINESS 

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

ME 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. 

ME Verbal 

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

All 261 

Finish Time: 12.30pm 

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 28 May 2019 at 10.00am 

Conference Room, Royal Liverpool University Hospital 

  

Present:  Mike Eastwood (ME) Chairman (Interim)  

  Peter Williams (PW)   Chief Executive (Interim) 

  Paul Bradshaw (PB)  Director of Finance (Interim) 

  Colin Hont (CH)    Chief Nurse (Interim) 

  Debbie Herring (DH)  Director of Workforce & Performance 

  Malcolm Jackson (MJ)  Non-Executive Director  

  Andrew Loughney (AL)   Medical Director (Interim) 

  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 (item 19/52 

onwards) 

  Paul Fitzsimmons (PF)  Chief Operating Officer (Interim) 

  David Walliker (DW)   Chief Information Officer 

  Helen Shaw (HS)  Director of Communications & Marketing 

   

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

Attending:   Keith McGreavy (KMc) Project Director, RLUH Redevelopment (Item 19/56 

only) 

                     Mark Grimshaw (MG) Deputy Corporate Secretary (minutes) 

 

External 

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

(Item 19/55 only) 

 Joe Anderson (JA) Mayor of Liverpool (item 19/54 only) 

  

 

 19/33         Introduction, Apologies and Declaration of Interest  

 

Apologies had been received from Geoff Stewart. ME welcomed one shadow 

governor and one member of the public. 

 

19/34     Minutes of the Trust Board Meeting held on 30th April 2019 

  

 The minutes of the meeting held on 30th April 2019 were agreed as a true and 

accurate record. 

 

19/35 Rolling Action Tracker 

  

 Actions: 

  

 19/10 – Corporate Objectives 2019/20 – PW reported that work continued to 

finalise the detailed success measures for the 2019/20 corporate objectives. 
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19/36 Urgent Matters Arising 

   

 None noted. 

  

19/37 Chair’s Report 

  

ME noted that he had recently attended a system reconfiguration meeting for 

leaders within the local health economy.     

 

19/38     Patient Story 

A patient attended who was also a member of staff (Unit Manager, Theatres). The 

patient had been admitted to A&E following a ruptured gall bladder which led to 

sepsis. During recovery the patient was looked after by colleagues and it was noted 

that the quality of care provided was excellent despite the emotional circumstances. 

The patient noted that the experience had enabled them to see the service 

delivered by the Trust from the patient’s perspective. This learning had been shared 

with colleagues and was helping to improve patient experience. 

ME thanked the patient for attending and queried how working relationships had 

been normalised following the experience. The patient confirmed that things got 

back to normal quickly but with an added sense of perspective, particularly from a 

patient’s point of view. 

AP queried whether the patient had felt supported by the organisation on their return 

to work. The patient confirmed that they had received excellent support including a 

phased return and time to attend appointment.  

It was agreed to circulate the story more widely through the regular staff stories 

produced by the Communications Team. 

19/39 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.  

 

 PB reported that the Finance and Performance Committee had continued to 

improve the balance between financial issues and performance issues. This had 

been supported by an enhancement to the format and quality of performance 

reporting. The Trust continued to be challenged in terms of access target 

performance although diagnostic performance was in line with the improvement 

trajectory. The Committee had requested disaggregated reporting to focus on 

challenged areas, particularly in relation to Referral to Treatment. A business case 

for a short stay medical assessment unit was considered although further detail was 

requested in relation to the expected benefits. A discussion was held on the finance 

risk register and there was agreement that increased focus was required on the 

reporting of risks relating to estates and equipment. 
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MJ reported that the Quality Governance Committee was monitoring issues relating 

to the age of the pharmacy robot and the potential risk of further break down. The 

Committee had also been made aware of the challenges with radio pharmacy. CH 

confirmed that an action plan was in place and had been shared with 

commissioners. It was expected that full capacity for radio pharmacy would be 

reinstated by September 2019. Areas particularly affected had been identified and 

support was being provided. PF noted that this could potentially impact on patient 

pathways, particularly cancer. The Trust had explored alternative suppliers and 

ensured that clear communications had been circulated to organisations affected 

across the local health economy.  

 

 PW referenced the look back exercise that had been undertaken in response to a 

number of historical unfiled investigation results, noting that the issue was not as 

significant as first thought. AL added that suggestions had been made to improve 

the patient tracking process with individual team performance being monitored 

against this. To date, little to no harm had been identified but further assurance was 

being sought. 

 

 Chair’s Log: For the Quality Governance Committee to receive a report on the 

look back exercise on historical unfiled investigation results to seek 

assurance on any resulting harm and actions to strengthen processes.   

 

 NW highlighted that a stock management issue relating to pharmacy had been 

highlighted by the Trust’s external auditors and suggested that this may require 

further investigation. 

 

 The Workforce Committee continued to monitor fire training compliance closely. 

The assurance meeting with the fire service and board members had been deferred 

by the fire service and a new date was being sought. DH confirmed that the Trust 

was committed to working with the fire service to ensure that available mitigations 

were in place. The staff survey results for 2018 had been reviewed at the 

Committee. The results showed alignment with those from AUH which suggested a 

similar culture. Action to prevent bullying and harassment was a priority and PW 

noted that letters had been written to patients regarding behaviour shown towards 

staff. HS added that a policy was in development to provide clarity on the escalation 

routes for staff who experience bullying and harassment from patients, visitors or 

colleagues. AP reported that the Committee had reviewed the Trust’s gender pay 

gap which had not changed significantly from the previous year. The Committee 

would explore the underpinning issues and seek assurance on the actions 

proposed to close the gap. 

 

 Following an internal audit report on cyber security, the Audit & Assurance 

Committee had requested further assurance on patch updates. Positive assurances 

in relation to the Trust’s system for internal control and the management of fraud 

had been noted.  

 

 The Board noted the report.  
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19/40 Integrated Performance Report 

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

hospital, it was expected that the detailed project plan would be finalised in the near 

future.  A business case for the costs to complete the project was in development 

and this was scheduled for consideration by the Board in June/July 2019. 

Maintenance of the existing Royal site continued to be a challenge with the estates 

team working to ensure business continuity and expedite new equipment where 

necessary.  

 

The proposed merger with AUH was progressing with interviews for the interim 

Chair position scheduled for 29th May 2019. Both trusts were planning towards an 

October 2019 date for the merger. 

 

Patient flow continued to be the biggest challenge for the Trust. The Trust was 

continuing to work with community and social services partners to drive system wide 

and sustainable improvements. Opportunities were also being explored for internal 

process improvements. 

 

PW reported that unions had notified ISS of industrial action in May and June 2019. 

This was in relation to rates of pay between ISS workers and those directly 

employed by the NHS. The Trust had listened to the concerns of staff and others 

around this matter and discussions remained ongoing to attempt to avoid industrial 

action being taken. 

 

ME invited directors to highlight areas relating to their sections of the Integrated 

Performance Report. 

 

CH highlighted that the Trust was a top performing organisation for restricting the 

number of pressure ulcer incidents and that the number of falls resulting in harm 

had reduced by 50% over the year. In respect of protecting patients from the threat 

of hospital acquired infections, the Trust reported 15% below the trajectory for C.diff 

during 2018/19. 

 

AL noted that there had been three never events reported in 2018/19.  Each case 

was scrutinised through the Trust’s governance structure with lessons learned. PW 

noted that in the case of any recurrent never events, it was important to review 

learning from previous reviews.  

 

Chair’s Log – For the Quality Governance Committee to seek assurance on 

the mitigations in place relating to radio pharmacy production.  

 

PF explained that the Trust was continuing to focus on improving the 4 Hour A&E 

target through a variety of mechanisms. It was hoped that the Trust would exceed 

the 90% trajectory target by June 2019 but Type 1 performance would require 

improvement. There had been three validated 12 hour trolley waits in April 2019. 

This had stemmed from an extremely challenged weekend with minimal discharges 

in the main bed base resulting in increasing numbers of lodged patients within the 

ED awaiting an inpatient bed. Escalation areas had also been full. Each 12 hour 

trolley wait would be subject to a Serious Incident review. PF highlighted that the 

Endoscopy Service had received its JAG accreditation.  
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AL drew attention to a risk relating to patient outcomes potentially being 

compromised by cold ischemic times for renal transplant. After meeting the relevant 

team, AL explained that part of the risk was as a result of the Trust policy of 

accepting organs from across the country. Internal controls had been improved by 

increasing theatre capacity and access. 

 

DW reported that work on the IT service improvement plan continued. The Wi-Fi 

upgrade had concluded and the focus was on now ensuring that service areas had 

adequate access to devices.  

 

HS reported on the outcomes from the public engagement events held on the 

proposed merger. The public had been assured that the driver of the proposed 

merger was not reducing services or savings. However, there were concerns 

expressed regarding access to services and the perception that services were being 

‘rationed’ across two sites. A phone in with the two respective Medical Directors was 

scheduled on BBC Radio Merseyside and work continued to ensure that briefings 

were accurate and timely. HS acknowledged the need to explain the current position 

of the new Royal to the public. An event had been scheduled for the 10th June 2019 

for the media to attend.   

 

DH reported that there had been a continued deterioration in the staff sickness rate 

in recent months. Plans were in place to drive improvements. The Trust’s staff 

turnover rate was at 12% which whilst not an outlier nationally, could be improved. 

Work was being undertaken to identify ‘hot spot’ areas and to carry out joint 

recruitment events with AUH. Progress was being made on cultural development 

work with a priority identified to understand the increase in violence and aggression 

highlighted in the 2018 staff survey.   

 

PB reported that the contracts in place with commissioners for 2019/20 reflected the 

figures within the financial plan. The Trust had signed up to the Control Total for 

2019/20 set by NHSI. There would be a need to maintain a £4.1m per month run-

rate and the main risk to achievement of the plan was the delivery of the QEP 

programme. 

 

PB noted a risk relating to the fact that the funding for the completion of the new 

Royal had yet to be approved. Subsequent to the risk being described, an agreed 

Scheme of Delegation for work packages had been put into place which was likely 

to reduce the risk.  

 

 The Board noted the report. 

 

19/41 Freedom to Speak Up Action Plan 

 

CH explained that the Board submitted its Freedom to Speak Up (FTSU) Strategy 

and associated action plan to NHSI in November 2018. The strategy outlined the 

Trust’s ambition to create a culture within which all staff felt confident to raise 

concerns, if they witnessed issues relating to either patient or staff safety. The 

report provided an update on the implementation of the strategy action plan noting 

that good progress was being made. In relation to ‘amber’ rated action, CH 
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confirmed that work was underway with AUH to align the respective strategies, 

policies and processes.  

 

AP queried whether there was an opportunity to reflect on the FTSU process to 

ensure that it was being utilised appropriately and not to bypass other mechanisms 

for staff to raise issues / concerns. DH confirmed that this was being explored by  

the Cultural Development Sub Committee . A support network was being developed 

to help to direct issues to the appropriate process. CH added that there was a need 

to ensure that local managers and FTSU champions took accountability for 

progressing issues raised by staff. This would help to protect the independence of 

the FTSU Guardian in their role of overseeing the process as a totality. 

 

The Board noted the report. 

 

19/42 Safe Staffing March 2019 

CH introduced the report noting that the format had been updated to reflect key 

metrics including: 

• Registered Nurse/HCA fill rates 

• Care Hours Per Patient Day (CHPPD) 

• Red Flags 

• DATIX – Staffing  

 

For March 2019, the overall average percentage of registered nursing staff against 

the actual, required for day duty, was 91.0% which was a reduction to the previous 

month (92.7%), whilst the fill rate for registered nurses on night duty had remained 

constant at 89.3%.  

 

In the main the lower than expected fill rate was due to vacancies within the Trust 

and long term sickness which was actively being managed within each department 

The average fill rate for unregistered staff during the day was 102.9%, an increase 

to that reported in February (91.6%), and a further increase reported for night duty 

at 132.5% (128.8% reported in February). 

 

It was noted that there had been an increase in the number of red flags raised in the 

ED. This was not just as a result of staffing issues but also due to general pressures 

in that area. Targeted work continued to increase recruitment in the ED. 

 

JK requested that future reports provide a qualitative, skills based approach to safe 

staffing assessment. CH noted that the current report format reflected national 

reporting requirements but undertook to explore how the quantitative information 

could be supplemented. 

 

Action: To explore providing qualitative skills based assessment in future 

safe staffing reports.  

 

The Board noted the report. 
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19/43  MIAA Hosting Annual Report 

 

 PB explained that MIAA operated as an NHS shared service hosted by the Trust. 

The report provided an overview of MIAA’s performance for 2018/19 and an outline 

of the planned objectives for 2019/20. A key achievement in 2018/19 was 

consolidating the assurance element of the operation through negotiating a 

Memorandum of Understanding with the Cheshire & Mersey Health & Care 

Partnership (C&MH&CP) and Greater Manchester Health and Social Care 

Partnership (GMH&SCP) establishing MIAA as the preferred supplier. Discussions 

were continuing regarding the development of advisory and solutions products. 

 

 PB noted that the partnership board were currently discussing the internal 

governance at MIAA to ensure that the potential opportunities and risks had 

appropriate oversight. There was agreement that the accountability relationship 

between MIAA and the Trust as host organisation required further clarity. ME noted 

that particular issues which the Trust would require sight on were governance, the 

financial position of MIAA and its capacity for growth. The importance of signing a 

Management Services Agreement was highlighted. 

 

 The Board noted the report. 

   

19/44 LCRN Performance 

 

 The Board considered the report which provided a summary of the National Institute 

of Health Research Clinical Research Network North West Coast (Network) 

performance for 2018/19 and outlined the annual plan for 2019/20. 

 

 PW reported that the main challenge for the Network had been recruitment into 

studies. This was a national issue and it was noted that the Trust was the main 

recruiter for the Network. It was noted that the proposed merger would have a 

beneficial impact on recruitment as the strengths of each respective organisation 

were complementary. AL noted that the Trust was working on increasing the 

number of principal investigators.  

 

 The Network had attended a meeting with the national research board and they had 

indicated that the Network was performing well.   

 

 AP stated that, similarly with the hosting arrangement with MIAA, further clarity was 

required on the risks and responsibilities for the Trust as the host organisation.  

 

 Chair’s Log – For the Audit & Assurance Committee to seek assurance that 

the relationship between the Trust and its hosted services was clearly 

defined including responsibilities and the process for managing 

opportunities and risks.  

 

 The Board noted the report and approved the annual plan for 2019/20. 

 

19/45 Audit and Assurance Committee Annual Report 

 

 NW presented the report the purpose of which was to provide assurance in respect 

of work undertaken by the Audit and Assurance Committee during 2018/19. It was 
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noted that the Committee had been assured during the year that the Trust has a 

robust system of internal control. Further work was required on the year-end 

process and the fact that some areas of business had, on occasion, been delayed 

or deferred was potentially indicative of management capacity challenges. 

 

 The Board accepted the report and noted the assurance provided. 

 

19/46 NHS Self-Certifications 

 

MG explained that following the introduction of the Single Oversight Framework 

(and the establishment of NHSI), NHS trusts were, from 1 April 2017, required to 

self-certify against the NHS Provider Licence. Specifically, providers needed to self-

certify, after the financial year-end, the Licence conditions that: 

• “The provider has taken all precautions necessary to comply with the 

licence, NHS Acts and NHS Constitution” (Condition G6(3)); and 

• “The provider has complied with required governance arrangements” 

(Condition FT4(8)) 

 

Providers were expected to publish their self-certification details within one month 

following the deadline for sign-off (31st May and 30th June respectively). MG 

outlined the evidence of assurance that the Trust was compliant with the respective 

licence conditions. It was suggested that the appointment of associate non-

executive directors should be added to the evidence schedule in relation to 

increasing Board capacity. 

 

As the year-end process including the sign off of the annual accounts had yet to 

conclude, it was agreed to defer the signing of the licence self-certifications until that 

point. 

 

The Board noted the report. 

 

19/47 Data Security Protection Requirements Submission 

 

DW explained that the Data Security and Protection Toolkit (DSPT) was an online 

self-assessment tool that allowed organisations to measure their performance 

against the National Data Guardian’s 10 data security standards. 

 

Across the whole of the toolkit, there were 100 mandatory assertions and 49 non-

mandatory items.  The Trust positively answered all of the mandatory assertions 

and 4 of the non-mandatory ones. DW noted that the Trust had been challenged in 

relation to the 95% target for information governance staff mandatory training. The 

declared position had been 94.32% but due to a timing issue, the final reported 

position was 96.1%. The Trust’s ESR system was showing 83% compliance and it 

was agreed that the Workforce Committee would explore the discrepancy in further 

detail. 

 

Chair’s Log: For the Workforce Committee to explore the discrepancy in the 

information governance mandatory training figures. 
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MW suggested that it would be useful for evidence to be summarised against each 

of the mandatory and non-mandatory assertions in order to provide assurance on 

compliance. 

 

Chair’s Log: For the Quality Governance Committee to receive a report 

outlining the evidence schedule for each of the assertions answered by the 

Trust in the 2018/19 DSPT.  

 

The Board noted the report. 

 

19/48 Board Champions / Nominated Leads Review 

 

MG reported that the Trust appointed a number of Board Champions and 

Nominated Leads in April 2018. The Board considered the report which provided an 

update on the positions, noting any changes to the designated officers or to the role 

descriptions. 

 

AP suggested that the FTSU element of the Non-Executive Raising Concerns 

(Whistleblowing) Champion should be explicitly referenced. 

 

MJ noted that safeguarding was a challenging portfolio for one ‘champion / lead’ to 

effectively manage and stated that all Board members should remain cognisant of 

their unitary responsibilities.  

 

The Board noted the report. 

 

19/49 Committee Terms of Reference 

 

MG explained that the Finance and Performance, Quality Governance and 

Workforce Committees terms of reference had been updated to reflect several 

recent changes to designated roles at Board level. Board approval was sought. 

 

ME suggested that the Finance and Performance Committee terms of reference 

required a more detailed review. 

 

It was agreed to remove the Deputy Chief Executive designation from the terms of 

reference. 

 

The Board approved the terms of reference for the Quality Governance Committee 

and Workforce Committee.  

 

19/50 Chair’s Logs 

 

The following Chair’s Logs were noted: 

 

• For the Quality Governance Committee to receive a report on the look back 

exercise on historical unfiled investigation results to seek assurance on any 

resulting harm and actions to strengthen processes.   

• For the Quality Governance Committee to seek assurance on the mitigations 

in place relating to radio pharmacy production. 
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• For the Audit & Assurance Committee to seek assurance that the 

relationship between the Trust and its hosted services was clearly defined 

including responsibilities and the process for managing opportunities and 

risks. 

• For the Workforce Committee to explore the discrepancy in the information 

governance mandatory training figures. 

• For the Quality Governance Committee to receive a report outlining the 

evidence schedule for each of the assertions answered by the Trust in the 

2018/19 DSPT. 

 

19/51   Questions from members of public 

 

No questions received from members of the public. 

 

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: 25 June 2019   
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

None noted. 

 

ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 

Meeting 
Date 

Item Action Owner Action Taken 

Apr-19 
19/08 

Board Assurance 
Framework – 

Quarter. 4 review 
2018/19 

To agree the most 
appropriate Committee 
reporting line for IT risks 

MW/ 
DW 

IT risks to be aligned to the Quality 
Governance Committee. 

 

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 

May-19 
19/42 

Safe Staffing – 
March 2019 

To explore providing a 
qualitative skills based 
assessment in future safe 
staffing reports. 

CH Verbal update to be given at the 
June 2019 meeting.   

Jun-19 

Apr-19 
19/13 

Junior Doctor 
Exception 
Reporting 

Future Junior Doctor 
Exception Reporting to 
provide information on 
the safe working of junior 
doctors. 

AL  Jul-19 

Apr-19 
19/10 

Corporate 
Objectives 2019/20 

To include an update on 
staff engagement in the 
six month review of the 
corporate objectives. 

DH  Nov-19 

Apr-19 
19/10 

Corporate 
Objectives 2019/20 

To make available the 
detailed corporate 
objectives success 
measures documentation 
to Board members 

PW Quarterly update provided in 
June 2019 Integrated 
Performance Report. Work 
continues to finalise the 
detailed success measures 
underpinning each objective. 
This will be circulated to Board 
members once available. 

May-19 

Apr-19 
19/08 

Board Assurance 
Framework – 

Quarter. 4 review 
2018/19 

To collectively review the 
risks within the BAF to 
ensure appropriate 
calibration. 

Exec  Jul-19 
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Meeting 
Date 

Item Action Owner Action Taken Due Date 

Apr-19 
19/07 

Integrated 
Performance 
Report - Risk 

To review the risk section 
within the integrated 
performance report to 
explore the potential 
streamlining of 
information. 

CH  July-19 

Feb-19 
18/233 

Freedom to Speak 
Up Report 

For future Freedom to 
Speak Up Reports to flag 
the re-emergence of any 
previously raised 
concerns.    

CH  Sept-19 

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 continues to review the 
metric thresholds and a 
proposal will be considered by 
the Executive Team in early July 
2019. 

July-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  

  
 

July 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Stakeholder Engagement 

Board Assurance Framework 

Learning from Deaths 

Guardian of Safe Working 

Health & Safety Annual Report 

Patient Feedback Annual Report 

Patient Safety Annual Report 

Infection Prevention & Control Annual Report 

Medical Annual Appraisal & Revalidation 

EPR 

Deloitte Independent Review of Leadership and Governance 

Proposed Merger – Public Engagement Report 

New Royal Business Case 

Short Stay Unit Business Case 
 

September 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Standing Orders/SFIs/SORD Review 

Emergency Planning – Annual Report 

Annual Deanery Visit 

GMC survey 

Freedom to Speak Up 

Succession Planning 

Medicines Management Annual Report 
 

October 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Board Assurance Framework 

Learning from Deaths 

Guardian of Safe Working 

Winter Plan 
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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 

May 19 DSPT Evidence 
Schedule 
 
David Walliker 

Quality 
Governance 
Committee 

For the Quality Governance 
Committee to receive a report 
outlining the evidence schedule 
for each of the assertions 
answered by the Trust in the 
2018/19 DSPT. 

July 19  

May 19 Information 
Governance 
Mandatory 
Training  
 
David Walliker 

Workforce 
Committee 

For the Workforce Committee 
to explore the discrepancy in 
the information governance 
mandatory training figures. 

July 19  

May 19 Hosted Services 
 
Paul Bradshaw 

Audit & 
Assurance 
Committee 

For the Audit & Assurance 
Committee to seek assurance 
that the relationship between 
the Trust and its hosted services 
was clearly defined including 
responsibilities and the process 
for managing opportunities and 
risks. 

July 19  

May 19 Radio Pharmacy 
 
Paul 
Fitzsimmons 

Quality 
Governance 
Committee 

For the Quality Governance 
Committee to seek assurance 
on the mitigations in place 
relating to radio pharmacy 
production. 

July 19  

May 19 Look Back 
Exercise 
 
Paul 
Fitzsimmons 

Quality 
Governance 
Committee 

For the Quality Governance 
Committee to receive a report 
on the look back exercise on 
historical unfiled investigation 
results to seek assurance on 
any resulting harm and actions 
to strengthen processes.   

July 19  

Apr 19 Staff & Patient 
Abuse 
Debbie Herring 

Workforce 
Committee 

For the Workforce Committee 
to explore the issue relating to 
an increase on staff and patient 
abuse recorded in the 2018 
Staff Survey. For an update to 
be provided to the Board in July 
2019. 

July 19  

Apr 19 Risk Reporting 
Colin Hont 

Finance & 
Performance 
and Quality 
Governance 
Committee 

To review the reporting of risk 
at the Quality Governance 
Committee and the Finance and 
Performance Committee, with 
the latter particularly 
considering the review of 
estates risks. 

Jun 19  
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Apr 19 Education 
Training Team 
Debbie Herring 

Workforce 
Committee 

For the Workforce Committee 
to receive a report on the 
education training team. 

July 19  

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.  

 

Executive Director/NED # of Board Meetings Attended* *Includes Extraordinary 
Board meeting held on 11 
June 2019 Mike Eastwood 6/6 

Paul Bradshaw 6/6 

Debbie Herring 5/6 

Colin Hont 2/3 

Paul Fitzsimmons 2/4 

Malcolm Jackson 4/6 

James Kingsland 4/6 

Andrew Loughney 2/3 

Angela Phillips 4/6 

Helen Shaw 4/6 

Geoff Stewart 5/6 

David Walliker 4/6 

Neil Willcox 6/6 

Peter Williams 5/6 

Susan Young 5/6 
 

P
ub

lic
 C

al
en

da
r 

an
d 

C
ha

ir'
s

Lo
gs

Page 15 of 269



 

 

 

 

Trust Board  
COVER SHEET 

 

Agenda Item  TB19_71 Date: 25/06/2019 

Report Title  Committee Assurance Report  

FOIA Exemption No Exemption Not applicable 

Prepared by  Mark Grimshaw, Deputy Corporate Secretary  

Presented by  Madelaine Warburton, Associate Director of Corporate Affairs  

Key Issues / Messages 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.    
 
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 14th 
June 2019.  Copies of the minutes are available electronically for all Board members on Virtual 
Boardroom/Trust Board/Supporting Documents. 

Action required  For assurance  Funding Source (If applicable):N/A 

The Board is asked to discuss and note items considered, decisions made, key risks discussed 
by the Committees and assurances obtained/required. 

Supporting Executive: Madelaine Warburton, Associate Director of Corporate Affairs 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Applies to all 

Do you recommend a new entry to the BAF is made as a result of this report? 

No 

CQC domain  Applies to all 

 

LEVEL OF ASSURANCE: 

High Assurance 
Very high confidence in the 
level of assurance evidence 
provided 

☐ 

Significant Assurance 
High confidence in the 
level of assurance 
evidence provided 

☒ 

Limited Assurance  
Some confidence in the 
level of assurance 
evidence provided 

☐ 

No Assurance  
Little or no confidence in 
the level of assurance 
evidence provided 

☐ 

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

This report summarises the key items discussed, decisions made and linkages to key risks discussed by the 
Committees 
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2 

MAIN REPORT:  

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

Yes 
 

Considered: • The Committee considered a proposal for improving patient flow by development of an Acute Medical ward. The 
Committee stated that further information was required on the expected benefits,  how these would be tracked and how 
the unit would be resourced. A further report was requested to provide assurance on the issues raised prior to the 
proposal being recommended to the Board. 

• The Committee received an update regarding the cash flow for the New Hospital since the termination of the PFI contract, 
focusing on the ‘cost to complete’ element of the project. Stated that NHSI had been supportive and that their challenge 
was working well. 

• New Hospital Works Package Approvals –Committee received an update on the approval and award of the contracts for 
works for the New Hospital. The approval process was outlined. It was agreed that the Committee would recommend the 
items included within the report to the Trust Board . 

• Provider Licence – The Committee supported  the evidence schedule for the licence conditions for final sign off by the 
Board. 

• The Committee received a report outlining the requirement to make investment in IT Services (Scheduling Systems (PAS, 
A&E, Theatres) & Closed Loop prescribing). The Committee agreed to recommend approval to the Board. It was also noted 
that it would be useful for the Trust to strengthen  understanding of the spend against GDE programme. The Committee 
requested a paper setting out the financial implications and forward plans working towards HIMSS7. It was suggested that 
a report would be received by the Executive Team on GDE funding and a decision would be taken by the Board on the best 
way to receive assurance relating to  HIMSS7 progress. 

• An opportunity to host Health System Led Investment (HSLI) Programme schemes was highlighted to the Committee. It 
was agreed that the issue would be discussed at the Executive Team. 

Key Risks / Negative 
Assurances: 

• Corporate Performance Report: 
o Performance against the 4 hour A&E target had improved on the previous month by 0.3%. Further improvements 

were expected in May 2019. There was a continued need to focus on improving type 1 performance. The 
Committee was informed that a review of A&E processes was underway which was assessing the balance of 
minors/majors to ensure appropriate streaming of patients.  

o There had been three 12 hour trolley breaches during April 2019. A further report was scheduled for the next  
meeting. 

o It was highlighted that the Trust had been set a target by NHSI to reduce ‘super stranded’ patients by 45% by 
December 2019. Noted that the Trust had established a trajectory for improvement and the intention was to 
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3 

 

ensure ownership at ward level by Care Groups. The Committee requested that the performance report metrics be 
amended to provide a meaningful view on the progress being made to ensure ward level ownership. 

o The Committee requested that underperforming specialities be invited to the Committee to provide assurance that 
improvements would be made in their areas. 

• The Trust was reporting an I&E deficit of £2.9m in M01 which was in line with plan.  The major risk was QEP; delivery for 
M01 was reported in line with plan at £0.6m, although due diligence was required to verify this.  It was noted that QEP 
performance would remain  a key area of focus  with monthly trajectories reported for the year tracking delivery against 
run rate. A reflection exercise on the 2018/19 QEP programme had been undertaken and a key lesson related to ensuring 
ownership of targets throughout the organisation.  

• Risk Register – Noted that risks relating to equipment and the impact of the delayed move to the new Royal were being 
reviewed. It was agreed that an updated equipment report be brought back to the Committee in July 2019 detailing what 
the Trust was currently aware of and what was being tracked in terms of requiring replacement. 

• Accelerator Update -  Reported that the budget performance for 2018/19 had seen a reduced deficit to £48k (£250k deficit 
at the beginning of last year) but remained challenging.  Occupancy had increased to 69% (from 51% in April 2018). 
Options relating the future of the Accelerator would be discussed at the Executive Team. 

Positive Assurances • RTT – Reported that the Trust had achieved the trajectory of the total size of waiting list being smaller than that at end of 
March 2018.  The Committee requested that future reports feature total waiting list size on the summary page. 

• SLR/Reference Costs Assurance – The Committee noted that robust assurance had been provided. It was agreed that the 
item would be received by the Audit & Assurance Committee for final sign off prior to submitting to NHSI/E. 

Committee / Date: Quality Governance Committee – 1st May 2019 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 
 

Considered: • Provider Licence – The Committee considered the evidence schedule for the licence conditions aligned to it. It was requested 
that clarification be sought on condition C1 prior to submitting the evidence schedule to the Board.  

• Draft Quality Account – The Committee sought assurance that relevant scrutiny had been undertaken by those individuals 
responsible for specific sections of the report. Confirmed that leads for designated areas had provided input into the 
compilation of the report ensuring the content had been discussed in the sub-committee process. The Committee suggested 
details of individuals/sub committees who had signed off areas of the report would offer further assurance when presented to 
the Board. 

Key Risks / Negative 
Assurances: 

• Clinical and Cost Effectiveness Update    
o The work to develop an updated Trust approach to  the implementation of the NHS (Charges to Overseas Visitors) 

Regulations 2015 (amended 2017) remained underway with input from clinicians.  
o A chair’s log was raised relating to a Medication Error: Renal Transplant/Anaesthetics which reported an emergent risk. 
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Following the update given by the Lead Pharmacist, the sub-committee had not been satisfied with the outcome and had 
therefore have referred the issue to the Medical Director. 

• Patient Safety 
o A key risk related to the failure of the blood tracking process was highlighted.  Assurance was given that measures are in 

place to understand how the issue is to be addressed. 

• Scheduled Care Update  
o Reported that nurse staffing issues persisted in Trauma & Orthopaedics with on-going work streams in place to address 

this. This risk has been amended to high on the Risk Register.  

• Unscheduled Care Update  

• An increase in violence and aggression incidences were being reported. The Committee was informed that the Trust’s 
resilience manager was  leading work with members of the senior team to address violence and aggression issues in ED. 
Support from partner agencies such as the police was also being consulted.  

• Safeguarding Strategic Group 
o Key risk identified related to  Environmental risk assessments being required to enable staff to be aware of how to reduce 

the ligature risks within the clinical areas. 

• Liverpool Clinical Laboratories Quality Assurance Group  

• There are two risks rated 16 on the risk register which related to the accreditation/regulation due to failure to maintain 
audit schedule and the cell path tracking systems.  Mitigation is in place for both risks.   

• Quality Performance Report 
o It was enquired how the Committee monitors escalation of exceptions within the report and asked how the quality 

impacts of performance against those targets were addressed. It was agreed that a review of issues raised at Operational 
Performance meetings and how they were tracked and escalated through to Quality Governance Committee should be 
undertaken. This would be included in the Quality Performance report presented to the June 2019 meeting. 

• LCL Governance Report 
o The Committee highlighted turnaround times for results and the impact on patients. It was confirmed Royal College 

turnaround times of 10 days was adhered to whenever possible. The team were encouraged to look at benchmarking 
with other providers. 

Positive Assurances • Quality Performance Report 
o A 50% reduction in falls incurring moderate/severe harm had been achieved (from 2017/18 to 2018/19) 
o There were no grade 3 or 4 hospital acquired pressure ulcers reported during March 2019 
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Committee / Date: Audit & Assurance Committee – 28th May & 11 June 2019 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

No 

Considered: • Annual Accounts 2018/19 
o The Committee considered the Annual Accounts 2018/19 along with the following items: 

▪ ISA 260 Report and Consideration of Events 
▪ Letter of Representation & Letters from those charged with governance and the chair of the audit 

committee 
▪ Annual Governance Statement 
▪ Annual Report 
▪ NHS Self-Declaration – Provider Licence 

o At the meeting on the 28th May it was noted that an outstanding issue relating to the accounting treatment 
following the termination of the PFI agreement for the New Royal had yet to be resolved with the external 
auditors. It was agreed that a further Committee meeting would be convened once a resolution had been reached. 
The subsequent meeting took place on the 11th June and the signing of the relevant documentation was 
recommended to the Board. 

 

 

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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 INTEGRATED PERFORMANCE REPORT 
 

June 2019 
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CEO Dashboard Safe   Responsive Caring Effective Well-led
Finance & 
Workforce

Appendices

Contents 

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 April 2019 (risk section relates to the end 

of May 2019). The Finance and Workforce Report relates to performance for May 2019. 
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Chief Executive’s Overview & Strategic Developments 

The New Royal   
 
A media event took place on 10th June 2019 which provided the opportunity to share the programme of work to fix the structural issues in the New 
Royal. The event was attended by Mayor Joe Anderson and our local MP Louise Elman. Media coverage was extensive via regional TV, national and 
local press and local radio. Feedback on the event was positive although there are understandable on-going concerns regarding the costs of the overall 
repair programme and its timescales. Questions were also asked as to whether the Trust could explore legal action to recover any of the costs related 
to the delay to the new Royal. 
 
A detailed programme of work to fix structural issues has been finalised. These works are complex due to the advanced nature of the building and will 
take time. They involve strengthening existing beams and reducing loads that are causing structural issues. These works will ensure the building is 
finished to the standards required so we can deliver the world class hospital we’ve all been waiting for. 
 
We are procuring 141 works packages covering everything from structural works to taps. In some cases this is a complex process and the values for 
some packages require approval from Department for Health and Social Care (DHSC). Currently the contract for replacement of cladding has not been 
finalised. Once we have the final programme from Laing O’Rourke, we can finalise our business case. 
 
£3m was spent on essential maintenance costs on the new Royal from July 2018 to December 2018. This included flushing the water system to 
providing power and heating in order to ensure future safety and maintenance of systems, fixtures and finishes. Whilst these costs are significant, the 
cost of replacing degraded systems could be far higher and funding is in place for this ongoing essential maintenance. 
 
Maintaining the current Royal: 
  
We have a contingency of £2.5 million in the 2019/20 annual plan for maintaining the current building. Money is being spent on modernising the patient 
lifts, on ensuring we have vital spare parts on-site for systems such as heating and ventilation and increasing maintenance for important equipment and 
systems. We continue to face challenges with the aging infrastructure and our estates team are working hard to provide a rapid response where issues 
arise. 
 
We’re bringing some of the equipment purchased for the new Royal into the current Royal. This includes new beds and mattresses to replace those in 
the current Royal.  

  

 

IPR

Page 23 of 269



 

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

Appendices

Merger 

  
Between 7 May and 14 June a series of public engagement sessions took place for the public to share their views on the merger proposal and gain 
feedback. Around 1,000 responses from members of the public and staff have been received and are currently being reviewed.  It is important to note 
that this is not a public consultation. Public consultations will be required when proposals for service changes are put forward and this will not be until 
after the Trusts have merged. 
 
The medical directors of the Trust & Aintree University Hospital (AUH) held a phone-in on local radio taking questions on the proposed merger. This 
provided useful discussion and we received positive feedback with no caller in opposition to the proposed merger. The merged organisation will retain 
Foundation Trust status and will be called Liverpool University Hospitals NHS Foundation Trust. All hospitals will keep their existing names. There are 
no plans to close services or either A&E department.  
 
The Full Business Case for Merger is being reviewed by NHS Improvement and the statutory 40 day review of Patient Benefit Case by the CMA is 
expected to commence imminently. 
 
Patient flow 
 
May and June 2019 have seen no change to the pressure in our Emergency Department. 

 
Performance has improved but remains under 90% against the 4 hour standard despite the organisational focus and the hard work and commitment of 
our front line staff. Availability of beds is the main cause of delay. The major restriction on bed availability is due to around 150 patients a day who are 
ready to be discharged but remain on the ward.  This is due to a mix of internal and external factors. Social care assessments and the provision of 
nursing home, intermediate care and residential home are the major external cause of delays. Internally, there are many factors, access to 
physiotherapy and OT being the most common source of delay. 
 
The timing of discharge of patients is important. We are striving to ensure 30% of patients are discharged by noon, but still have a lot of work to do. 
This is a national challenge but we are determined to improve against this target. We now have 2 weekly conference calls with the national and 
regional directors of performance to discuss the issues and the improvement actions being taken. 
  

ISS – contracted out service. 

  
The potential industrial action by ISS employees noted in the May 2019 report has been averted. The dispute related to differential rates of pay 
between ISS workers and those directly employed by the NHS. The Trust agreed to pay the same uplift to both sets of workers and to fund the back 
pay to April 2018. 
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Arrangements between the Trust and Aintree differ and it will be necessary to review these arrangements for a newly merged organisation. The 
decision will be made by the board of that new trust, once it has been established. 

  

 
Finance 

  
The reported 2018/2019 position was a £55.5 million deficit. This was despite a significantly higher level of efficiency (QEP) savings than in previous 
years at £20.4 million. The control total for 2019/2020 is for an operational deficit of £44.6 million and assuming receipt of non-recurrent funding of 
£21.5m from sustainability and recovery funds would result in a net deficit of £22.8 million. 
  
 
Staff ‘Make a Difference Awards’ night was held on Friday 14 June attended by over 300 members of staff. 
 
Our staff have received so many plaudits that the last 12 months has been very much their year, whether or not they were nominated or received an 
award. 
  
On the night the winners were: 

• Divisional Star Award - Scheduled Care: Endoscopy team 

• Divisional Star – Unscheduled Care: High Consequence Infectious Diseases  

• Divisional Star Award - Corporate: HPB Pancreatic Buddy team 

• Divisional Star Award - Liverpool Clinical Laboratories: Archiving Team – Cellular Pathology 

• Patient’s Choice Award: Intensive Care Unit 

• Volunteer of the Year: Joyce Carter 

• Employee of the Year: Gwen Williams 

• Team of the Year: Emergency Department 

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

Specialty Start Date 

Matthew Rowland Consultant Oncoplastic Breast Surgeon Here as locum already 

Thomas Irving Consultant Anaesthetist Here as locum already 

Muntasir Al Hayja Consultant Cardiologist – Special Interest 
in Cardiac Imaging 

TBC 

Zoe McLaren Consultant Rheumatologist TBC 

Carol Kenyon Consultant Anaesthetist TBC 

Celia Whelan Consultant Anaesthetist TBC 

Tania Minns Consultant Emergency Medicine TBC 

Dr Azadeh Taheri Consultant Radiologist TBC 

Dr N Santamaria Guinea Consultant Radiologist TBC 

  
 
 
Where have we been challenged? 
  
CQC Inspection 
  
We have responded to the draft CQC report with an 18 page letter and 15 page appendix addressing matters of factual accuracy and the ratings grid. 
CQC have confirmed receipt and we await their response. 
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Trust Performance Dashboard 

N.B – The analysis and selection of exception reports relate to the data that was available for April 2019. Performance for May 2019 has been provided for selected key performance indicators where it is recognised there is a 

particular national focus.  

 

 

 

Trust Dashboard
Indicator 2018/19 Target Trend Change RQAM Score Page

Never Events 3 0 1 0 1 0 0 0 0 0 1 0 0 2 30

Serious Untoward Incidents 17 0 1 3 2 0 4 1 1 1 1 2 1 1 30

% of harm free care - safety thermometer 95.45% 90% 95.71% 95.46% 94.39% 96.38% 94.63% 96.05% 97.99% 94.57% 95.42% 95.25% 95.10% 96.16% In development

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

Moderate to Severe Falls Per 1,000 bed days 20 0.05 0.09 0.09 0.04 0.05 0.05 0.18 0.09 0.04 0.04 0.05 0.09 0.00 In development

# patients with hospital acquired pressure ulcers per 1,000 bed days 0.38 0.34 0.26 0.35 0.31 0.14 0.42 0.67 0.55 0.35 0.30 0.71 0.26 0.23 In development

# pts with severe (Category 3/4) hosp acq pressure ulcers per 1,000 bed days 0 0.05 0.04 N/A N/A N/A 0.19 0.13 0.18 0.04 N/A N/A N/A 0.09 In development

VTE Risk Assessment 93.82% 95% 91.8% 91.7% 93.2% 93.5% 94.1% 94.6% 95.0% 94.2% 94.9% 95.6% 94.8% 94.1% 94.3% 28

CAUTIs 0.40% 1.30% 0.30% 0.63% 0.15% 0.28% 0.29% 0.46% 0.15% 0.41% 0.72% 0.00% 0.14% 0.71% In development

MRSA Bacteremia Cases 2 0 0 0 0 1 0 1 0 0 0 0 0 1 30

CPE Cases 187 − 10 30 19 27 12 11 6 5 14 25 15 18 30

Clostridium Difficile Toxin (CDT) 36 53 1 2 1 4 7 2 3 4 2 4 3 2 30

Mortality (Crude) HSMR All diagnoses excl Daycase 2.99% ‡ 3.46% 3.43% 3.44% 3.38% 3.31% 3.29% 3.22% 3.23% 3.20% 3.15% 3.08% 3.06% 2.99% 26

Mortality (SHMI) Last 12 Months 105.40 ‡ 100 104.81 104.61 104.80 105.28 104.46 104.97 104.54 104.56 104.32 105.06 104.47 105.40 26

Mandatory training 86.70% 85% 80.7% 85.3% 86.0% 85.4% 85.7% 86.2% 87.0% 85.1% 86.1% 86.7% 86.7% 86.4% In development

Registered Nurses  Avg fill rate - Day 91.34% − In development

Registered Nurses Avg fill rate - Night 91.32% − In development

Care staff avg Fill rate - Day 102.18% − In development

Care staff avg Fill rate - Night 128.47% − In development

A&E 4 hour target 87.83% 95% 89.3% 88.6% 89.5% 89.5% 87.9% 88.4% 87.1% 85.3% 85.9% 86.5% 86.1% 86.4% 88.4% 25

12 Hour Trolley Waits 0 0 0 0 0 0 0 0 0 0 0 0 0 4 0 21

Cancelled operations 1.04% 0.60% 0.51% 0.92% 0.85% 0.54% 1.42% 1.20% 1.09% 1.11% 1.21% 1.16% 1.10% 0.96% 26

28 Day Breach 26 0 5 0 1 4 1 0 2 1 0 4 7 0 26

52 week breach 32 0 0 1 1 1 3 5 3 6 3 6 1 0 27

62 Day - Urgent Suspected Cancer GP referrals 68.75% 85% 79.78% 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86% 67.79% 61.67% 76.56% In development

Ambulance Average waiting times (Minutes) 13:49 15:00 13:26 15:06 12:04 11:55 12:45 12:13 14:24 18:29 16:29 15:01 13:49 12:54 30

No. of discharges by 12pm 7,508 − 26

No. of discharges by 4pm 21,216 − 26

18 week Referral to Treatment 81.6% 81.6% † 92% 84.18% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 80.58% 81.26% 81.56% 81.61% 30

18 week Referral to Treatment (Total Active Pathways) 28,534 27,950 † 30,354 30,254 29,710 30,010 29,831 29,637 28,961 29,244 29,351 29,383 28,534 27,950 30

Diagnostics test waiting times > 6 weeks 3.98% 3.7% † 1.00% 10.40% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 6.12% 3.98% 3.69% 20

No of  complaints  Level 1 (5days) 2,086 − 173 143 179 175 140 179 219 234 205 In development

No of  responded on target  Level 1 (5 Days) 99.8% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% In development

No of  complaints Level 2 (35 & 45 days) 289 * − 24 27 30 24 33 35 26 23 26 In development

No of  responded on target Level 2  (35 & 45 days) 75.4% * 90% 81% 52% 80% 63% 63% 47% 67% 85% 94% 96% 91% 85% In development

No of  complaints Level 3 (60 days) 12 ** − 0 0 1 2 0 2 1 2 0 In development

No of  responded on target Level 3 (60 days) 91.67% ** 90% 50% N/A 75% N/A N/A 100% 100% N/A 100% 100% 100% N/A In development
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Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19Jun-18 May-19Aug-18

96.16%

94.11%

0.71%

1

18

88.44%

0

0.00

0.23

0.09

2

86.42%

91.62%

1,577

104.95%

131.00%

86.43%

4

0.96%

0

0

75.80%

12:54

513

1,645

205

3.1%

672

1,855
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2.0 Trust Dashboard
2018/19 Target Trend Change RQAM Score Page

FFT % Recommended Inpatients 92.11% 75% 92.00% 92.99% 93.18% 93.03% 93.11% 91.74% 92.47% 92.11% 89.37% 91.71% 90.78% 90.99% 30

FFT % Recommended A&E 80.16% 75% 85.40% 80.24% 78.31% 82.44% 79.14% 79.43% 81.29% 77.68% 78.77% 74.81% 74.24% 76.95% 30

FFT % Recommended Outpatients 94.17% 75% 94.71% 94.46% 94.17% 94.07% 93.66% 94.15% 94.09% 94.08% 94.40% 93.66% 93.70% 94.30% 30

FFT Response Rates Inpatients 30.52% 30% 34.71% 33.00% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15% 26.28% 28.01% 27.46% 26.79% 30

FFT Response Rates A&E 20.34% 20% 21.49% 22.03% 21.48% 21.00% 20.22% 20.52% 20.31% 20.33% 18.42% 14.19% 19.58% 17.32% 30

FFT Response Rates Outpatients 15.26% 15% 16.03% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40% 15.86% 11.65% 14.84% 13.49% 30

Staff Survey % Recommended Trust for care 73.35% †† 80% 83.03% 83.03% 79.20% 79.20% 79.20% 73.35% 73.35% 73.35% 73.35% 73.35% 73.35% In development

Staff Survey % Recommended Trust for work 63.14% †† 70% 66.07% 66.07% 61.65% 61.65% 61.65% 63.14% 63.14% 63.14% 63.14% 63.14% 63.14% In development

Inpatient survey 90.87% 91% 94.36% 93.30% 83.09% 90.45% 91.54% 94.70% 89.30% 92.02% 90.91% 93.90% 90.63% 92.93% 30

Average Length of stay Elective Spell 4.72 5.1 4.64 4.56 4.05 5.15 4.44 4.71 4.91 4.99 4.47 5.71 4.61 4.75 4.71 28

Average Length of stay Non - Elective Spell 5.45 5.7 5.46 5.56 5.43 5.34 5.25 5.29 5.23 5.32 5.81 5.53 5.45 5.42 5.18 28

Emergency Readmissions following non elective 16.00% − 28

Emergency Readmissions rate following Elective 2.48% − 28

Electronic discharge summaries  - Inpatient 74.30% 85% 69.51% 69.51% 74.01% 67.99% 71.12% 72.61% 75.90% 75.63% 80.28% 83.63% 81.97% 74.20% 26

Electronic discharge summaries  - daycase 11.20% 85% 12.86% 10.19% 10.22% 11.15% 9.58% 9.73% 11.22% 9.94% 11.88% 12.59% 13.42% 11.58% 26

Electronic discharge summaries - Assesment Units 74.19% 85% 82.20% 86.57% 84.46% 75.87% 71.97% 73.84% 77.27% 74.19% 74.93% 74.79% 73.05% 80.56% 26

Electronic discharge summaries - Trust Total 39.74% 85% 39.36% 37.36% 39.04% 37.13% 37.33% 37.12% 40.87% 42.76% 42.80% 42.97% 42.46% 40.84% 26

Sickness Absence Rate 4.76% 4.82% ‡ 4.20% 4.53% 4.64% 4.38% 4.90% 4.56% 4.70% 4.81% 4.92% 4.75% 4.63% 4.67% 4.62% In development

Appraisals Completed 85.22% 95% 16.97% 42.13% 64.05% 70.83% 73.86% 77.79% 83.60% 84.16% 84.27% 84.90% 85.22% 2.02% In development

Capital service capacity -1.148 − -0.603 -0.808 -0.957 -1.006 -1.093 -1.148 -1.192 -1.245 -1.323 -1.239 -1.148 -0.703 In development

Liquidity (days) 15.265 − 16.17 19.74 18.95 12.64 12.00 11.55 10.81 8.41 9.75 25.13 15.27 14.58 In development

Income and expenditure (I&E) margin -55.5m − In development

Distance from financial plan -15.5m − In development

Agency Spend 160,740.78 − In development

Turnover 12.34% 12.20% ‡ − In development

% Temporary Staff (£) 7.51% − 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)

Nov-18Indicator 2019/20 May-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19Oct-18

74.20%

2.35% 2.62%

13.83%

2.48%

17.67%

2.36%2.24%

17.60%

2.32%

15.97%

2.32%

16.96%

2.23%

76.95%

94.30%

26.79%

17.32%

16.06%15.48% 18.47%

Annual Performance Monthly Performance

4.75

5.42

15.82%

2.48%

40.84%

11.58%

90.99%

92.93%

13.49%

2.74%

16.32%

Jun-18 Jul-18 Aug-18 Sep-18

-47.4m -2.9m-55.5m-51.7m-43m

80.56%

2.48%

13.30%

2.92%

14.31%

2.81%

13.44%

May-19

2.02%

-0.703

14.584

-2.9m

0

395,491

6.85%

0

-38.6m

5.47% 6.83% 5.75%

-0.7m -1.7m -2.5m -3m

-15.6m -20.6m -25.4m -30.1m -34.4m-10.5m

-3.9m -5m -7.2m -9.2m -15.5m

5.65% 5.86% 5.59%

511,936

0.71%

6.44%

409,023

0.81%

6.14%

333,796

1.14%

346,999

0.99%

325,048

0.92%

300,750

1.16%

370,036

0.88%

306,526

0.81%

5.92% 6.71% 7.51% 6.85%

0.66%

395,491

1.13%

160,741416,807

0.75%

365,367

0.80%
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Summary 

 

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

 

The Trust continually monitors and has measures in place in order to protect our patients from abuse and avoidable harm. An example of this includes Trust 

performance against falls causing moderate and severe harm per thousand bed days. Last month’s report reported an annual 50% reduction, and further to this there 

were no reported falls reported causing moderate or severe harm within April, which is a fantastic achievement. There was also a month on month reduction for the 

number of patients with hospital acquired pressure ulcers per thousand bed days and was also below the monthly performance target. In respect of healthcare-

associated infections, the Trust reported an MRSA in April.  This case has gone through a full post infection review with the CCG, and an action plan has been 

agreed with the CCG. The Trust is on target to achieve the annual CDT target. Since full achievement of the national target for VTE in February, the Trust has for two 

months consecutively failed to meet the national target. Work is being undertaken to improve through engagement with divisional teams. If the target is missed within 

May, this will be included as an exception within July papers. 

CQC Key Line of Enquiry: Safe 

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

 

 

 

 

 

 

 

 

 

 
 

2019/20 Target Trend Change

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

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

% of harm free care - safety thermometer 96.16% 90% 95.71% 95.46% 94.39% 96.38% 94.63% 96.05% 97.99% 94.57% 95.42% 95.25% 95.10% 96.16%

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

Moderate to Severe Falls Per 1,000 bed days 0.00 0.05 0.09 0.09 0.04 0.05 0.05 0.18 0.09 0.04 0.04 0.05 0.09 0.00

# patients with hospital acquired pressure ulcers per 1,000 bed days 0.23 0.34 0.26 0.35 0.31 0.14 0.42 0.67 0.55 0.35 0.30 0.71 0.26 0.23

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

VTE Risk Assessment 94.11% 95% 91.8% 91.7% 93.2% 93.5% 94.1% 94.6% 95.0% 94.2% 94.9% 95.6% 94.8% 94.1%

CAUTIs 0.71% 1.30% 0.30% 0.63% 0.15% 0.28% 0.29% 0.46% 0.15% 0.41% 0.72% 0.00% 0.14% 0.71%

MRSA Bacteremia Cases 1 0 0 0 0 1 0 1 0 0 0 0 0 1

CPE Cases 18 − 10 30 19 27 12 11 6 5 14 25 15 18

Clostridium Difficile Toxin (CDT) 2 53 1 2 1 4 7 2 3 4 2 4 3 2

Mortality (Crude) HSMR All diagnoses excl Daycase 3.46% 3.43% 3.44% 3.38% 3.31% 3.29% 3.22% 3.23% 3.20% 3.15% 3.08% 3.06% 2.99%

Mortality (SHMI) Last 12 Months 100 104.81 104.61 104.80 105.28 104.46 104.97 104.54 104.56 104.32 105.06 104.47 105.40

Mandatory training 86.42% 85% 80.7% 85.3% 86.0% 85.4% 85.7% 86.2% 87.0% 85.1% 86.1% 86.7% 86.7% 86.4%

Registered Nurses  Avg fill rate - Day 91.62% −

Registered Nurses Avg fill rate - Night 88.44% −

Care staff avg Fill rate - Day 104.95% −

Care staff avg Fill rate - Night 131.00% −

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

89.7% 92.3% 92.7% 91.0% 91.6%91.5% 90.6% 90.9% 89.1% 91.9% 94.0% 91.4%

100.8% 99.1% 99.7% 102.9% 105.0%

88.4%

102.0% 103.3% 101.6% 102.3% 108.1% 110.2% 90.4%

89.8% 107.8% 88.1% 87.8% 89.0% 89.3%91.3% 89.8% 91.1% 97.1% 88.1%

131.0%134.0% 134.8% 118.3% 122.7% 128.8% 132.5%119.7% 129.9% 123.4% 140.9% 132.2%

Indicator
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Ward Quality Dashboard 
 

The Ward Quality Dashboard is currently being updated to reflect the strengthened ward assurance process. The updated dashboard will be included in the July 2019 

Integrated Performance Report. 
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Summary 
The current (July ’16) CQC rating for Responsive is Requires Improvement. 

The Trust continues to monitor and improve the way in which it delivers care to ensure that high quality care is delivered in a safe and timely manner. The Trust has an agreed improvement trajectory for 

the A&E four hour target and is in the process of implementing its 2019/20 patient flow improvement plan. Key components of this strategy include improvement of ED processes, increased assessment 

capacity through an improved MAU bed base and proposed medical short stay unit, full roll out and performance management of SAFER across all wards and working with partner organisations to reduce 

numbers of stranded and super-stranded patients. 

The Trust has had no further 12hr AE Trolley breaches. 

Demands on the Trust’s services remain a challenge, the Trust has continued to achieve its total waiting size reduction target of having fewer patients waiting for treatment in May 2019 than in March 

2018. 18 week RTT performance remains stable, despite the Trust working to treat its longest waiting patients, no 52 week breaches will be declared in June 2019 following a single breach in April 2019. 

Cancer performance has improved with the Trust achieving the 2 week wait target for 3 consecutive months and improving its performance against the 31 day cancer treatment target to 95.1%. The 62 

day cancer treatment remains a challenge but remains above trajectory. Diagnostic performance has improved with Endoscopy performance being sustained, cardiology diagnostics remain challenging 

with a recovery plan in place. 

CQC Key Line of Enquiry: Responsive 
By responsive, the CQC mean that services meet people’s needs. 

 

 

 

 

 

 

 

 

 

 

2019/20 Target Trend Change

A&E 4 hour target 86.43% 95% 89.3% 88.6% 89.5% 89.5% 87.9% 88.4% 87.1% 85.3% 85.9% 86.5% 86.1% 86.4%

12 Hour Trolley Waits 4 0 0 0 0 0 0 0 0 0 0 0 0 4

Cancelled operations 0.96% 0.60% 0.51% 0.92% 0.85% 0.54% 1.42% 1.20% 1.09% 1.11% 1.21% 1.16% 1.10% 0.96%

28 Day Breach 0 0 5 0 1 4 1 0 2 1 0 4 7 0

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

62 Day - Urgent Suspected Cancer GP referrals 75.80% 85% 79.78% 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86% 67.79% 61.67% 76.56%

Ambulance Average waiting times (Minutes) 12:54 15:00 13:26 15:06 12:04 11:55 12:45 12:13 14:24 18:29 16:29 15:01 13:49 12:54

No. of discharges by 12pm 513 −

No. of discharges by 4pm 1,577 −

18 week Referral to Treatment 81.6% 92% 84.18% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 80.58% 81.26% 81.56% 81.61%

18 week Referral to Treatment (Total Active Pathways) 27,950 30,354 30,254 29,710 30,010 29,831 29,637 28,961 29,244 29,351 29,383 28,534 27,950

Diagnostics test waiting times > 6 weeks 3.7% 1.00% 10.40% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 6.12% 3.98% 3.69%

No of  complaints  Level 1 (5days) 205 − 173 143 179 175 140 179 219 234 205

No of  responded on target  Level 1 (5 Days) 3.1% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

No of  complaints Level 2 (35 & 45 days) − 24 27 30 24 33 35 26 23 26

No of  responded on target Level 2  (35 & 45 days) 90% 81% 52% 80% 63% 63% 47% 67% 85% 94% 96% 91% 85%

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

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

641 695 575 571 513694 561 635 592 549 652 686

1,577

159 147 165

1,788 1,870 1,740 1,783 1,645 1,6861,889 1,724 1,878 1,772 1,650

Indicator May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18

2

Nov-18

2 4

36 21 20

Dec-18 Jan-19 Feb-19 Mar-19 Apr-19
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Exception Report  - 18 week Referral to Treatment 

 
Indicator 18 week Referral to Treatment 

Standard 92% 

Owner Deputy COO 

Month April  2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Monitoring and Reporting 
Management Meetings: 

• Weekly Care group RTT meetings 

• Monthly meetings with NHSi 

• Enhanced survaliiance meetings with 
LCCCG 

 

Assurance Meetings: 

• Weekly Access Meetings chaired by the 
Deputy Chief Operating Officer 

Triangulation with other areas / metrics 

• 52 week breaches  

• Cancelled operations and 28 day standard  

• Complaints and harm reviews 

• Overall activity v plan  

• Total waiting list sizes  

Link to BAF & Risk Register 
 

 

Key Issues -  RTT Performance is below NHSI Trajectory and below national target, year to date performance is 82% 9 specialties are not 
achieving the NHSI RTT performance trajectory, however our waiting list size in Mar-19 was lower than Mar-18. NHSi have instructed us 
that this be a focus area again fo19/20, we are on track for our Mar -20 waiting list to be smaller than that of Mar-19.   

Challenged specialities from an RTT perspective are: 

• General Surgery – loss of activity during the summer due to theatre staffing shortages.   

• T&O –  Focus on theatre efficiency and administration process  

• Increase in spinal (very complex Trauma) which has impacted on elective theatre capacity, due to clinical prioritisation.  

• Urology & Dermatology – the increases in two week referrals has impacted upon the routine waiting times for 1st appointment, 

which is in excess of 18 weeks.  

• Paediatric Dentistry – NHSE and the Trust have agreed to fund a business case for additional workforce to increase capacity. The 

senior management team are also having discussions with Alder Hey as this is the best place for these patients to undergo this 

surgical procedure.  

 
       Trend       Recovery Trajectory 

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

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

Actual 84.18% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 80.58% 81.26% 81.56% 81.61% 82%  83%  85% 

 

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

Waiting list Trajectory 29,963 29,810 29,676 29,365 29,155 28,985 28,600 28,500 

Waiting List Actual 29,831 29,637 29,547 29,244 29,351 28,852 28,534 28,051 
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Exception Report - Cancer 62 days Urgent GP Referrals 

 
Indicator Cancer 62 days Urgent GP 

Referrals 

Standard 85% 

Owner Deputy COO 

Month April 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

      Trend       

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

Target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 

Actual 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86% 67.79% 61.67% 76.56% 73.87% 

Monitoring and Reporting 
Management Meetings: 

• Weekly Care group Cancer meetings 

• Monthly meetings with CCG/NHSi 
 

Assurance Meetings: 

• Cancer Action Board – Bi weekly 
meetings chaired by Deputy COO 

• Weekly 62 Day Backlog Meeting, chaired 
by Deputy COO 

Triangulation with other areas / metric 

• LCL – Histopathology turnaround times for specimens 

• Diagnostics 

• 18 weeks RTT 

Link to BAF & Risk Register 
4137 
4524 

 

Key Issues - In February we were complaint with 2 week wait for the first time since April 2018, this position will be sustained in March, April and 
May. Urology has commenced improvement work, with a trajectory to be complaint with the two week wait target by April 2018, which they have 
achieved.  
Sustained achievement of this standard will be in December 2019. The key headline reasons for failure of the 62 Day standard are: 

Increase in demand starting at the two week wait point of the pathway, there was an increase in two week wait referrals; during 2018/19 the total 

growth was 15.56%, which is an increase of 2,766 referrals. 

• Increase in the number of cystectomies 45 in total 17/18 compared to 53 at month 8, 18/19.  We can also clearly see that the total 

numbers of prostatectomy has increased considerably.  

• In addition to the growth in demand, throughout the summer months of 2018, theatre staffing vacancies where high (35 WTE 

predominantly theatre scrub and ODP.) The impact was in addition to a closed theatre a 100 theatre lists were cancelled at short 

notice during the months of July and August.  

Improvement actions include: 

• The Director of Operations has introduced a suitable accountability and performance structure through dedicated forums with the 
appropriate senior membership 

• Gain assurance of pathways from referral to treatment for each tumour site, ensuring appropriate management and tracking of 
patients at each stage of their pathway. 

• Daily prioritisation and appropriate escalation of scheduled patients that are on a cancer pathway. This will involve discussion at each 
day’s bed meeting and escalation of potential cancellations to the Director of Operations. 

• Working with stakeholders from each tumour site to formulate a realistic trajectory which balances both opportunity and risk 

• Implementation of a focused RAG rated action plan that is suitable for sharing externally. 
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Exception Report -  Diagnostics test waiting times > 6 weeks 

 
Indicator Diagnostics test waiting times > 6 

weeks 

Standard 1% 

Owner Deputy COO 

Month April 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 

 
Key Recovery Actions Owner Start End 

• Continue endoscopy insourcing as agreed the trust Board 

• Commence additional endoscopy WLIs as agreed by Trust Board 

• Increase points per additional endoscopy lists to 14 

• Cardiology recovery paper to be presented to the Executives 

• Commence WLIs in echo (where staffing permits)  

• Cardiology to write a present a case for Locum Echo Technicians 

• Complete tender process for PET CT 

• Present business case to exec to consider diagnostic partner 

DepCOO 
DepCOO 
DepCOO 
DepCOO 
DepCOO 
DepCOO 
DepCOO 
DepCOO 
 

2018 
May 2019 
May 2019 
June 2019 
April 2019 
June 2019 
May 2019 
May 2019 

Sep 2019 
Sep 2019 
Sep 2019 
June 2019 
Dec 2019 
June 2019 
Sep 2019 
Sep 2019 
 

 

 
 

      Trend       

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

Target 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 

Actual 10.40% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 6.12% 3.98% 3.69% 

Monitoring and Reporting 
Management Meetings: 
Care group performance meeting 
F+P Committee 

Assurance Meetings: Triangulation with other areas / metrics 

• Cancer targets 

• RTT 

• LOS 

• RFD 

• Stranded/Super stranded  
 

Link to BAF & Risk Register 
Risk register 
Loss of JAG accreditation 
DM01 target 

 

 

• Diagnostic performance  for April is  3.69 % 

• Diagnostic performance  back on trajectory, however due to shortfalls in workforce there are growing numbers of breaches in both 
Echocardiogram and Cardiac CT 

• Forecast to meet this standard in September 2019  

• Significant improvement in endoscopy  

• Endoscopy unit has also achieved JAG reaccreditation  
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Exception Report - A&E 4 hour target  
 

Indicator A&E 4 hour target 

Standard 95% 

Owner AD, Ops Improvement 

Month April 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 
 
 
 

Key Recovery Actions Owner Start End 

- ED Improvement program (streaming, internal flows, minors, 4hr champion) new triage process to go live 3rd July 
- Expand AMU capacity by 6 beds (decommissioning Majors 2) 
- Focus on overnight improvement using an internal locum shifts 
- Short stay medical unit proposal- Locum consultant appointed 
- Extended hours and streaming into Ambulatory Care 
- SAFER Bundle implementation on all wards – Early flow as a priority 

RFD and super stranded reduction program 

Raman Chhokar 
Raman Chhokar 
Raman Chhokar 
Neil Haslam/ Tony Wilding 
Vicky Price/R. Chhokar 
Cathy Chadwick/Jeanette 
Roberts 

July 19 
21st Jun 19 
18th June 19 
July 19 
July 19 
24th June 19 

Ongoing 
June 2019 
Ongoing 
August 19 
Ongoing 
Ongoing 
 

 
 

      Trend       Recovery Trajectory 

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

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

Actual 89.32% 88.59% 89.49% 89.49% 87.90% 88.38% 87.14% 85.28% 85.93% 86.54% 86.10% 86.43%     90%  

Monitoring and Reporting 
Management Meetings: 
Patient Flow 
ED Improvement 
Trust Ops Meeting 
 

Assurance Meetings: 
Care Group Performance Review 
Unscheduled Performance Review 
F&P Committee 

Triangulation with other areas / metrics 
 

- ED Breach Analysis 
- Ed Metrics agreed for performance pack (WTBS Times, Trolley waits, time in dept 

etc) 
- SAFER Metrics 
- Stranded and Super-stranded patient metrics 

RFD and DTOC metrics 
Link to BAF & Risk Register 
AE 4hr Target Risk Register entry 

Key Issues 
- Mismatch in ED and inpatient bed capacity and demand 
- Crowding of ED Majors department with insufficient streaming to ED areas with less demand 
- Insufficient assessment unit/bed capacity – MAU/CDU 
- Late discharges from wards not matching admission demand profile 
- Large numbers of Ready for Discharge patients stranded on wards 

 

 

75%

80%

85%

90%

95%

100%

May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19
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Exception Report - Cancelled Operations 

 
Indicator Cancelled Operations 

Standard 0.60% 

Owner Paul Fitzsimmons 

Month April 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 
 
 
 

Key Recovery Actions Owner Start End 

• Weekly scheduling meetings with Theatres to be established by each care group 

• Roll out of 5.3.1 scheduling policy ( also known as 6.4.2) 

• Review of SOP for patients requiring interpretation 

• Review of escalation process for cancellations – increased visibility through bed meeting and potential Director of 
Ops approval if not resolved at Care Group level 

Raman Chhokar 
Raman Chhokar/ Tracey Rawlings 
Raman Chhokar 
Tracey Rawlings/Raman Chhokar/ 
Sue Travis 
 
 

June 19 
July 19 
July 19 
July 19 

Ongoing 
Ongoing 
Aug 19 
Aug 19 

 
 

      Trend       Recovery Trajectory 

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

Target 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 0.60% 

Actual 0.51% 0.92% 0.85% 0.54% 1.42% 1.20% 1.09% 1.11% 1.21% 1.16% 1.10% 0.96%       

Monitoring and Reporting 
Management Meetings: 

• Weekly Access Meeting (WAM) 

• Weekly specialty Scheduling 
meetings 

Assurance Meetings: 
 

• Care Group Performance Meetings 

• Scheduled Performance Meeting 

• Peri Operative Board 

Triangulation with other areas / metrics 
 

• Peri Operative QEP dashboard metrics 

• Theatre dashboard 

• Daily theatre tracker  

Link to BAF & Risk Register 
 

Key Issues 

• Risk adverse culture & often perceived ‘lack of theatre time’  (19% of cancellations in June and 24% YTD) 

• Equipment and estates failures (29% cancellations in June 19% YTD) 

• Surgical bed capacity, particularly on certain days if there is a high emergency take or ITU/HDU need for cases(24% in 
June and 21% YTD) 

• Admin and Clerical errors in the booking process (interpreters, TCI letter error and high DNA rate) (24% in June and YTD) 

 

0.00%

0.20%

0.40%

0.60%

0.80%

1.00%

1.20%

1.40%

1.60%

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

 

 

 

 

 

 

 

 

 

 

2019/20 Target Trend Change

FFT % Recommended Inpatients 90.99% 75% 92.00% 92.99% 93.18% 93.03% 93.11% 91.74% 92.47% 92.11% 89.37% 91.71% 90.78% 90.99%

FFT % Recommended A&E 76.95% 75% 85.40% 80.24% 78.31% 82.44% 79.14% 79.43% 81.29% 77.68% 78.77% 74.81% 74.24% 76.95%

FFT % Recommended Outpatients 94.30% 75% 94.71% 94.46% 94.17% 94.07% 93.66% 94.15% 94.09% 94.08% 94.40% 93.66% 93.70% 94.30%

FFT Response Rates Inpatients 26.79% 30% 34.71% 33.00% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15% 26.28% 28.01% 27.46% 26.79%

FFT Response Rates A&E 17.32% 20% 21.49% 22.03% 21.48% 21.00% 20.22% 20.52% 20.31% 20.33% 18.42% 14.19% 19.58% 17.32%

FFT Response Rates Outpatients 13.49% 15% 16.03% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40% 15.86% 11.65% 14.84% 13.49%

Staff Survey % Recommended Trust for care 80% 83.03% 83.03% 79.20% 79.20% 79.20% 73.35% 73.35% 73.35% 73.35% 73.35% 73.35%

Staff Survey % Recommended Trust for work 70% 66.07% 66.07% 61.65% 61.65% 61.65% 63.14% 63.14% 63.14% 63.14% 63.14% 63.14%

Inpatient survey 92.93% 91% 94.36% 93.30% 83.09% 90.45% 91.54% 94.70% 89.30% 92.02% 90.91% 93.90% 90.63% 92.93%

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

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 is above target within Inpatients, A&E and outpatients. As with response rates, the Trust are marginally below 

trajectory for Inpatients, A&E and Outpatients and as such we are working with the provider to understand any specific issues. This issue is also being 

monitored at the Patient Experience subcommittee. For the three specific areas, the Trust has failed to achieve this target for three consecutive months 

and an exception report will be provided within July’s papers, if this performance does not improve.  

 

The Trust internal Inpatient Survey, which monitors patient’s responses on various elements of care including pain, noise at night, medication and 

safety, was compliant for the month of April 2019. 
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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. 

 

 

 

 

 

 

 

 

 

 

 

2019/20 Target Trend Change

Average Length of stay Elective Spell 4.75 5.1 4.64 4.56 4.05 5.15 4.44 4.71 4.91 4.99 4.47 5.71 4.61 4.75

Average Length of stay Non - Elective Spell 5.42 5.7 5.46 5.56 5.43 5.34 5.25 5.29 5.23 5.32 5.81 5.53 5.45 5.42

Emergency Readmissions following non elective 15.82% −

Emergency Readmissions rate following Elective 2.48% −

Electronic discharge summaries  - Inpatient 74.20% 85% 69.51% 69.51% 74.01% 67.99% 71.12% 72.61% 75.90% 75.63% 80.28% 83.63% 81.97% 74.20%

Electronic discharge summaries  - daycase 11.58% 85% 12.86% 10.19% 10.22% 11.15% 9.58% 9.73% 11.22% 9.94% 11.88% 12.59% 13.42% 11.58%

Electronic discharge summaries - Assesment Units 80.56% 85% 82.20% 86.57% 84.46% 75.87% 71.97% 73.84% 77.27% 74.19% 74.93% 74.79% 73.05% 80.56%

Electronic discharge summaries - Trust Total 40.84% 85% 39.36% 37.36% 39.04% 37.13% 37.33% 37.12% 40.87% 42.76% 42.80% 42.97% 42.46% 40.84%

2.48%2.32% 2.23% 2.36% 2.92% 2.81% 2.62%

14.31% 13.44% 13.83%15.97% 16.96% 17.67% 13.30%

2.74% 2.35% 2.24% 2.48% 2.32%

18.47% 17.60%15.48% 16.32% 16.06%

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

EFFECTIVE

Summary 

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

The average lengths of stay for elective and non-elective care are within the target range.  Emergency re-admissions to hospital are consistently close to target 

but these are subject to on-going scrutiny at divisional level.  The target of 40% for electronic discharge summaries has not been met, with performance 

running at 37 – 39%, over the last 6 months.  This is against a standardised template, the use of which is being reviewed by the Clinical and Cost 

Effectiveness Sub Committee with an initial focus on in-patient discharges. 
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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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

2019/20 Target Trend Change

Sickness Absence Rate 4.82% 4.20% 4.53% 4.64% 4.38% 4.90% 4.56% 4.70% 4.81% 4.92% 4.75% 4.63% 4.67% 4.62%

Appraisals Completed 2.02% 95% 16.97% 42.13% 64.05% 70.83% 73.86% 77.79% 83.60% 84.16% 84.27% 84.90% 85.22% 2.02%

Capital service capacity -0.703 − -0.603 -0.808 -0.957 -1.006 -1.093 -1.148 -1.192 -1.245 -1.323 -1.239 -1.148 -0.703

Liquidity (days) 14.584 − 16.17 19.74 18.95 12.64 12.00 11.55 10.81 8.41 9.75 25.13 15.27 14.58

Income and expenditure (I&E) margin -2.9m −

Distance from financial plan 0 −

Agency Spend 395,491 −

Turnover 12.20% −

% Temporary Staff (£) 6.85% −

-38.6m -43m -47.4m -51.7m -55.5m -2.9m-10.5m -15.6m -20.6m -25.4m -30.1m -34.4m

-7.2m -9.2m -15.5m 0

511,936 409,023 333,796 300,750

-0.7m -1.7m -2.5m -3m -3.9m -5m

0.66%

160,741 395,491

0.71% 0.81% 1.14% 1.16% 0.92% 0.99% 0.81%

325,048 346,999 306,526 370,036 365,367 416,807

6.71% 7.51%6.44% 6.14% 5.47% 6.83% 5.75%

0.88% 0.80% 0.75% 1.13%

5.65%

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

6.85%5.86% 5.59% 5.92%

WELL-LED

Summary 

The current (July 16) CQC rating for ‘Well-Led’ is good.  

 

In April 2019 the Board considered an update on the 2019/20 corporate objectives and the development of the strategic road map. Assurance was provided that the Trust’s objectives were 

aligned to the NHS Long Term Plan. A process will now be undertaken to ensure that the Board’s Committees have an understanding of the objectives and how the respective forward plans can 

help provide assurance in relation to their on-going delivery. An updated high level summary of progress against the Corporate Objectives 2019/20 is provided in the Integrated Performance 

Report. This will be updated and reported on a quarterly basis going forward. The Trust is participating in the One Liverpool Programme, a whole-system plan, setting out how partners would 

come together to deliver improved health in the city. Further details for this can be found on the following link - https://www.liverpoolccg.nhs.uk/media/3066/one-liverpool-plan-2.pdf  

  

The Board received an update in April 2019 on the action plan resulting from the review of the Trust’s governance and leadership arrangements. The Trust is aiming to close out of the action 

plan by summer 2019. The CQC carried out a planned inspection at the Trust between 15-17 January 2019 and a well-led inspection also took place between 19-21 February 2019. The final 

report is awaited and an action plan will be developed to close out any identified gaps. 

 

The Trust continues to work to improve the financial position and delivering against the Quality, Efficiency and Productivity (QEP) programme target is a key driver towards this. The final 

accounts for 2018/19 have been prepared and were approved by the Board in June 2019. In terms of its ‘Use of Resources’ rating, the Trust would attain an overall risk rating of 3 in the 

reported position against a planned position of 3. A Use of Resources review was undertaken in January 2019 and this was considered by the CQC as part of their well-led inspection process. A 

'Use of Resources rating' will be published once the review is finalised. The scale is from 4 and lower numbers reflect lower risk (1-4). More detail on the Trust’s financial position is provided in 

the Finance and Workforce section. 
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Themes from Safety Walkabouts 

The Chair and Non-Executive Directors are participating in a Safety Walk Programme on a rota basis.  Safety walks are a way of ensuring board members observe first-hand the 

experiences and concerns of front-line staff, closing the gap between board and ward. Board members, staff and service users talk openly and board members demonstrate visible 

commitment by listening to and supporting staff and service users when issues are raised. This is instrumental in developing an open culture, and promoting continuous safety 

improvement as a priority across the organisation. The issues arising from the safety walks are categorised and an action plan is formulated to drive improvements. Issues from the Safety 

Walks will be reported to the Patient Safety Sub-Committee on a quarterly basis with themes escalated to the Quality Governance Committee. For the purposes of the Board, the three 

most common themes in the period and their attendant actions are outlined below: 

Theme  Frequency 
of issue 

Action taken 

Wifi signal loss 1 Trust wide Wi-Fi upgrade program undertaken autumn 
2018 

Staff movement to cover gaps in 
other areas  

2 Huddle to ensure appropriate staff moves are made 

IT hardware shortages/ mobile 
laptops to support ward rounds 

2 Hardware upgrade program commenced October 2018 
and ongoing  
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Management of Risk, Performance & Information 

 

 

 

Datix ID 

:-4907 

Title:- Blood Component Traceability - Non-recording of Blood Component Fate 

Risk Description:-   

Cause: Clinical staff have failed to record/confirm transfusion of blood 

components on the Bloodhound system.  This had not been identified by the 

Transfusion Laboratory or Transfusion Team and as such has not been 

rectified.   

Effect: As such approx. 6000 blood components do not have a current fate 

recorded on the Bloodhound system. 

Impact: Failure to address statutory requirement. If blood components are 

unable to be traced, and product recall/look back exercise undertaken may 

result in multiple patients being recalled for testing, MHRA non-compliance 

(acknowledged on annual compliance return), reputational risk, risk of lack of 

confidence by Trusts LCL provides services to (LHCH, LWH ...) resulting in 

potential risk to income. 

Risk 

Identified  
28/04/2019 Low Medium Risk High Risk 

Review Date  31/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Unsched

uled 

Care 

Expected risk 

closure  
01/08/2019 T       C&I  

Exec Lead 
Andrew 

Loughney  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  

Ageing and 

Complex 

Medicine 

        20 

Mitigation :- 

Transfusion Practitioner/Admin pulling list of all blood components not fated on Bloodhound for the previous days(s) on each working day and actively chasing each component 

to ensure all products are fated. Action plan in place to address retrospective unfated components. 
 

  

Datix ID 

:-4226 

Title Non-Malignant Haematology Service - Model of Care & Staffing 

Risk Description:- 

Cause: Citywide reconfiguration of Haematology services, with challenging workforce 

issues across the patch brought on by national workforce shortages and natural 

wastage and sickness locally.  

Risk 

Identified  
06/07/2017 Low Medium Risk High Risk 

Review Date  31/07/2019  8 9 10 12 15 16 20 25 

Care Expected risk 

closure  
30/08/2019 T      C&I   

Summary of High Level risks 

Legend Initial Risk Score = I Current Score =  C Target Score = T 

Summary of High Level risks 
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Group/ 

Etc  

Unsched

uled 

Care  

Effect: 

Capacity issues across the local Haematology Service, current lack of clinical resource 

within existing RLBUHT service, could dilute provision across newly merged 

organisation. 

Potential to impact negatively on service provided by newly merged organisation. 

 

Exec Lead 
Andrew 

Loughney 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  

Ageing and 

Complex 

Medicine 

16 12 12 12 12 12 12 16 16 

Mitigation :- 

1) Ongoing work with Liverpool CCG and AUHT to develop model of care - work in progress 

2) Attempt to appoint Locum Consultant to help support service - unable to recruit. Substantive Consultant post - Job Description approved by RCPath and awaiting PIG 

approval. 

3) Workforce review as part of citywide model of care being undertaken - Currently an ANP role is in place and being developed further with in RLBUHT. 

4) Substantive ANP post recruited to. 
 

Datix ID 

:-4930 

Title:- Failure to mitigate noncompliance with HTM 05 - 01 Fire Safety in 

Health Care Facilities (Demolished Estate) 

Risk Description:-  

Cause: Delay to new hospital has resulted in Trust continuing to occupy estate 

identified to be demolished.  

Effect: Reduced effectiveness of compartmentation within Ward Block, Duncan 

Building and UCD due to ageing infrastructure. 

Impact:. Increased compliance, patient safety and reputational risk 

 

Associated Risks: 4808 / 4124  

Risk 

Identified  
28/05/2019 Low Medium Risk High Risk 

Review Date  28/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Estates 

& 

Facilities  

Expected risk 

closure  
31/12/2021 T      C&I   

Exec Lead 
Debbie 

Herring  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Estates & 

Facilities  
       16 16 

Mitigation :- 

Fire safety policy 

Preventative maintenance programme 

Reactive maintenance programme 

Dedicated fire team 

 

 

Staff training has been reviewed. Training now delivered at local area face to face and 

eLearning 

External Independent Audit 

Evacuation Plan 

Collaboration with MFRS 

Proposal for MFRS to conduct live exercise on Trust site 
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Datix ID 

:- 4201 

Title:-  Patient safety compromised due to outpatients demands being 

greater than capacity for clinical appointments.  

Risk Description:-  

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 

Risk Identified  19/06/2017 Low Medium Risk High Risk 

Review Date  30/06/2018  8 9 10 12 15 16 20 25 

Care 

Group:- 

  

Schedul

ed Care 

Expected risk 

closure  
29/07/2019 T      I &C    

Exec Lead 

Paul 

Fitzsimmon

s  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
St Paul's 

Eye Unit 
16 16 16 16 16 16 16 16 16 

Mitigation:- 

Community optometrists 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.  75 patients allocated to community services to date  

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 

Datix ID 

:- 4751 

Title:- Lack of Community Capacity  

Risk Description:-  

Cause: Patients remaining in hospital who no longer require acute 

facilities due to 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. Increased length of stay and 

associated costs. 

Risk Identified  19/10/2018 Low Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

Divisional 

Risk 

Expected risk 

closure  
31/10/2019     T  C I  

Exec Lead  
Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Jan-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Divisional 

Risk 
16 16 16 16 16 16 16 16 16 

Mitigation :-  

• Clinical Prioritisation  

 

SAFER dashboard being rolled out across all areas  

Discharge lounge operational Mon-Fri 
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• 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 

Working closely with Merseycare and LA to create and address capacity issues 

within community 

LA have commissioned additional spot purchase beds and additional care 

agencies have come on line in March 

RFD numbers and stranded patient numbers remain high so risk remains as is 

Datix ID 

:- 4505 

Title :-Delay in access to new Aseptic Unit  

Risk Description:-  

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. 

Risk Identified  05/06/2018 Low Medium Risk High Risk 

Review Date  31/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Clinical 

Support 

Service  

Expected risk 

closure  
28/06/2019   T    I&C   

Exec Lead 

Paul 

Fitzsimmon

s  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  Pharmacy 16 16 16 16 16 16 16 16 16 

Mitigation :_ 

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. 

A business case for additional staffing resource for the existing Department is currently out for approval. If successful, this would reduce the level of risk for this issue. 
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Datix ID 

:- 4586 

Title:- Failure to achieve 95% of patients seen and assessed within four hours  

Risk Description:-  

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. 

Risk 

Identified  
02/08/2018 

Low 

 

 

 

Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

Unsched

uled  

Care  

Expected risk 

closure  
01/07/2019 T      I&C   

Exec Lead 
Paul 

Fitzsimmons 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Emergency 

Medicine 
9 9 16 16 16 16 16 16 16 

Mitigation:- 
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 

Risk continues - due to high demand and high occupancy levels 

actions  

- escalation areas open 

- flying squad and ICRAS continues twice daily reviews 

-  RFD reviews 

 

-  escalation of complex discharges to CCG and LA  

-  TCG in operation as required to manage high activity 

- PCS in place in ED 

- Ambulatory care model extended end of January to create additional capacity and reduce admissions 

Escalation ward extended until end of April 

Working with LA as collaborative 

Work underway to reduce stranded and super stranded patients 

Enhanced provision for AEC in place now. Recent plans for a short stay medical ward being implemented 

with a project team. Business case has been approved. Additional provision has been made for 

extension of the winter ward 2a. 

Datix ID 

:- 4613 

Title:- Patient outcomes could be compromised due to RLH cold ischemic 

time for Renal Transplant  

Risk Description:-  

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 

Risk Identified  03/08/2018 Low Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group:-  

Unsched

uled 

Care  

Expected risk 

closure  
31/09/2019 T      I&C   

Exec Lead 
Andrew 

Loughney  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Renal 

Transplant 
16 16 16 16 16 16 16 16 16 
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Datix ID 

:- 4147 

Title:- Risk to the 18 week performance standards and impact this has on 

patient experience and outcome  

Risk Description:-  

Cause:- Multiple factors resulting in non-compliance with 18 week referral to treatment 

target. 

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. 

Risk Identified  13/01/2016 Low Medium Risk High Risk 

Review Date  03/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/  

Operatio

nal 

Manage

ment 

Expected risk 

closure  
30/09/2019     T  I&C   

Exec Lead 
Paul 

Fitzsimmons  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-16 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  none 16 16 16 16 16 16 16 16 16 

Mitigation:-  
RTT - Current February position is 812%.  Collaboration with NHSI continues, have developed a 

strategy that will improve and maintain RTT performance throughout the year.   

 

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 

Mitigation:- 

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 Hospital held in December, possibility of some lists to be 

moved there 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 - Ongoing 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.  

Data Collection completed, currently waiting for report to be completed by Clinical 

Governance lead, this will be taken to the next care group performance review in 

April. 

10.04.2019 - Gov Lead to present in May, request made at performance review that 

presentation is replicated at surgical divisional governance on 10th May. 

Communicated to team. JT 
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The following specialities remain a challenge in achieving RTT performance 

General surgery (Inc.  Colorectal, UGI & HPB) . The surgical specialities are not meeting the 92% 

standard they are 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.   

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. ? 

"  

 

 

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. 

 February 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 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 

 

Datix ID 

:- 4366 

Title:-  Failure to meet 18 week in Paediatric Dentistry  

Risk Description:-  

Cause:-  Long term absence of consultant clinical capacity and inability to 

recruit required clinical resource. 

Effect - Loss of both consultation and treatment capacity in paediatric dentistry 

Impact: - Significant waiting times for patients and poor 18 week performance. 

Risk Identified  27/12/2017 Low Medium Risk High Risk 

Review Date  01/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc. 

Schedul

ed Care 

 

Expected risk 

closure  
31/01/2020 T      I&C   

Exec Lead 
Paul 

Fitsimmons  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  Dental 12 16 16 16 15 20 16 16 16 

Mitigation:- 

Progressing recruitment following business case to increase consultant workforce.Due 

to national shortage of consultants within this specialty, discussions with Alder Hey 

and North Wales underway to explore possible joint posts to attract high calibre 

 

Additional trainee posts have helped to improve capacity from November 2017. 

Locum specialty dentist post is in place to help support activity. 

Close liaison with Dental Commissioners to support LUDH and patients. 
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candidates. 

Commenced limited amount of weekday evening sessions to create additional 

capacity and reduce risk of 52 week breach. Clinical team have flexed clinics to 

respond to patient need were possible. 

Additional evening clinics (ACC's) have been approved to create much needed capacity 

to address long waiters and mitigate the risk of 52 week breaches. 

Datix ID 

:- 

4705 

Title :- Nurse Staffing Issues (both sites)   

Risk Description:-  

Cause:- Vacant staffing across T&O ward areas - 4A, 4B, BGH 

Identified links to closure of BGH across Winter period and staff being transferred to 

RLH site; uncertainty of the Trauma move to Aintree 

Effect:-  Staff morale / patient safety and experience 

- Poor staffing creates significant stress due to the extended workload if/when part of 

the staffing is made up of temporary staff that are often unfamiliar with the local 

systems and processes. 

Impact: -Requirement to close bed base to manage safety risks 

This is already affecting morale and has been escalated - recruitment and retention 

issues 

Risk Identified  13/09/2018 Low Medium Risk High Risk 

Review Date  04/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc. 

Schedul

ed Care 

Expected risk 

closure  
03/12/2019 T      I&C   

Exec Lead Colin Hont 
Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  

Trauma & 

Orthoopedi

cs 

16 12 12 12 12 12 16 16 16 

Mitigation:- 

- Matrons and Ward Managers meet regularly with Director of Nursing and Assistant Chief Nurse for Scheduled Care. 

- Staffing managed through daily huddle. 

- Staffing issues escalated through triumvirate channels, mentioned and acknowledged at senior leaders, performance reviews and at weekly Ops meetings. 

Datix ID 

:- 4665 

Title:- Delivery of the  Workforce Plan for Merger  

Risk Description:-  

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 due to national shortages, 

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. The expected transaction 

Risk Identified  06/09/2018 Low Medium Risk High Risk 

Review Date  04/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/  

Human 

Resource  

Expected risk 

closure  
01/07/2019   T    I&C   

Exec Lead 
Debbie 

Herring  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  HR 12 12 16 16 16 16 16 16 16 
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for the merger with Aintree is October 2019. 

Phase 1 of the transaction, which includes Trauma and Orthopaedics, ENT and 

General Surgery is expected to take place in September 2019. Formal 

consultation with staff will commence in May 2019. 

Mitigation:- 

• Progress of workforce plan is monitored through the Workforce Transformation Group and Workforce Committee   

•Progress on the workforce plan was reported to Trust Board on 28 May 2019 and will be updated at the public meeting in June 19  Trust Board.  

• The Trust was reviewed at Workforce Committee in May 2019 

• Turnover is monitored via the Recruitment and Retention Group and exceptions are reported to Workforce Committee. The turnover rate is monitored on a monthly basis 

and an action plan is place to reduce nurse turnover. Policies to encourage staff to remain at RLBUHT such as transfer policies and itchy feet conversation have been 

introduced. 

•The Recruitment and Retention Group is reviewing the use of international recruitment and a proposal will be considered at the meeting in June 19.  

• A Cultural Development Sub Committee has been established to improve the cultural aspects of work as this is key to improving recruitment and retention. Key programmes 

of work have been identified to improve retention, which includes refreshing the Trust approach to zero tolerance of violence towards staff. A review of all areas with low 

performance in key performance indicators such as staff survey results and sickness will take place to establish the areas of challenge across the Trust   

•Phase 1 consultation has commenced with affected staff groups and workforce modelling is in place to identify any potential vacancies.  

•A joint recruitment event took place with Aintree in May and further events are planned to attract staff to work in the new service.         

Datix ID 

:- 

4826 

Titles:-  Poor image quality  

Risk Description:-  

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. 

Risk Identified  19/12/2018 Low Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

Unsched

uled 

Care 

Expected risk 

closure  
30/09/2019 T      I&C   

Exec Lead 
Paul  

Fitzsimmons 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Rad - X-Ray 

Room 9 
  16 16 16 16 16 16 16 

Mitigation:- 

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. 
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Datix ID 

:-4320 

Title:- Risk to laboratory accreditation and regulation as departments are 

failing to adhere to internal quality audit schedules  

Risk Description:-  

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. 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 

Risk Identified  20/10/2017 Low Medium Risk High Risk 

Review Date  03/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

LCL 

Expected risk 

closure  
30/08/2019 T  I    C   

Exec Lead 
A 

Constantine  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  

Liverpool 

Clinical  

Laboratory

s 

9 9 12 12 16 16 16 16 16 

Mitigation  

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 / 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 
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Datix ID 

:- 4807 

Title: Isotope availability  

Risk Description:-  

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 isotope 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 

Risk 

Identified  
29/11/2018 Low Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

Unsched

uled 

Care 

Expected risk 

closure  
31/03/2019 T      I&C   

Exec Lead 
Paul 

Fitzsimmons 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Nuclear 

Medicine 
 16 16 16 16 16 16 16 16 

Mitigation :- 

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

Risk remains high due to uncertainty around the availability of the isotope availability from external partners.  In addition our own radio pharmacy department is challenged 

with supporting the department due to restrictions from MHRA (this has been escalated under a different risk entry) 

However the external supply although unstable has improved - but we continue to monitor risk. 

Datix ID 

:- 4442 

Title Cellular Pathology Tracking System for patient samples  

Risk Description:-  

Cause:- Cellular Pathology Tracking System for Patient Samples is not fit for 

purpose, tracking request card only; it does not track a single specimen, block 

or slide. Annually high volume of block requests makes difficult to track all 

samples successfully  

Effect:- Patients may not receive results or there is a delay in diagnosis, time 

spent looking for missing blocks.  

Impact:-  decreased staff morale, significant reputational damaged, significant 

impact on patient care   

Risk Identified  20/03/2018 Low Medium Risk High Risk 

Review Date  24/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc:-  

LCL  

Expected risk 

closure  
29/09/2019   T    I&T   

Exec Lead Jim Anson  
Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Cellular 

Pathology 
16 16 16 16 16 16 16 16 16 

Mitigation:- 

Until a commercially available tracking system is in place the following have been implemented :_ 
In house tracking system – all points not covered – only tracks request cards with assumption that material is with it.  Limitations when specimens/blocks/slides 
all change through process. Photographs of processing baskets checked off at embedding to show all material on processor embedded. 
20/30 day lists of cases not reported- weekly lists 
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ARCOS system for block storage – prospective only – audit trail of material taken out of archive. 
Archive requestor -  logs who asked for material from archive and when it was taken out. 

Datix ID 

:- 4808 

Risk Description:-  Failure to manage estates 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 

 

Associated Risk: 4930 

Risk Identified  01/02/2019 Low Medium Risk High Risk 

Review Date  28/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Project 

Board 

Expected risk 

closure  
TBC T      C I  

Exec Lead 
Debbie 

Herring 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-16 

Apr-

16 

May

-19 

Jun-

19 

Speciality  Estates    16 16 16 16 16 16 

Mitigation :- 

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 

 

Datix ID 

:- 4890 

Title:- Failure in EUS Kit for endoscopic ultrasound procedures  

Risk Description:-  

Cause:- EUS productivity has grown in the last three years at a very high rate. 

In addition there has been several key developments in the field that impacts 

positively on patient outcomes. This is now the standard of care as first choice 

procedure. 

Effect:- This has superseded surgical drainage procedures and therefore freed 

up surgical space, surgeons time and patient acceptability and outcomes. With 

the increasing demand for these interventions there is an acute need for 

additional processor that would enable the unit to provide a timely service for 

these extremely unwell patients 

Impact:-   Detrimental effect on patients who are acutely unwell requiring ITU 

Risk Identified  15/04/2019 Low Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.   

Schedul

ed Care  

Expected risk 

closure  
01/09/2019 T      I&C   

Exec Lead 
 Paul 

Fitzsimmons  

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Digestive 

Diseases  
      16 16 16 
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care, inability to undertaken such procedures by the patient’s bedside, 

resulting in poor patient experience 

Mitigation :- 

The request for capital spend on this equipment will be considered at the Operational Capital Clinical Impact Assessment meeting on the 28th June 2019 – this equipment has 

been highlighted as a clinical priority for capital spend 

Datix ID 

:- 4378 

Title:- Uncertainty of Handover causes difficulties in maintaining prices  

Risk Description:-  

Cause:- Uncertainty of Handover Date.   

Effect:- Maintaining prices agreed for procured furniture and 

equipment difficult. 

Impact:- May result in an increases in prices 

Risk Identified  24/10/2018 Low Medium Risk High Risk 

Review Date  06/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Project 

Board  

Expected risk 

closure  
TBC       I&C   

Exec Lead 
Dr Peter 

Williams 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Project 

Board 
 12 12 12 12 12 12 16 16 

Mitigation:- 

Ongoing engagement with suppliers. Interim purchases prioritised via Capital Group, and reflected on equipment database. Equipment transfer audit to be re-

run early 2020, subject to confirmation of handover dates. Database will be re-validated and costed, working to agreed budget control total. Re-tendering and 

updated supplier quotes will be obtained. December 2018 Update - Mitigations revised.  

24 April 2019 Update - Equipment audit end 2019 for phase 1 (CSSB - partial) and tender exercises to be re-run. Equipment audit summer 2020 phase 2 

(remainder CSSB & MHB) and tender exercises re-run. Equipment database to be reconciled with interim equipment & furniture purchases. Costs for new items 

expected to be an increase on previous supplier costs. Expecting to work within original budget control total. Likelihood score increased. 

8 May 2019 Update - No change., 6 June 2019 Update - No change. 

Datix ID 

:- 4449 

Title :- Old Fluoroscopic kit  

Risk Description:-  

Cause :- XR10 Fluoroscopic machine is 18 years old, XR09 is 15 years 

old, parts availability is scarce or irreplaceable on the second hand 

Risk Identified  05/04/2018 Low Medium Risk High Risk 

Review Date  28/06/2019  8 9 10 12 15 16 20 25 

Care Expected risk 

closure  
01/09/2019     T C I   
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Group/  

Unsched

ualed 

Care  

 

market.   

Effect :- Deteriorating image quality resulting in incomplete patient 

examination.  

Impact :- Clinical Outcomes, Possible increase in complaints, inability to 

meet targets, increased waiting lists.   

Exec Lead 
Paul 

Fitsimmons   

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  Imaging 9 9 9 9 15 15 15 15 15 

Mitigation:- 

If room 9 breaks during the 8 week install of the new equipment the following would be put in place - 

1)The outpatient service could move temporarily to BGH  

2) Cardiac cath lab could be utilised for some cases and inpatients. 

3) A C-arm could be used from theatre for emergency cases and inpatients. 

Datix ID 

:- 4762 

Title:- Echo Machine no longer fit for purpose  

Risk Description:-  

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. 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. 

Risk 

Identified  
01/11/2018 Low Medium Risk High Risk 

Review Date  16/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Schedul

ed Care 

Expected risk 

closure  
30/12/2019 T    I C    

Lead 
Paul 

Fitzsimmons 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr

-19 

May

-19 

Jun-

19 

Speciality  
Cardio- 

Respiratory 
 15 15 

15/

12 
15 15 15 15 15 

Mitigation :- 

Service contract in place for existing machines to try to address the constant faults stated above.  

Highlighted the above to Cardio Vascular governance board who in tern highlighted to exec board with a view to accessing capital to replace existing machines. 
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Datix ID 

:- 4476 

Title :- Failure to deliver EPR programme plan  

Risk Description:-  

Cause: Supplier 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 

Risk Identified  25/04/2018 Low Medium Risk High Risk 

Review Date  30/06/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

IT 

Expected risk 

closure  
29/06/2018 T    I C    

Exec Lead 
David 

Walliker 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  IT 12 12 12 12 15 15 15 15 15 

Mitigation :- 

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. 

 

EPR and associated risks discussed in detail at January board – awaiting feedback 

on a NHS digital review scheduled for march 

Following January trust board, EPR programme board commissioned external 

review by NHS Digital.  

Proposal taken to April board to propose 12 week intensive review of programme 

and success measure assured by NHS Digital. To be brought to July Trust Board 

and reviewed at May, June and July programme board 
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Datix ID 

:- 4788 

Title:- Latent Defects  

Risk Description:-  

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. 

Risk Identified  16/11/2018 Low Medium Risk High Risk 

Review Date  06/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Project 

Board 

Expected risk 

closure  
TBC      C  I  

Exec Lead 
Dr Peter 

Williams 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  
Project 

Board  
 12 12 15 15 15 15 15 15 

Mitigation :- 

Close liaison with Gleeds 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. 

April 2019 update: Various survey reports have identified further defects that need to be factored into the costs to complete. 

6 June 2019 Update - No change. 

Datix ID 

:- 4557 

Title :- Cost of phase 2  asbestos an demolition works exceeds 

available resources.  

Risk Description:-  

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

Effect:-  Demolition and Site Completion unable to be completed. 

Cause:-  Unable to demolish existing hospital or complete the site, 

impact on main entrance, added pressure on capital programme. 

Risk Identified  26/07/2018 Low Medium Risk High Risk 

Review Date  06/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Finance  

Expected risk 

closure  
31/03/2019   T   C   I 

Exec Lead 
Paul 

Bradshaw 

Oct-

18 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Speciality  Finance 9 9 15 15 15 15 15 15 15 

Mitigation :-  

NHSi/DH. Phase 2 & 3 options being revisited. Workshop with NHSi arranged for the 18 February 2019. April 2019 update: Workshop held on 18 February. 

Outcome of discussions with NHSi estates team that this should be included within the Business Case, however, this has not yet been agreed with DHSC. 24 

April 2019 Update - No change. 

8 May 2019 Update - Discussions with NHSi/DH continuing.  Business case to be approved and submitted by the end of June 2019. 

6 June 2019 Update - No change. 
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Closed risks  

Risk ID  Description  Closed on  
Residual 
Risk Score  

 None    

Reduced risks  

Risk ID  Description  

Reduced 
from  
Residual Risk 
Score of 

 To the 
Current 
Residual risk 
score of:- 

4849 

Risk Description:-  Loss of dedicated specialist Respiratory Radiology Consultant 
Cause :- Loss of dedicated specialist respiratory radiology consultant to Manchester  
Effect:- Loss of this resource will also adversely impact reporting of specialist respiratory scans (resulting in 
more scans being discussed in MDT) and also specialist MDT meeting will not be able to run consistently with 
the remaining part-time consultant. Radiology department already operating at a consultant deficient 
thereby potentially putting new applicants off applying 
Impact:- potentially deleterious consequences for lung cancer pathways. Impact on the trusts ability to 
provide timely CT-guided lung biopsies  
Reason for reduction  
Joint working with LHCH started in June undertaking lung biopsies, will continue until such time RLBUHT can 
recruit its own chest radiologist 

16 6 

4773 

Title:-  Loss of MHRA licence and therefore closure of Radiopharmacy 
Risk Description:-  
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 
patients diagnosis of wide range of conditions - lack of ability to meet targets. Also impact on income 
generation 
Reason  for reduction  
Successful implementation of a number of key actions within the action plan  

16 12 

4872 Title:- A lack of adequate controls and monitoring in the radiopharmacy department to ensure the 16 12  
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environment meets regulatory requirement 
Cause: - A lack of adequate controls and monitoring in the radiopharmacy department to ensure the 
environment meets regulatory requirements with regards to microbial contamination levels.  
Effect:-  Contamination of product with risk of infection to patients receiving the product. 
Impact:- Exposure of patient to infection risk, reputational damage & regulator intervention. 
Reason  for reduction  
Successful implementation of a number of key actions within the action plan 

4899 

Title :- Business case approval for funding of new hospital  
Risk Description:-  
Cause: The business case for the completion of the new hospital has not yet been approved; there is 
therefore a risk in respect of the funding required for completion. 
Effect: May impact on funding available for completion of new hospital. 
Impact: Failure to secure necessary funding would impact on the ability to complete the new hospital. 
Reason for reduction: The Trust is working closely with NHSI and DHSC regarding the business case. 
Arrangements are established to enable the work packages to be approved prior to the submission of the 
business case. 

15 9 

4787 

Title:- Cost under-estimate  
Risk Description:-  
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. 
Reason for reduction: The Trust is working closely with NHSI and DHSC regarding the business case. 
Arrangements are established to enable the work packages to be approved prior to the submission of the 
business case. 

15 9 

4810 

Title:-  Scope of works  
Risk Description:-  
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. 
Reason for reduction: Workable solution identified to the cladding issue. Final sign off from Building Control 
still to be agreed. 

15 9 
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Updates from NHS Improvement requiring action  

Date  
 

Action  Lead  Response  Closed  

     

6.3.19 The NHS Long Term Plan included suggested legislative changes 
to help implement the plan faster and more effectively to improve 
services for patients.  
 
The engagement process on the proposals will run until 25 April 2019.  
Patients, NHS staff, partner organisations and interested members of the 
public are invited to share your views on potential proposals for changing 
current primary legislation relating to the NHS. 
 

Helen Shaw Andrew 
Loughney  
 

Completed within the required timeframe.   Y 

13.3.19 Commissioning for quality and innovation (CQUIN) 2019/20 
guidance and indicators specifications. 
 
The CQUIN provides details about the operation of the CQUIN scheme 
for 2019/20 and sets out the mandated national indicators. Documents 
have been published for 2019/20.   
Updated versions and relevant indicator specifications for 2019/20 by 
Sunday 31 March 2019. 

Paul Bradshaw  
Jim Davies  
Ann Shaw  
Anthony Duffy  

The CQUINs have been agreed with the 
commissioners and the Trust are awaiting 
the specific milestones for delivery. 
 
Meetings have been set for early May with 
perceived leads to plan specific delivery of 
the CQUIN.   

Y 

20.3.19 Financial planning workbooks  
NHSI has added the financial planning workbook to the Trust’s portal.  
Please use the workbook to help inform and prepare your 2019/20 
financial planning submissions, which are due on Thursday 4th April 
2019.   

 

Paul Bradshaw  Complete  Y 

27.3.19 Changes to VTE Data Collection  
The Trust is required to start collecting the data from April 2019, with the 
first submission of data for Q1 2019/20, including the new criteria in July 
2019.   
 
Data for Q4 2018/19 submitted in April 2019 should be collected using 
the old criteria for patients aged 18+ only.   
 

Andrew Loughney 
David Simcox  
Colin Hont  
Anthony Duffy  

BI have amended the query on database.   
 
 

Y 

27.3.19 Workforce deployment software supplier contracts – renewal 
guidance  
 
As NHSi works with Trusts and suppliers to standardise the contracts 

Elaine Butchard   N  
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Date  
 

Action  Lead  Response  Closed  

entered into and the services they provide, NHSi requests Trusts not to 
enter into any supplier contracts longer than two years.   
 
NHSi will be publishing the 2019/20 capital funding prospectus, technical 
specification and contract guidance, which will help Trusts bid for and 
purchase the technology required at a better price.  
 

22.5.19 
 

To submit the board assessment framework for seven day hospital 
services.   
 
To be completed by 28th June 2019.   
 

Andrew Loughney    N 

5.6.19 Learning lessons to improve our people practices  
 
The Chair of NHSi has written to trust chairs and chief executives 
detailing the findings of an independent analysis by an advisory group 
following the tragic death of Amin Abdullah in 2016. 
The letter includes guidance relating to the management and oversight 
of local investigation and disciplinary procedures, prepared based on the 
advisory group’s recommendations. 
 
Trusts are asked to review guidance against current procedures and 
make adjustments to ensure the organisation is in line with best practice.   
 

Andrew Loughney   Work to be referenced in the next 
Learning from Deaths Report in July 
2019.   

N 

IPR

Page 66 of 269



 

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

Appendices

Finance and Workforce Report – Month 2 (May 2019) 
Workforce Dashboard 
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Metric Thresholds 

 

 

 

 

 

Indicator Year to date performance Target Green RAG 

Rating

Red RAG 

Rating

Never Events Cumulative total  Year to date 0 0 > 0 Lower is  better

Serious  Untoward Incidents Cumulative total  Year to date 0 0 > 0 Lower is  better

% of harm free care - safety thermometer Cumulative total  Year to date 90% < = 90% > 90% Lower is  better

Mixed Sex Accomodation Breaches Cumulative total  Year to date 0 0 > 0 Lower is  better

Moderate to Severe Fa l ls  Per 1000 bed days  Cumulative total  Year to date 0.05 < = 0.05 > 0.05 Lower is  better

# patients  with hospita l  acquired pressure ulcers  per 1,000 bed Cumulative total  Year to date 0.34 < = 0.34 > 0.34 Lower is  better

# pts  with severe (grade 3/4) hosp acq pressure ulcers  per 1,000 Cumulative total  Year to date 0.05 < = 0.05 > 0.05 Lower is  better

VTE Risk Assessment Cumulative total  Year to date 95% < = 95% > 95% Lower is  better

CAUTIs Cumulative total  Year to date 1.30% < = 1.30% > 1.30% Lower is  better

MRSA Zero Tolerance Cumulative total  Year to date 0 0 > 0 Lower is  better

CPE Cases  Cumulative total  Year to date − Lower is  better

Clostridium Diffici le Toxin (CDT) Cumulative total  Year to date 43 Lower is  better

Mortal i ty (Crude) HSMR Al l  diagnoses  excl  Daycase Latest 12 Months  (HED data, usual ly 2 months  behind other reporting) 3.46% < = 3.46% > 3.46% Lower is  better

Mortal i ty (SHMI) Last 12 Months Latest 12 Months  (HED data, usual ly 2 months  behind other reporting) 100 < = 100 > 100 Between confidence intervals  i s  better

Mandatory tra ining Cumulative total  Year to date 85% > = 85% < 85% Higher i s  better

Regis tered Nurses   Avg fi l l  rate - Day Cumulative total  from Apri l  2018 to latest reported month − Lower is  better

Regis tered Nurses  Avg fi l l  rate - Night Cumulative total  from Apri l  2018 to latest reported month − Lower is  better

Care s taff avg Fi l l  rate - Day Cumulative total  from Apri l  2018 to latest reported month − Lower is  better

Care s taff avg Fi l l  rate - Night Cumulative total  from Apri l  2018 to latest reported month − Lower is  better

A&E 4 hour target Cumulative total  Year to date 95% > = 85% < 85% Higher i s  better

12 Hour Trol ley Waits  Cumulative total  Year to date 0 0 > 0 Lower is  better

Cancel led operations Cumulative total  Year to date 0.60% < = 0.60% > 0.60% Lower is  better

28 Day Breach Cumulative total  Year to date 0 0 > 0 Lower is  better

52 week breach Cumulative total  Year to date 0 0 > 0 Lower is  better

62 Day - Urgent Suspected Cancer GP referra ls Cumulative total  Year to date 85% > = 85% < 85% Higher i s  better

Ambulance Average waiting times  (Minutes) Monthly NWAS extracts  - unable to produce YTD totals . 15:00 < = 15:00 > 15:00 Lower is  better

No. of discharges  by 12pm Cumulative total  Year to date − Higher i s  better

No. of discharges  by 4pm Cumulative total  Year to date − Higher i s  better

18 week Referra l  to Treatment Month 92% > = 92% < 92% Higher i s  better

Diagnostics  test waiting times  > 6 weeks Month 1.00% < = 1.00% > 1.00% Lower is  better

No of  compla ints   Level  1 (5days) Cumulative total  Year to date − currently no target curently no Lower is  better

No of  responded on target  Level  1 (5 Days) Cumulative total  Year to date 100% 100% < 100% Higher i s  better

No of  compla ints  Level  2 (35 & 45 days)* Year to date (usual ly 2 months  behind other reporting) − currently no target curently no Lower is  better

No of  responded on target Level  2  (35 & 45 days)* Year to date (usual ly 2 months  behind other reporting) 90% > = 90% < 90% Higher i s  better

No of  compla ints  Level  3 (60 days)* Year to date (usual ly 3 months  behind other reporting) − currently no target curently no Lower is  better

No of  responded on target Level  3 (60 days)* Year to date (usual ly 3 months  behind other reporting) 90% > = 90% < 90% Higher i s  better

SAFE

currently no internal  or national  

Internal  monthly tra jectories

curently no target

curently no target

curently no target

curently no target

RESPONSIVE

currently no target

currently no target
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Indicator Year to date performance Target Green RAG 

Rating

Red RAG 

Rating

FFT % Recommended Inpatients Cumulative total  Year to date 75% > = 75% < 75% Higher i s  better

FFT % Recommended A&E Cumulative total  Year to date 75% > = 75% < 75% Higher i s  better

FFT % Recommended Outpatients Cumulative total  Year to date 75% > = 75% < 75% Higher i s  better

FFT Response Rates  Inpatients Cumulative total  Year to date 30% > = 30% < 30% Higher i s  better

FFT Response Rates  A&E Cumulative total  Year to date 20% > = 20% < 20% Higher i s  better

FFT Response Rates  Outpatients Cumulative total  Year to date 15% > = 15% < 15% Higher i s  better

Staff Survey % Recommended Trust for care Quarter to date 80% > = 80% < 80% Higher i s  better

Staff Survey % Recommended Trust for work Quarter to date 70% > = 70% < 70% Higher i s  better

Inpatient survey Cumulative total  Year to date 91% > = 91% < 91% Higher i s  better

Average Length of s tay Elective Spel l  Cumulative total  Year to date 5.1 < = 5.1 > 5.1 Lower is  better

Average Length of s tay Non - Elective Spel l  Cumulative total  Year to date 5.7 < = 5.7 > 5.7 Lower is  better

Emergency Readmiss ions  fol lowing non elective Cumulative total  Year to date − Lower is  better

Emergency Readmiss ions  rate fol lowing Elective Cumulative total  Year to date − Lower is  better

Electronic discharge summaries   - Inpatient Cumulative total  Year to date 80% > = 80% < 80% Higher i s  better

Electronic discharge summaries  - Assesment Units Cumulative total  Year to date 80% > = 80% < 80% Higher i s  better

Sickness  Absence Rate Latest 12 Months 4.20% < = 4.20% > 4.40% (Between 4.20% and 4.40% is  Amber)

Appraisa ls  Completed Latest 12 Months 95% > = 95% < 95% Higher i s  better

Capita l  service capacity Cumulative total  Year to date − Lower is  better

Liquidi ty (days) Cumulative total  Year to date − Lower is  better

Income and expenditure (I&E) margin Cumulative total  Year to date − Lower is  better

Distance from financia l  plan Cumulative total  Year to date − Lower is  better

Agency Spend Cumulative total  Year to date − Lower is  better

Turnover Latest 12 Months − Lower is  better

% Temporary Staff (£) Cumulative total  Year to date − Lower is  better

currently no target

currently no target

currently no target

currently no target

WELL-LED

currently no target

currently no target

currently no target

currently no target

currently no target

CARING

EFFECTIVE
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COVER SHEET 
 

Agenda Item  TB19_72 Date: 25/06/2019 

Report Title  Quality Account 2018/19 

FOIA Exemption No Exemption Not applicable 

Prepared by   Anthony Duffy, Senior Lean Practitioner 

Presented by  Colin Hont, Chief Nurse 

Key Issues / Messages The Quality Account provides an overview of the Trust performance as set in the 
Requirements of National Health Service (Quality Accounts) Regulations 2010 as 
amended. The Trust is required to produce the report on an annual basis to ensure 
compliance against various key performance indicators and set out objectives for the 
forthcoming year. Submission to NHS Choices should be complete by 30 June. 

Action required  For decision (insert 
funding source if 
financial implications).   

Funding Source (If applicable): 

Trust Board are asked to accept this report and note the progress made to attain full compliance of 
the indicators outlined. 

Supporting Executive: Colin Hont, Chief Nurse 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

None 

Do you recommend a new entry to the BAF is made as a result of this report? 

No 

CQC domain        All 

Has this paper 
considered potential 
impacts on the 
following?                                                                                                      

 ☒       Patients   ☒       Staff  ☒    Other (Students,    

Community, other 
HCPs) 

Please refer to appendix or section of report if more detail is provided. 
 
 

LEVEL OF ASSURANCE: 

High Assurance 
Very high confidence in the 
level of assurance evidence 
provided 

☐ 

Significant Assurance 
High confidence in the 
level of assurance 
evidence provided 

☒ 

Limited Assurance  
Some confidence in the 
level of assurance 
evidence provided 

☐ 

No Assurance  
Little or no confidence in 
the level of assurance 
evidence provided 

☐ 

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

Quality Governance  1st May  
 

Anthony Duffy Recommended to the Board for approval 
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EXECUTIVE SUMMARY 

The Department of Health has issued guidance on the form and content of annual Quality Accounts, 

(which incorporates the legal requirements in the Health Act 2009.  Amendments were made in 2012, 

such as the inclusion of quality indicators according to the Health and Social Care Act 2012 and the 

National Health Service (Quality Accounts) Regulations 2010, (as amended by the National Health 

Service (Quality Accounts) Amendment Regulations 2011). 

 

In preparing the Quality Account, we are required to take steps to satisfy that: 

 

• The Quality Account presents a balanced picture of the Trust’s performance over the period 

covered 2018/19. 

 

• The performance information reported in the Quality Account is reliable and accurate 

 

• There are proper internal controls over the collection and reporting of the measures of 

performance included in the Quality Account, and these controls are subject to review to confirm 

that they are working effectively in practice 

 

• The data underpinning the measures of performance reported in the Quality Account is robust 

and reliable, conforms to specified data quality standards and prescribed definitions, and is 

subject to appropriate scrutiny and review; and 

 

• The Quality Account has been prepared in accordance with Department of Health guidance. The 

Directors confirm to the best of their knowledge and belief they have complied with the above 

requirements in preparing the Quality Account. 

 

               

Quality Accounts are annual reports to the public from providers of NHS healthcare services about the 

quality and standard of services they provide. They are required by the Government to help NHS Trusts, 

including providers of hospital acute services, community health services and mental health services, 

maintain focus and improve the quality of care for patients.  

 

Quality Accounts have become an important tool for strengthening accountability for quality and for 

ensuring effective engagement of Trust Board of directors in the quality improvement agenda. By 

producing a Quality Account, we are able to demonstrate commitment to continuous evidence based 

quality improvement and to explain progress to patients and their families, the public and those who 

have an interest in the services that we provide. 

 

To ensure that our staff, our external partners and our patient representatives and local communities 

were able to influence the content of this report, a quality improvement and engagement event took 

place on 29th March 2019 to hear the views and experiences and consequently propose priority areas 

for inclusion into the Quality Account. We invited suggestions on what our main quality improvement 

priorities should be for this year (2019/20) and what information should be included in this year’s Quality 

Account report in addition to the mandated content as set by the Department of Health. 

 

The highlights of the Quality Account were presented to local CCGs and healthwatch organisations on 

the 3rd May, and received specific feedback from the group. The report has been submitted to the Trust 

external auditors, and relevant validation has been undertaken. Liverpool CCG, healthwatch, and 
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Liverpool Council OSC (Overview and Scrutiny Committee) have also been sent the report, and relevant 

feedback has been provided within the report. 

 

 

Performance against 2018/19 priorities 

 

Domain Specific indicator Target/Trajectory RAG 

Patient 
Safety 

25% reduction in falls 
leading to moderate 
harm or greater per 100 
bed days 

A 50% reduction was achieved in 
falls causing moderate to severe 
harm per thousand bed days as a 
result of improvement initiatives at 
ward level.  

 

10% reduction in the 
number of hospital 
acquired pressure 
ulcers per 1000 bed 
days 

Despite not achieveing the 
targeted reduction, the Trust is 
performing well when comparing 
against peers on Model Hospital 

 

Compliance against 
95% 
target of VTE 
assessment 
target 

Continued improvement in the 
VTE assessment compliance, 
despite being marginally below 
the national target. The Trust 
have recently introduced a new 
assessment process 

 

Patient 
Experience 

Implementation of 
MECC 
(Making Every Contact 
Count) 

Trust compliant against target.  

Improvement in FFT 
compliance and 
response 
rates 

Trust marginally below target rate, 
specifically for response rates. 
The Patient Experience sub 
committee is monitoring the 
specific KPI on a monthly basis. 

 

Zero tolerance on 12 
hour 
trolley waits 

Trust compliant against target.  

Clinical 
Effectiveness 

Remain within expected 
range for SHMI 
(Summary 
Hospital-level Mortality) 

The Trust remains within the 
expected parameters, despite 
being slightly over the threshold of 
100. 

 

Level 1,2, and 3 
complaints responded to 
in a timely manner 

The Trust marginally missed our 
internal target for response time. 
Despite this, the Trust have 
maintained an improved 
performance in the latter part of 
the 
year. 

 

Compliance against 
targets relating to 
mandatory training 

Trust compliant against target.  

 

 

The Trust auditors, Grant Thornton have tested various indicators including the reporting of CDiff 

and the reporting of moderate and severe incidents and have given the Trust full assurance.  
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Priorities for 2019/20 
 

 

 

 
 

The above priorities for 2019/20 were discussed and agreed as part of an engagement event that 

took place on the 29th March 2019. The priorities were identified for varied reasons as per the 

discussions at the engagement event and Patient Council. The priorities were based on various 

factors –  

• Underperformance within 2018/19 

• Legacy CQUIN 

• Featured specifically within Quality Governance Committee or its reporting groups 

Patient 
Safety

90% of observations completed on time in 
conjunction with rollout of eNEWS2

100% sepsis screening of patients with >80% of 
patients receiving antibiotics within the hour

Zero tolerance of MRSA and to remain within 
trajectory against Clostridium Difficile Toxin (CDT)

Patient 
Experience

Compliance with complaints response times across 
all levels

Improvement in Friends and Family Test (FFT) 
compliance and response times

Clinical 
Effectiveness

Remain within expected range SHMI (Summary 

Hospital-level Mortality Index) 

Screen >90% of in-hospital deaths in line with local 
policy

100% compliance with Local Safety Standards for 
Invasive Procedures (LocSSIPs)
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The report also highlights updates on various other mandated elements including an update on the 

following with specific narrative provided by the leads for the following areas –  

 

Area Lead 

Operational performance Deputy Director of Operations 

Infection Prevention and Control Director of Infection Prevention 

Implementation of the Learning from Deaths 

Framework 

Medical Director 

Regulatory Compliance Head of Regulatory Compliance 

Incident reporting and patient safety Assistant Director of Clinical Governance 

LocSSIPS (Local Safety Standards for 

Invasive Procedures) 

Assitant Director of Patient Safety and Human 

Factors 

Complaints Assistant Director of Clinical Governance 

Patient Experience Head of Patient Experience 

Staff Survey Assistant Director of HR and OD 

Freedon to Speak Up Assitant Director of Patient Safety and Human 

Factors 

7 day working Head of Clinical Effectiveness 

Data Quality Clinical Coding Manager 

Equality and Diversity Equality & Diversity Manager 

CQUIN Senior Lean Practitioner  

National Audit Head of Clinical Effectiveness 

Safeguarding Asst Chief Nurse Safeguarding 

Global Digital Exemplar Chief Information Officer 

 

 

The Quality Account aligns directly to the national requirements as set out in the National Health Service 

(Quality    Accounts) Regulations 2010 as amended and the Trust strategic objectives. Trust Board are 

asked to accept this report and note the progress made to attain full compliance of the indicators 

outlined.  
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In preparing the Quality Account, Directors are 

required to take steps to satisfy themselves that:

• The Quality Account presents a balanced picture 

of the Trust’s performance over the period 

covered 2018/19

• The performance information reported in the 

Quality Account is reliable and accurate

• There are proper internal controls over the 

collection and reporting of the measures of 

performance included in the Quality Account, 

and these controls are subject to review to 

confirm that they are working effectively in 

practice

• The data underpinning the measures of 

performance reported in the Quality Account is 

robust and reliable, conforms to specified data 

quality standards and prescribed definitions, and 

is subject to appropriate scrutiny and review; 

and

Statement of Directors Responsibilities in 
respect of the Quality Account  
The Department of Health has issued guidance on the form and content of annual Quality Accounts, (which 

incorporates the legal requirements in the Health Act 2009.  Amendments were made in 2012, such as the 

inclusion of quality indicators according to the Health and Social Care Act 2012 and the National Health Service 

(Quality Accounts) Regulations 2010, (as amended by the National Health Service (Quality Accounts) Amendment 

Regulations 2011).

• The Quality Account has been prepared 

in accordance with Department of Health 

guidance. The Directors confirm to the best of 

their knowledge and belief they have complied 

with the above requirements in preparing the 

Quality Account.

The Board of Directors confirm that to the best of 

their knowledge and belief that they have complied 

with the above requirements in preparing the Quality 

Account.

By order of the Board 

Chairman

Date: 

Chief Executive
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Introduction and Purpose of 
Quality Accounts 

Quality Accounts are annual reports to the public 

from providers of NHS healthcare services about 

the quality and standard of services they provide. 

They are required by the Government to help NHS 

Trusts, including providers of hospital acute services, 

community health services and mental health services, 

maintain focus and improve the quality of care for 

patients. 

Quality Accounts have become an important tool 

for strengthening accountability for quality within 

NHS Trusts and for ensuring effective engagement of 

Trust Board of directors in the quality improvement 

agenda. By producing a Quality Account, Trusts are 

able to demonstrate their commitment to continuous 

evidence based quality improvement and to explain 

their progress to patients and their families, the public 

and those who have an interest in the services that 

the Trust provides. 

Identification of Quality 
Account Priorities

To ensure that our staff, our external partners and our 

patient representatives and local communities were 

able to influence the content of this report, a quality 

improvement and engagement event took place on 

29th March 2019 to hear the views and experiences 

and consequently propose priority areas for inclusion 

into the Quality Account. We invited suggestions on 

what our main quality improvement priorities should 

be for this year (2018/19) and what information 

should be included in this year’s Quality Account 

report in addition to the mandated content as set by 

the Department of Health. 

We have also held a number of listening weeks that 

have given patients and stakeholders the opportunity 

to talk to us directly about their experience and about 

developments that are happening in the future. We 

have worked with partners such as Healthwatch to 

gain valuable feedback that has shaped the direction 

of our areas for quality improvement. 
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Part 1: Statement on quality

Foreword

As we celebrated 70 years of the National Health Service 

this year, the nation proudly reflected on what an 

amazing, innovative, unique and cherished institution 

the NHS is. The NHS has faced many challenges and 

changes over the years. As the nation moves towards 

transformational times, the NHS will continue to meet 

its challenges with the same spirit of compassion and 

care that embodies the very best of the service.

One of our objectives towards achieving this is the 

development of the new Royal and the Liverpool 

Health Campus. Whilst the new Royal has been 

delayed, due to the liquidation of Carillion in 

January 2018, work has restarted following the 

appointment of Laing O’Rourke as management 

contractor in November 2018. At the time of writing, 

Laing O’Rourke are working on a new timetable for 

completing construction, though we expect to move 

into the new Royal in 2021.

In the meantime we continue to invest in and carry 

out essential maintenance to the current Royal to 

ensure we have a safe environment for our patients, 

visitors and staff. This year we have invested over £1m 

into the maintenance of the current Royal. We have 

carried out detailed assessments on the current estate 

to ensure that we are aware of the potential issues. 

From this, we have developed robust contingency 

plans, purchased equipment and spare parts and are 

tackling potential maintenance issues proactively, to 

reduce the risk of them occurring.  

The challenges the Trust faced following the liquidation 

of Carillion and in managing numerous issues with 

the infrastructure of the current Royal were featured 

in the excellent BBC Two Hospital documentary series. 

But as well as the problems, the documentary also 

featured the amazing dedication and hard work of our 

staff and those who work in facilities management 

in ensuring patient safety. The positive response of 

viewers towards those that work here, praising their 

diligence and compassion was truly touching. 

Despite the set-back with the new Royal, we have been 

using this additional time positively, to ensure we are 

as prepared as possible for when we move. We have 

begun to use the new stock of beds and mattresses 

and various items of equipment for the new Royal in 
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our current hospital, replacing equipment that was 

nearing the end of its life. 

In February, we opened our new state of the art Clinical 

Sterile Services Department in purpose built premises 

at Broadgreen Hospital and moved the service from 

their deteriorating environment in the lower ground 

floor of the current Royal.

Another of our major objectives is the proposed 

merger with Aintree University Hospitals NHS 

Foundation Trust. Clinicians across both organisations 

believe this will help to deliver better services and 

greater outcomes for our patients. 

Huge progress has been made on examining 

opportunities for teams to come together to share 

best practice and consider how they can work 

differently to deliver improvements. This has enabled 

us to identify what the benefits to patients could be 

and develop our clinical recommendation. We remain 

on track to merge in 2019/20. Throughout the year 

we have been engaging with staff across both trusts 

to understand the benefits integrating services will 

bring for patients. We have established a programme 

to understand the culture of both organisations, 

identifying where the similarities and differences are 

so that the two organisations can come together as 

seamlessly as possible. The Trauma and Orthopaedic 

teams whose proposals to deliver emergency and 

urgent services at Aintree Hospital and planned 

procedures at Broadgreen Hospital, will be the first 

such integration.

Further work this year has included the development 

of a patients’ benefits case and a draft business case 

to be presented to NHS Improvement. We have also 

been preparing for public engagement activities to 

begin in May 2019. This will be an opportunity for 

patients, the public and wider health partners to 

hear more about our merger proposal and what our 

trusts could achieve by working together. We will ask 

people to share their views on how we improve the 

services we have and make them work better for all 

our patients. The outputs from this engagement will 

inform future proposals for how we integrate our 

services. 
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Like most of the NHS, the Trust continues to face 

significant increases in demands for its services that 

pose tough challenges for both our financial and 

operational performance. 

Our staff continue to find innovative ways to improve 

quality, efficiency and productivity, saving around 

£20m this year, whilst maintaining patient safety. 

We continue to work closely with our colleagues 

in neighbouring trusts and local authorities across 

Liverpool, Sefton and Knowsley as part of the North 

Mersey A&E Delivery Board. The aim of the Delivery 

Board is to ensure that organisations support one 

another effectively when spikes in demand create 

challenges to the delivery of emergency and urgent 

care. The Delivery Board has initiated a number of 

joint workstreams to improve emergency services, 

facilitate patient flow and reduce delays to discharging 

patients. It has been encouraging to see staff across 

each organisation focusing on the common goal of 

improving the lives of patients in delivering changes 

to their services.

Our Global Digital Exemplar (GDE) programme 

continues to develop innovative technologies to 

support patient care across Liverpool. This year we 

launched the first digital testing space of its kind 

in the NHS to test this latest digital technology. 

The ‘Livernerds Lab’, located in the Life Sciences 

Accelerator consists of two specialised areas a ‘Smart 

Room’, which simulates a hospital bedroom, and a 

‘Smart House’, which simulates a patient’s home. 

Both spaces are specifically adapted and fitted 

with the latest digital equipment including sensor 

technology, virtual reality, telehealth and health care. 

This technology is all enabled by high speed 5G 

connectivity as part of the £3.5 million Liverpool 5G 

Health and Social Care pilot. Some of this technology is 

already being tested by the Trust, with telehealth being 

used to support appropriate respiratory and cardiology 

patients at home. This technology allows health care 

staff to monitor key daily observations, records ad hoc 

episodes that may be of concern, and triggers support 

within the patient’s home. It also empowers patients 

to manage their conditions better with access videos 

and advice on their condition. The Trust is also piloting 

the use of virtual reality as a distraction technique for 

pain management in palliative care and critical care.

Towards the end of the year, the Trust was inspected 

by the Care Quality Commission as part of its routine 

programme and their findings will be published 

after April 2019. In their initial feedback, inspectors 

acknowledged the period of change for the Trust and 

observed that morale was good across the organisation 

and staff were passionate about patient care. These 

positive comments were reflective of the overwhelmingly 

positive feedback that we have received regarding our 

staff during the NHS 70 celebrations and throughout 

the broadcast of BBC Two’s Hospital. 

We are all incredibly proud of the spirit of our staff 

and their dedication to providing patients with the 

best possible care, despite the many challenges we 

have faced. I’d like to thank all our staff for their hard 

work and I’d also like to thank our patients and the 

people of Liverpool for the inspirational support and 

praise they have given us this year. 

Dr Peter Williams, 

Interim Chief Executive
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About the Trust
The Trust was established in 1995 and manages three 

hospitals based on two sites: the Royal Liverpool 

University Hospital, Liverpool University Dental 

Hospital and Broadgreen Hospital. It is the major adult 

university teaching hospitals trust for Merseyside and 

Cheshire and our hospitals have often been at the 

forefront of medical breakthroughs. 

As one of the largest employers in the city, we employ 

over 8000 people and our annual budget is over £500 

million.

The Trust provides a comprehensive range of specialist 

services to over 750,000 people each year within a 

total catchment population of more than two million 

people in Merseyside, Cheshire, North Wales, the Isle 

of Man and beyond. In the past year, we provided 

emergency and urgent care to an estimate of over 

255,000 people, over 95,000 of whom attended our 

emergency department. We cared for an estimated 

117,000 day case and inpatients and provided over 

600,000 outpatient appointments.

We are a major centre for the diagnosis, treatment, 

care and research of cancer. We provide a range of 

cancer services from our renowned Linda McCartney 

Centre. We are a regional cancer centre for pancreatic, 

urological, ocular (eye), testicular, anal, and oesophago-

gastric cancers, specialist palliative care, specialist 

radiology, specialist pathology and chemotherapy 

cancer treatment services, as well as a national centre 

for ocular oncology. We also have excellent local cancer 

treatment services, including skin, breast, colorectal, 

head, neck and thyroid and lung cancer. We host a 

Macmillan Cancer Information and Support Service, 

with centres on both of our sites.

We also provide general hospital services to the 

adult population of Liverpool with one of the busiest 

emergency departments in the North West, where we 

provide care and treatment for patients who have life 

threatening injuries and serious illnesses such as strokes 

and heart attacks. We also provide care for patients with 

more routine illnesses and injuries, such as fractures.

The Liverpool University Dental Hospital supports 

dental teaching and provides specialist dental services 

and emergency care for the local community. 

Global Digital Exemplar
In September 2016, the Trust was named by the 

Department of Health as one of the first, ‘Global 

Digital Exemplar’ organisations. This means we are 

working to become internationally recognised for our 

use of digital technology and information in the way 

we provide care.

The aim of the Global Digital Exemplar (GDE) 

programme is to; join up and digitise health systems, 

to give clinicians more timely access to accurate 

information, give patients better access to their 

records and support improvements between now and 

May 2020. As a GDE, the Trust will receive up to £10 

million of national funding to invest into technology 

and infrastructure to enhance staff training and digital 

technology. 

The Trust has made a number of significant 

developments in digital technology over recent years. 

These include:

• Progress to ensuring patient records are digitised

• Our whiteboard system that provides staff with 

information on which beds have been allocated to 

which patients and what assessments they have 

had to help manage their care more effectively. 

This was highlighted as outstanding in our 2016 

Care Quality Commission report.

• Enhancing electronic observations by using sensor 

technology to improve the way we monitor 

patients and reduce length of stay

• Our nationally recognised eSepsis programme for 

the screening and early recognition of sepsis. As 

well as saving up to 200 lives a year at the Trust, 

eSepsis was adopted as one of the GDE Blueprint 

programmes, included in the NHS Long Term Plan.
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Research and development
Our Trust has significant relationships with all 

the universities in Liverpool, but in particular the 

University of Liverpool’s medical and clinical schools 

and Liverpool John Moores University, with regard to 

nurse training.

As well as being the host organisation for the North 

West Coast Comprehensive Research Network, we 

are also a centre for clinical research and lead teaching 

and training for a variety of health professions. 

We have a dedicated Clinical Research Unit that is 

accredited by the Medicines and Healthcare products 

Regulatory Agency (MHRA) to perform first in human 

clinical trials. In collaboration with the University of 

Liverpool, we also have the only National Institute for 

Health Research (NIHR) funded Biomedical Research 

Unit in the UK, which is dedicated to research into 

pancreatic disease.

In recent years the Trust has been involved in a variety 

of ground-breaking research projects including:

• Pioneering clinical research studies to develop a 

Zika virus vaccine

• Numerous studies at the forefront of pancreatic 

cancer research

• Developing the use of personalised medicine

• Using big health data intelligently, drawing 

on masses of information, to transform the 

understanding of and treatment for rare genetic 

disorders, through involvement in the Rare Diseases 

Sprint Exemplar Innovation Project

Our future
We are working together with Aintree University 

Hospital NHS Foundation Trust and with NHS 

Improvement, to achieve a proposed merger of the 

two trusts in the next financial year. Clinicians at both 

trusts believe that by working as one organisation, 

they can deliver better clinical outcomes for patients. 

A combined organisation would also make Liverpool 

an attractive prospect for research funding, helping 

to ensure that our patients have access to the latest 

technologies and treatments. 

The Trust’s long-term plan is for the new Royal 

Liverpool University Hospital to provide state of the 

art emergency and complex care, as part of a health 

campus with access to some of the latest innovations 

in Life Sciences. Broadgreen Hospital would focus on 

providing the best non-emergency care, including 

specialist services for older people, elective surgical care 

and dermatology plus a range of outpatient services. 

The aim is to create a world leading hub for research 

and development in the city, creating thousands of 

jobs in the process. 

Three of the key developments within Liverpool’s 

Knowledge Quarter are based on the Royal Liverpool 

University Hospital site; the new Royal Liverpool 

University Hospital, the new Clatterbridge Cancer 

Centre being built alongside the new Royal and the 

Liverpool Life Sciences Accelerator, a collaboration 

between the Trust and Liverpool School of Tropical 

Medicine. The Accelerator brings together a range 

life science companies which support our research 

and development agenda and will allow our patients 

access to the latest healthcare innovations.

Our strategy and objectives
The Royal Liverpool Hospital and the Trust has been 

central to providing innovative care to the people 

of Liverpool for decades. The Trust is acutely aware 

of the challenging health issues that are a legacy of 

social deprivation in the city, but also the city’s rich 

academic and pioneering heritage in healthcare.

We recognise the strong link between this social 

deprivation and poor health, and the reverse; the 

opportunity to improve health through economic 

prosperity.

We therefore are determined to use our role and 

assets to contribute to the regeneration of Liverpool. 

We also recognise that the Liverpool NHS system 

has a large number of individual organisations none 

of which alone is big enough to fully compete on 

the national stage.  It also leaves us struggling to 

collaborate sufficiently to deliver the critical mass to 

attract the resources we need.
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Our strategy puts the people of Liverpool and our 

patients at the heart of our future plans. That strategy 

is outlined below:

• See the completion of a state of the art new Royal 

Liverpool University Hospital, which will provide 

the world class environment to greatly improve 

services and make way for the redevelopment of 

the rest of the site.

• Redevelop the Royal Liverpool site as a health 

campus which will provide a comprehensive range 

of healthcare services, bringing together services 

that are currently fragmented. Its position next to 

the universities, the Royal College of Physicians’ 

northern HQ and within the heart of the 

Knowledge Quarter provides easy access to the 

academic expertise and research capability needed 

to develop new treatments and innovations. The 

economic boost to the city that this will provide, 

will improve the prosperity and health of its people.

• Reduce local competition in favour of collaboration 

in the interests of improving clinical services for the 

benefit of patients. This is the motivation behind 

our proposals to merge with Aintree University 

Hospital NHS Foundation Trust, along with our 

collaborations with Clatterbridge Cancer Centre 

to create a comprehensive cancer centre beside 

the new Royal and the Liverpool Women’s NHS 

Foundation Trust on their proposals to operate 

from the new Royal site.  

• Amidst all this change the Trust is also determined 

to remain focused on its core purpose - to continue 

striving to deliver the best possible treatment and 

care. We believe the key to doing this is to innovate 

and to find new ways to deliver quality services, in 

collaboration with local partners where necessary.

• Liverpool has some of the highest incidences of 

disease in the country. This makes it vital to invest 

in research to identify new treatments, to provide 

our patients now with access to clinical trials, 

and our future patients with new, more effective 

treatments. The Trust will continue to focus on 

maximising its use of resources through research, 

12

innovation and improvement activities to become 

more efficient and effective. It will also help us to 

develop the innovations we need to transform 

service delivery for the future. A key part of this is 

our commitment to digital transformation.

Our vision statement summarises what we stand for, 

believe and strive for. We have a passionate belief that, 

in the face of an extremely challenging environment,  

and to some extent because of it, our role is to focus 

on our patients, and doing all we can to improve their 

outcomes.

Our vision: “Delivering the highest quality of 

healthcare driven by world class research for the 

health and wellbeing of the population.”

Our values 

• Patient centred 

• Professional 

• Open and engaged 

• Collaborative 

• Creative 

Our corporate objectives 2018-19 were: 

• Deliver high quality care to all patients by 

improving the way we admit and discharge 

our patients 

• Deliver our financial plan and ensure we are 

as efficient as possible

• Complete the proposed merger with Aintree 

University Hospital and continue to work 

with our partners to improve care 

• Change the way we work to ensure we are 

ready for a successful move into the new Royal 

Enabled by: 

• Creating a great place to work for the 

benefit of staff and patients 

• Deliver excellent digital services to improve 

patient care 
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How we manage our hospitals
The overall day-to-day management of all three of 
our hospitals and services is the responsibility of the 
team of executive directors, under the leadership of 
the chief executive and supported directly by other 
senior managers in various departments.

Our operational structure combines some of our 
clinical departments into care groups based on closely 
linked patient pathways. Each clinically led care 
group has a management team comprising a clinical 
director, general manager and matron. These in turn 
are managed by a director of operations who reports 
to the chief operating officer. 

Care groups are supported by corporate services, which 
include communications, estates, finance,  governance, 
human resources, information, organisational 

Our Performance

development, quality, new Royal redevelopment, 
research, development and innovation and service 
excellence and improvement. 

We operate a board committee structure to ensure 
that we are well governed, managed effectively 
and scrutinised appropriately. The board of directors 
is responsible for formulating strategy, ensuring 
accountability and shaping a healthy culture. We 
operate a board committee structure. Key committees 
include finance and performance, audit and assurance, 
quality governance and new hospital. We continually 
refine our governance arrangements, ensuring 
that they are suitable for the effective running of 
our hospitals. A formal escalation framework is in 
operation to ensure that key issues and concerns are 
escalated through the committee structure for board 
attention where appropriate.

National Targets 
and Minimum 
Standards

Performance Indicator 2017-2018
Actual Year

2018/19
Target

2018/19
Actual Year

Progress

Infection    
Control

Number of Clostridium difficile cases 37 43 36

Number of MRSA blood stream infection cases 2 0 2

Cancelled    
Operations

Cancelled operations (on day of surgery for non-
clinical reasons)

0.89% 0.6% 
(local 

target)

0.90%

Access to   
treatment 

Referral to treatment Percentage of patients waiting 
no more than 18 weeks from Referral to treatment

85.20% 92% 81.81%

Access to    
cancer services

Cancer: 31 day wait from diagnosis to first 
treatment

95.06% 96% 92.74%

Cancer: 31 day wait for second or subsequent 
treatment: (surgery)

96.21% 94% 86.69%

Cancer: 62 day wait for first definitive treatment for 
cancer from urgent GP referral

85.69% 85% 74.01%

Access to A&E 
services

A & E attendances where the Service User was 
admitted, transferred or discharged within 4 hours 
of their arrival at an A&E department

89.20% 95% 87.85%

Stroke Care Patients admitted with a stroke spending at least 
90% of their stay on a stroke unit

72.83% - 73.44%

VTE Risk       
Assessments

All inpatient’s to have a  risk assessment for VTE 
(venous thromboembolism

88.51% 95% 93.82%

Readmission 
rates

Readmission rates within 30 days 6.99% - 7.36%

Delayed    
Transfers of 
Care

Delayed transfer of care 4.80% - 12.5%
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Infection Prevention and Control
Infection prevention and control remains a high priority for the Trust. We strongly believe that protecting our 

patients, and staff, against healthcare acquired infections is everyone’s responsibility. This is supported by continued 

monitoring and surveillance of infections, scrutiny and improvement in our use of antibiotics, sustaining high 

standards of cleanliness in our wards and patient areas and an excellent annual training programme for all our 

medical and nursing staff including hand hygiene and asepsis protocols.

Our efforts to reduce the number of patients with Healthcare Acquired Infections (HAIs), such as MRSA (Methicillin 

Resistant Staphylococcus Aureus) and Clostridium difficile (C.diff), across our hospitals and community services 

continue to be a leading quality improvement priority with the Trust achieving a reduction for C Diff against 18/19 

and 16% below trajectory. 8 cases have been successfully appealed to date. Both C. diff infection and MRSA 

bacteraemia have been a national priority for many years with every hospital acquired case reported to Public 

Health England as part of a national surveillance programme. 

MRSA (Methicillin Resistant Staphylococcus Aureus)
In 2018/19, the national target for all acute hospitals was zero MRSA bacteraemia. We continue to work to 

prevent bacteraemia (blood stream infections), including MRSA with an extensive programme of screening and 

decolonisation which is continued for the duration of a patient stay. In addition, we ensure high standards of 

infection prevention and control practices including hand hygiene and aseptic procedures.

At the end of March 2019, the Trust reported two MRSA bacteraemia, against a trajectory of zero. An investigation 

is undertaken for each MRSA involving the clinical and nursing team, clinical commissioning group clinical and 

managerial leads, the community provider and the patient’s general practitioner. The investigation follows 

the national post infection review (PIR) framework and the actions and lessons learnt are implemented and 

communicated across the organisation through the weekly safety bulletin and reported to appropriate committees.

Clostridium Difficile (C.Difficile)
Clostridium difficile can cause symptoms including mild to severe diarrhoea and sometimes severe inflammation 

of the bowel. Patients are more vulnerable to infection when they are in hospital however in a number of cases 

the infection can be preventable therefore reducing the risk of this is a top priority. 
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NHS England sets targets to reduce the number of new cases of C.diff infections each year. Whenever a patient 

becomes infected, the Trust completes a detailed investigation to determine the cause of infection and any actions 

to be implemented.

Last year, NHS England issued the Trust with a target of no more than 43 hospital acquired cases of C.diff for 

18/19. The Trust total cases for the year was, 36, below the prescribed target. 

 

 

Each case is subject to a review process internally and externally. Although there were 37 cases this year several of 

these were successfully appealed to the CCG, as ‘no lapses in care’ were identified on local review. 

Health Care associated Gram Negative Blood Stream Infections 
(HCAI GNBSI)   
From April 2017, there was an NHS ambition to halve the numbers of healthcare associated Gram-negative BSIs by 

2021. The top three Gram-negative BSI causative organisms are Escherichia coli (E. coli), Pseudomonas aeruginosa 

(P. aeruginosa) and Klebsiella species (Klebsiella spp.). 70% of these infections originate within the community and 

30% within  hospitals with an increased incidence seen within the elderly population.

The Trust is working with partners across health and social care to collaboratively deliver the ambition led by 

Liverpool clinical commissioning group (Liverpool CCG). The group meets regularly to coordinate the reduction 

strategy. The Trust has not been set an individual reduction target; this remains a local healthcare economy target.

Preventing these infections requires that a range of actions are met (including prevention of sepsis), good 

surveillance systems and antimicrobial stewardship are in place and preventing urinary tract and skin or soft tissue 

infections. 

The number of these infections has been steadily rising in recent years.  The Trust reported 92 cases in 2018/19 

compared to 91 in 2017/18. Not all cases are preventable; many are symptomatic to the patient’s condition.  All 

cases of infection are subject to an infection control review to identify any lessons learnt. 
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Benchmarking Data
The Department of Health specifies that the Quality Account includes information on a core set of indicators. All 

trusts are required to report against these indicators using a standard format. The following data is made available 

to NHS trusts by the Health and Social Care Information Centre. The Trust has more up-to-date information for some 

measures. However, only data with specified national benchmarks from the central data sources can be reported. 

Therefore, some information included in this report must out of necessity be from the previous year or earlier.

Referral to Treatment (18 weeks)
Recent figures suggest that we were below target of patients being treated within 18 weeks of referral, against 

the target of 92%.

Trying to reach this target has proved difficult throughout the NHS in England. In response to the pressures on 

emergency departments last winter, NHS England advised hospital Trusts to cancel non-urgent elective procedures; 

this action has created a backlog of routine procedures and has therefore increased waiting times. In the summer 

of 2018 a bulletin was issued that mandated that providers must ensure, by the end of March 2019, that the 

number of open pathway’s (patients who haven’t had treatment) was less than the number of patients who had 

open pathways at the end of March 2018, we have achieved this target. 

Our patient waiting lists continue to be closely monitored with a view to achieving the 92 % target by the end of 

2019. Additional work is underway around improving performance such as demand and capacity modelling work, 

remedial action plans and weekly performance meetings.

Emergency access

The national target for Emergency Department is for 95% of patients to be admitted, discharged or transferred as 

appropriate within four hours of arrival at hospital. The trust has unfortunately missed the 95% monthly target.
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The Emergency Department has been under increased pressures which has had a direct effect on the National 4 

hour Trust Access Target, along with stretching the ability to deliver a quality service that meets patient expectations 

and satisfactions.

The main reasons for failures to meet the target this target within the department were a number of issues 

Including: 

Operational impact of patient flow

High attendances

Patient who have complex clinical conditions 

The Trust is striving to deliver the national 4 hour Trust Access Target to ensure that patients are seen in a timely 

manner and to have a positive patient experience providing safe, quality and effective care 

The ED Improvement programme had key priority projects to improve performance against the 4 Hour Access 

Target and successfully implemented;

• Senior Triage system to ensure patients are seen by the most experienced staff at the time they book into the 

Emergency department.

• Expansion of Ambulatory Care Unit : Ambulatory care is a service which offers same day emergency care to 

patients at the hospital. This means that patients are assessed, diagnosed, treated and are able to go home the 

same day, without being admitted into a hospital bed overnight wherever possible. 

• Quality Matron roles 7 days per week to ensure senior support Leadership within the Emergency Department. 

• Medical workforce review resulting in additional 3 Consultants and 8 trust grade to support clinical care delivery.

Patient flow: Supporting patients in the emergency department
Patients in the emergency department are triaged according to how urgent their illness or injury is. Those in the 

most urgent need of care are seen first. 

The Trust continues to work as part of the wider health system to redirect those patients in the emergency 

department whose needs are not urgent to more appropriate services in the community. For some patients, 

following triage, they may be directed to the appropriate primary care services co-located within the emergency 

department or in the community. 

In addition the ambulatory care service has been expanded. This service is supporting patients in the emergency 

department to be seen quicker and in a more appropriate setting. Often these patients can be seen without the 
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need for them to be admitted to hospital, with any necessary follows ups in a clinic or even over the phone at 

home. Up to 30 patients a day are benefiting from this advanced service with an additional 25 patients a day being 

supported at home. This service has been enabled through enhancements to our Patient Dashboard tracking 

technology allowing clinicians in ambulatory care to access test results and patient details more efficiently. These 

clinicians can then contact the patient to inform them over the phone without them needing to come back into 

the hospital and a letter detailing the outcome is sent to their GP. 

The Frailty Unit located beside the emergency department provides rapid assessment and treatment for frail 

elderly patients. This is aimed at enabling these patients to be medically fit as soon as possible to avoid staying in 

hospital any longer than necessary. These patients are then discharged with the support of an integrated frailty 

team, consisting of staff from the Trust, Liverpool Local Authority and Mersey Care NHS Trust.

Patient flow: Supporting patients’ discharge

The numbers of patients who remain in a hospital bed, yet are ready to be discharged remains high. Patients 

who are ‘ready to be discharged’ are defined as patients who are well enough to leave the hospital but have not 

yet been discharged. These delays may be due to awaiting a care placement or package of care to be agreed 

or become available. The daily average number of patients who are ready to be discharged has been steadily 

increasing in recent years. Between April and January this year the average number of patients ready for discharge 

was 162 a day, which represents a significant portion of inpatient beds.

During the year the Trust produced a comprehensive communications campaign for the North Mersey Delivery 

Board. The aims of the campaign were to make patients and carers aware of the importance of not delaying 

discharge and how they can support swifter discharges. It was also aimed at changing the behaviour and attitude 

of some staff to ensure they understand that prioritising discharges is acting in the patients’ best interests. These 

aims were informed through detailed research with patients and staff across the three adult acute Trusts within the 

delivery board. The campaign messages were delivered through comprehensive social media marketing, working 

proactively with local media outlets, a patient information booklet about the discharge process and through 

consistent internal communications to staff.

Cancelled Operations
When high levels of pressure require the Trust to cancel procedures, the decision is made to cancel any non-urgent 

planned procedures first so that it can prioritise care for emergency and urgent procedures such as cancer cases. 

During this year we have consistently ensured all cases have gone ahead.
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VTE (Venous Thromboembolism) 
Venous thromboembolism (VTE) covers both deep vein thrombosis and its possible consequence: pulmonary 

embolism (PE). A deep vein thrombosis (DVT) is a blood clot that develops in the deep veins of the leg.  If the blood 

clot becomes mobile in the blood stream it can travel to the lungs and cause a blockage (PE) that could lead to death.

The risk of hospital-acquired VTE can be greatly reduced by risk assessing patients on admission to hospital and 

taking appropriate action. We check to see if the patient has received the appropriate medication.

Preventing VTE is a national and trust priority. 

The table below highlights the improved monthly performance of The Royal Liverpool and Broadgreen University 

Hospitals Trust over a 2 year period of VTE performance.

 

The Trust has taken the following actions to improve the percentage of patients screened by: 

• Development and recruitment of a VTE team as of 2017 with a challenging strategy and aim to become a VTE 

exemplar site 

• Implementation of an electronic, intuitive VTE risk assessment tool  

• Undertaken a root cause analysis investigation of all cases of Hospital Acquired Thrombosis in order to prevent 

it happening again

• Provide immediate feedback/education to ward staff, disseminate learning points and implement any actions 

for improvement

• On-going VTE training for all clinical staff.

Patient Safety Incidents
This section reports the number and, where available, rate of patient safety incidents within the Trust. It also 

includes the number and percentage of patient safety incidents that result in severe harm or death. The Trust’s 

performance is compared against other acute teaching hospitals.
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Why is it important?
The Trust believes that an open reporting and learning culture is important to identify trends in incidents and implement 

preventative action. It also understands that high reporting of incidents indicates an open and transparent culture 

and therefore encourages staff to report all incidents and near misses to further improve patient safety. Staff should 

have confidence in the investigation process and understand the value of reporting and learning from incidents.

Research shows that trusts with higher levels of incident reporting are more likely to demonstrate other features 

of a stronger safety culture and commitment to patients to inform them when incidents have occurred. Incident 

reporting is important at a local level as it supports clinicians to learn about why patient safety incidents happen 

within their own service, and what they can do to keep their patients safe from avoidable harm.

The ‘degree of harm’ for patient safety incidents is defined by:

No harm:  any patient safety incident that had the potential to cause harm but was prevented.

Low harm:  any patient safety incident that required extra observation or minor treatment   

 and caused minimal harm

Moderate harm:  any patient safety incident that resulted in a moderate increase in treatment and  

 which caused significant but not permanent harm

Severe harm:  the patient has been permanently harmed as a result of the patient safety incident

Death:  the patient safety incident has resulted in the death of the patient. Following a  

 serious incident, a thorough Root Cause Analysis (RCA) investigation is undertaken.

 

The Trust reviews all patient safety incidents at a weekly patient safety meeting. Incidents of moderate harm, 

severe harm and death will result in a formal Root Cause Analysis Investigation (RCA).

The Trust will apply the Serious Incident and Never Event Framework and report more serious incidents or incidents 

were there is greater learning to the Clinical Commissioning Group (CCG).

All incidents at these levels will more importantly being shared with the patient and/or family in accordance with 

the Trusts Duty of Candour Policy.

The Trust embraces its Duty of Candour and considers it vitally important when standards of care are not fully met. 

The number of patients treated at the hospital varies from day to day, so rather than simply measuring the 

number of incidents reported, the Trust compares this figure with the proportion of patients treated to arrive at a 

comparable incident reporting rate.

Duty of Candour
This is a legal requirement to act in an open and transparent way with service users. The Trust has a policy in place 

that has been disseminated to all staff and audit activity is in place to understand progress against the national 

standard.
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Duty of candour reporting requirements state that as soon as reasonably practicable, after becoming 

aware of a notifiable patient safety incident the health professional [or Trust] must:

• Notify the patient [*or someone lawfully acting on their behalf] that the incident has occurred.

• Provide reasonable support to the patient* following the incident

The notification must:

•  Be conducted verbally; by a representative of the Trust, typically the senior doctor or senior 

nurse responsible for the patient at the time of the incident; with the patient* If the patient 

is still an inpatient this should occur in the clinical environment, if the patient is no longer an 

inpatient then a telephone conversation should be made.

•  Provide a truthful account of all the facts that the Trust knows about the incident at the time of 

the notification.

•  Advise and, if appropriate, agree with the patient* what further enquiries into the incident are 

appropriate, from both the patients* and Trust perspective (informing the terms of reference 

for the investigation).

•  Include an apology.

Incidents can relate to moderate, severe harm or death.

The Trust has a policy in place that specifies the process by which the Trust must adhere to national requirements.

The Trust reporting requirements and compliance are monitored through the Trust governance process, and 

various audits have been carried out to understand our compliance with this.

The tables below provide data on the number and rate of incidents resulting in severe harm. These incidents 

occurred between 1st October 2017 and 30th September 2018 and were reported to the National Reporting and 

Learning System (NRLS).

The comparative reporting rate summary shown below provides an overview of incidents reported by NHS 

organisations to the National Reporting and Learning System (NRLS) occurring between 01 April 2018 to 30 

September 2018.

Our hospital reported 7098 incidents (rate of 56.58) per 1,000 bed days, during this period. 

Degree of Harm 01.4.18 – 30.9.18

None Low Moderate Severe Death
6185 734 171 6 2

% % % % %

87.1 10.3 2.4 0.1 0

 

The comparative reporting rate summary shown below provides an overview of incidents reported by NHS 

organisations to the NRLS occurring between 01 October 2017 to 31 March 2018. 

The Trust reported 5335 incidents (rate of 41.09) incidents per 1,000 bed days during this period.
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Degree of Harm 01.10.17 – 31.3.18

None Low Moderate Severe Death
4440 730 152 12 1

% % % % %

83.2 13.7 2.9 0.2 0

The Trust has taken the following actions to improve the rates of reporting and improve the quality of the 

investigation.

• Undertaking comprehensive investigations following moderate and severe incidents in order to learn 

lessons and improve practice

• Providing staff training in relation to risk and incident management, root cause analysis and Duty of 

Candour

• Ensuring rigorous reporting of key performance indicators in relation to incidents at the monthly Patient 

Safety sub-committee and Perfect Ward meetings with ward managers to ensure lessons are learned, 

learning is shared across the organisation and appropriate actions are implemented.

• A human factors training programme has been implemented to enhance team working in clinical areas.

The human factors course raises awareness with staff of how the way in which they react to different situations, 

may contribute to improving quality and safety of patient care. This reinforces the importance of leadership, 

communication and an open culture of learning

• Monitor and audit compliance against the Duty of Candour and report to appropriate committees.

Never Events
Never Events are described by NHS England as serious incidents that are wholly preventable. Guidance or safety 

recommendations that provide strong systemic protective barriers are available at a national level and should have 

been implemented by all healthcare providers.

Each Never Event has a potential to cause serious harm or death. However, serious harm or death is not required 

for the incident to be categorised as a Never Event. Never Events include incidents such as: wrong site surgery, 

retained foreign object post procedure and chest or neck entrapment in bedrails.

For the period 2018/19, The Royal Liverpool and Broadgreen University Hospitals NHS Trust reported 3 Never Events.

The Trust has taken the following actions to mitigate the risk of reoccurrence of Never Events.

•  Improved surgery safety checklists

•  Human factors training course and rolled out for theatre staff alongside the introduction of 

LocSSIPs (Local Safety Standards for Invasive Procedures)

•  Staff empowered to challenge areas of concern

•  Regular communication to staff through the Safety Bulletin to share lessons learnt and 

trend analysis and share areas of good practice.

The Trust is committed to using Root Cause Analysis (RCA) to investigate adverse events, including Never Events.
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This approach is underpinned by the Trust’s commitment to ensuring an open and honest culture in which staff 

are encouraged to report any errors or incidents and encourage feedback in the knowledge that the issues will be 

fairly investigated and any learning and improvement opportunities implemented.ne Low Moderate Severe Death

National Safety Standards for Invasive Procedures (NatSSIPs)
NHS England published NatSSIPs in September 2015 with an original mandate for all healthcare providers 

undertaking invasive procedures to be fully compliant within the following 12 month period. During April 2016 

NHS England corrected the initial implementation schedule to read that providers must have plans in place to 

‘Commence implementation of procedures and practice compliant with LocSSIPs within cycles of continuous 

Improvement including consideration of teamwork and training, human factors and cultural aspects of compliance’. 

No further guidance re final completion date has been issued at the time of writing.

Local Safety Standards for Invasive Procedures (LocSSIPs) Development
The Trust undertakes in excess of 570 individual invasive procedures. The NatSSIP standard is that a LocSSIP must 

be applied to all invasive procedures with the exception of a peripheral cannula or a urethral catheter.

All LocSSIPs have been designed, piloted and refined in our Patient Electronic Noting Systems (PENS) 

LocSSIP Human Factors Training:

The Trust continues to provide bespoke training to staff from areas within which invasive procedures are carried 

out. It is anticipated that the training program will continue indefinitely to ensure that new staff entering the 

organisation are fully supported in providing the safest possible clinical care.

LocSSIPs Assurance model:

The most frequently utilised LocSSIPs have been mapped into a digital audit solution within the Trust’s Business 

intelligence reporting system LIGHT. The audit profile ensures that every invasive procedure undertaken is 

automatically checked at midnight for a corresponding and completed LocSSIP protocol in PENS. This provides a 

100% sample size and the highest level of assurance that each and every patient has the safety protocol applied.

Theatre LocSSIP performance

Year Month Activity Anaesthetic 
Room Sign

Operating 
Room Care

Operating 
Room Care

2018 October 1187 1187 100% 1186 1186 1181 99.50%

2018 November 1242 1235 99.40% 1235 1235 1229 99%

2018 December 940 938 99.80% 936 936 934 99.40%

2019 January 1179 1176 99.70% 1176 1176 1165 98.80%

2019 February 1128 1127 99.90% 1127 1127 1116 98.90%

2019 March 820 815 99.40% 820 820 817 99.60%

Ophthalmology LocSSIP performance

2018 October 560 553 98.80%

2018 November 508 504 99.20%

2018 December 401 400 99.80%

2019 January 534 533 99.80%

2019 February 529 528 99.80%

2019 March 423 418 99.80%
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Anaesthetic led pain reduction invasive procedures

Year Month Activity Operating Room Care

2018 November 65 65 100%

2018 December 68 68 100%

2019 January 88 88 100%

2019 February 70 70 100%

2019 March 49 49 100%

Interventional Radiology LocSSIP performance

Month Activity   

October 205 199 97.10%

November 195 192 98.50%

December 163 158 96.90%

January 189 180 95.20%

February 170 166 97.60%

March 106 106 100%

Mortality
 

NHS England uses two different measures called hospital standardised mortality rate (HSMR) and summary of 

hospital level mortality indicator (SHMI) to measure mortality rates across NHS providers.  Each is a subjective 

measure which needs to be interpreted with caution.  Summary Hospital-level Mortality Indicator (SHMI) and 

Hospital Standardised Mortality Ratio (HSMR) are risk adjusted indicators which measure whether mortality 

associated with hospitalisation and post discharge are in line with expectations.  

This provides greater clarity in the understanding and monitoring of mortality. The HSMR is available monthly while 

the SHMI is published on a quarterly basis and includes deaths 30 days after discharge. Hospitals need to monitor 

their data and understand variation. A statistically higher than expected mortality may indicate problems with quality 

of care provided and should be investigated further using a robust and reliable method of evaluation and analysis. 

 

Summary Hospital-level Mortality Indicator (SHMI)

The SHMI is the ratio between the actual number of patients who die following hospitalisation at the Trust and the number 

that would be expected to die on the basis of average England figures, given the characteristics of patients treated. It 

covers all deaths reported of patients who were admitted and either die while in hospital or within 30 days of discharge. 

The SHMI methodology does not make any adjustment for patients who are recorded as receiving palliative care. 

This is because there is considerable variation between trusts in the way that palliative care codes are used. As an 

interim solution pending the adoption of new national coding guidelines the HSCIC publish contextual indicators 

relating to palliative care that are published alongside the SHMI. The percentage of deaths with palliative care 

coding is one of these contextual indicators.

Quarter Total number of deaths

Q1 299

Q2 264

Q3 316

Q4 104*(up to Jan 2019 only)

Total TBC
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Summary Hospital-level Mortality Indicator (SHMI)

• Indicator Developed by the NHS Information Centre

• Counts deaths for ALL 213 diagnostic groups. 

• Counts all Hospital deaths AND deaths within 30 days of Discharge. 

• Does not Adjust for Palliative Care Coding

• Data is Published Quarterly

 

SHMI Benchmarking Dec 2015 – Nov 2017

 

This year we have made excellent progress in relation to ensuring we reduce mortality but work continues. The 

current rate of mortality for both SHMI and HSMR for the Trust are within expected number of deaths against the 

number reported.  

Particular areas of focus for 2019/20 will include ongoing work to reduce mortality from Sepsis and Pneumonia. 

Learning from deaths

Learning from the care provided to patients who die is a key part of clinical governance and quality improvement work 
(CQC 2016). Independent peer review of deaths occurring within the Trust is required to ensure we have provided the 
highest quality of patient care or that lessons are learned and disseminated across the organization if we have not.

The Trust has investigated deaths since 2012 through the use of a 2 stage independent peer review process. 

In February 2017 the CQC set out new requirements for the investigation of deaths to run alongside the existing 
local processes. The National Quality Board has subsequently provided further guidance and recommendations for 
learning from deaths entitled ‘National Guidance for Learning from Deaths - A Framework for NHS Trusts and NHS 
Foundation Trusts on Identifying, Reporting, Investigating and Learning from Deaths in Care’.

In January 2018 the Trust updated its Mortality Peer Review process and in doing so, ensured compliance with all 
national guidance requirements. The Trust has an assurance target of 90% for deaths having an independent peer 
review. Performance against this target currently stands at 92.19% (Q2 2018).
 
The Trust’s Mortality Peer Review process asks the initial independant peer reviewer to rate deaths as being either 
unavoidable or potentially avoidable. All deaths rated as potentially avoidable subsequently undergo secondary 
multidiscliplinary review by the Mortality Quality Assurance Group.
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Learning Disabilities Mortality Review
 

The Learning Disabilities Mortality Review (LeDeR) 

Programme aims to make improvements to the 

lives of people with learning disabilities. It identifies 

any potentially modifiable factors associated with a 

person’s death, and works to ensure that these are 

not repeated elsewhere

 

All LeDer deaths are reviewed by the Mortality 

QA group, irrespective of rated avoidability or the 

presence/absence of problems with the patients 

care. The Trust participates actively in the  National 

LeDeR program and submits all deaths of people with 

learning disabilities for LeDeR review. The regional 

LeDer program has recognised the Trust as a centre 

of good practice.

Learning from deaths programme  

• The Trust’s methodology for Learning from Deaths 

changed to the RCP Structured Judgement Review 

model on the 1st of January 2018  - This is a 2 stage 

independent peer review process: 

 - Stage 1 - Initial independent speciality consultant 

  peer review focusing on quality of care and 

  identifying problems with care

 - Stage 2 - A defined group of deaths will proceed  

  to independent secondary review by the  

 Mortality Quality Assurance Group which will  

 focus on avoidability and lessons learnt

• The Trust’s new policy has introduced a new model 

for sharing and implementing the output from 

Learning from Deaths peer reviews to ensure lessons 

learnt are rapidly disseminated amongst clinical staff 

and provide additional  assurance with regards to 

actions from the Mortality Quality Assurance Group

• The Trust’s new policy also increases the involvement 

of bereaved relatives in the Learning from Deaths 

process and increases transparency through the 

publication of the Learning from Deaths Policy and 

Quarterly Learning from Deaths Board reports on 

the Trust’s external website. 

Participating in CQUINs

NHS Trusts (providers of services) are required to make 

a proportion of their incomeNHS Trusts (providers of 

services) are required to make a proportion of their 

income conditional on quality and innovation. This is 

carried out and monitored through the Commissioning 

for Quality and Innovation (CQUIN) payment framework. 

The CQUIN framework forms one part of the overall 

approach on quality, which includes: defining and 

measuring quality, publishing information, recognising 

and rewarding quality, improving quality, safeguarding 

quality and staying ahead. It is intended to support and 

reinforce other elements of the approach on quality 

and existing work in the NHS by embedding the focus 

on improved quality of care in commissioning and 

contract discussions. CQUINs encourage and reward 

organisations that focus on quality improvement and 

innovation in commissioning discussions to improve 

quality for patients and innovate. 

For 2017/18, there were acute contract CQUIN and 

specialist commissioning indicators made up of 8 

nationally agreed indicators (acute) and 5 national 

defined indicators (specialist commissioning),. As a 

result of participation in the CQUIN framework, the 

Trust continues to make significant improvements 

to both patient experience and outcomes. The Trust 

has agreed a number of national and local CQUIN 

indicators with its Commissioners for 2017 – 2019 

as part of a two year programme. Further details of 

the agreed goals are available on request via anthony.

duffy@rlbuht.nhs.uk  

Acute Services CQUIN Schemes 2018/19 (awaiting 

results from Q4)

National Health and wellbeing CQUIN

This CQUIN is made up of three work streams which 

involve improving the health and wellbeing of staff, 

and collaborating with suppliers of food and drink 

across the Trust. The first CQUIN relates to achieving a 

5 percentage point improvement in two of the three 

NHS annual staff survey questions on health and 

wellbeing, MSK and stress. The two questions do not 

have to be pre-selected before the staff survey results, 
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with 50% of the value of this indicator relating to 

performance in one question and the remaining 50% 

of the value relating to performance in a second 

question. Various schemes, initiatives and services will 

be introduced to improve the health and wellbeing of 

our staff.

Annual submission at Q4

Firstly, maintaining the four changes that were required 

in the 2016/17 CQUIN in both 2017/18 & 2018/19 

and Secondly, introducing three new changes to food 

and drink provision, 

a.) Outlets will be eligible for the CQUIN where they 

have signed up to the national SSB reduction 

scheme, and totals litres of SSBs sold account for 

10% or less of all litres of drinks sold in 2018/19. 

b.) 80% of confectionery and sweets do not exceed 

250 kcal. 

c.)  At least 75% of pre-packed sandwiches and other 

savoury pre-packed meals (wraps, salads, pasta 

salads) available contain 400kcal (1680 kJ) or less 

per serving and do not exceed 5.0g saturated fat 

per 100g

Annual submission at Q4

The final workstream relates to flu vaccinations and 

compliance against the 75% target.

Annual submission at Q4 – full compliance

National Sepsis CQUIN
The sepsis CQUIN is split into the following.

Timely identification and treatment of sepsis – 

Emergency department – screening, treatment 

and 3 day review

Timely identification and treatment of sepsis 

- inpatients – screening, treatment and 3 day 

review

Given the pressure on the ground floor, although 

there has been compliance with screening, there was 

difficulty in achieving the treatment to antibiotics 

element. Within this specific CQUIN, there has 

also been a difficulty with identifying inpatients 

on a specific sepsis pathway, despite the impact of 

e-sepsis. Antibiotic treatment will be measured from 

diagnosis NOT treatment, and e-Sepsis should be able 

to identify inpatients with sepsis and will allow the 

sepsis nurse team to conduct clinical duties instead of 

data collection.
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Chart highlighting screening compliance within the Emergency Department since the introduction of the e-Sepsis tool

Antimicrobial consumption

Reduction in antibiotic consumption per 1,000 admissions.

Improving services for people with mental health needs who present to A&E.

20% reduction in A&E attendances of those within the selected cohort of frequent attenders in 2016/17 who 

would benefit from mental health and psychosocial interventions. Trust has worked closely with Merseycare and 

other external bodies to improve triage and care plans for patients who present to A&E with mental health needs. 

To date, there was a 45% reduction in the number of attendances for the specific cohort.

Chart highlighting reduction in mental health attendances 

Offering advice and Guidance (A&G)

The scheme requires providers to set up and operate A&G services for non-urgent GP referrals, allowing GPs to 

access consultant advice prior to referring patients in to secondary care.  A&G support should be provided either 

through the ERS platform or local solutions where systems agree this offers a better alternative.  A&G services 

operational for specialties covering at least 35% of total GP referrals by start of Q4 and sustained across the 

quarter. For Q3, the Trust identified further areas to pilot this work, which should reduce the number of non-

urgent 1st O/P referrals that the Trust currently receive. Collaborative working has taken place internally and 

externally with Liverpool CCG and local GPs. To date, the Trust had received over 600 requests with only 4.7% 
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of the requests turning into a referral. The Trust only gained partial compliance as a result of the response time, 

which was slightly below the 48 hour turnaround time.

Chart highlighting increase in the number of Advice and Guidance requests

Preventing ill health by risky behaviours - alcohol and tobacco:

The scheme requires providers to submit information relating to the number of patients who have been screened 

for alcohol and tobacco usage and either in receipt of or referred to appropriate advice and guidance. 

The Trust has continued to struggle to meet the requirements of the CQUIN. The project team continue to engage 

with IT to ensure system upgrades are in place to ensure that patients can be screened and referred as appropriate. 

The Trust was recently successful in a bid to Cancer Alliance to fund work relating to smoking cessation. The CURE 

(Ottawa) model is outlined in the NHS ten year plan, and the team hope that securing the funding will assist with 

the delivery of the CQUIN.

Specialist Commissioning Services CQUIN Scheme 2018/19

The Trust is compliant against the following CQUINs which are subject to continuous external review and validation 

by North of England Specialist Commissioning team.

Clinical Utilisation Review

Haemoglobinopathy 

Haemtrak 

Hepatitis C 

Medicines Optimisation 

Public Health England Screening CQUINs 

The Trust has participated in screening CQUINs which relate to improving the provision of patient information to 

patients and visitors as regards the specific screening programmes we offer to patient. The Trust has satisfied all 

the criteria relating to the quarterly requirements. The CQUIN related to the following services:

Bowel Screening

Diabetic Eye Screening

Breast Screening

AAA Screening

Cervical screening

The Trust has continuously been compliant against the Public Health screening CQUIN. 
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Quarter 1 Quarter 2 Quarter 3 Quarter 4*

National

1.1  Introduction of health and wellbeing initiatives Full year submission

1.2 Healthy food for NHS staff, visitors and patients Full year submission

1.3 Improving the uptake of flu vaccinations for front line staff with 
Providers

75.4%

Sepsis

2.1 Reduction in antibiotic consumption per 1,000 admissions

2.2 Empiric review of antibiotic prescriptions and 3 day review

3.1a A&E Screening

3.1b Treatment

3.2a Inpatient Screening

3.2b  Treatment

Other national CQUINs

Improving services for people with mental health needs who 
present to A&E

Offering Advice and Guidance (A&G)

Preventing ill health by risky behaviours - alcohol and tobacco: 
Tobacco screening

Preventing ill health by risky behaviours - alcohol and tobacco: 
Tobacco brief advice

Preventing ill health by risky behaviours - alcohol and tobacco: To-
bacco referral and medication

Preventing ill health by risky behaviours - alcohol and tobacco: Alco-
hol screening

Preventing ill health by risky behaviours - alcohol and tobacco: Alco-
hol brief advice or referral

*Awaiting findings from local commissioners

Key:    NR – not required for that quarter           Fully achieved                Partially achieved            Failed
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Working with the CQC for continual improvement
The Trust continues to maintain an active registration with CQC and in the 2018/19 we added six locations 

following the addition of some community services and satellite dialysis units.

The Trust was inspected by CQC in July 2016 and this resulted in an overall ‘Good Rating’ with ‘Outstanding’ 

for End of Life care. Since the inspection, we have continued to monitor and test the actions we put in place to 

address the areas for improvement identified by CQC.

In 2018/19, the Trust were inspected as part of the new methodology introduced by CQC. This included the new 

well-led assessment and a use of resources assessment undertaken by NHS Improvement. At the time of writing 

the Quality Account, we are awaiting the outcome from this process.
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How we did against our 18/19 
Quality Account Priorities
Each year in the Quality Account, the Trust sets key targets aimed at delivering high quality care to patients. In this 

section, the priorities for last year are reviewed and progress against them described.

Quality Account Priority 2018/19 Current Status
Supporting Narrative

Patient safety

25% reduction in falls leading 
to moderate harm or greater 
per 100 bed days

Various initiatives have ensured that the Trust remain on target to achieve this 
specific reduction in falls that cause moderate to severe harm.

Referrals to the falls team have increased significantly which ensures that 
patients who are at risk of falling receive appropriate interventions to reduce 
the risk of falling.

10% reduction in the number 
of hospital acquired pressure 
ulcers per 1000 bed days

There has been an improvement in the number of reported hospital acquired 
pressure ulcers for grades 2, 3 and 4 despite non-compliance against the 10% 
reduction

Compliance against 95% 
target of VTE assessment 
target

Continued improvement in the VTE assessment compliance, despite being 
marginally below the national target. The Trust have recently introduced a 
new assessment process

Patient experience

Implementation of MECC 
(Making Every Contact 
Count)

Trust compliant against target.

Improvement in FFT 
compliance and response 
rates

Trust marginally below target rate, specifically for response rates. The patient 
Experience sub committee is monitoring the specific KPI on a monthly basis.

Zero tolerance on 12 hour 
trolley waits

Trust compliant against target

Clinical effectiveness

Remain within expected 
range for SHMI (Summary 
Hospital-level Mortality)

The Trust remains within the expected parameters, despite being slightly over 
the threshold of 100.

Level 1,2, and 3 complaints 
responded to in a timely 
manner

The Trust marginally missed our internal target for response time. Despite this, 
the Trust have maintained an improved performance in the latter part of the 
year.

Compliance against targets 
relating to mandatory training

Trust compliant against internal target.
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Falls performance 18/19 

The Trust set out an ambitious 25% reduction target for inpatient falls that led to harm graded moderate or above in 

18/19. Following significant improvements in falls prevention strategies and the addition if technological prevention 

measures, the Trust has achieved a 55% reduction in falls resulting in moderate harm or above during 18/19.

This has included:

• Introduction of pressure sensing falls alarms 

• Introduction of bay tagging to align staff supervision to the highest risk patients

• Introduction of close observation protocol 

• Re-design of falls risk assessment tools to include

 - Visual assessment

 - Delirium assessment

 - Bed rail assessment

Pressure Ulcers  
The Trusts 18/19 target of a further 10% reduction in Hospital Acquired pressure ulcers has not been achieved; 

however the Trust continues to achieve one of the lowest rates of hospital Acquired pressure ulcers in the NHS 

and remains the highest performing Trust within its peer group.
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We have established numerous priorities through management with key stakeholders, and based upon on the 

CQC methodology domains of Safe, Caring, Responsive, Effective and Well-led, which also highlights how quality 

is defined within the NHS as defined below

Patient safety
This means protecting people who use services from harm and injury and providing treatment in a safe environment.  

Patient experience 
This means ensuring that people who use services have a positive experience of their care and providing treatment 

with compassion, dignity and respect. 

Clinical effectiveness 
This means providing care and treatment to people who use services that improves their quality of life.

Identification of Quality Account Priorities
To ensure that our staff, our external partners and our patient representatives and local communities were able to 

influence the content of this report, a quality improvement and engagement event took place on 29th March 2019 

to hear the views and experiences and consequently propose priority areas for inclusion into the Quality Account. 

We invited suggestions on what our main quality improvement priorities should be for this year (2018/19) and 

what information should be included in this year’s Quality Account report in addition to the mandated content as 

set by the Department of Health. 

We have also held a number of listening weeks that have given patients and stakeholders the opportunity to talk 

to us directly about their experience and about developments that are happening in the future. We have worked 

with partners such as Healthwatch to gain valuable feedback that has shaped the direction of our areas for quality 

improvement.  

Part 2: Priorities for Improvement
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Rationale for inclusion
The vision of the Trust is to deliver the highest quality healthcare driven by world class research for the health 

and wellbeing of the population over our hospital sites. In order to protect our patients from avoidable harm, 

these three distinct objectives will contribute to ensuring out patients are safe. Our patient safety improvement 

programmes continue to improve outcomes including AKI, Falls, Pressure Ulcers and VTE. New areas of focus 

include timely observations in line with the rollout of eNEWS2, 100% compliance with sepsis screening, zero 

tolerance of MRSA and to remain within trajectory against CDT.   

Monitoring of compliance against the deteriorating patient and the appropriate assessment of patients for sepsis 

has been included as objectives for 19/20 as this has been stepped down as a CQUIN for 19/20.  Keeping 

patients safe from infection as a patient within the Trust is of paramount importance. The trajectory has increased 

significantly for CDT and by including within objectives of the Quality Account, this adds greater scrutiny to 

performance against this specific target.

How progress to achieve the priority will be monitored
Compliance against deteriorating patient and sepsis screening will be captured and monitored on the Trust IT 

whiteboard and e-Sepsis systems. Monthly data will be presented to Quality Governance Committee as part of 

the Integrated Quality and Performance dashboard. Performance on this will also be monitored through the Trust 

Patient Safety Committee and reported to Board on a quarterly basis. Infection rates are also monitored via the 

monthly Infection Prevention and Control meetings and in collaboration with our commissioning colleagues. 

Patient
Safety

90% of observations completed on time 
in conjunction with rollout of eNEWS2

100% sepsis screening of patients with 
>80% of patients receiving antibiotics 
within the hour

Zero tolerance of MRSA and remain 
within trajectory against Clostidium 
Difficile Toxin (CDT)
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Rationale for inclusion
To ensure that we are measured against the care that we provide for our patients by using patient feedback to 

drive improvements to services and care. 

By ensuring that we measure ourselves against the national Friends and Family Test (FFT), and Inpatient Survey 

targets, to understand compliance and areas of potential improvement. The Trust continue to perform comparatively 

well against national surveys, but there are still areas that the Trust can improve upon. In order to improve the 

quality and response to our patient complaints, this has been included as an objective as part of this years Quality 

Account.

How progress to achieve the priority will be monitored
Monthly data is presented to the Quality Governance Committee as part of the Integrated Quality and Performance 

dashboard. Performance on this will also be monitored monthly through the Trust Patient Experience Committee 

and reported to Board on a quarterly basis.   

Compliance with complaints response 
times across all levels

Improvement in Friends and Family 
Test (FFT) compliance and response 
times

Clinical 
Effectiveness
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Rationale for inclusion
To ensure that patients receive appropriate care and treatment in a timely manner, improving patient outcomes by 

greater use of key clinical systems and care pathways. To date, the Trust has made good progress against specific 

mortality targets by implementing various pathways aligned to national best practice, and improving outcomes for 

patients. Mortality reduction is a specific strategic aim of the Trust which measures that our patients are receiving 

appropriate care and treatment. In line with the safety standards published by NHS England and to promote and 

provide safer surgical care, compliance with the Trust 500+ LocSSIPs have also been included.  

How progress to achieve the priority will be monitored
Monthly data will be presented to the Quality Governance Committee as part of the Integrated Quality and 

Performance dashboard. Performance on this will also be monitored through divisional operational meetings 

and reported to Board on a quarterly basis

Patient
Experience

Remain within expected range for 
SHMI (Summary Hospital-level Mortality 
Indicator)

Screen >90% of in-hospital deaths in line 
with local policy

100% compliance with Local Safety 
Standards for Invasive Procedures 
(LocSSIPs)
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Patient Experience 
Experience of care, clinical effectiveness and patient safety together make the three key components of quality in 

the NHS.  Good care is linked to positive outcomes for the patient and is also associated with high levels of staff 

satisfaction. Patients tell us that they care about their experience of care as much as clinical effectiveness and 

safety. They want to feel informed, supported and listened to so that they can make meaningful decisions and 

choices about their care. They want to be treated as a person not a number and they value efficient processes. 

The Government has made it clear that the patient experience is a crucial part of quality healthcare provision.  The 

NHS Constitution, the Outcomes Framework and the NICE Quality Standards for Experience reinforce the need 

for patient centred care. The trust monitors the experience of patients by asking a series of questions from the 

national in-patient survey to continually monitor and identify areas for further improvement and attention.

Providing the very best patient experience is essential and we want to ensure effective treatment is delivered in a 

comfortable, caring and safe environment by staff who demonstrates our trust values. 

The trust has taken the following actions to drive the improvements in responses and addressing the areas 

highlighted as requiring improvement.

• Development of a comprehensive forward plan and strategy to address the areas for improvement across the 

organisation

• The implementation plan, dashboard and progress report is presented to the monthly patient experience 

committee were colleagues from the patient council and health watch challenge the trust position and actions 

taken to drive the improvements required.  

• Continue to ensure that the board receives regular and meaningful reports on patient experience including 

instances where the patient experience has been poor through patient stories.   

• Continue to hold “Listening events” which have proven to be very successful in gathering feedback from 

patients, relatives, carers and visitors to the Trust to inform service development and improvements which will 

be shared with the divisions and departments. A “you said we did” poster will be published to share with 

patients, relatives, visitors and staff in the main entrances of both hospital sites.

• Continue to publish “Listening” newsletters to provide an update on activities and events held within our 

hospitals to promote patient engagement and experience.

Improving patient and family care is paramount to the trust development and through the involvement of patients 

and families we utilised this to develop a patient and Carer Experience Strategy in conjunction with Aintree 

University Hospitals Trust which will support our journey from 2019. This draft strategy sets out our direction of 

travel, focusing on delivering high quality patient care and will take us right up to the move into our new hospital.  
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Patient Friends and Family Test
The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental principle that 

people who use our services should have the opportunity to provide feedback on their experience.

It asks people if they would recommend the services they have used and offers a range of responses. When 

combined with supplementary follow-up questions, the FFT provides a mechanism to highlight both good and 

poor patient experience. This kind of feedback is vital in transforming NHS services and supporting patient choice.  

Patient comments also identify areas where improvements can be made so that the trust can make care and 

treatment better for everyone.

Since it was initially launched in April 2013, the FFT has been rolled out in phases across the trust in all in-patient 

areas, accident and emergency, day cases and outpatients departments, giving all patients the opportunity to 

leave feedback on their care and treatment.

The feedback gathered through the FFT is being used in in the trust to stimulate local improvements and empower 

staff to carry out the sorts of changes that make a real difference to patients and their care. FFT will continue to 

provide a broad measure of patient experience that can also be used alongside other patient experience feedback 

to inform service improvement and patient choice.

Results for the year have been extremely positive, with the majority of patients stating they would recommend 

Royal Liverpool and Broadgreen Hospital to their friends and family, with an overall improvement on last year. 

 2016/17 2017/18 2018/19 Target

Outpatients 93.70% 94.70% 94.15% 75%

Inpatient 91.90% 91.50% 92.02% 75%

A&E 81% 81% 79.59% 75%

Complaints, Concerns and PALS 
The NHS Complaints system is a powerful and useful mechanism for improving the quality of care and the patient 

experience, both for individual complainants and for the wider NHS, thus creating a culture of learning from 

mistakes and putting things right.

Complaints about the NHS are a valuable way of identifying issues in the service where change is needed. 

Acknowledging these issues and taking steps to rectify any problems identified is vital to create an open and honest 

NHS. Complaints are welcomed with a positive attitude by the Trust Board and are valued as feedback on service 

performance in the search for improvement.

Patient safety is our priority and we are committed to ensuring all of our patients have a positive experience. 

However, we recognise that we do not always get it right first time. If our service has not been as good as it should 

be we will make sure we learn lessons and share them across the organisation. 

During the year, we have worked to improve the way we respond to and learn from complaints.
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Informal complaints

These are complaints or concerns that are raised at ward or departmental level. In the last 12 months we received 

2,082 informal complaints. This compares to 1,742 the previous year, an increase of 16%. All of these informal 

complaints were dealt with by PALS within the response target of five working days. The increase has occurred 

due to our referral system through online media applications and due to our goal to attempt to address as many 

complaints or concerns as possible at source.

Formal complaints

In 2018/19, we addressed 331 formal complaints in line with our target of 25/35/ or 60 working days with a 

similar number in 2017/18. We met our response time in, 76% at the time of reporting (28 remain in time).

National Cancer Survey 2017
The National Cancer Patient Experience Survey is for adult patients (16+) with a confirmed diagnosis of Cancer from the 

trust after an inpatient stay or day case attendance for a cancer related treatment.  It is the 7th iteration of the survey 

and is designed to monitor national progress on cancer care, to provide information to drive local quality improvements 

as well as other quality measures.  The survey is overseen by a national Cancer Patient Experience Advisory Group who 

set the principles and objectives of the survey programme.  

Patients were asked their opinion on every aspect of the cancer care they had received. This ranged from their 

first visit to the GP to them receiving their treatment, and included questions on communication, compassion and 

support. Patients were also given the opportunity to add any additional information they felt was important.

The sample of patients are drawn from all adult patients (aged 16 and over), with a primary diagnosis of cancer, 

who have been admitted to hospital as inpatients for a cancer related treatment, or who were seen as day case 

patients for cancer related treatment, and have been discharged between 1st April 2017 and 30th June 2017.  

This year saw a significant decrease in numbers of patients which was expected as the Haemato-oncology service 

was transferred away from the trust resulting in a reduction in recorded activity.  

The purpose of collecting and analysing data via this survey is to:

• Enable local providers to assess their performance improvement with other providers over time

• Enable commissioners to assess local improvements in cancer patient experience

• Provide NHS England with an up to date overview of cancer patient experience across England 

• Enable patients to make informed choices about where to go for cancer treatment

The overall trust rating was 9.1% which is up from last year (9.0%) and above the national average of 8.8%.  .
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Key for tables below  :-   Below National Average,  Same as National Average,  Above National Average

RLBUHT
2015

RLBUHT
2017

Nat Av
2017

Definitely involved as much as they wanted to be in decisions about their 
care and treatment

82% 80% 78%

Given the name of a Clinical Nurse Specialist 92% 92% 90

It was quite or very easy to contact their Clinical Nurse Specialist 90% 88% 86

Overall, they were always treated with dignity and respect 91% 88% 88

Hospital staff told them who to contact if they were worried after they left 
hospital

96% 95% 94

GPs and nurses at their general practice definitely did everything they could 
to support them while they were having cancer treatment.

60% 62% 62

The annual staff survey achieved a response rate of 41.7% which is below the 48% achieved in the pervious year. 

The Trust chose to use a new survey provide this year (Clever Together), which was the same provider chosen by 

Aintree University Hospitals NHS Foundation Trust. The aim of this was to facilitate faster turnaround of feedback 

reports and enable the two Trusts to work in a more joined up way with a view to preparing effectively for merger. 

The survey was a full census (i.e. all staff were asked to participate) and a small number of additional questions 

were included about the Freedom to Speak Up Guardian and how staff feel about the proposed merger.

The main change in the format of the survey this year is a reduced number of summary indicators – instead the 

questions have been presented in the form of ten main themes:

• equality, diversity & inclusion

• health and wellbeing

• immediate managers (which includes providing support and feedback)

• morale (a new area for 2018)

• quality of appraisals

• quality of care

• safe environment - bullying and harassment

• safe environment – violence

• safety culture 

• staff engagement

Key Themes and National Comparisons
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The graph below shows the Trust’s performance in each of the themes compared to the best, worst and average 

across benchmarked organisations:

The NHS Staff Survey Coordination Centre has provided significance testing for each of the themes:
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Freedom to Speak Up
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 Trust has seen significant improvements in both the awareness and confidence of staff to raise concerns via the 

FTSU guardian as depicted in the below graph.

Each concern is held on the guardian’s database and remains open until such a time as the trust has provided 

adequate assurance to the concern raiser that their issues have been adequately addressed. Since the start of this 

process a total of fifty concerns have been raised of which thirty one have been addressed in full and closed.
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Data Quality
Good quality information underpins sound decision making within the Trust and contributes to the improvement 

of healthcare services. The Trust is committed to improving data quality and has a Data Quality Strategy and 

Information Quality Assurance Policy in place, together with an Information Quality Department who have a 

range of processes to support the Trust. Work includes monitoring a range of national and internal indicators, 

and carrying out audits. These cover a range of data quality dimensions, with a large annual accuracy audit and 

regular completeness and validity checks. We maintain a suite of data validation reports and processes against 

our Patient Administration System (iPM), and our clerical officers review and update systems as necessary in close 

liaison with Directorate staff.

We recognise the need to have regular dialogue with our local commissioners (CCGs) and data quality is discussed 

within monthly Information Sub Group meetings where the Trust and CCG review topics including data quality 

validations and the Data Quality Improvement Plan (DQIP).

We monitor a wide range of indicators via the published Data Quality Dashboards, which are based on our SUS 

data for Admitted Patient Care (APC), Outpatients (OP) and Accident & Emergency (A&E). Two of the key fields 

monitored are:

• NHS Number.  The NHS Number is a unique number that identifies an individual patient and is used to support 

direct patient care. It can identify patients in systems locally and nationally and is also used for ensuring patients 

are treated safely and correctly. Using the NHS Number is generally acknowledged as an indicator of good data 

quality and underpins world class care whilst improving patient safety. NHS Number coverage published in the 

Data Quality Dashboards (based on SUS data) was as follows for April 18– March 19:

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

% NHS Number
Coverage: Inpatients

99.65% 99.50% 99.77% 99.77% 99.65% 99.77% 99.73% 99.61% 99.24% 99.33% 99.18% 98.97%

% NHS Number
Coverage: Outpatients

99.95% 99.98% 99.90% 99.94% 99.97% 99.98% 99.98% 99.94% 99.88% 99.93% 99.92% 99.93%

% NHS Number
Coverage: A&E patients

99.98% 99.98% 99.98% 99.99% 99.99% 99.99% 99.99% 99.97% 99.95% 99.97% 99.97% 99.97%

• General Medical Practice Code. The inclusion of a valid General Medical Practice Code is also vital to ensure 

both patient care (ensuring that letters go to the correct GP) and for commissioning purposes. The percentage 

of records in the published data which included a valid General Medical Practice Code was 100% for Admitted 

Patient Care, Outpatients and Emergency care.

Information Quality
Clinical coding Auditors have worked closely with infection disease Clinicians and Advancing Quality Specialist 

Nurses throughout the year, this collaborative work ensures all data provided to clinical coders is robust which 

allows correct assignment of clinical coding, this supports quality data and revenue.

NHS Improvement have also identified coding as an area for support and we are currently working with them 

looking at our processes and procedures. Their feedback to date is positive, they are very happy with working 

practises in place. 
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Coding Field Internal Audit Results 2018/19 Comparison with 2017/18 
Results

Primary Diagnosis 92% +1%

Secondary Diagnosis 87% -5%

Primary Procedure 96% +4

Secondary Procedure 93% +3%

Information Governance toolkit attainment Levels
Information Governance (IG) and Information Security (IS) is about how NHS and social care organisations and 

individuals manage information.

25th May 2018 saw the implementation of the new General Data Protection Regulations followed closely by the 

UK’s Data Protection Act 2018.

The Trust used the (beta) first of type new Data Security and Protection Toolkit (DSPT) this year, and continued 

to maintain high standards for IG/IS.  The 10 assertions are based on the National Data Guardian’s data security 

standards, and there are 100 mandatory and 49 non-mandatory sub-assertions.  The Trust has been focused 

on completing just the mandatory (sub) assertions although a couple of the non-mandatory ones have been 

completed.  The Trust submitted its assessment on time.

The Trust has consistently achieved compliance and the DSPT score for the year 2018/19 was assured as substantial 

by MIAA (Mersey Internal Audit Agency) for the 4 assertions audited.

National Data Guardian’s data 
security assertions

Mandatory
sub-assertions

Non-mandatory 
sub-assertions

Externally 
audited

Level of 
achievement

Personal Confidential Data 41 9 (3 met) Yes Substantial

Staff Responsibilities 4 7 No

Training 10 2 No

Managing Data Access 6 4 Yes Substantial

Process Reviews 1 3 (1 met) No

Responding to Incidents 11 7 (1 met) Yes Substantial

Continuity Planning 6 8 No

Unsupported Systems 9 0 No

IT Protection 9 3 (2 met) No

Accountable Suppliers 3 6 (4 met) Yes Substantial

TOTALS 100 49 (11 met)

Equality and Diversity
The Trust is committed to meeting the public sector general equality duty (PSED) under the Equality Act 2010 to 

collect and publish workforce and patient equality monitoring information, conduct equality impact analysis and 

set equality objectives every four years.

To demonstrate how it meets its PSED, the Trust participates in the NHS Equality Delivery System (EDS2). EDS2 is 

a national tool for reviewing and assessing equality performance with stakeholders, bringing equality into core 

business and identifying future priorities and actions. 
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We aim to improve the way people from different groups are treated so that there is no unjustified difference in 

outcomes or experience based on protected characteristics (age, gender, race, disability, religion or belief, marital 

or civil partnership status, sexual orientation, gender reassignment, pregnancy and maternity). The four goals of 

the EDS are:

• Better health outcomes for all

• Improved patient access and experience

• Empowered, engaged and well supported staff

• Inclusive leadership at all levels.

The Trust’s performance under EDS2 was last assessed with Healthwatch in March 2015 (11 outcomes assessed 

as achieving, 6 as excelling and 1 developing). In addition to the above the Trust participates in the national 

workforce race equality standard (WRES) and is working toward full implementation of the Accessible Information 

Standard. From August 2019 it will participate in the new workforce disability equality standard.

The Trust agreed its equality objectives for 2016 to 2020 following consultation and agreement with stakeholders. 

These were developed as a result of an analysis of equality performance to identify areas for improvement. The 

objectives are:

1. Embed analysis of patient and employee experience by protected characteristics in to  core business

2. All service changes to explicitly take account of the needs of those with protected characteristics

3. Redesign policy and process to improve reasonable adjustments for disabled staff 

4. Set workforce diversity targets (disclosure, recruitment and staff survey targets) to reduce differences 

in experience and improve workforce diversity

5. Improve disabled access

The overarching aims of the equality objectives is to improve patient and employee experience from an equality 

perspective and; to ensure that equality and human rights are at the forefront of all Trust decisions relating to 

internal processes, strategies and service developments.

The E & D Sub-Committee forward plan is developed annually to support meeting the equality objectives, and to 

improve outcomes in EDS2

Achievement of Equality Objectives 

• The Trust extended equality monitoring data collection to all protected characteristics for both staff and patients 

and developed the processes to collect the data and systems to record this information. Patient equality data 

is monitored to understand the demographics of patients accessing services in comparison to the population 

served, and analyse survey results from an equality perspective. This allows the Trust to identify if all areas of the 

community are accessing services and monitor performance outcomes to identify any differences in experience 

and outcomes between people from different groups. 

• An equality dashboard has been introduced that services can use to access equality data. Equality monitoring 

information is used to flag when a patient with a declared learning disability, visual impairment, hearing 

impairment or physical disability is recorded on the system so that they can be contacted and supported 

appropriately when they are in the hospital.

• The Trust has developed a comprehensive equality monitoring performance framework to monitor the patient 

and workforce profile and outcomes from an equality perspective across all protected characteristics. The equality 

monitoring reports are produced and published annually on the trust website. The monitoring information is 
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analysed and reported to E & D Sub-committee and actions are agreed to investigate and address any identified 

issues. Workforce profile monitoring is included in regular performance reports for each service. We have also 

delivered equality monitoring training to all of our booking staff so that they can encourage patients to respond 

to the equality monitoring questionnaire and answer questions.

• The Trust agreed an Accessible Publications policy that sets out how the Trust will provide information in a 

range of accessible formats, the policy is applicable to all forms of information including patient information 

leaflets, corporate reports and appointment letters and arrangements are in place to enable the production 

of accessible information. In addition the Trust collects and records information from patients to meet the 

communication support requirements through the Accessible information standard.

• Targets were set to increase disclosure of equality data in the workforce, which has resulted in an overall 

increase in disclosure. To change the workforce profile over time and decrease differences in experience 

identified in equality monitoring reports and the staff survey, recruitment targets have been set and a number 

of initiatives have been undertaken. These include targeting unconscious bias training at managers involved 

in recruitment panels; targeting recruitment training to BME and disabled staff and; the future recruitment of 

Cultural Ambassadors who will be tasked with overseeing investigation, grievance, disciplinary and recruitment 

processes to ensure the elimination and/or mitigation of bias within those processes. The Trust continues to 

take action to encourage staff to update and disclose their equal opportunities monitoring.

• The Trust has invested significantly in developing the competence of the workforce through mandatory equality 

and diversity training, equality and human rights training for managers, race equality awareness, deaf and 

visual impairment awareness, LGBT awareness, unconscious bias testing and training, managing cancer in the 

workplace and physical disability and learning disability awareness training; basic SSL training and practical 

visual impairment training; and this year Reasonable Adjustment Training for managers was introduced.

What is going well?  
 

• To improve the quality and experience of accessing Trust provision by deaf and hearing impaired patients, the Trust 

is working towards its Louder than Words Accreditation and is currently implementing the recommendations of 

an Hearing Loss audit. 

• rust member of Merseyside EDS2 Provider Collaborative and contributes to the development of processes 

and systems to improve patient experience and access. The Trust has contributed to the development local  

language and interpretation quality standards and is currently contributing to the development of reasonable 

adjustments guidance and regional staff networks  

• AccessAble (Disablego) accessibility guides available on Trust Website

• Engagement with BME Staff Focus Group (virtual and via attendance at meetings) has improved as a direct 

consequence of targeted communication improved opportunities to engage

• Mandatory E & D training levels are stable and additional training has been rolled out including LGBT awareness, 

equality monitoring training, deaf and visual impairment awareness, physical disability and learning disability 

awareness sessions and unconscious bias testing and training.  

• A short film, is played in waiting areas on screens explaining the importance of providing equality monitoring 

data and how it is used to improve services.

• Corporate information have developed a dashboard that will allow services to understand the diversity profile 

of patients and to understand equality performance 

• Workforce Reasonable Adjustment Policy and Budget is in place. This is supported by a toolkit introduced to 
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support managers and staff in meeting the needs of disabled people. A Reasonable Adjustments task and finish 

group has been established to identify areas for improvement relating to reasonable adjustments using advice 

and guidance from the Business Disability Forum

• Unconscious bias testing and training undertaken by recruiting managers

• The Trust is a hate crime 3rd party reporting centre and works closely with Merseyside police and Stophate UK 

to increase awareness of hate crime and hate crime reporting.

• The Workforce Executive Director and Chief Nurse support for E & D initiatives including 3rd party hate crime 

reporting ; say something about bullying, Reciprocal Mentoring and Cultural Ambassadors Programmes, BME 

targeted Chief Nurse Scholarships, Stepping up and Ready Now programmes. These initiatives are aimed at 

improving the diversity of the Trust’s workforce by eliminating/mitigating barriers to BME staff recruitment, 

retention and progression; and reducing the gap in experiences between BME and white staff.

• 2 recruitment workshops targeted at BME staff were delivered to help improve understanding of recruitment 

processes and improve quality of job applications.

• The Trust was an associate partner of the RCN 2018 Black History Month Event hosted in Manchester and BME 

Staff award winner.

• Winner of Liverpool Chambers of Commerce Workforce Health and Wellbeing Award 2018 for the range of 

support available to staff in the Trust

• Access to virtual interpreters for patients (Interpreter on Wheels)

Safeguarding
 

Our Safeguarding Team provides specialist advice, support, supervision and training to staff on all matters relating 

to the protection of adults and children at risk. The team develop and update policy, practice guidelines and 

procedures and ensure that the Trust’s obligations under legislation and national and local standards are met. 

The Trust is represented on all of the Local Safeguarding Children’s and Adult Boards within its footprint by the 

Designate Professionals of Liverpool Clinical commissioning Group  and is actively engaged in Serious Case Review 

(SCR), Serious Adult Reviews (SAR)  and Domestic Homicide Review activity.

A review  of the  integrated strategy incorporating safeguarding Adults, Children and young people, Domestic Abuse 

and associated agenda’s will support the Trust in meeting it’s regulatory, statutory and legislative responsibilities 

for safeguarding.

Safeguarding vulnerable people is a Trust priority and in giving equal status to each of the safeguarding themes will 

demonstrate our commitment to this and the interrelated nature of the safeguarding agenda. Staff safeguarding 

training remains mandatory for all staff and the trust is currently achieving the local targets as included within 

the Quality Schedule of the NHS Standard Contract. Monitoring of information sharing/safeguarding referrals to 

other disciplines and agencies shows a year on year increase providing an indication of the level of awareness and 

knowledge among staff. Trust policies and procedures have been aligned to the strategy in order to give them 

greater meaning within the Trust supported by a robust training, education, policy and procedure.

Safeguarding Strategy
 

Our safeguarding strategy sets out our priorities for the 2018 - 2021 and remains the journey to plan and provide 

locally delivered services that drive up quality and ensure our population receives effective, safe and personalised 

care. We work in partnership to safeguard children and adults, enhancing health and well-being and protecting 

the rights of those in the most vulnerable situations.
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Key Strategic Objectives
 

• Senior leadership responsibility and lines of 

accountability for the safeguarding arrangements 

are clearly outlined to employees and members of 

the Trust as well as to external partners 

• To contribute to the work of the LSCB and LSAB 

and their Safeguarding Strategic Plan and provide 

support to ensure that the boards meet their 

statutory responsibilities. This would include 

engagement with specific work streams such as 

Child Exploitation (CE), the  PREVENT Agenda, 

and the Trust including preparation for inspections 

across health and local authority

• To continue support designated individuals to 

contribute to the work of the LSCB and LSAB 

subgroups, recognising the changing landscape 

relating to the Safeguarding Boards.

• To continue support designated individuals to 

contribute to national and local safeguarding 

implementation networks.

•  Integrate safeguarding within other Trust functions, 

such as quality and safety, patient experience, 

healthcare acquired infections, management of 

serious incidents

•  Secure, where possible, the expertise of designated 

professionals, this includes the expertise of a 

designated doctor for children, to strengthen the 

specialist knowledge within the Trust. Work with 

other designated and named professionals within 

other provider and commissioning organisations 

to enable stronger working partnerships.

• Safeguarding professionals have appropriate 

amount of time and support to complete individual 

management reviews for DHR’s, SCR’s, SAR’s and 

all other safeguarding reports required to be 

completed. This will include Root Cause Analysis 

(RCA) Investigations.

•  All relevant actions identified through Serious 

Case Reviews (SCRs), serious Adult Reviews (SARs)  

Domestic Homicide Reviews (DHRs), Management 

Reviews etc. are carried out according to the 

timescales set out by the LSCB, LSAB and the 

Community Safety Partnerships (for Domestic 

Homicide Reviews) Panels scoping and Terms of 

Reference.

• Ensuring key priorities such as Child Sexual 

Exploitation, Child Exploitation, PREVENT, Modern 

Slavery and self-harm is delivered effectively within 

the Trust.

•  Staff, including Non-Executive Directors are trained 

to embed safeguarding within the organisation, 

and are able to recognise and report safeguarding 

concerns through the appropriate channels. The 

Trust, through its own named professionals, will 

actively work to raise awareness of, and ensure 

robust arrangements are developed and in place, 

to address the risk and harm associated with both 

national and local issues.

•  The Trust publicise on its website contact details 

for staff with specific safeguarding responsibilities, 

disseminate key learning and themes from local and 

national inquiries and provide links to signpost Trust 

staff and members of the public to organisations 

and support to safeguard adults and children at risk 

of or who have suffered significant harm.

•  To ensure that the Trust continues to engage with 

the Independent Inquiry Child Sexual Abuse (IICSA) 

reflecting upon the interim report and actions and 

the final report being issued in 2019.

• To engage and support the new Child Protection 

Information System (CPIS), introduced to ensure 

that appropriate information pertaining to children 

across the country.
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Continuous Improvement
 

Evidence of continuous improvement and compliance in quality and safety outcomes for our services will be 

achieved through the use of data collection for the population of a safeguarding dashboard, as well as audit 

and monitoring of compliance to policies and procedures. Included in the wider quality assurance there will 

be in place: Key Performance Indicators (KPI) agreed by both the Trust and our commissioners, CQUIN targets, 

quality schedules, systems to embed learning from Safeguarding Adult reviews (SAR), Serious Case Reviews (SCR), 

Domestic Homicide reviews (DHR) incidents and complaints, comprehensive single and multiagency safeguarding 

policies and procedures and a safeguarding training strategy and framework.

On-going collaboration with Children’s services are contained within the Safeguarding Forward Plan as Transitioning 

young people into adult services is a focus for the coming year.

Learning Disability (LD)
 

The LD team were nominated and recognised for the work they are doing by the RCNi awards, whilst not winning 

the RCNi recognised the positive work that is being undertaken within this area.

LD training is now established within the Trust intranet page with staff data currently being added to new data 

base. RLBUHT training now adopted by entire LD CCG Network and developed further with MENCAP. The Trust 

intranet site contains LD contact details introduction to LD and Autism spectrum, with definitions and characteristics 

highlighted. This also contains information and direction as to what happens when you come into hospital and 

describes reasonable adjustments including the Health Passports. Additional information identifying safeguarding 

issues and epilepsy management also covered. The flagging of LD patients is now contained on Whiteboards 

which auto populates on further admissions. All ward and clinical areas have updated Resource files and LD policy 

folders. LD support packs have been developed and are now in place to support patients, carers and staff while in 

hospital will provide passports, LD service information including reasonable adjustments, flexible visiting, bedside 

activities and signposting to community services. LD audit continues to demonstrate performance monthly and 

driving continuous improvements, now contained in our Safeguarding Dashboard. 

Continued investigation and reporting into LD mortality under the LeDeR process is on-going with 3 staff members 

now LeDeR reviewers. This will support evidence re potential avoidable mortality.
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Dementia
 

The Trust have a dementia steering group and 

champions network all supported with the dementia 

forward plan 2018 - 2019. Dementia training delivered 

in line with national dementia education standards 

(SCIE dementia programme). All trust staff and allied 

health professionals access this training .Universities 

and local Trusts are supported to deliver our training 

format. Dementia information packs provided to all 

confirmed dementia atients/carers that include the 

team contact details flagging ”Tree” symbols for ID 

bands, ward name boards, nursing and medical notes. 

The pack also contains “This is me” dementia passport 

to compliment the clinical care plans. A carer experience 

questionnaire is also included, this is followed up by 

a telephone survey and immediate issues reported to 

Matrons and governance teams.

The pack also has additional eating and drinking 

preference assessments. The correct use of these packs 

are audited via our WQI and NQI. Dementia patients 

are now flagged electronically under VP (vulnerable 

patient) status on the ward whiteboards, this will auto 

populate on further admissions. “This is me” passport 

provides non clinical preferences, anxieties and 

relaxation information that the carer or person who 

knows the patient best can enhance care and support 

the patient in an unfamiliar place. Trust staff and 

agency staff can familiarise themselves with the patient 

who may be unable to express themselves. Copies are 

kept in medical records in case of re admission. The 

pack also includes information as to what our service is 

and includes information re early diagnosis, accessing 

community services and our range of bedside activities. 

Bedside activities are available to patients who benefit 

from, diversion, distraction and reminiscence therapies. 

We use memory boxes with tactile objects and 

activities, Digital reminiscence therapy that provides , 

music, local history, sport and classic TV clips.

Restrictive Intervention
 

The Trust’s policy around restrictive interventions given 

the increasing patient population with conditions such 

as dementia, and alcohol and drug misuse. Restrictive 

interventions are defined as:

•  ‘deliberate acts on the part of other person(s) that 

restrict an individual’s movement, liberty and/or 

freedom to act independently in order to: take 

immediate control of a dangerous situation where 

there is a real possibility of harm to the person or 

others if no action is undertaken;

•  end or reduce significantly the danger to the person 

or others; contain or limit the person’s freedom for 

no longer than is necessary’

Whilst the aim is always to reduce the need for the 

use of restrictive interventions, it is recognised that 

where a person’s behaviour places themselves or 

others at imminent risk of significant harm and were 

de-escalation strategies have not prevented a crisis, a 

restrictive practice may be necessary as a proportionate 

and reasonable response to the risk posed. The choice 

of intervention will be informed by the service user’s 

preference (if known), any particular risks associated 

with their general health (again if known) and an 

appraisal of the immediate environment. Alongside 

the MHA, the Mental Capacity Act 2005 provides 

a framework for protecting the interests of people 

who lack the capacity to make their own decisions. 

It strengthens the concept of ‘best interests’ decision 

making, and the requirement to search for the least 

restrictive option in any decision made for, or about, 

the person. 

The Deprivation of Liberty Safeguards (DoLs) were 

put in place to reflect incidents of restrictive practice 

where patients lacked the capacity to make decisions. 

The Trust has policy in place which outlines and 

highlights all of the key interventions. Providers are 

required to publish a public annual report on their 

increased behaviour support planning and restrictive 

intervention reduction, which outlines the training 

strategy, techniques used and reason why and 

whether any significant injuries results and details of 

on-going strategies for bringing about reductions in 

the use of restrictive interventions.
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7 Day Services (7DS)

The increased focus on the provision of services 7 

days is necessary because demand for urgent and 

emergency care doesn’t follow a pattern; acute illness 

happens 24 hours a day, 7 days a week and there 

is increasing evidence to suggest poor provision at 

weekends being associated with increased variation 

in mortality, patient experience, length of stay and 

readmission.  

Of the ten clinical standards identified by NHSEngland, 

four are considered to be priority standards:-

• review by a consultant within 14 hours of 

admission

• 7 day access to diagnostics such as radiology

• 24 hour access to consultant-directed 

interventions, and

• on-going consultant review, twice daily for 

patients with high dependency needs.

Priority 7DS Clinical Standards

Clinical Standard 2 – Time to first consultant review

Performance

Weekday results have seen an improvement, between 

March 2017 (68%) to April 2018 (83%) results, a 15% 

increase of patients seen with 14 hours of admission 

to hospital.

Weekend results have seen similar improvements over 

the same period, March 2017 (50%) to April 2018 

(68%), and an 18% increase of patients seen with 14 

hours of admission to hospital.

Actions 

The Trust has recently undertaken a full review of 

Consultant Job plans; all consultants within the Trust 

now have an electronic job plan.  These job plan 

reviews have ensured Medical Director level review of 

Job Plans for acute specialities ensuring that there is 

sufficient time job planned to ensure review of acute 

patients within the required timeframe.  Consultant 

recruitment in MAU remains a challenge in terms of 

delivering this standard; recruitment to vacant MAU 

posts is underway.

As part of the Trust’s digital improvement program 

2019 will see the development of a dedicated 

electronic consultant review form which will allow real 

time reporting of performance against this standard.

Clinical Standard 5 - Diagnostics

Performance

24/7 critical and urgent ultrasound scanning is 

available via the on call radiologist.

Actions

As part of the proposed upcoming merger of the 

Royal Liverpool and Aintree Hospitals a 7 day routine 

ultrasound scanning service will be delivered at the 

Royal Liverpool site as it already is at the Aintree site.

Clinical Standard 6 – Intervention / key services

Performance

The Trust continues to achieve against this standard.

Clinical Standard 8 – Ongoing consultant directed 

review

Performance

March 2017 and April 2018 results indicate the trust 

achieves twice daily reviews consistently 7 days a 

week, (100%), where indicated.  Once daily reviews 

saw the Trust improve by 3% for weekday (96.2% - 

99.2%) and 16.5% for the weekend (88.2% - 99%).

Actions

Whilst achieving the standard, the Trust continues to 

drive improvements and uses a standardised SAFER* 

board-round for consultants to prioritise patients for 

review and delegate review as appropriate.

The board round is used to make an multi-disciplinary 

decision regarding which patients do not require a 

daily consultant review and agree who these non-

consultant reviews should be delegated to.

As part of the Global Digital Exemplar (GDE) program 

the Trust has introduced eNEWS2 which in conjunction 

with its electronic patient dashboard and eSepsis 

module allow the early identification of deteriorating 

patients for consultant review. 
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*SAFER:

S  Senior review: all patients will have a senior 

review before midday by a clinician able to 

make management and discharge decisions.

A  All patients will have an expected discharge 

date and clinical criteria for discharge.  This is 

set assuming ideal recovery and assuming no 

unnecessary waiting.

F Flow of patients will commence at the earliest 

opportunity from assessment units to inpatient 

wards.  Wards that routinely receive patients 

from assessment units will ensure the first 

patient arrives on the ward by 10am.

E  Early discharge: 33% of patients will be discharged 

from base inpatient wards before midday.

R Review: a systematic Multi-disciplinary Team 

(MDT) review of patients with extended lengths 

of stay (7 days or greater – ‘stranded patients’) 

with a clear ‘home first’ mind set.

At weekends, MDT meetings take place at 9am 

on Saturday and Sunday – they are attended by 

health and social care professionals who provide a 

comprehensive assessment of a patient’s health and 

social care needs and his or her desired outcomes and 

highlight any patients RFD (Ready For Discharge) that 

require intervention to progress discharge.  

The Multi-disciplinary Team (MDT) may involve the 

following professional groups in addition to the 

medical team and nursing staff:

• Hospital Case Managers

• Social Workers / Social Care Assessors

• Occupational Therapists 

• Physiotherapists 

• Mental Health Team 

• Palliative care Team

• Speech and Language Therapists

• Dieticians

• Podiatrists

• Community Assessment Teams

• Specialist Nurses

• Community base care teams‘

Global Digital Exemplar (GDE)

In FY2018/19 the Royal Liverpool and Broadgreen 

University Hospitals NHS Trust (RLBUHT) recognised 

the key role digital has to play in the delivery of 

quality patient care by formalising the delivery of 

digital excellence as a corporate objective. This builds 

on significant progress made at RLBUHT to digitise 

patient records with the transition from paper to 

electronic records across the whole organisation. 

The leading role RLBUHT has in the delivery of digital 

excellence in health and care was externally recognised 

in September 2016 when RLBUHT was selected as an 

acute care provider for the Global Digital Exemplar 

(GDE) programme. The GDE programme is the 

flagship digital programme for NHS England with an 

objective to accelerate development of world-class 

digital NHS providers and enable others to learn and 

adopt the technologies they have in use.

RLBUHT is hosting the award-winning “Digital 

Liverpool” GDE programme which focuses on four 

principal themes and is due to complete in 2020:

1) Digital Innovation

2) Digital First Hospital

3) Digital Patient Records

4) Clinical Transformation

The Digital Liverpool programme is comprised of 

digital innovations in each work stream that will 

enable RLBUHT to achieve GDE accreditation from 

NHS England and international recognition through 

realisation of the HIMSS Electronic Medical Record 

Adoption Model (EMRAM) Stage 7 status. 

Our international reputation for digital innovation 

continues to grow as we head towards accreditation. 

We forged a partnership with a series of healthcare 

and academic institutions in Boston which led to 

an exchange visit with national representatives in 

November 2018. The scope of this partnership is 

to share best practice between the UK and US for 

the delivery of exceptional care enabled through 

technology.
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Digital Liverpool has had a significant impact on care 

delivery to date as follows:

Clinical outcomes:

• Consistent 100% screening of patients’ for 

sepsis using e-Sepsis, saving up to 200 lives 

per year. 

• Consistent identification of escalating patients 

more quickly through e-Observations. 

• Electronic Local Safety Standards for Invasive 

Procedures (LocSSIPS) moving from a manual 

ad hoc process to a digital mandated process 

has resulted in compliance with NatSSIPS 

and helps ensure there continue to be no 

further theatre never events.

• Clerking and VTE; since the introduction 

of The Falls Risk Assessment and Decision 

(FRAD) tool with an electronic referral to 

the Falls Team we  are able to intervene 

appropriately and create a specific package 

to prevent the patient from falling and 

further harm being caused. 

• E-Handover provides a reduction in manual 

completion of hand-over documentation 

through access to an electronic medical record 

on all wards within the Trust. Improving 

the “handover” of patients’ care ensuring 

consistent information to be readily accessible 

throughout the patient healthcare journey.

Quality

• LocSSIPS is now compliant at 98% against a 

95% target.

• Clerking and VTE has resulted in a reduction 

in the Moderate to Severe Harm per 

thousand bed days to 1.34.

• E-Handover has resulted in a reduction of 

Datix incidents since implementation of 68%.

Efficiency

• Digitisation of clinical pathways and notes 

allows clinicians to proactively plan patient 

care. Clinical staff are able to invest more 

valuable time caring at the patients’ bedside 

by having information available at the point 

of care at any time and in any location. 

• Use of Whiteboard system provides clinical 

decision support tools that support the 

clinical decision-making process. 

The success of our GDE programme continues to be 

celebrated nationally. In 2017 RLBUHT was awarded 

“GDE of the Year” by Digital Health Media, and in 

2018 we saw equivalent successes with e-Sepsis 

“highly commended” at the HSJ Patient Safety 

Awards and featuring as a case study in the NHS Long 

Term Plan. We also become Regional Champions at 

the NHS Parliamentary Awards 2018 after nomination 

from our local MP.   

eNEWS2

The National Early Warning Score (NEWS) is used to 

help identify patients who are showing signs of clinical 

deterioration and provide guidance to staff as to the 

actions required depending on the score. Common 

patient observations recorded routinely on inpatients 

such as heart rate, respiratory rate, temperature etc 

are assigned a score based on the value, the scores 

from all the observations are added together to 

calculate a NEWS score. The trust has been recording 

observations on the electronic ADT Dashboard, 

which also calculates NEWS and notifies staff when 

observations are next due for the past 2 years.

NEWS was reviewed by the National NEWS working 

group and as a result NEWS2 has been developed. 

The trust implemented NEWS2 in November 2018 and 

used the opportunity to enhance the features of the 

electronic system. Recent audits had demonstrated 

that whilst 100% of observations had a corresponding 

news score which was calculated correctly only 75% of 

observations were recorded at the correct frequency. 

Part of the enhancements included features to help 

staff achieve better compliance. The graph below 

demonstrates a significant improvement since the 

deployment of NEWS2 and associated enhancements.

Future work on eNEWS will focus on timely escalation 

of deteriorating patients to the most appropriate 

team.
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Clerking and VTE

The Falls Risk Assessment and Decision (FRAD) tool 

onto PENS (Patient Electronic Notes System) is now 

live within RLBUHT and forms part of the clerking and 

VTE programme of work. The system automatically 

calculates a patient’s FRAD based on individual 

observations entered at the bed side. The system via 

the RLBUHT Whiteboard displays the current FRAD and 

allows staff to electronically refer patients to the Falls 

Team allowing the Team to intervene appropriately 

and create a specific package to prevent the patient 

from falling and harm being caused. The system 

provides assurance that each applicable patient is 

referred to the Falls Team and that early intervention 

and prevention of falls will result in reduction of 

moderate to severe harm.

Clerking and VTE has automated the required 

information by gathering information from a number 

of systems, in turn ensuring timely referrals and 

automation of calculations improving overall patient 

safety. The system also provides a clear action and 

escalation plan ensuring patients are treated as early 

as possible.

E-Handover

E-Handover system provides a reduction in manual 

completion of hand-over documentation through 

access to an electronic patient record on all live 

wards within the Trust. This improves the handover of 

patients’ care ensuring consistent information to be 

readily accessible throughout the patient healthcare 

journey. This releases clinical time to care for patients 

on wards and increased clinical productivity; improves 

communication and ensures clear digital auditability 

and legible handover of care; and ensures clinicians 

able to prioritise patients as they are able to view all 

handovers jobs in one clear system at any one time.

E-Handover was introduced as an adaptive change. It 

involved an organisation-wide roll out with the digital 

team working collaboratively with a team of nurses 

and healthcare assistants to adopt the innovation. 

Using an e-handover system in replacement of a 

manual process will improve accuracy of patient flow 

and further enable RLBUHT to reduced length of stay 

for patient. This innovation was recently shortlisted at 

the National Patient Safety awards.
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Do Not Attempt Cardio Pulmonary 
resuscitation (DNACPR)
There are times when a patient’s medical condition is 

so severe that should their heart stop and they suffer 

a cardiac arrest any attempt to revive them would 

be futile, and unfair, this may be due to their illness 

being so severe that further treatment is unlikely to 

be effective or their illness is terminal, in this situation 

and following discussion with the patient and where 

appropriate their relatives or those close to them the 

medical team looking after the patient will complete a 

DNACPR order which informs all staff that should the 

patient’s heart stop they should not be resuscitated.

DNACPR orders where recorded on paper and stored 

in the patient’s notes; however in March 2018 the 

trust launched eDNACPR which allowed DNACPR 

orders to be written via the electronic ADT Dashboard. 

This development enabled the Resuscitation Status of 

all inpatients to be easily accessible across the whole 

organisation, it also ensured all sections of the form 

were completed correctly and only by medical staff 

with suitable experience. The transition has made 

auditing of the form easier and more accurate.  100% 

of DNACPR orders are now recorded electronically.

Innovation in a wider context

We continue to lead the way locally and regionally 

with our approach to innovation across Liverpool. 

RLBUHT is the lead provider in a series of local and 

regional initiatives including:

• A digital pathology solution to facilitate diagnostic 

pathways and help cellular pathology laboratories 

operate more efficiently.

• A bed management innovation to efficiently 

manage demand of beds across the City of Liverpool 

spanning acute and community care providers. 

• Production of a sensor strategy and hosting of a 

Sensorthon to innovate around common problems 

in healthcare such as falls detection and prevention.  

• Launch of a pilot blueprint 

We are also the lead health partner in the Liverpool 

5G Test Bed programme in association with Sensor 

City and Liverpool City Council. This is a first-of-type 

innovation in health and care that is exploring the use 

of next-generation technologies to improve patient 

outcomes and equality of access. The first phase has 

completed successfully after delivery of tele-health 

acute care pathways and advanced clinical mobility 

solutions. We also saw the launch of the first 5G lab 

in health and care with the “Livernerds Lab” opening; 

this will support continued innovation between 

clinical, academic and subject matter experts and is 

hosted out of the Liverpool Life Sciences Accelerator. 

The Liverpool 5G Test Bed was awarded “Most 

Innovative Use of 5G Technology” at the 5G Realised 

ceremony in March 2019 for its early successes. 

The GDE programme continues to support the 

delivery of excellent, safe and accessible healthcare 

for the population health. We are becoming an 

internationally recognised NHS provider for digital 

excellence achieved by a strong culture of change 

across the organisation that is committed to realising 

the highest quality of healthcare.
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Participation in Clinical Audits 
During 2018/19, 54 National Clinical Audits (NCAs) and Clinical Outcome Review Programmes and other quality 

improvement projects covered NHS services that the Royal Liverpool and Broadgreen University Hospitals NHS 

Trust provides. 

During this period, the Trust participated in 96% of NCAs and other quality improvement projects and 100% of 

Clinical Outcome Review Programmes  which it was eligible to participate in. 

The reports of 44 National Clinical Audits and Clinical Outcome Review Programmes and other quality improvement 

projects were reviewed by the Trust in 2018/19 and audit returns for each, in conjunction with the reports, 

have been independently reviewed by the Associate Medical Director for Clinical Audit. For the following, it was 

thought the Trust performed comparably or better than nationally: 

• National Comparative Audit of Blood Transfusion (NHSBT) - Transfusion in children and adults with Sickle Cell disease

• Bowel Cancer (NBOCAP)

• National Confidential Enquiries into Patient Outcome and Death (NCEPOD) Non-Invasive Ventilation Study

• National Cardiac Arrest Audit (NCAA)

• UK Registry of Endocrine and Thyroid Surgery (UKRETS)v

• Patient Reported Outcome Measures (PROMs): Hip Replacement

• National Comparative Audit of Blood Transfusion (NHSBT) - Audit of Patient Blood Management in adults 

undergoing elective, scheduled surgery

• National Audit of Cardiac Rehabilitation (NACR)

• National Prostate Cancer Audit (NPCA)

• National Hip Fracture Database (NHFD) - Part of FFFAP

• National Audit of Breast Cancer in Older Patients (NABCOP)

• National Diabetes Footcare Audit (NDFA)

• British Association of Urological Surgeons (BAUS); Cystectomy, Nephrectomy, Radical Prostatectomy and 

Percutaneous Nephrolithotomy (PCNL)

• UK Inflammatory Bowel Disease (IBD) Registry Biologics Audit

• Learning Disability Mortality Review Programme (LeDeR)

• Severe Trauma / Trauma Audit & Research Network (TARN)

• National Oesophago-Gastric Audit (NOGCA)

• Serious Hazards of Transfusion (SHOT) National haemovigilance scheme

• National Diabetes Transition (NDTA).
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As a result of, and review of recommendations, the Trust is taking the following actions to improve the quality of 

healthcare provided:- 

• National Audit of Dementia (NAD); actions include amendment of delirium assessment documentation to allow 

recording of both full and reduced capacity status for people with dementia, dementia awareness training and 

dementia champions identified on each ward.

• National Oesophago-Gastric Audit (NOGCA; the Trust’s action plan places emphasis on case ascertainment and 

data completeness.

• National Audit of Inpatient Falls; the Specialist Fall Nurses have embedded the use of standardised tools and 

documented care plans within the dementia and delirium policies.  In addition, all patients assessed at risk of 

fall will have a lying and standing blood pressure performed as soon as practicable, and action will be taken if 

there is a substantial drop in blood pressure on standing.   The Trust conducts an annual internal falls audit to 

inform local service improvement.

• National Vascular Registry (NVR); Getting it Right First Time (GIRFT) and peer review recommendations have 

been adopted to reduce variability and improve access to surgery times for patients undergoing Abdominal 

Aortic Aneurysm and carotid surgery. 

• National Parkinson’s (PD) Audit; the clinic proforma on the Patient Electronic Notes (PENs) software was 

amended to prompt staff to ask patients relevant questions and to offer advice and discussion on end of life 

care.  It will also be amended to sign post patients to support services.   Advance care planning skills training 

will be provided for consultant staff and an education programme developed for ward staff in regards to timely 

administration of PD drugs when admitted acutely, anywhere within RLBUHT.

• Procedural Sedation in Adults (College of Emergency Medicine - CEM); actions include purchasing of monitoring 

equipment to meet standard 5 Monitoring during procedural sedation must be documented to have included 

all of the below: a. Non-invasive blood pressure b. Pulse oximetry c. Capnography d. ECG and the introduction 

of an electronic pathway to monitor administration of oxygen.

• Intensive Care National Audit & Research Centre (ICNARC) - Case Mix Programme (CMP); A critical care 

stepdown policy has been introduced and the ICNARC lead proactively reviews data in conjunction with the 

national body (ICNARC).

• National Diabetes Audit (NDA): National Pregnancy in Diabetes Audit (NPiD); comprehensive actions  include; 

enabling patients to self-refer to the service, advertising the service locally and encouraging GPs to refer early 

to the service – facilitated  via the community diabetes specialist nurses.

• NHSBT - Audit of the management of patients at risk of Transfusion Associated Circulatory Overload (TACO); 

all patients who could develop two or more risk factors leading to a TACO will be risk assed using the Adult 

Transfusion Pathway and the Transfusion policy.

• CEM Fractured Neck of Femur (#NOF); A comprehensive action plan was developed which includes liaison 

with Radiology to improve appropriate reporting of CT prior to surgery and exploring team, surgeon and 

anaesthetist of the week to improve preoperative review by a consultant surgeon and anaesthetist when the 

risk of death is greater or equal to 5%.

• National Audit of Dementia (NAD) Spotlight Audit - delirium screen and delirium assessment; actions include 

but not limited to adding the Single Question in Delirium (SQiD) and Abbreviated Mental Test Score (AMTS), or 

equivalent cognitive assessment tool, to the new electronic medical assessment tool and provide medical staff 

with appropriate training.  
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• National Lung Cancer Audit (NLCA); to focus on MDT meeting to improve recording of performance status and 

staging.

• National Diabetes Audit (NDA): Core Audit; actions are in relation to non-submission of data to the national 

audit; the Clinical Effectiveness Team will confirm receipt of data following submission in June 2019.

• National Ophthalmology Database Audit (NOD); actions were in relation to non-submission of data. All clinicians 

were registered on to the IT system to allow them to submit their data.

The national reports reviewed during 2018/19 are not explicit to the list of National Clinical Audits and Clinical 

Outcome Review Programmes and other quality improvement projects listed on the NHS England Quality Accounts 

List 2018/19 but are, however, the reports published/reviewed during 2018/19.

The reports of 214 local clinical audits were reviewed by the provider in 2018/19 and examples of actions to be 

taken by the Trust to improve the quality of healthcare provided are as follows:

• Complex Fracture Assessment and Management Assessed In Relation to NG37 NICE Guidelines; introduction 

of a clerking proforma on PENs which will include prompts of photography, British Orthopaedic Association 

Standards for Trauma (BOAST) 4 guidelines, checklist for nerve and muscle function and a checklist for pulses 

palpated. Junior doctors to be informed to review BOAST and NICE guidance on induction.

• Management of patients with dysphagia (safe prescribing and transfer of information to primary care on 

discharge); discharge summaries to be added to the dashboard with a better designed discharge summary 

template with a mandatory field for information about ‘swallowing’. The To Take Out (TTOs) generated on the 

electronic prescribing and medicines administration (EPMA) system are to have information on the number of 

scopes of thickeners required to achieve the designed fluid consistency incorporated in to them. A re-audit is 

currently in progress.

• An audit of the management of diabetes mellitus in HIV-positive patients in a tertiary health centre; An annual 

review of HBA1C (glycated haemoglobin) to take place, an alert to be added to a database to ensure appropriate 

ARVs (antiretrovirals) to minimise renal and cardiac risk and an annual review to ensure patients are referred to 

their GP for hypertension and statins.

• NICE guidelines: Spondyloarthritis (SpA); cardiovascular risk paragraph in the standard letter amended, improved 

documentation for NSAIDS (Nonsteroidal anti-inflammatory drugs) and improved distribution of SpA leaflet.

• Audit of screening and management of latent tuberculosis infection in newly diagnosed HIV-positive adults; 

revision of local latent tuberculosis infection (LTBI) screening guidelines with a view to update, potential 

introduction of an electronic prompt for clinicians to undertake LTBI screening when appropriate.

• Polypharmacy and medicines management in frailty patients; Pharmacy to have a slot on the morning multi-

disciplinary team (MDT) meeting for frailty patients, medication review to take place to improve prescribing 

according to STOPP/START guidelines (STOPP: Screening Tool of Older People’s potentially in appropriate 

Prescriptions, START: Screening Tool to Alert doctors to Right Treatment).

Engagement in clinical audit

Each speciality area has a designated Speciality Audit Lead (SAL) who is responsible for oversight and approval of 

their audit plan at a local level, and prioritising mandatory and trust priority audit. Attendance at the Clinical Audit 

Group, a formal reporting group within the Governance Structure, is good and SALs use the opportunity to review 
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their activity, audit findings and to escalate key areas for discussion in other forums. Newly appointed SALs are 

provided with an induction package and all leads have dedicated time within their job plan.

Clinical Audit reporting is well embedded in the Governance Structure, and regularly reported at Divisional 

Subcommittees with full oversight being maintained by the Clinical and Cost Effectiveness Sub-committee, which 

reports to the Quality Governance Committee and through that to the Board.

The clinical audit and quality improvement poster competition took place in June 2018. Seventeen posters were 

entered, the winner being Improving attendance at HIV clinic – a text message reminder service and analysis of a 

demographic database to tailor interventions

The National Clinical Audits and Clinical Outcome Review Programmes and other quality improvement 

projects applicable to the Trust on the 2018/19 

Quality Account list published 15th January 2018 were:-

• Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP)

• British Thoracic Society (BTS) Adult Community Acquired Pneumonia

• BAUS Cystectomy

• BAUS Nephrectomy

• BAUS Radical Prostatectomy

• BAUS Percutaneous Nephrolothotomy (PCNL)

• BAUS Prostatectomy Audit

• National Bowel Cancer Audit (NBOCAP)

• Cardiac Rhythm Management (CRM)

• Case Mix Programme (CEM) - ICNARC

• Elective surgery (National PROMs Programme):

• Hip Replacement

• Knee Replacement

• Groin Hernia

• Endocrine and Thyroid National Audit (UKREATS)

• Falls and Fragility Fractures programme (FFAP):

• National Hip Fracture Database (NHFD)

• National Inpatient Falls

• Fractured Neck of Femur – College of Emergency Medicine (CEM)

• Head and Neck Cancer (HANA)

• Inflammatory Bowel Disease (IBD) programme: Biologics Audit

• Learning Disability Mortality Review Programme

• Major Trauma: The Trauma Audit & Research Network (TARN)

• NCEPOD Acute Pancreatitis

• NCEPOD Chronic Neurodisability study – Cerebral Palsy

• NCEPOD Heart Failure Study

• NCEPOD Perioperative diabetes

• NCEPOD Cancer in Children, Teens and Young Adults

• NCEPOD Physical and mental health care of mental health patients in acute hospitals

• NCEPOD Non-invasive ventilation

• National Audit of Breast Cancer in Older Patients (NABCOP)
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• National Audit of Dementia

• National Audit of Rheumatoid and Early Inflammatory Arthritis

• National Cardiac Arrest Audit (NCAA)

• National Chronic Obstructive Pulmonary Disease (COPD) audit

• NHSBT - National Comparative Audit of Blood Transfusion

• Audit of Red Cell & Platelet transfusion in adult haematology patient

• Audit of the management of patients at risk of Transfusion Associated Circulatory Overload

• Patient Blood Management in Scheduled Surgery

• Audit of the use of blood in Lower GI bleeding

• National Diabetes Adults :

• Footcare audit

• Inpatient audit

• Diabetes in Pregnancy

• Core audit

• National Emergency Laparotomy Audit (NELA)

• National End of Life care audit

• National Heart Failure Audit

• National Joint Registry (NJR)

• National Lung Cancer Audit (NLCA)

• National Ophthalmology Audit

• National Vascular Registry - AAA & CEA outcomes

• Non-Invasive Ventilation – Adults (BTS)

• Oesophago-gastric cancer (NAOGC)

• Pleural Procedures (BTS)

• Procedural Sedation in Adults (CEM)

• Prostate Cancer Audit

• Sentinel Stroke National Audit Programme (SSNAP)

• Serious Hazards of Transfusion (SHOT): UK National haemovigilance scheme

• Smoking Cessation

• UK Parkinson’s Audit

Patient Related Outcome Measures (PROMs)

PROMs measure health gain in patients for specific procedures in England, based on responses to questionnaires 
before and after surgery.  The following relates to hip and knee replacement surgery, including participation and 
outcome data, as at end March 2019.

Condition-specific measures 

Patients receiving hip or knee replacements are asked to complete questions that are specifically tailored to their 
condition: 

• The Oxford Hip Score (OHS) 

• The Oxford Knee Score (OKS) 
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General health measures 

All patients are also asked to complete two general measures, the EQ-5DTM Index and the EQ VAS, both before 
and after their surgery: 

EQ-5DTM Index is a five item measure that asks patients about their: 

•  ability to pursue their usual activities; 

•  current experience of anxiety and/or depression, if any; 

•  current experience of pain and discomfort, if any; 

•  mobility, and; 

•  ability to wash and dress themselves (self-care). 

EQ – Visual Analogue Scale (EQ VAS) is a single-item ‘thermometer’-style measure which asks patients to rate their general 
health at the time of completion on a linear scale from 0 to 100, with 100 representing the best possible state of health. 

Within their post-operative questionnaires, all patients are also asked: 

•  how they would describe the results of their operation (satisfaction), and; 

•  how their problems are now, compared with before the operation (success). 

Hip Replacement

Participation 2016/17 2017/18 2018/19

Hip 100% 100% 100%

Outcome 2017/18 – Primary Hip replacement

Improved Unchanged Worsened

RLBUHT England RLBUHT England RLBUHT England

EQ-5D Index 90.2% 90.0% 6.1% 5.3% 3.7% 4.8%

EQ VAS 65 65.9% 68.3% 8.5% 9.7% 25.6% 22.0%

Oxford Hip Score 97.6% 97.6% 1.2% 0.5% 1.2% 2.3%

Outcome 2016/17 – Primary Hip replacement

Improved Unchanged Worsened

RLBUHT England RLBUHT England RLBUHT England

EQ-5D Index 87.3% 89.1% 9.1% 5.5% 3.6% 5.4%

EQ VAS 65 76.4% 67.2% 5.5% 10.4% 18.2% 22.4%

Oxford Hip Score 94.2% 96.7% 0.8% 0.6% 5.0% 2.7%
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Knee Replacement

Participation 2016/17 2017/18 2018/19

Knee 100% 100% 100%

Outcome 2017/18 – Total Knee replacement

Improved Unchanged Worsened

RLBUHT England RLBUHT England RLBUHT England

EQ-5D Index 88.7% 82.6% 5.2% 8.9% 6.1% 8.4%

EQ VAS 65 58.1% 59.7% 10.5% 11.7% 31.5% 28.6%

Oxford Hip Score 95.2% 94.6% 1.6% 0.9% 3.2% 4.5%

Outcome 2016/17 – Total Knee  replacement

Improved Unchanged Worsened

RLBUHT England RLBUHT England RLBUHT England

EQ-5D Index 84.4% 81.1% 6.0% 9.8% 9.6% 9.1%

EQ VAS 65 66.2% 57.5% 11.6% 12.9% 23.2% 29.6%

Oxford Hip Score 94.2% 93.8% 1.2% 1.0% 4.6% 5.2%
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The Royal Liverpool and Broadgreen
University Hospitals NHS Trust
Prescot Street
Liverpool
L7 8XP

Tel: 0151 706 2000

www.rlbuht.nhs.uk

Please recycle this document

- www.facebook.com/royalliverpoolhospitals

- www.twitter.com/royallpoolhosps

- www.youtube.com/royallpoolhosps

- www.instagram.com/rlbuht
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EXECUTIVE SUMMARY 

      Define the issue 

The Workforce Plan is the output of the workforce planning process, and sets out projected 
establishment by staff group, aggregated from Divisional business/workforce plans.  The projections 
are used by Health Education England (HEE) to commission University places for doctors’ nurses 
etc. It is therefore critical that the processes are accurate to ensure stability of the future workforce. 
The workforce plan describes how we will ensure we have the workforce in place to deliver our 

corporate objectives 

Another key element of the strategic context is the development of the ‘One Liverpool Programme’. 
One Liverpool is a whole-system plan, setting out how partners will come together to deliver 
improved health in our city.  
 
The interim national workforce plan has been published in June 2019, with a full implementation plan 
expected after the comprehensive spending review in the Autumn. There are five emerging themes. 
 
The Trust will be monitoring the progress of the national plan and the impact at a local level.  
 
Key Findings 

The paper decribes the current workforce establishment and the plans for each professional group.   

 Medical workforce  

The 2018/2020 workforce plan assumes a steady state with this workforce. However, a number of 

services have indicated that they intend to recruit to additional posts, which have been approved by 

Design Authority. 

 

Nursing workforce  

The workforce plan assumes a steady state for this workforce in terms of overall numbers. However, 

changes in skill mix will provide movement across pay bands. This includes developments in the 

Advanced, Assistant and Nurse Associate roles. There is further detail on the challenges within the 

Emergency Department and the Acute Medical Unit.   

 Health Care Scientists, AHP, Professional & Technical & Additional Clinical Services  

LCL has developed a comprehensive workforce plan, which predicts a 5% increase in workforce 
numbers based on continuing growth, business developments and associated income.  

 
AHP’s - The 2018/2020 workforce plan is assumed to be constant going forward. AHPs are 
fundamental to providing alternatives to hospital admission, and are therefore not predicted to 
reduce, rather re-define ways of working.   
Pharmacy services are ward based in the new hospital so will be revisited. The 2018/2020 
workforce plan therefore assumes a constant workforce. However, additional increases have been 
proposed within business development plans for the service.    

 
Admin & Clerical, IT and Managers  

The 2018-2020 workforce plan assumed that there would be an overall reduction in admin and 

clerical groups in year, and further reductions over the following years. However, this was predicated 

on the transition to the new build, efficiencies to be yielded from merger and shared service models. 
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Increasing our workforce through apprenticeships, widening participation      

The Trust currently has 143 staff undertaking an apprenticeship; our target to meet the public sector 

duty is 151 

Widening Participation is about ensuring that the healthcare workforce represents the 
communities it seeks to service.  As a major employer, we should ensure we promote equality, 
diversity and enabling widening participation in relation to the development of the current and future 
healthcare workforce.   

 
MIGRATION PLANS FOR MERGER    

 
The workforce plan is currently is a stand-alone plan for the Royal, so does not include planed 
workforce changes for merger. However, this will begin to feature over 19/20 as Phase 1 of the 
transaction and integration plan is implemented. 

 
WORKFORCE IMPACT OF QEP AND IMPROVED MANAGEMENT OF PAY BILL 

The Trust has an established Programme Management Office (PMO) to drive financial improvement 
through delivery of Quality, Efficiency & Productivity (QEPs).   

 
The Trust has been successful in driving efficiencies through reduction of bank, agency and 
overtime and has met efficiency targets this year.  Further work is planned to focus on medic 
rostering and the implementation of Allocate software, further pay governance and a check and 
challenge on ‘vacancies’ in all areas.   
 
THE NEW HOSPITAL AND WORKFORCE IMPACT  

 
The Trust is progressing with arrangements to support the completion of the construction, 

commissioning and transfer of services to the new Royal Liverpool University Hospital. The 

termination of the PFI arrangement for the new hospital requires the development of in house 

project expertise to oversee the programme 

RECOMMENDATION – Trust Board are asked to: 
 

• Accept this report as assurance that workforce modelling has taken place to determine safe 
staffing together with a financial analysis to establish where further workforce efficiencies can be 
made  

• Note the NHSI/HEE submission has been returned with the above assumptions detailed in the 
paper 

• Note the actions being taken to address workforce supply now and in the future.  
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MAIN REPORT 

1. INTRODUCTION 
 

The Workforce Plan (see table below) is the output of the workforce planning process, and sets 
out projected establishment by staff group, aggregated from care group  business/workforce 
plans.  The projections are used by Health Education England (HEE) to commission University 
places for doctors’ nurses etc. It is therefore critical that the processes are accurate to ensure 
stability of the future workforce. 
 
The workforce plan describes how we will ensure we have the workforce in place to deliver our 
corporate objectives.       
 
The workforce plan reflects  the key priorities of the Trust’s Workforce Strategy to:  
 

• Retain the best staff 

• Recruit the best staff 

• Develop our people 

• Ensure value for money 
 

The 2019/20 business planning round is near completion, which will further test rationale and 
assumptions. A summary of the workforce plans developed by Care Groups for their operational 
plans and the associated workforce developments are included as appendix 1.  Further work is 
required to refine and develop the workforce planning process.   
 
The current Workforce Plan will be revisited to review the original new hospital migration plan 
and associated workforce transition plan, together with opportunities for workforce changes as 
result of the proposed merger and potential service re-design. This also includes the impact of 
any service changes as result of the ‘One Liverpool plan’ and the national workforce strategy.       
        
2. PROGRESS ON WORKFORCE PLANNING  
 
The starting point for workforce planning is developed at care group level , using clinical service 
development and financial assumptions to inform their workforce plan for the following year. All 
care groups have been asked to submit workforce plans for 19/20. The workforce numbers and 
assumptions are then used to form the operational plan, which is triangulated with finance and 
activity data.  
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Current workforce plan and progress  
 

   
  
 

The following provides a summary by staff group of the rationale/assumptions used.  
      
2a. Medical workforce  
 
The 2018/2020 workforce plan assumes a steady state with this workforce. However, a number 
of services have secured agreement to recruit to additional posts, which will require been 
approval by Design Authority, Finance and Performance Committee and Trust Board. This 
includes; 
 

• Emergency services plan to recruit 8 trust grades permanently. 

• 3 Additional consultants approved for 2019/20 

• Use of GP plus will be established to support weekend and evening rota 

• Increase in Consultant provision in Paediatric Dentistry   
 

Any further developments will be subject to initial Design Authority review and consideration by 
Finance and Performance approval.  
 
To support the reduction in F2 roles, the Trust recruited a number of Physicians Associates. The 
role has been extremely successful within the areas who have embraced this opportunity. 
However, the Trust has only 5 PA’s currently employed which does not provide the professional 
support or enable the development of this role. This will be an area of focus in 2019/20. The 
Emergency Department are exploring the possibility of the PA role with increased links into 
primary care. It is proposed that there is an identified clinical champion within the Trust to 
embed this role to provide challenge and identify potential opportunities.       
      
2b. Nursing workforce   
 
The workforce plan assumes a steady state for this workforce in terms of overall numbers. 
However, changes in skill mix will provide movement across pay bands. This includes 
developments in the Advanced, Assistant and Nurse Associate roles. A summary of current 
developments to increase the supply of trained nurses is within appendix 2. In addition, a 
number of potential opportunities are being explored to increase the pipeline this includes:-   
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• 10 HCAs with nursing qualifications from overseas are currently being supported by the 
Trust to pass their Occupational English Test (OET). 

 

• Theatres have 2 EU nurses currently employed as Band 4 being supported to do their 
OET to enable them to register with the NMC.  They also have another 1 nurse from 
India that they are supporting to pass the OET (then CBT and OSCE). 

   
Emergency Department Staffing 
 

As a result of an increase in patient numbers and periods whereby a lack of patient flow has led 
to delays in moving patients away from the emergency floor, an independent  review of nurse 
staffing was  undertaken by Dr Keith Hurst. 
 
This review included an analysis of patient acuity and dependency across a four week period, 
as well as a quality review and benchmarking of the Trusts Emergency Department and our 
Acute Medical Unit nurse staffing against 50 other best performing emergency departments in 
the country. 
The total number of recommended nursing staff for the department was determined to be higher 
than our peers, even when removing the vacancies the department are currently carrying.  
 
There was a recognised shortfall in the number of Band 5s in post, compared to the 
recommended level however a significant higher number of Band 7s and 6s compared to other 
EDs.  
 
From the audits undertaken, acuity and dependency was similar to that of other EDs although 
the quality scores were slightly lower than the national average (76% RLBUHT v 81% National 
Average) and it is suggested that this could be as a result of increased workload. 
 
However, given the move to the new build, the footprint of our existing department and 
challenged throughput; maintaining this enhanced resource ought to be considered in order to 
manage patients safely and effectively. 
 
AMU Staffing 
 
AMU skill mix was found to be comparable to the national average (67% qualified / 33% 
unqualified at the Royal versus 69% qualified / 31% qualified as the national average Staffing is 
measured for AMU is number of WTE (whole time equivalent) per bed and the national 
recommendation is 1.78 wte. 
 
AMU at the Royal currently has 1.89 wte in post per bed, however, have a budgeted 
establishment of 2.44 per bed. 
 
Compared to other AMUs across the country the utilisation of temporary staffing is higher than 
the national average and the number of vacancies against the budgeted establishment is much 
higher than other AMUs although this is influenced by an  elevated establishment compared to 
other departments. 
 
The Quality Audit, undertaken as part of this work, confirmed that Quality Scores exceeded the 
UK best practice average which deserves recognition and praise, given the challenges faced on 
a day to day basis within this busy clinical environment. 
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New Hospital Nurse Staffing     
 

The workforce numbers for the new hospital identified in February 2018 will be revisited, to 
review services requirements and developments as a result of the merger discussions. Whilst 
existing plans in relation to nurse staffing numbers are fit for purpose, changes in bed allocation 
or service delivery will impact on workforce plans.  
Current areas of challenge include Wards 4A/4B as result of the Phase 1 merger 
reconfiguration, Ward 7B, AMU and Ward 11.  There is a series of rolling adverts in place and a 
joint recruitment project for the posts within Phase 1.   
 
The Trust is currently working with NHSI on improving the retention rate, specifically within the 
nursing workforce. A comprehensive action plan is in place to improve both recruitment and 
retention.  

2c. Health Care Scientists, AHP, Professional & Technical & Additional Clinical Services   
 

LCL has developed a comprehensive workforce plan, which predicts a 5% increase in 
workforce numbers based on continuing growth which is reflected in the workforce numbers for 
LCL, business developments and associated income. The increase in staffing reflects a forward- 
thinking laboratory service, modernising new roles, introducing generic job descriptions, 
improving working practices, workforce redesign, changes to working hours and the increase in 
UKAS accreditation workload.  
 
AHP’s - The 2018/2020 workforce plan is assumed to be constant going forward. AHPs are 
fundamental to providing alternatives to hospital admission, and are therefore not predicted to 
reduce, rather re-define ways of working.  Good examples of a revised skill mix include a 
Therapy Assistant in Critical Care Rehabilitation, which supports rehabilitation when therapists 
are not available. In addition, Dietetics and Physiotherapy are developing the roles of Band 4 in 
a number of areas.    
 
Pharmacy services are ward based in the new hospital so will be revisited. The 2018/2020 
workforce plan therefore assumes a constant workforce. However, additional increases have 
been proposed within business development plans for the service.  
   
2d. Admin & Clerical, IT and Managers  
 
The 2018-2020 workforce plan assumed that there would be an overall reduction in admin and 
clerical groups in year, and further reductions over the following years. This was predicated on 
the transition to the new build, efficiencies to be yielded from merger and shared service 
models.     

The Trust has reduced this workforce from March 2018 by 25 wte reduction in establishment. It 
is important to note that the paybill has reduced by 2%, which does compensate for the 
predicted reduced reduction in overall admin and clerical numbers.           
 

3. APPRENTICESHIPS, TRAINEESHIPS AND WIDENING PARTICIPATION  
 
The Trust currently has 143 staff undertaking an apprenticeship; our target to meet the public 
sector duty is 151.  
One of the greatest barriers to increasing the number of staff undertaking apprenticeships is 
backfill.  As part of an apprenticeship, staff are required to undertake 20% of their learning away 
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from their general work duties.  Whilst the apprenticeship levy can be used to fund the 
qualification, it cannot be used to fund backfill.   
 
The OD & Learning Team continue to work with managers exploring future opportunities to 
maximise the use of the levy to support workforce development. 
 
Widening Participation is about ensuring that the healthcare workforce represents the 
communities it seeks to service.  As a major employer, we should ensure we promote equality, 
diversity and enabling widening participation in relation to the development of the current and 
future healthcare workforce.   
 
As a large employer, we play a key part in bringing about health, social and economic benefits 
in the local community.   
 
Over the past 12 months, the OD & Learning have been involved in the a number of events to 
widen participation including careers fairs, health sector skills shows. 
 

4. MIGRATION PLANS FOR MERGER    
 

The workforce plan is currently is a stand-alone plan for the Royal, so does not include planned 
workforce changes for merger. However, this will begin to feature over 19/20 as Phase 1 of the 
transaction and integration plan is implemented. 
 
5. WORKFORCE IMPACT OF QEP AND IMPROVED MANAGEMENT OF PAY BILL 
 
The Trust has an established Programme Management Office (PMO) to drive financial 
improvement through delivery of Quality, Efficiency & Productivity (QEPs).   

 

18/19 
£8.26million achieved in year, of which £3.76million was recurrent workforce QEPs, With an 
ongoing review to attempt to convert some of the non- recurrent schemes to recurrent around 
workforce, the current scope is circa £2.8million in this review. 
 
19/20 
The target is £3.66million for pay efficiencies, with 1.2million to be achieved through vacancy 
lag due to staff turnover and recruitment times. £700k A&C staff for digital dictation, £250k for 
the AHP review and the remaining £1.5mil through peri-operative and further benchmarking 
through Model hospital and GIRFT reviews. 
 
The Trust has been successful in driving efficiencies through reduction of bank, agency and 
overtime and has met efficiency targets this year.  Further work is planned to focus on medic 
rostering and the implementation of Allocate software, further pay governance and a check and 
challenge on ‘vacancies’ in all areas.   
 
6. THE NEW HOSPITAL AND WORKFORCE IMPACT  
 
The Trust is progressing with arrangements to support the completion of the construction, 
commissioning and transfer of services to the new Royal Liverpool University Hospital.. The 
Trust will be during 2019/20 reviewing and enhancing its arrangements regarding the project. 
This will require the deployment of additional programme management and project 
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management capacity capability both through employed staff and the deployment of specialist 
advisors and contractors. The funding of the roles will be via the Trust capital programme.  
 
7. KEY ISSUES AND RISKS 
 
The current climate is extremely challenging both locally and nationally, with shortages in 
nursing and other professional groups. The risks associated to the current workforce challenges 
have been entered onto the risk register both at service and Trust level. The delivery of 
workforce plan is rated at 16 due to the significant challenges.   
 
The current plan does not include the increased numbers to support the transition to the new 
royal as this work will be revisited. This will need to be determined and agreement reached on 
when this should be reviewed with the operational and nursing teams.  
 
The current plan is a standalone plan for the Trust and does not include the workforce 
projections for merger.  
 
The current workforce plan will be subject to a six-month review in accordance with NHSI 
requirements.  It is also important to note that an interim national workforce plan is expected 
imminently with a final plan to be place after the comprehensive spending review. 
 
8. IMPACT ON STRATEGIC OBJECTIVES & RECOMMENDATIONS 
 
The workforce plan is an integral part of the transformation programme and closely aligned to 
the quality, efficiency and productivity and the business planning cycle. The plan has been 
developed to ensure the Trust has a skilled, affordable and flexible workforce, without 
compromising quality. The plan supports the corporates objectives, specifically: 
 
To make Liverpool the best place to work, train and live for healthcare professionals  

  .    
RECOMMENDATION – The Trust Board is asked to :  
 

• Accept this report as assurance that workforce modelling has taken place to determine safe 
staffing together with a financial analysis to establish where further workforce efficiencies can 
be made  

• Note the NHSI/HEE submission has been returned with the above assumptions detailed in the 
paper which in summary are planned growth, changes in skill, development in new roles and 
reduction in the admin and clerical workforce  

• Note the actions being taken to address workforce supply now and in the future  
• Approve the workforce plan. 
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EXECUTIVE SUMMARY 

1. Define the issue 

 
Since May 2014, the Trust has been mandated to provide monthly safe staffing reports. These 
reports must fulfill the requirements of the National Quality Board (NQB) recommendations for 
publishing safe staffing figures which were last set out in July 2016.  

 
The purpose of this paper is to provide the board with assurance regarding staffing levels and fill 
rates in the month of April 2019 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. The results of the February 2019 Acuity 
study is included as an appendix to this report.   
 
 

2. Key Findings 
 
For April 2019, of the 42 areas reviewed [the remit is for every inpatient designated ward to be 
included] there were 14 areas who had less than 80% fill rates identified across at least one shift 
[Day or Night], which is a slight decrease from the previous month when we reported 16. We 
continue to include ICRAS which opened the beginning of December. 

 
 
3. Solutions / Actions 

 
Recruitment and Retention plans continue as well as Daily Huddles to determine any gaps within 
clinical areas which may impact on quality and patient safety. 

 
 

4. Recommendations 
 
 The Trust Board is asked to note the report for information and assurance.   
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Staffing Overview

Sickness absence target = 4.2

Registered 

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 

(%)

1260 1258 1260 1354.75 99.8% 107.5% 1035 759 690 1102.5 73.3% 159.8% 3.6 3.3 3.1 4.1 6.7 7.4 0 0 0 5.79% 6.06% 5.50% 0 1

1334 1257 1102 1256.5 94.2% 114.0% 1000.5 885.5 667 988.5 88.5% 148.2% 3.1 3.0 2.4 3.1 5.5 6.1 3 3 2 11.63% 9.38% 16.99% 1 0

915 794.5 915 1060.5 86.8% 115.9% 690 690 345 632.5 100.0% 183.3% 4.1 3.8 3.2 4.4 7.3 8.2 0 0 0 0.41% 0.00% 1.02% 0 1.5

1035 964.9 1035 1088.5 93.2% 105.2% 690 690 690 690 100.0% 100.0% 3.0 2.9 3.0 3.1 6.1 6.0 0 0 0 5.80% 0.89% 13.72% 0 1

1260 1219 915 1127.5 96.7% 123.2% 1035 667 690 1000.5 64.4% 145.0% 3.3 2.7 2.3 3.1 5.7 5.8 0 0 0 24.51% 19.36% 28.89% 1 1

2070 1751 1380 1840.5 84.6% 133.4% 1380 1173 1035 1589.5 85.0% 153.6% 3.8 3.2 2.7 3.8 6.5 7.1 2 2 0 7.38% 3.11% 11.65% 2 1

1035 958 1035 991.5 92.6% 95.8% 690 690 1035 1035 100.0% 100.0% 4.8 4.6 5.8 5.7 10.5 10.3 0 0 0 0.50% 0.00% 1.36% 0 1

2070 1829 1380 1191 88.4% 86.3% 1380 1368.5 690 713 99.2% 103.3% 4.6 4.3 2.8 2.6 7.4 6.8 0 0 0 1.94% 0.00% 5.22% 2 1

1725 1626.5 1725 1683.5 94.3% 97.6% 1035 1046.5 690 1127 101.1% 163.3% 3.2 3.1 2.8 3.3 5.9 6.4 2 2 2 8.36% 5.17% 13.76% 0 0

2070 1878 1035 972.5 90.7% 94.0% 1380 1311 690 747.5 95.0% 108.3% 4.6 4.3 2.3 2.3 6.9 6.6 0 0 0 8.52% 1.74% 23.56% 0 0

1380 1403.5 1218 1439 101.7% 118.1% 1035 701.5 690 1096.5 67.8% 158.9% 3.4 2.9 2.7 3.5 6.0 6.4 1 1 0 0.97% 0.96% 0.98% 0 0

1260 1243.75 915 1385.5 98.7% 151.4% 1035 690 690 943 66.7% 136.7% 4.0 3.4 2.8 4.1 6.8 7.5 0 0 0 4.92% 1.85% 8.25% 0.5 1

1380 1151.5 885 882.5 83.4% 99.7% 690 690 690 746 100.0% 108.1% 3.3 2.9 2.5 2.6 5.8 5.5 0 0 0 0.59% 0.21% 1.26% 0 1.5

2070 2033.5 1035 1229 98.2% 118.7% 1725 1414.5 690 1334 82.0% 193.3% 4.5 4.1 2.1 3.1 6.6 7.2 6 6 3 8.36% 5.17% 13.81% 1.5 1

1380 1331.5 915 1463 96.5% 159.9% 1035 736 690 1373.5 71.1% 199.1% 3.5 3.0 2.3 4.1 5.8 7.1 7 7 1 2.63% 0.00% 6.07% 1.5 1

1380 1209 1260 1471.6 87.6% 116.8% 1035 931.5 690 1257.5 90.0% 182.2% 2.6 2.3 2.1 2.9 4.7 5.3 2 2 5 17.66% 15.92% 20.94% 0 1

1260 1341 1035 1231 106.4% 118.9% 1035 690 690 1345.5 66.7% 195.0% 3.1 2.7 2.3 3.4 5.4 6.1 1 1 2 8.08% 0.00% 15.45% 1.5 1.5

1260 997.5 1380 1624 79.2% 117.7% 690 690 1035 1234 100.0% 119.2% 2.7 2.3 3.4 4.0 6.1 6.3 0 0 0 1 0.5

1725 1696.5 1035 1152 98.3% 111.3% 1380 1242 690 1046.5 90.0% 151.7% 4.1 4.0 2.3 3.0 6.4 6.9 1 1 1 4.08% 1.64% 10.90% 1 2

4050 3862.5 900 900 95.4% 100.0% 2835 2677.5 630 588 94.4% 93.3% 16.4 18.4 3.6 4.2 20.0 22.6 0 0 2 8.59% 8.10% 13.04% 0 0

2362.5 2280.5 1380 1587.5 96.5% 115.0% 1725 1497 1035 1516.5 86.8% 146.5% 3.8 3.5 2.2 2.9 6.0 6.4 1 1 0 7.36% 3.51% 15.57% 0.5 2

1380 1727.5 915 1017 125.2% 111.1% 1035 1000.5 690 916.5 96.7% 132.8% 3.2 3.6 2.1 2.6 5.4 6.2 0 0 0 0.00% 0.00% 0.00% 0 1

1260 1134 345 353 90.0% 102.3% 690 690 0 0 100.0% #DIV/0! 4.6 5.4 0.8 1.1 5.5 6.5 0 0 0 11.03% 13.58% 0.00% 1 0

1035 781 690 403.5 75.5% 58.5% 690 690 345 345 100.0% 100.0% 11.5 11.5 6.9 5.8 18.4 17.3 0 0 0 11.60% 14.18% 0.00% 0 0

1485 1202 1260 1677.65 80.9% 133.1% 1035 690 690 1498 66.7% 217.1% 3.7 2.7 2.8 4.6 6.5 7.3 0 0 0 3.60% 6.18% 0.53% 2.5 0

1278 1182 552 608 92.5% 110.1% 690 690 345 345 100.0% 100.0% 4.1 3.6 1.9 1.9 6.0 5.5 6 6 0 13.16% 20.00% 0.00% 0 1

9000 7630.5 900 765 84.8% 85.0% 6930 5964 630 483 86.1% 76.7% 27.9 28.3 2.7 2.6 30.6 30.9 0 0 2 2.93% 3.90% 0.95% 0 2

1695 1405.5 450 390 82.9% 86.7% 945 945 0 0 100.0% #DIV/0! 22.0 21.6 3.8 3.6 25.8 25.1 0 0 0 1.60% 1.69% 0.95% 0 0

1035 974.5 690 368 94.2% 53.3% 690 690 345 345 100.0% 100.0% 3.8 4.0 2.3 1.7 6.1 5.7 1 1 0 10.11% 8.04% 15.15% 0 1

3776 3185 1725 1733 84.3% 100.5% 2760 2609 1380 1523.5 94.5% 110.4% 7.0 6.6 3.3 3.7 10.4 10.4 1 1 0 3.04% 2.98% 4.65% 0 1

7650 6337.5 3600 3252.5 82.8% 90.3% 4800 4504.5 2400 2269.7 93.8% 94.6% na na na na na na 4 4 3 5.82% 7.37% 4.87% 0 1.5

2415 2272 690 667 94.1% 96.7% 1725 1725 690 690 100.0% 100.0% 8.1 7.8 2.7 2.7 10.8 10.5 0 0 0 7.39% 6.79% 10.87% 0 1

1062.5 1064 1035 998.5 100.1% 96.5% 690 690 345 368 100.0% 106.7% 3.9 4.4 3.1 3.4 7.0 7.8 0 0 1
4.45% 0.24% 1.46%

0 0

733.24 700.6 261.85 254.15 95.5% 97.1% 111.75 111.75 111.75 111.75 100.0% 100.0% 3.5 9.0 1.6 4.1 5.1 13.1 0 0 0
9.26% 11.63% 0.00%

0 0

1126 730.5 728.5 487.5 64.9% 66.9% 552 529 276 161 95.8% 58.3% 2.8 6.1 1.7 3.1 4.5 9.2 0 0 0
4.05% 1.20% 9.39%

0 0

1380 1251.5 1035 776.5 90.7% 75.0% 1035 736 345 266.5 71.1% 77.2% 3.0 4.2 1.7 2.2 4.7 6.4 0 0 0
14.53% 10.53% 20.73%

1 1

1260 1357.5 1260 1259 107.7% 99.9% 690 690 690 805 100.0% 116.7% 3.1 3.6 3.1 3.7 6.2 7.3 0 0 0
4.91% 0.95% 8.03%

0 1

RLU 

Theatres/

Recovery 8712 8850.75 3020.5 2566.75 101.6% 85.0% 1320 1331 330 319 100.8% 96.7% na na na na na na 0 0 0

5.76% 

(Average of 

Al l )

5.76% 

(Average of 

Al l )

5.76% 

(Average of 

Al l )

BGH 

Theatres/

Recovery 4955 5290.75 1456 1759.5 106.8% 120.8% 460 402.5 0 0 87.5% #DIV/0! na na na na na na 0 0 0

3.51% 

(Average of 

Al l )

3.51% 

(Average of 

Al l )

3.51% 

(Average of 

Al l )

Ward 9 

BGH 1035 1000 1380 1011.5 96.6% 73.3% 1035 690 690 812.5 66.7% 117.8% 2.9 3.9 2.9 4.2 5.8 8.2 0 0 0

12.23% 10.53% 15.04%

0 0

Ward 11 

BGH 915 875.5 1035 886 95.7% 85.6% 690 690 805 678.5 100.0% 84.3% 3.3 3.8 3.8 3.8 7.2 7.6 1 1 0 10.31%

0.00% 15.67%

0 1

Fra i l ty 

Unit 1035 994.5 1035 1108 96.1% 107.1% 690 690 1035 1102.95 100.0% 106.6% 4.1 4.0 4.9 5.3 9.0 9.3 2 2 0 8.84%

2.98% 11.95%

0 1

41 41 24 6.97% 5.48% 8.66% 0.4 0.8

Day Night Night

Regis tered 

midwives/nurses
Care Staff

Regis tered 

midwives/nurses
Care Staff

Day

Ward Quality 

Dashboard 

March 2019

Ward Quality 

Dashboard 

April 2019

Red Flag 

raised

Red Flag 

responded

Sickness and 

Absence

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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RN Nurse/HCA Fill rates

Indicator Trend Comment

Fill rates are a 
measure of workforce 
deployment .

Ward Managers can 
compare workforce 
deployment over 
time with similar 
wards in the trust as 
part of a review of 
staff deployment and 
overall productivity. 
This measure should 
be used alongside 
clinical quality and 
safety outcome 
measures to reduce 
unwarranted 
variation and support 
delivery of high 
quality, efficient

patient care . 

Of the 42 areas reviewed [the remit is for 
every inpatient designated ward to be 
included] there were 14 areas who had 
less than 80% fill rates identified across at 
least one shift [Day or Night], which is a 
slight decrease from the previous month 
when we reported 16. We continue to 
include ICRAS which opened the beginning 
of December. 

Regular  audits  will commence in June  to 
provide assurance that hours are captured 
appropriately using the eRoster system to 
ensure consistency between processes. 

Workshops  have also been arranged to 
highlight best practice in recording hours 
effectively and the team are exploring the 
functionality of  e-roster to become the 
sole source of data capture for our Unify 
returns as opposed to relying on manual 
processes. 

As part of Nursing Financial Scrutiny 
meetings, staffing information is reviewed 
in line with the roster information held by 
the central team.
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CHPPD

Indicator Trend Comment

Care Hours Per 
Patient Day (CHPPD)
is calculated by 
adding the sum of 
hours of RN’s and 
HCA’s in a 24 hour 
period and dividing 
the total by the 
number of patients at 
midnight. CHPPD is 
reported as a total 
and split by registered 
nurses and HCAs to 
provide a complete 
picture of care and 
skill mix. CHPPD data 
is uploaded onto the 
national Unify 
database.
CHPPD excludes ED, 
Theatres and Critical 
Care

Actual CHPPD for April was  9.0, which 
is the same reported position as March
(9.0).  For the past 3 months there has 
been greater consistency in CHPPD 
data.  The split is RN  5.6 and HCA 3.4
hours of care per patient day. 

This is an indicative figure of “care” 
hours given to patients, so if the total 
was 24, that indicates every patient 
received 1:1 nursing, so in April this 
indicates that patients received, on 
average 1:3 nursing care.  Though these 
figures give a more granular detail of 
nursing staff available for the number
of patients within the ward / 
department, they cannot be taken in 
isolation. 

Measures and strategies are taken to 
ensure safe staffing is maintained, for 
example, closing beds or moving staff 
from one ward to another and 
professional judgement is always 
considered in relation to maintaining 
patient safety.
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Red Flags

Indicator Trend Comment

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 
within that clinical 
area.
This process was 
quickly adopted by 
the Trust in order to 
further enhance ways 
in which staff could 
escalate staffing 
concerns and policy 
was developed along 
with a range of 
materials to remind 
staff as to when they 
ought to raise a red 
flag.  

For the month of April, 41 red flag incidents
were raised, an increase from the previous
month when we reported 34. Out of the 41
calls, 100% were in relation to any situation
where, based on professional judgement, 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
• unfilled close observation requests (new

clinical presentation)
• patient acuity

Work continues to promote the red flag
process with this being an item of discussion at
Ward Manager Time Out and Matron Away
day sessions.

The daily/twice daily huddles continue with
the duty managers leading on staffing outside
of office hours.

Recruitment drives for the registered nurse
pool continue, to enable quick response to
unplanned staffing gaps.
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Datix - Staffing

Indicator Trend Comment

Datix is the system 
the Trust uses to  
capture incidents. By 
reporting an incident 
you are creating an 
official ‘record of the 
event’, and the details 
can be recalled and 
referred to in the 
future to support 
learning. 
Analysing incidents
enables us to learn 
from events and 
supports developing 
and improving 
services. This also 
allows for the 
identification of any 
training needs and 
staff are encouraged 
to report incidents at 
their earliest
opportunity, ideally 
within 24 hours. 

There were a total of 24 datix incidents 
reported in relation to staffing, which is 
a slight increase from March (23).  
Some were in relation to the red flag 
being raised, others included;

• movement of staff to cover other 
clinical areas
•Shortfall in planned staffing levels due 
to vacancies and / or short term 
sickness

The matrons retrospectively complete 
a daily overview of the huddle, looking 
at any incidents reported to establish if 
staffing numbers had an impact on 
patient safety.  Any potential impact is 
investigated and issues are raised to 
the senior nursing team. 

Staffing is a key consideration in any 
formal root cause analysis, or rapid 
assessment tool is integral to the 
clinical outcome.  Outcomes from these 
are shared at the weekly patient safety 
meeting, escalating as required to the 
patient safety committee.

41

28 28 28
34

26
30

53

34

21 23 24

0

10

20

30

40

50

60

Datix Incidents - Staffing

2 2

3

1

5

2

1

2 2

3

1

0

1

2

3

4

5

6

3A 2Y 6X 6Y 7A 7B 8A 8HDU ITU ED BGH5

Datix Incidents - Staffing

S
af

e 
S

ta
ffi

ng
 R

ep
or

t

Page 186 of 269



Nursing Sickness

Indicator Trend Comment

Days lost due to 
sickness levels for 
wards are  collated 
centrally for all ward 
areas.  They are 
monitored and have a 
direct impact on safe 
staffing levels and 
financial spend when 
providing back fill to 
cover absences.

The Trust target is 
4.2%

Sickness levels have remained unchanged
in April. There are 14 wards that achieved
the Trust target of 4.2% which is consistent
with both Feb (15) and March (14)

All other wards were over the target
threshold with 10 wards over 10% sickness
days lost which is an increase from March
(5).

For the fifth month in a row 4a and 7a
have both scored in the top highest % for
days lost due to sickness. 9HDU did have
the highest % for 2 months (Feb 21.26%
and March 25.03%) however have
improved to 11.60%. Given the specialist
nature of the unit and establishment of 11
WTE RN’s, their numbers are susceptible to
easily fluctuate. 5y who have previously
scored high have improved again from
8.66% to 6.13% to 4.13%.

A positive example of sickness
management can be seen on AMU and
ITU, who despite high acuity of patients
and pressured environment, have
managed their sickness levels well and
within Trust target at 2.93% and 3.04%
respectively.
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Nursing Vacancies

Indicator Trend Comment

Nursing vacancies are 
tracked regularly with 
a routine focus on 
Band 2 HCA and Band 
5 Registered Nurse 
roles.

Colleagues within Roster, Finance and Workforce
have been working on triangulating data held on
vacancies. They now produce a monthly update
which highlights vacancies by clinical area.

For the previous four months, AMU have
reported the highest number of combined
vacancies for B2 and B5 nurses.

Ward 1 in BG is now on the top 10 vacancy list.
Feedback from the ward shows this is also due to
relocation of services post phase 1
reconfiguration when the urology in-patient
pathways move to the RLH site. The staff here
have moved to posts remaining on the BG site
through “itchy feet” conversations. This does
mean we are keeping the staff within the Trust

A&E have 4 recently recruited RN’s who are
progressing through the pre-ceptorship
programme . They still hold the highest number
of vacant RN posts, however nurses are in the
pipeline with start dates agreed for the coming
months .

4a and 4b (T+O) are still carrying a high number
of vacancies, as they have for several months.
The impending phase 1 merger with Aintree has
impacted on the retention and vacancy levels,
with staff stating the uncertainty of their future
place of work being an issue..

Formal consultation is due to commence mid
June, with support from the Care Group, HR and
Staffside and will run for 30 days.
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Therapies Vacancies

• 8 team members are on  long term sick, although all are being managed in line with policy
• Bank staff  availability is minimal within these professional groups 
• Recruitment  to Band 6 Physiotherapist posts, using AFC  Annex 21* has been successful
(this is a training pay scale, where  the candidate is appointed at the band and receives % of the pay whilst following specific
training plan, proceeding to full pay when training complete)

Physiotherapy

Speech and Language Therapy

Occupational Therapy

Dietetics

Podiatry Therapy Assistants

Estab

wte

wte 

Vacs

wte Mat

Leave

wte LT 

Sick

Recruit Vacancy 

Rate

Total 148.73 6.9 3.23 0.79 Start

dates tbc
4.6%

Estab

wte

wte 

Vacs

wte Mat 

Leave

wte LT 

Sick

Recruit Vacancy 

Rate

Total 63.18 1.96 2.8 2.0 Recruiti

ng
3.1%

Estab

wte

wte 

Vacs

wte Mat

Leave

wte LT 

sick

Recruit Vacancy 

Rate

Total 16.08 2.0 2.4 0.8 A/w start 

dates
12.46%

Estab

wte

wte 

Vacs

wte Mat 

Leave

wte LT 

sick

Recruit Vacancy

Rate

Total 32.87 2.0 2.6 start 

dates

6%

Estab

wte

wte 

Vacs

wte Mat

Leave

wte LT 

sick

Recruit Vacancy 

Rate

Total 5.0 0%

Admin and Clerical

Estab

wte

wte 

Vacs

wte Mat 

Leave

wte LT 

sick

Recruit Vacancy

Rate

Total 54.1 3.0 1.0 3.0 yes 5.5 %

Estab

wte

wte 

Vacs

wte Mat 

Leave

wte LT 

sick

Recruit Vacancy

Rate

Total 30.38 0.43 0%
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Community Services 

•     Minimal number of vacancies to recruit into
• TB 0.65 FTE band 3  holding position as reviewing service delivery 
• CRT 1 FTE band 6 shortlisting3rd May 

HIV

Heart Failure

TB

Respiratory

Estab

wte

wte 

Vacs

wte Mat

Leave

wte LT 

Sick

Recruit Vacancy 

Rate

Total 3.6

Estab

Wte

wte 

Vacs

Wte Mat 

Leave

Wte LT 

Sick

Recruit Vacancy 

Rate

Total 6.6 0.65 1

Estab

wte

Wte 

Vacs

Wte Mat

Leave

Wte LT 

sick

Recruit Vacancy 

Rate

Total 4.6

Estab

wte

Wte 

Vacs

Wte Mat 

Leave

Wte LT 

sick

Recruit Vacancy

Rate

Total 18.4 1 Yes
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Financial Impact

As the requirement for allocation of nursing hours to close observation shifts continues to be the greatest pressure
on additional spend, a focus remains on this area. The Trust policy has been discussed at ward manager time out
and matron away days, with a full re-launch planned for July. Support will be given to ward staff in completing
both the risk assessment tool and request form to inform clinically led decision making in supporting requests for
additional resource.

The table below shows the final year end position for 18/19 which was £4.2m against and an internal target of
£5m and an NHSI ceiling of £8m (this figure is all agency spend across the Trust).

The initial plan of Staff engagement events has been completed and themes and outputs shared at the Trust
retention meeting and with matrons. As this was a successful approach, a further round of events are planned for
July, with outputs again to be shared and lessons learnt.
The “itchy feet” option that has been given to staff wishing to stay within the Trust and work on another area has
been successful and the team are now considering whether this option can be offered to other bands of nurses
(currently only open to band 5’s)
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Leadership

Development of our staff, including ward managers and team leaders is integral
to ensuring we have empowered staff to deliver patient care. The current RLB
leadership programme (which was aimed at matrons and general managers) is
nearing completion and the Trust have planned a second programme with ward
managers as the target audience. This will support the current programme of
away days and give time and opportunity to share best practise and encourage
peer discussion and challenge. There is also the opportunity for a second cohort
of staff to commence the MSc in Leadership working with LJMU.

The senior team continue to give individualised support to areas to create a
positive workplace and work with the team to improve key performance
indicators. Visits within the senior management meeting are planned from Q2 to
further develop engagement and visibility at ward and department level.
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Exception Reporting

There were no clinical areas to report on for April where staffing fell beneath 80% whilst the Quality Score was 
2.5 or more.

Ward 4A 
The ward reports sickness level of 24.5%. This is being proactively managed via the Trust policy with all staff having
meetings with the ward manager and matron and plans made for return to workplace as soon as fit. Staff are
participating in these meetings and figures for May do show an improved position.
This ward also has high vacancy rates. Exit interviews inform us this is mainly due to the impending re-location of
trauma activity to AUH site and therefore the displacing of posts. Staff are choosing to move to jobs on the RLH
site, with reasons as location and the prospect of the move to the new build hospital given. As some of these
leavers are moving to the Trust Pool, they are still currently working their hours on 4A to give continuity of care.
9HDU
The establishment for this area is calculated at Level 2 care. The majority of data captured in the last acuity study
shows only 5 Level 2 patients within the month, with the remaining 86 being Level 1. This information is being
used to review the establishment within this areas as it would appear inflated for the cohort of patients audited.
Staff are currently re-deployed to assist other areas as necessary but the staffing reviews planned for the month of
June will re-visit acuity and dependency in the area and ensure establishments meet national recommendations.
Ward 7A
The ward reports a sickness rate of 17.66%.  Additional matron support has been allocated to the area for the past 
9 months  to facilitate management of ward KPI’s ,including sickness .  With this provision and the support of HR  
all staff have now been managed through the sickness policy, with outcomes  and action plans in place.   
Ward 2
This ward reports reduced HCA fill rate on night duty.  Elective activity on this ward is currently reduced, therefore 
staffing numbers are reviewed on a shift by shift basis with numbers  appropriately changing.  This ward has been  
central to the Phase 1 merger work stream and establishment numbers  have already been reviewed and will come 
into place  post merger.
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April Highlights

Achievements

For the fourth consecutive month there was an increase in % Fill rate for RN Night
Greater consistency with CHPPD Planned levels
9x have remained low on days lost due to sickness % 
ITU and AMU have managed their sickness levels well with 2.93% and 3.04% 
respectively, which is commendable given the, acuity of patients, pressured 
environment and  high level of WTE’s vacancies in AMU
Consistent sickness % of wards achieved Trust target Feb (15) and March (14), April (13)

Challenges

High % of sickness throughout the Trust and slight increase from March
Wards who reported under 80% fill rate continues to reduce from 19 in December, to 14 
in  April , however, work is on-going to understand the causes and focus on 
improvements
Similar themes for Red Flags being raised (unfilled close observation requests and 
increased patient acuity)
26 out of 40 areas submitted to Unify failed to achieve Trust sickness target 
Total vacancy WTE still high across wards areas
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Annual Summary RN Nurse/HCA Fill rates

Indicator Trend Comment

Fill rates are a 
measure of workforce 
deployment .

Ward Managers can 
compare workforce 
deployment over 
time with similar 
wards in the trust as 
part of a review of 
staff deployment and 
overall productivity. 
This measure should 
be used alongside 
clinical quality and 
safety outcome 
measures to reduce 
unwarranted 
variation and support 
delivery of high 
quality, efficient

patient care . 

During the financial year 18/19  the 
planned hours across areas submitted to 
Unify for RN days was 848,115 hours and 
for nights was 560,583 hours.  The actual 
hours worked for days and nights were 
774,877and 505,8,96 respectively giving fill 
rates of 91.36% and 90.24%.  

The number of hours planned for HCA days 
was 495,700 and actual hours worked was 
514,170  giving 103.73% fill rate.  For HCA 
hours during the night the planned hours 
were 287,048 compared to the actual 
hours worked of 371,126. which gives a fill 
rate of 129.29%.

The Trust is participating in the NHSi
recruitment and retention programme, 
with work streams looking  at many areas, 
including  exit interviews which will help 
understand the issues and concerns to 
then inform the retention action plan.  

This picture is replicated nationally and the 
Trust are part of the Cheshire and 
Merseyside workforce programme which is 
giving regional direction and communicate 
an agreed plan of action.   
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Introduction/Background 

1. High patient acuity and dependency linked to low staffing levels can have a profound impact 

on the quality of patient care, as demonstrated through enquiries into failures at Mid-

Staffordshire NHS Foundation Trust and the recent Keogh Reviews. Following a recent CQC 

inspection, up-to-date information on patient acuity and dependency has been collated, and 

will now form part of the annual review procedure for ward nursing establishments at the 

Royal.   

 

2. Using the Association of UK University Hospitals (AUKUH) ‘Safer Nursing Care Tool’ 

(SNCT), the Trust measures the acuity and dependency of all inpatients over a four week 

period, twice each year, during a winter and summer period.  During each study the data is 

collected Monday-Friday to allow for the capture of data during periods of increased surgical 

activity.  

 
3. The Ward Manager (or deputy) of each ward scores the acuity of the patients under their 

care and all returned data is assessed for accuracy by the Quality Matron. This ensures 

stringent quality control prior to submission into the SNCT database.   

 

4. The SNCT contains defined classifications of levels of care, and measures the acuity and 

dependency of those patients whose needs are met through normal ward care (Level 0), 

through to those patients who require advanced respiratory support and therapeutic support 

of multiple vital organs (Level 3).  Basic definitions of levels of care are outlined in Table 1.   

Table 1 - Basic Definitions of Levels of Care 

Level of Care Definition  

Level 0  Patient requires hospitalisation but needs are met through normal ward care. 

Level 1a Appropriately managed on inpatient wards but requires more than baseline 

resources.  These patients may be acutely ill requiring intervention, or may be 

unstable with a greater potential to deteriorate, triggering on the NEWS. 

Severe infection or sepsis. 

 

Level 1b Appropriately managed on inpatient wards but require more than baseline 

resources.  These patients are in a stable condition but have an increased 

dependence on nursing support. Complex dressings or VAC. Spinal cord injury 

or instability. Patients on End of Life Care guidelines. Confused patients 

requiring constant supervision or DOLS. Complex discharge 

 
Appendix A -Trust wide Acuity Study February 2019 - Report and 

Analysis 
 

 
The primary purpose of this paper is to ensure safe patient care and excellent patient 
experience through appropriate and on-going measurement of patient acuity and dependency  
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Level 2  

 
 
 
 
 

Patients who are unstable and at risk of deteriorating and who should not be 

cared for in areas currently resourced as general wards. These patients may 

be managed within clearly identified, designated Level 2 beds, resourced with 

the required staffing level OR may require transfer to a High Dependency Unit. 

CPAP or BiPAP, continuous 50% oxygen. Drug infusions requiring intensive 

monitoring e.g. gtn, amiodarone. 

 

Level 3 Patients needing advanced respiratory support and therapeutic support of 

multiple organs. These patients should be managed within the ITU setting. 

 

5. A key principle of the Trust’s framework for assessing nurse staffing requirements is the 

triangulation of SNCT data with ward/department activity and nurse sensitive quality 

indicators. This then creates an acuity and dependency diagnostic for each 

ward/department.  A key to the ward/department diagnostics can be found in Appendix 1.  

 

6. This paper provides the results and analysis of the tenth RLBUHT Patient Acuity Study 

which was completed during February 2019. A total of 43 wards/areas where included in the 

audit which is consistent with the last audit. Included in this month’s audit was ICRAS and a 

decision has been made, moving forwards,  not to include the day case unit at Broadgreen 

as the tool is specifically for areas that have 24 hour admissions.  

Key Issues - Macro Analysis of Patient Acuity 

7. An overarching Trust wide comparison of patient acuity/dependency is outlined in Table 2.  

Table 2 - Comparison of Patient Acuity Study Results – July 2018 and Feb 2019 

 

Parameter 
July 2018 

 
Feb 2019 

 Increase/Decrease 

Total Number of Assessments Completed 14,187 14,760 +573 

Number of Level 0 Assessments 5918 41.7% 6053 41.0% -0.7% 

Number of Level 1a Assessments 2216 15.6% 3015 20.4% +4.8% 

Number of Level 1b Assessments 5739 40.5% 5383 36.5% +4.0% 

Number of Level 2 Assessments 308 2.16% 303 2.06% -0.1% 

Number of Level 3 Assessments 6 0.04% 6 0.04%  = 

 

8. There has been a slight increase in assessments completed during the February 2019 audit. 

There has been a service review within the Broadgreen wards; BG1 and BG2 have changed 

their bed base and specialties around, which will account some of the increase. Ward 7a has 

had an extra 6 bed open throughout the February audit.  

 

9. There continues to be a high number of Level 1b patients within the Trust.  In the main, this 

is due to the number of elderly, frail and ‘nursing dependent’ patients admitted to our wards, 

and ongoing issues relating to the safe discharge of vulnerable patients or complex 

discharges.  There continues to be a high level of patients that were on a DOLS or high risk 

of falls hence needing 1-1 nursing care.  

 
10. There has been a slight increase in level 1a patients during this audit period. Predominantly 

this increase has been on the wards that have enhanced care units, where there is the 
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potential for patients to trigger on the E-news, and/or patients may require higher oxygen 

therapy which is to be expected in the surgical setting or respiratory enhanced care unit. 

 
11. There continues to be low numbers for level 2 and 3 patients within the bed base. 

 

Key Issues - Macro Analysis of Funded, Average and Recommended Establishments 

12. The SNCT allows for measurement and comparison between funded Whole Time Equivalent 

(WTE) and the average WTE on duty for each ward during the study period (based on the 

average acuity), and the recommended WTE Table 3 (this is based on fluctuations of patient 

acuity and setting establishments at this figure ensues that wards will cope with variations in 

acuity and dependency on a day to day basis). 

 

13. As discussed previously there has been a review of the services on BG1 and BG2, we have 

not included BGDCU in this audit (and moving forwards) and ICRAS is included, and even 

though this ward has a set daily nursing figure they don’t have an overall funded 

establishment figure to include within the data.  

 

14. During the February 2019 study, there was a deficit between the total funded nursing 

establishment and the average WTE during the study period. Individual care groups will 

need to investigate the reasons for this; but likely causes include staff absence due to both 

long and short term sickness and nurse vacancy posts. Sickness levels were high during 

February 2019 audit for each individual ward. Trust and care group specific recruitment 

events are ongoing.  

 
15. During the February 2019 study, the total funded establishment per ward (Trust average) 

was 34.13 WTE. The recommended (Trust average) WTE from February’s study is 29.67. 

Therefore, this implies that staffing levels through the Trust have a ‘fit for purpose’ nursing 

establishment, ready to meet the increased acuity and dependency needs of patients, and is 

consistent with the findings from July 2018. 

 
16. Recommended Nursing Establishment 

 
 

 

 

Total Funded WTE 

(average 

calculated for 

Trust figure) 

Average WTE on duty 

during the study period 

(based on average 

acuity) 

Recommended WTE 

(average calculated 

for Trust figure) 

Trust average per 

ward July 2018 

35.20 25.80 28.02 

Trust average per 

ward February 2019 

 
34.13 

 
27.21 

 
29.67 
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17. During the acuity audit, Nurse Sensitive Indicators are collated and inputted into the 

database, which is taken into consideration when reviewing the establishment data and 

calculating the recommended figure.   

 
18. The ICRAS Ward remains open and staffing is allocated from a variety of different ward and 

departmental areas due to having no fixed budgeted establishment. This therefore dilutes 

the average WTE on duty across many ward areas although the overall budgeted 

establishment remains fit for purpose. 

 
19. A comprehensive review is underway to examine each ward and department’s funded 

establishment to ensure staff are provided in a cost efficient way, whilst also maintaining the 

resource requirements as recommended when applying this tool. This work is expected to 

be completed by the end of June 2019. 

 

20. Vacancies across the trust remain high, and recruitment events continue for the Trust and 
specific to care groups. Professional judgement is made on a twice daily basis through the 
Matron huddles and Duty Manager reviews, to ensure staffing reflects the needs of patient 
acuity at that time.  
 

21. The Emergency Floor have undertaken a separate analysis utilising the BEST Tool, which is 
endorsed by the Royal College of Emergency Medicine. 

 

Key Issues - Limitations of the Study 

 

 

22. Although there is now national consensus and guidance for the use of the SNCT to inform 

future nursing establishments, there is no one solution to determine safe staffing and 

therefore triangulation of methods is essential.  The recommended WTE nursing 

establishments outlined in this report should not be used in isolation to determine staffing 

levels but should form part of a process which includes benchmarking with other 

organisations and professional consultation.  

 

23. The recommended nursing establishment data from the three assessment wards (Medical 

Assessment Unit, Surgical Assessment Unit and Acute Coronary Unit) are potentially flawed, 

as the SNCT does not take into account nursing activity related to patient flow; i.e. activity 

relating to the multiple admissions, discharges and transfers within patient assessment 

areas (hence difficulties in capturing the most acute or dependent patient), and ward 

attenders. During the latest study, the AMU had 922 ward attenders, whilst ESAU had 227 

and ACU 70, which is an increase for all the areas compared to the last study. 

 
 

24. BG4 is an inpatient dermatology ward which also has a day care facility attached. Through 

the period of the audit they had 207 ward attenders, and staffs rotate through the unit from 

the ward establishment. 

 
 

25. All the Enhanced Recovery areas within the Surgical Division do not have a separate 

nursing establishment, along with the REC within respiratory. We have continued to 

measure the acuity in these areas separately during the audit, and the recommended 
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nursing establishments for these areas, will need to be aligned along with the recommended 

establishment for their respective ward. 

 

26. All 3 Critical Care Units at the Royal Liverpool Hospital comply with their respective staffing 
guidelines for level 2 and 3 care. The staffing for each area within Critical care has been 
agreed using The Intensive Care Society – Guidelines and Standards document, therefore 
they were omitted from this audit due to inconsistency of multipliers. 
 
 

Next Steps 

27. Sensitive management and feedback of the results through each Division to individual 

Directorates and Wards. 

 

28. The AUKUH recommend acuity and dependency measurement during both summer and 

winter periods to enable the organisation to identify trends across seasons and respond to 

changing demographics and healthcare needs. 

Recommendation 

29. The Trust Board is asked to note the contents of this paper. 

References and further reading 

30. AUKUH Acuity Dependency Tool - http://www.aukuh.org. 
 

31. Critical Care Minimum Dataset (CCMDS) - Organ support and Level of Care Definitions 
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Acuity Study - Key and Data Sources for Appendices 3 & 4 
 

 

PARAMETER 
 

DEFINITION 
 

Levels of Care 
 

Number audited patients assessed as requiring Level 0, Level 1a, 
Level 1b and Level 2 care 
 

Level 0 Needs are met through normal ward care 

Level 1a May be acutely ill requiring intervention, or may be unstable 

Level 1b In a stable condition but have an increased dependence on nursing 
support 

Level 2  May be managed within clearly identified Level 2 beds resourced with the 
required staffing level OR may require transfer to a High Dependency Unit 

Level 3 Patients needing advanced respiratory support and therapeutic support of 

multiple organs. 

 
 

Nursing Establishment 
Whole Time Equivalent 
(WTE) 
 

 
A comparison of the funded, estimated and recommended nursing 
establishment WTE during the duration of the Acuity Study  

Funded WTE  The actual number of WTE staff funded for the ward during the period of 
the study 

Average WTE 
 

The WTE establishment required based on the average patient acuity 
during the period of the study  

Estimated WTE  The effective WTE staff establishment based on the staff recorded as 
present on each shift during the period of the study  

Recommended WTE The WTE staff establishment required for the ward based on the patient 
acuity scores over the period of the study taking into account the daily 
variation in scores.  Setting staffing at this level takes into consideration 
the daily variation in patient acuity levels. 

 
 

Complaints 
 

 

The number of complaints registered for each ward during the period 
of the Acuity Study 
 

 
 

Patient Harms 
 

Patient Harms registered and reported through Datix for each ward 
during the period of the Acuity Study 
 

MRSA Bacteraemia All harms from hospital acquired MRSA bacteraemia 

CDT All harms from hospital acquired Clostridium difficile toxin  

All Falls All inpatient falls  

PU All harms from grade 2-4 hospital acquired pressure ulcers  

Drug Errors All drug and medication errors (reported via EPMA)  

 
 

Activity 
 

 

The total number of patient admissions and discharges, and the bed 
occupancy level on each ward during the period of the Acuity Study 
 

Admissions The number of admissions/transfers into the ward (data from SCNT) 

Discharges The number of discharges/transfers out from the ward (data from SCNT) 

Bed Occupancy The bed occupancy percentage based on the funded beds for each ward 
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Safe Staffing Paper  

Emergency Department  

Aim  

The aim of the paper is to provide assurance that the Emergency Department’s 

nurse staffing establishment is compliant with national recommendations and is fit 

for purpose. 

Background    

The National Quality Board (NQB) published guidance in 2016, “Supporting NHS 
Providers to deliver the right staff, with the right skills, in the right place, at the right 
time”. This guidance outlines the expectation and framework from which decisions 
on safe, sustainable staffing should be made, in order to deliver safe, effective, 
caring, responsive and well-led care on a sustainable basis.  

In June 2018 the National Quality Board produced an improvement resource 
focusing on nurse staffing in urgent and emergency care (UEC) settings and is one 
of a suite of specialty resources underpinning the overarching NQB staffing 
improvement resource. The guidance aligns with Commitment 9 of Leading change, 
adding value: “we will have the right staff in the right places and at the right time” 
(NHS England 2016).  

The guidance also acknowledged that work is required to develop and refine 
current workforce planning tools to support decision-making, whilst recognising  that 
further research is needed to better understand the impact of staffing in UEC 
settings on outcomes for patients. 

Right Staffing Levels 
 
Evidence based tools exist to enable calculations of clinical nursing workforce 
requirements in ED, however none have been validated.  The Trust has engaged 
with Dr Keith Hurst, Senior Lecturer at the Nuffield Institute for Health over the past 
year to review current nursing establishments.  Dr Hurst is a national expert and 
author of the Safer Nursing Care Tool.  
 
A full review of nursing establishments has been completed and a benchmarking 
exercise has been undertaken, this included allowing for headroom, annual leave 
entitlement, sickness absences, special leave, attendances and acuity of patients. 
This approach was adopted to supplement staffing decisions that had been based 
on professional judgement, although this remains an essential element of staffing 
decisions and is included in the risk assessment completed on each shift. 
 
Within ED professional judgement considers:- 
 

• Department facilities and layout  

• Visibility of patients 
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• Proximity of ward areas 

• Internal and external escort duties 

• Multi-professional working 

• Shift patterns 

• Local infrastructure 
 

Hurst Review 

Dr Hurst’s Safe Staffing Tool gave an overview of recommended staff numbers for 
managerial and clinical roles during shift.. The table below shows the current 
staffing model highlighting numbers of RN and HCA on duty per shift, allowing 
consideration of patient acuity, the footprint within the department and patients 
requiring beds on a daily basis, whilst ensuring quality and safety is maintained.  

 Current 
RNs 

Including 
ENPs and 
shift 
coordinator 

Current 
HCAs 

 

Keith Hurst 
Recommended 
RNs 

Including 
ENPs and 
shifts 
coordinator 

Keith Hurst 
recommended 
HCAs 

 

Impact 
assessment 

 

Early 

 

19 

 

8 

 

17 

 

3 

 

+7 

 

Late 

 

21 

 

8 

 

20.5 

 

4 

 

+4.5 

 

Night 

 

19 

 

8 

 

17 

 

3 

 

+7 

  
 
BEST Audit  

The department has recently undertaken a further retrospective analysis, to test our 
planned and actual nurse staffing resource, which has allowed for further 
benchmarking against national standards. The Baseline Emergency Staffing Tool 
(BEST) has been developed by the RCN Emergency Care Association (ECA) and 
Faculty of Emergency Nursing (FEN) in 2013. 

This tool tracks acuity and dependency of patients within the department, allowing 
the team to analyse the volume and pattern of nursing workload within the ED. This 
is further tracked against rostered staffing levels in order to calculate workforce 
numbers.  
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The chart overleaf, shows how BEST calculated what the staffing requirement 
should be (red), the department rostered staffing requirement (blue), and the 
department actual staffing allocation (grey). The charts highlight the week’s staffing 
activity.  

This tool was found to be useful in identifying staffing requirements over a twenty 
four hour period (by hour) and will be repeated at regular intervals. 
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Right Skills  
 
Within the ED department use of roles has been considered and opportunities used 
for multi professional working and increasing opportunities for nurses. The 
Department now includes Quality Matrons Roles, Emergency Nurse Practitioners, 
Assistant Practitioners, Advanced Nurse Practitioners, Occupational Therapists, 
Physiotherapists and Pharmacy staff.  
 
Nursing teams include registered nurses and healthcare assistants. Education and 
training needs are managed through the departments Practice Educators, 
Advanced Nurse Practitioners and Medics who follow the Royal College of Nursing 
Emergency Care Association Competency framework which helps with planning 
and training requirements. The first Cohort of the Accident and Emergency RLB 
course commenced July 2018 which follows this competency framework. 
 
A strategy to ensure recruitment and retention are part of the department workforce 
plan is in place which has focused on:- 
 

• Vacancies 

• Sickness/absence 

• Turnover 

• New build  

• Listening events from staff 

• Development programmes 
 

The department ensures effective management and rostering, through electronic 
rostering system.  There are clear escalation policies if concerns arise through the 
red flag processes and the department standard operational procedures. A matron 
Huddle also takes place to identify any shortfalls in staffing and collaboratively 
identify and agree steps, in order to promote safe staffing and maintain patient and 
staff safety.  An additional ED staffing overview has been added to the huddle 
information, giving real time figures on staffing numbers and acuity with the plans to 
ensure safety.   This is discussed daily with the Deputy Chief Nurse and any issues 
addressed at the time. Out of hours, issues are escalated through the ED specific 
red flag system to the duty manager. 
   
Current position / next steps    

The Department completed data collection to benchmark against 50 National 
Emergency departments, this included acuity and dependency monitoring.  This 
was shared with Dr Keith Hurst. The outputs of this work have now been received 
and shared within the Emergency department, with the current establishment being 
deemed fit for purpose. 
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NEXT STEPS  

The Lead Nurse for Emergency Care and the Matron’s of the department will review 
the staffing data collated and whilst the current staffing establishment is in line with 
national benchmarking / recommendations, the distribution of the nursing workforce 
will be reviewed, as it is anticipated that resource ought to be increased during the 
twilight period by reducing numbers on the early shift to respond to increased 
demands later on in the day. The team will continue to undertake quarterly staffing 
reviews using the BEST audit tool to provide ongoing assurance.  
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APPENDIX C 
 

 
Critical Care Unit Royal Liverpool and Broadgreen University  Hospitals 

 
 
  
1. Executive Summary  

 
The Critical Care Units in The Royal Liverpool and Broadgreen University Hospital (RLBUHT) 
are responsible for the admissions and management of approximately 2302 patients (2018/19 
ICNARC Data) , many with severe and life-threatening conditions. Approximately 92% of these 
patients survive their stay and are discharged to ward areas, 95% then receive a follow up visit 
from the Critical Care Outreach team (CCOT) Most patients will then receive rehabilitation 
follow up support and general ward care.  
 
Critical Care is situated over 3 areas within the trust, ranging from Intensive care unit (ITU) on 
the first floor, High Dependency unit (HDU) on the 8th floor and the Post-Operative Critical care 
Unit (POCCU) on the 11th floor.  

      
  The current funded/commissioned bed base is as follows, 
 
  ITU 
  18 level 3 beds (patients who need multi organ support or advanced respiratory 

support/ventilation and advanced renal replacement therapy support – Appendix 2) 
 

       HDU 
 14 Level 2 beds (patients needing pre/post-operative care, stepping down from Level 3 care, 

patients receiving single organ support or for specialist observation and care at a level that 
cannot be provided on a ward – Appendix 2) 

 
 POCCU 
 2 Level 3 beds and 2 Level 2 beds (patients requiring pre and post-operative care, some who 

require multi organ support and advanced respiratory/ventilation support – Appendix 2) 
 

The critical care beds at RLBUHT are part of the Cheshire and Mersey Critical Care Network 
(CMCCN) bed base and all units support the transfer of patients when needed. This is the 
biggest critical care bed base in the CMCCN network.  
 
The staff on the unit need to be trained to a specialist level to support an unpredictable patient 
population whose inpatient stay can change through all the levels of care.  
 
In addition to the units there is a Critical Care Outreach Team (CCOT) who supports the 
acutely unwell patient on the ward; this team is made up from 6 specially trained, highly 
experienced critical care nurses, and a Tracheostomy specialist nurse who supports patients 
throughout the trust. The units also supports the Critical care outreach team, which includes 
supporting the ongoing running of the ALERT course and the newly developed Deteriorating 
Adult course to support the nursing and clinical staff. 
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2. Background 
 
The Intensive care society (ICS) Royal College of Nursing (RCN) and the British Association of 
Critical Care Nurses (BACCN) all provide guidance on safe staffing. These staffing levels are 
agreed by the CMCCN, who do a yearly benchmarking exercise with a peer review and a visit 
to the unit by the Medical Director and Chief Nurse for a service specification review. This 
goes into a benchmarking review and all organisations receive a yearly report which is RAG 
rated.   

 
 
Current Nursing Establishment  
 
The Critical Care units at RLBUHT have always been a popular place to work, retention has 
improved on 2 out of 3 areas as below and the turnover of staff has reduced on 2 out of 3 
areas.  
 
 
Retention  

 
 

Turnover 

 
 
 

The current leavers plus newly filled vacancies have resulted in proactive recruitment of new 
staff.  New registered nurses to the unit are required to have 8 weeks education, mentorship 
and supernumerary status. Once in the working numbers, it will take a minimum of 12 months 
to train in all the units’ equipment and procedures that are needed to care for the most acutely 
unwell patient, as well as their families.  

 
This workforce is unusual in that it does approximately 50% of their time on night duty as the 
nursing teams need the same numbers for the entire 24 hour shift (as per above staffing level 
guidance). 
 
Cheshire and Mersey Critical Care Network (CMCCN) service specification guidance on 
workforce explains the expectations for nurse staffing (Appendix1) 
 
This includes education, supervisory status and expectations for each staffing band.  

       The current guidance for nurse staffing is; 
 

1 RN to 1 level 3 patient (Appendix 3) 
1 RN for 2 Level 2 patients (Appendix 3) 
Level 1 and level 0 patients – the RN can take an increased number of patients. 
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There must be a supernumerary (i.e. not rostered to deliver direct patient care to a specific 
patient) senior registered nurse who provides the supervisory clinical coordinator role on duty 
24/7 in critical care units. Units with fewer than six beds may consider having a supernumerary 
clinical coordinator to provide the supervisory role during peak activity periods, e.g. early 
shifts.  

 
Units with greater than ten beds must have additional supernumerary senior registered nursing 
staff over and above the supervisory clinical coordinator to enable the delivery of safe care. 
The number of additional staff per shift will be incremental depending on the size and layout of 
the unit (e.g. multiple, single rooms). Consideration for the need of additional staff also needs 
to be given during events such as infection outbreak; ITU and HDU are required to have 2 
senior supernumerary nurses 24/7.  
 
 
The 3 units work together on recruitment supporting each other.  They recruited multiple new 
band 5 staff since May 2018; and concentrated focus has been afforded to training these staff 
to be able to take level 3 patients independently. Following a further recruitment there are 6 
new starters due to join critical care, start dates from June to September 2019. The current 
vacancies after the new starters will be as below 
 
ITU  5 WTE Band 5 
HDU 5 WTE Band 5 
POCCU  0.6 WTE Band 5 
 
This is a total of 10.60 WTE vacancies from an establishment of more than 200 WTE 
registered nurses.  
 
(217.21 registered nurses required in total for critical care including Matron and CCOT, 10.6 
WTE vacancies give a vacancy percentage of 4.8% across critical care) 

 
 
Funding paid for by external sources 
 
0.2 WTE band 6 from RLBUHT is funded by CMCCN to be service improvement lead.  
 

 
3. Key Issues/Gaps in Assurance 

 
Critical care staff are highly skilled, highly trained and highly educated; this makes them ideal 
to go onto specialist roles. The staff leaving are experienced, senior nurses so we will need to 
plan to retain as many of our experienced staff as possible to ensure we have skilled staff on 
each shift.  
 
Several of the band 7 team leaders are over 55 years old, 6 have already reduced hours and 
retired and returned. Therefore we are currently succession planning and ensuring the next 
generations of leaders are equipped for the demands of the future Critical Care areas.  
 
Sickness remains a focus for critical care, ITU and POCCU have both successfully reduced 
sickness to below 4%, HDU is currently at 6.2% and is showing a downward trend. All 3 units 
have monthly sickness meetings, held jointly with HR, which have helped to reduce sickness 
levels.  
 
 

4. Next Steps  
 

• Band 6 and 7 rotational outreach roles – Due to Clatterbridge Oncology services 
transferring to RLBUHT there will be a potential increase in demand of CCOT services. 
A secondment role is to be introduced which will allow the extra support for CCOT and 
for development of the current staff. This will only be for senior critical care band 5 staff 
and a positive part of education and retention.  

A
pp

 C

Page 210 of 269



4 
 

• Successful recruitment into Band 8A CCOT post with MSc place – part of succession 
planning.  

• Staff counselor – This role is to be introduced, initially 7.5 hours at band 7. (National 
profile) with potential to increase to 15 hours. This role will also support patient follow 
up clinic and bereavement support. Currently 13 staff are being supported by a 
counsellor, which has shown a reduction in sickness and for 1 RN an earlier return 
back to work.  

• Continue the succession planning band 7 sisters within ITU, as soon as the hours are 
available from retirement.  

• The Consultants have been asked to consider the role of an ACCP (Advanced Critical 
Care Practitioner) for Critical Care; this is partly due to the reduction in junior doctors 
but also to provide stability at a senior level and support the critical care unit. 

• Continue recruitment work with the 3 units.  

• Appoint ward manager into secondment post on HDU due to absence  
 

 
5. Conclusion 

  
       The past year has seen a reduction in turnover and an increase of retention in 2 out of 3 of 

critical care areas. This has been due to close staff engagement throughout the areas, all staff 
have been encouraged to meet with senior nursing team monthly with planned monthly staff 
meetings for all grades of staff. 

 
 Reduction in agency has been noted due to reduction in sickness and decreasing vacancy 

numbers.  
  
 Staff are often asked to move within the trust to support other areas, staff are supported by the 

senior nursing team to work in ED and AMU where their skills more flexible and staff have 
moved more easily with this support in place.  

 
Nurse staffing establishments across all critical care areas within the Trust are compliant with 
the nurse staffing levels set out by The Intensive Care Society (ICS), Royal College of Nursing 
(RCN) and the British Association of Critical Care Nurses (BACCN). Details of these 
establishments can be found at Appendix 6 overleaf. 
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6. Summary  
 

 Network Guidelines WTE 
Establishment per 

Guidelines 

WTE Current 
establishment 

Vacancies 

 
ITU 
(6.61 
WTE 
per 
level 3 
bed) 
 

• 1:1 nursing ratio for 
level 3 beds  

• Experienced  
supernumerary 
nurse in charge 

• Supernumerary 
nurse supporting as 
over 10 beds 

• Practice educator 
facilitator per 75 
registered nurses 

• 2 ward managers 

Registered nurses 
required 
 
 
138.2 WTE 

Registered 
nurses in 
post/recruited 
 
133.5 WTE 

Registered 
nurse 
vacancies 
 
5 WTE 
 
 
HCA  
0 Vacancies 

HDU 
(3.5 
WTE 
per 
level 2 
bed) 
 

• 1:2 nursing ratio 

• Experienced  
supernumerary 
nurse in charge 

• Supernumerary 
nurse supporting as 
over 10 beds 

• Practice educator 
facilitator per 75 
registered nurses  

• 2 ward managers 
 

Registered nurses 
required 
 
 
59 WTE 

Registered 
nurses in 
post/recruited 
 
53.99 WTE 

Registered 
nurse 
vacancies 
 
5 WTE 
 
HCA  
0 Vacancies 

POCCU 
(6.61 
WTE 
per 
level 3 
bed and 
3.5 
WTE 
per 
level 2 
bed) 
 

• 1:1 nursing ratio for 
2 level 3 beds 

• 1:2 nursing ratio for 
2 level 2 beds 

• Experienced  
supernumerary 
nurse in charge due 
to fluctuating level of 
patients 

• 1 ward manager 
 
 

Registered nurses 
required 
 
 
20.32 WTE 

Registered 
nurses in 
post/recruited 
 
19.72 WTE 
 

Registered 
nurse 
vacancies  
 
 0.60 WTE 
 
HCA  
0 Vacancies 
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EXECUTIVE SUMMARY 

1. Define the issue 

This report outlines the development and performance related to Infection Prevention and Control 

during 2018-19 and the plan of work for 2019-20. 

 

2. Key Findings 

Key metrics demonstrate either a reducing trend or are within expected variance.  

Management of multi-drug resistant organisms (eg CPE) and the Trust’s contribution to the wider 

health economy target on reducing Gram-negative infections remains challenging. 

 

3. Solutions / Actions 

See forward plan 

 

4. Recommendations 

The Board is requested to approve the Annual Report and proposed forward plan, prior to 

publication.  
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1. Executive Summary  
 
This report consists of two parts; the development and performance related to 
Infection Prevention and Control (IPC) during 2018-19 and the broad plan of work for 
2019-20 to reduce the risk of Healthcare Associated Infections (HCAIs).  
 
The report outlines the Trust’s zero tolerance approach to reducing the risk of 
avoidable HCAIs for patients and the challenges faced. The Royal Liverpool and 
Broadgreen University Hospitals NHS Trust is committed to leading on, and 
supporting, initiatives to reduce HCAI. Good IPC practice is essential to ensure that 
people who use the Trust’s services receive safe and effective care. Effective IPC 
practices require the hard work and diligence of all grades of staff, clinical and non-
clinical. Good practice must be applied consistently by everyone. The publication of 
the Trust’s annual report is a requirement to demonstrate good governance and public 
accountability.  
 
The report outlines the Trust’s Infection Prevention and Control (IPC) activity in 2018-
19. In addition it highlights the role, function and reporting arrangements of the 
Director of Infection Prevention and Control (DIPC) and the Infection Prevention and 
Control team (IPCT). 
 
There are national contractual reduction objectives for MRSA bloodstream infections 
(BSI) and Clostridium difficile infections and there are seven infections that are subject 
to mandatory reporting to Public Health England listed below. These will be included in 
the report.  
 

 Methicillin Resistant Staphylococcus aureus (MRSA) BSI 

 Clostridium difficile infections 

 Meticillin Sensitive Staphylococcus aureus ( MSSA) BSI 

 Escherichia coli ( E.coli) BSI 

 Klebsiella sp BSI 

 Pseudomonas aeruginosa BSI  

 Vancomycin Resistant Enterococcal (VRE) Bacteraemia  
 
The IPC forward plan relates to the 10 criteria outlined in the Health and Social Care 
Act 2012; Code of Practice on the prevention and control of infections and related 
guidance.  
 
1.1 Key Achievements 2018-19 

 
Table 1: Trust Attributable HCAI 2018-19 
  

Organism April 2016 - 
March 2017 

April 2017 – 
March 2018 

April 2018-
March 2019 

Clostridium difficile infection (CDI)  
56 

 
37  

 
36 

Meticillin resistant Staphylococcus 
aureus (MRSA) 

 
1 

 
2  

 
2 

Meticillin sensitive Staphylococcus 
aureus (MSSA) 

 
28 

 
18  

 
24 
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1.2 Clostridium difficile  
  
As can be seen from Table 1 and Figure 1 the Trust improved its performance in 
reduction of HCAI in 2018-19 for Clostridium difficile infection (CDI). 
36 cases were reported against a trajectory of 44 for the time period April 2018 to end 
March 2019. The Trust was successful in 8 appeals with the Clinical Commissioning 
Group (CCG) and confirmation that there did not appear to be any breaches or lapses 
in practice. This demonstrated a sustained improvement in reported cases from 2016-
17.  
 
Figure 1: Clostridium difficile infection – performance against trajectory 2018-19 
 

 
 
1.3 Meticillin resistant Staphylococcus aureus (MRSA) 

 
By the end of March 2019 the Trust reported two MRSA bacteraemia, against a target 
of zero.  
 
There was a hospital-acquired case in August which, on external review, was agreed 
that there were no lessons for the Trust.  
 
Also there was a community case in October which on external review was attributed 
to the Trust as there had been a delay in taking blood cultures in the Emergency 
Department, although this had not contributed to the patient developing the 
bacteraemia.  The Trust submitted an action plan to the CCG in response.  
 
2. Infection Prevention and Control Team 
 
During 2018-19 the Infection Prevention and Control Team (IPCT) comprised: 
 

 Director of Infection Prevention and Control – Dr Tim Neal – Consultant Medical 
Microbiologist. 

 Lead Nurse – Alison Thompson  
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IPCT members provide support for the two Trust clinical divisions of unscheduled and 
scheduled care.  
 
Unscheduled 
 

 Band 7 – 0.8 WTE  

 Band 6 – 2 WTE  

 Band 3 Health Care Assistant – 1 WTE  
 
Scheduled  
 

 Band 7 – 1 WTE 

 Band 6 – 2 WTE  

 Band 3 Health Care Assistant – 1 WTE  
 

Additional staff  
 

Band 6 Divisional skills trainer (ANTT) – 16 hours per week    
Band 6 Divisional Skills trainer (ANTT) – 14 hours (secondment for 6 months January 
- August 19)  
 
Admin/clerical/secretarial support 

 Band 4 Clinical Information Officer – 0.8 WTE 

 Band 3 Secretarial/Admin Support – 0.8 WTE  
 
The Infection Prevention and Control nursing team is fully established and provides a 
support service during weekdays from 8am to 5pm and 8am to 4pm at weekends.  
 
Out of hours there is an on call service for urgent infection prevention and control 
advice accessed via the hospital switchboard. This is provided by medical 
microbiologists and virologists. 
 
3. Governance and Monitoring 
 
The Board of Directors has collective responsibility for keeping to a minimum the risk 
of infection and recognises its responsibility for overseeing IPC arrangements in the 
Trust. The DIPC and Lead Nurse for IPC deliver an annual HCAI reduction report and 
annual plan to the Board of Directors based on the national and local quality goals. 
The Trust distribute situation reports on a weekly basis internally and to the CCG and 
PHE monthly. 
 
3.1 Infection Prevention and Control Group (IPCG) 
 
Quarterly Trust Infection Control Group meetings are in line with other Trust 
governance structures. The group provides a forum to support the delivery of a zero 
tolerance approach to avoidable HCAIs. The IPCG has clear terms of reference and is 
chaired by the Medical Director.  
 
The terms of reference of the ICG are included as Appendix A.  
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The IPCG receives reports from the Trust Decontamination group, Water safety group, 
Air safety Group, Hotel Services, clinical areas and Antimicrobial Stewardship Group. 
 
The Infection Control Group reports through the Patient Safety Sub-Committee to the 
Quality Governance Committee. 
 
Progress against the 2018-19 forward plan is detailed in Appendix B. 
 
3.2 Water Safety Group (WSG) 
 
The Water Safety group has met in line with its terms of reference. The Trust has an 
appointed Authorising Engineer (water) to support the Water Safety group. The Trust 
Executive Management group has agreed that the Trust participate in a Multi-Trust 
Water Safety group which includes representatives of 4 neighbouring Trusts and 
allows standardisation of policies and procedures involving safe water practices. The 
Multi-Trust Water Safety group is reviewing a common Water Safety plan. Water 
testing for Pseudomonas aeruginosa in augmented care areas has been performed in 
accordance with national guidance and results have been compliant with expected 
standards.  
 
 
4. External Reporting arrangements  
 
4.1 Liverpool Clinical Commissioning Group (CCG) Assurance Framework  
 
Assurance data is reported monthly to the CCG and incorporates performance data, 
exception reporting, audit data and screening compliance.  
 
4.2 Mandatory Surveillance 

 
The IPCT undertakes continuous surveillance of target organisms and alert conditions. 
Pathogenic organisms or specific infections, which could spread, are identified from 
microbiology reports or from notifications by ward staff. The IPCT advises on the 
appropriate use of infection control precautions for each case and monitors overall 
trends. 
 
The Trust has used ICNet surveillance system for many years, used in collaboration 
with Liverpool Clinical Laboratories, Aintree University Hospital (AUH) and Liverpool 
Heart and Chest Hospital (LHCH).  
The trust submits data on MRSA, MSSA, E. Coli, Klebsiella, Pseudomonas 
aeruginosa, VRE and Clostridium difficile infections (CDI) by the 15th day of each 
month to Public Health England via an online Health Care Associated Infection Data 
Capture System. HCAI data is also submitted each month for the Trust Quality Report 
and Corporate Information.  
All isolates of Carbapenemase Producing Enterobacteriaceae (CPE) are routinely 
notified to Public Health England. The Trust also submits enhanced surveillance data 
to Public Health England and has participated in Regional Network Meetings. 
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5. Education 
 
The Infection Prevention and Control team members deliver sessions on numerous 
training programmes: Core skills and Preceptorship, Liverpool University Degree 
nursing course, John Moores Infection Prevention and Control link practitioners’ 
course, Liverpool University Medical Students Infection Prevention and Control patient 
safety sessions, medical students induction and junior doctor’s induction, Consultants 
core skills. The Infection Prevention and Control team also host student nurse 
placements of two/ four weeks duration which have been well evaluated with positive 
feedback. 
 
5.1 Link Practitioner’s Study Days  
 
There are 178 link practitioners in the Trust in hospital inpatient, outpatient and 
community settings from a number of disciplines. Two half day, and one full day  
Infection Prevention Link practitioner’s study days were  held within the year.  
See Appendix C for Agenda  
 
5.2 Flu Vaccination Training 
 
155 members of staff attended influenza vaccination training to support the 2018-2019 
seasonal flu vaccination campaign and ensure optimal uptake.  
 
5.3 Aseptic non touch technique (ANTT) compliance. 
 
The IPC trainer has responsibility for maintaining the Trust ANTT peer review 
programme. A network of approximately 150 Nursing ANTT Links has been sustained 
throughout the Trust ensuring the delivery of ANTT training and peer review to all 
applicable staff members. ANTT compliance for Nursing Staff is monitored through the 
clinical governance structure of Perfect Ward. Ward Managers submit ANTT data on a 
monthly basis. 
  
5.4 RLB Infection Prevention and Control Health Care Assistant Programme  
 
A RLB HCA programme was established in December 2017 supported by the Clinical 
Skills department. The programme runs over 3 days and includes a formal 
assessment with a capacity of 15 attendees. Due to the success of the programme it 
was delivered in June 2018 and further dates planned for May 19 and August 19. 
 
6. Policies and Guidelines  
 
IPCT policies and guidelines are in place. A gap analysis was carried out in 2017-18 
with Aintree IPCT to identify the difference in the content of the policies. All policies 
were reviewed in 2018-19 along with patient information leaflets.  
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7. Audit Programme 
 
7.1 Antibiotic stewardship  
 
Antimicrobial prescribing audits are completed on alternate months for all antibiotic 
prescriptions within the Trust.  The results are disseminated through a formal report to 
Governance Leads, Pharmacists, Infection Control Group, Antimicrobial Management 
Group and Clostridium difficile - steering group.  The results are also circulated to 
ward managers and matrons with ward KPI data and during ‘Perfect Ward’ meetings.   
 

7.2 Hand Hygiene Audits 
  
Hand hygiene audits were completed monthly during 2018-19 by infection prevention 
and control link practitioners with an average reported compliance of 96% for the ward 
in- patient areas. These audits are supplemented with occasional quality check audits 
on the 50 inpatient ward areas co-ordinated by IPCT.  
 
7.3 Hand Hygiene Promotional Activity 
 
The IPCT became aware of a new and innovative system available to buy or rent for 
training good hand hygiene technique. The system is  called the Semmelweis Hand in 
Scan Hand Hygiene system and has been developed by a company to give immediate 
feedback to hospital staff on how well staff hands are being  decontaminated  and has 
been shown elsewhere  to improve hand hygiene technique due to the immediate 
feedback feature and the fact that each attempt is monitored.  
 
The equipment was brought into the Trust on a trial basis during 2017-18 and used on 
ITU, 4A and the Emergency floor. As it evaluated very well the Team submitted a 
business case in 2018-19 to bring the equipment into the Trust for a 6 month period to 
support hand hygiene compliance. The business case was approved. Ongoing plans 
involving the IT team are now in place to rent the equipment from Quarter 1 to bring 
the equipment into the Trust to support the hand hygiene training provided for staff. 
The Trust will be the first in the country to use this technology.  
 
7.4 Annual Infection Prevention and Control Link Practitioners Audit Programme  
 
Link practitioners undertook a programme of monthly audits during 2018-19. The audit 
programme and tools are accessed via Sharepoint on the intranet menu page. The 
programme included weekly hand hygiene audits, PPE Observation audit and an 
overarching Link Practitioner audit. Care bundle audits i.e. intravascular insertion and 
ongoing care and urinary catheters were also included. Results are accessible for all 
staff to view and there is a facility to review details of individual audits, email results 
and record action plans. A summary of results is circulated each month to ward 
managers and matrons. The results are also included in ‘Perfect Ward’ meetings.  
 
7.5. Aseptic Non Touch Technique (ANTT) Practice Audit 
 
Infection Prevention’s Trust-wide Aseptic Non Touch Technique (ANTT) peer review 
training process has ensured ANTT is embedded in clinical practice.  
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The IPCT was able to commence a programme of ANTT observational audit, 
monitoring staff compliance with ANTT policy and providing an opportunity for training 
within clinical areas. This was commenced in February 2018 facilitated for 6 months 
by seconding a member of staff into the team for 2 days a week.  
 
7.6 Intravascular Devices Audits 
 
The IPCT have been undertaking annual audit of vascular devices in the last years. 
These audits have in the past not highlighted any concerns with regard to the care of 
devices however documentation has been a focus for improvement. An audit in 
September 18 and re-audit in March 19 to determine the standard of maintenance and 
documentation in relation to cannulae were undertaken.  

Although no clinical area has achieved 100% on audit, 10 out of 14 clinical areas 
showed significant improvement in the quality of cannula care.  Action plans to 
address issues have been developed by clinical areas.   

Re-audit has identified that improvement is still required with cannula dressings and 
accurate VIP scoring, however, the main concern noted was lack of compliance with 
documentation. The IPCT continue to provide bespoke education and to develop 
educational resources in relation to devices. 

Further audit of cannulas has now been incorporated into the Infection Prevention and 
Control Environment and Practice audits for 2019-20 with educational support also 
from 3M, the company who produce the cannula dressing.   

7.7 Catheter Associated Urinary Tract Infections (CAUTI) and Documentation  

All microbiologically positive catheter specimens of urine are compared to the blood 
cultures to identify CAUTI’s. This information is collated monthly and reported 
quarterly to Infection Control Committee. A total of 9 CAUTI’s have been identified 
during 2018-19. 

To support this information, and provide assurance on the safe management of 
urinary catheters, a point prevalence audit was undertaken by the IPCT in July 2018. 
All patients who are either admitted to the rust with a catheter in place or have one 
inserted whilst in the trust are required to have the correct documentation.  

120 catheters were observed with the following compliance noted:- 

Figure 2 Compliance in catheter documentation 
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After the audit the IPCT provided on-going education, visiting each ward with new 
guidance posters. In addition to this ward managers were advised to ensure 
monitoring of compliance relating to catheter insertion, ongoing care and prompt 
removal. 

Point prevalence audit is not planned to continue however audit of urinary catheters 
has now been incorporated into the Infection Prevention and Control Environment and 
Practice audits for 2019-20.  

7.8 IPCT Audit Programme 2018-19 
 
The IPCT audit programme has included the annual comprehensive IPCT audit. The 
audit schedule and report of ward areas requiring extra support to achieve compliance 
can be seen in Appendix D.  
 
The link practitioners have continued to undertake a monthly hand hygiene/PPE audits 
and high impact intervention (HII) audits including urinary catheter and IV device 
insertion and maintenance, however compliance with the audits is not good in some 
areas. The IPCT have worked with the ward teams involved to improve the audit 
response rate.  
 
All results will continue to be recorded, and accessible to view, on the Infection Control 
Audit site accessed via the intranet menu page and recorded on SharePoint provided 
by the IPCT to support monthly performance reviews by the Perfect Ward team. 
 
The audit tool and schedule have been reviewed for the coming year. 
 
8. Surveillance  
 
8.1 Notification of Alert Micro-Organisms from Liverpool Clinical Laboratories to 
IPCT 
 
The IPCT receive notification of alert micro-organisms isolated in the microbiology and 
virology laboratories continuously throughout the day electronically into an infection 
prevention and control system ICNET which is linked to PAS (patient administration 
system). 
 
These alerts include positive Clostridium difficile, new CPE colonisations, all blood 
stream infections and MRSA colonised patients, additionally test results which indicate 
potential for cross infection and a need to alert ward staff and conduct follow up visits 
are highlighted. All in-patients identified for follow up are visited weekly and visit 
records are reviewed by the team and the Infection Control Doctor on a weekly basis.   
 
During 2018-19 ICNET system was upgraded with further work being undertaken 
which would allow results from Liverpool Clinical Laboratories to be electronically 
notified to Aintree Hospitals and Liverpool Heart and Chest hospitals with the potential 
to incorporate additional trusts. 
 
The upgraded system can also support enhanced surveillance activity incorporating 
antibiotic and intravascular device templates which can be accessed by staff in 
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addition to the Infection Prevention and Control team. This also has the potential to 
improve inter trust communication regarding patients requiring special precautions.  
 
8.2 Escherichia Coli (E.coli) Bacteraemia  
 
The Trust has reported 65 cases in the year April 2018 – March 2019 (64 in 2017-18). 
The Clinical Commissioning Group has been encouraging a whole health economy 
approach to reduce the total numbers of cases by 10%. The Trust has been involved 
in the working groups and set a reduction target during the year on previous cases. No 
reduction was seen within the year however the surveillance data indicated that the 
majority of cases were unavoidable with no clear lessons learnt for the Trust. The 
Trust IPCT has maintained education concerning the management of devices and 
ANTT throughout the year. This focus will continue.   
 
8.3 Vancomycin Resistant Enterococci (VRE)  
 
A decrease in VRE bacteraemia cases has been identified during 2018-19 financial 
year compared with 2017-18 i.e. 11 cases against 17 respectively.  
 
8.4 Klebsiella 
The Trust reported 25 Klebsiella bacteraemia in 2018-19 compared with only 15 in the 
previous financial year. 
 
8.5 Pseudomonas aeruginosa  
There have been just 2 reported cases of Pseudomonas bacteraemia in 2018-19 
compared to 11 cases in 2017-18. 
 
8.6 Identifying Lessons Learnt  
All mandatory reportable infections are subject to a multi-disciplinary team Post 
Infection Review (PIR) and results are presented to a weekly meeting where lessons 
learnt are identified and an action plan is approved. These are collated on the Trust 
Datix system and monitored through the Trust ‘Perfect Ward’ and Patient Safety 
Committee. 97% of cases underwent a PIR, a significant improvement on previous 
years. Table 2. 
 
Table 2– reported infections against PIR received  
 

Infection 
No. of 
Cases 

No. of PIR's 
received  

CDT 36 36 

GDH Tox B 58 58 

E.Coli 65 60 

Klebsiella 25 24 

Pseudomonas 2 2 

MSSA 24 24 

MRSA 2 2 

VRE 11 11 
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8.7  MRSA Colonisation Acquisition  
 
Although there is a focus on reporting MRSA blood stream infection there is the 
potential for patients to become colonised with MRSA whilst in hospital, without 
infection. This has been actively monitored during 2018-19 with 22 cases identified 
with potential acquisition of MRSA compared to 21 in 2017-18 and 36 in 2016-17.  
See Appendix E  
 
 
9. Seasonal Influenza Vaccination 2018-19 
 
A comprehensive plan to deliver staff influenza vaccinations was devised for the 2018-
19 season. IPCT provided education sessions to the vaccinators which commenced in 
April 2018. Key Trust personnel were recruited to the membership of an Influenza 
Vaccination group with regular meetings taking place. 
Supplies of the vaccine arrived in the Trust in late September 2018. Vaccinations 
commenced during that week with a programme of vaccination in clinical areas 
delivered by identified vaccinators. To deliver vaccine to non-ward staff Trust Foyer 
sessions were established Monday to Friday for a period of 6 weeks.  
 
The Trust achieved the CQUIN target of 75% reaching 75.4% of front line staff. 
 
10. Emerging Infection Prevention and Control Issues 
 
10.1 Carbapenemase Producing Enterobacteriaceae (CPE) 
 
CPE are multiple antibiotic resistant strains of bacteria which are carried harmlessly in 
the bowel e.g Escherichia coli, Klebsiella, Enterobacter. These bacteria can cause 
infections if transferred to another site on the body e.g. urinary tract or blood stream. 
The antibiotics available to treat such infections are limited which increases the risk of 
treatment failure. 
 
10.2 CPE Screening  
 
During 2018-19 screening for CPE has continued with admission and weekly 
screening on high risk units i.e. Haematology and Critical Care Units and readmission 
screening for all patients who have been in the Trust during the previous year. In 
addition patients whose in-patient stay is 30 days or more are rescreened. All 
transfers in from other trusts are screened and also patients who have been 
hospitalised abroad during the previous year. 
In January 2017, PCR testing was introduced for screening new admissions who meet 
the criteria, and contacts of patients identified in ward bays. This allows prompt 
identification of new cases, reducing bed closures and minimising disruption to patient 
flow. The number of new colonised patients identified per month during 2018-19 is 
shown in Figure 3. 
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Figure 3. Number of new colonised patients 2018-19 

 
 
11. Surgical Site Surveillance (SSI) 
The development of infection at a surgical incision site following surgery results in a 
poor patient experience, a requirement for antibiotics and extension of the recovery 
period. The Trust participates in the mandatory surveillance of elective orthopaedic 
surgery which is supplemented with additional locally initiated prospective surveillance 
in line with the mandatory programme. 
Reports are received quarterly into the IPCG.  
 
12. Incidents and Outbreaks 
 
12.1 Norovirus  
 
Nine norovirus outbreaks were reported across the Trust in 2018-19 

Ward Date of 

onset 

Last date 

of onset 

Ward 

closed? 

No. of 

patients 

affected 

No. of 

staff 

affected 

No. 

confirmed 

cases 

Bed 

days 

lost 

8 17.12.18 22.12.18 No 4 3 4 6 

11 10.01.19 15.01.19 Yes 8 0 2 0 

9 10.01.19 16.01.19 Yes 12 0 7 11 

3Y 19.01.19 24.01.19 No 7 0 3 8 

6Y 01.02.19 07.02.19 No 2 0 2 2 

5Y 02.02.19 09.02.19 Yes 15 2 4 3 

9X 04.02.19 10.02.19 No 8 0 2 5 

2Y 28.02.19 02.04.19 Yes 30 10 26 67 

8 04.03.19 16.03.19 Yes 12 0 9 9 

Totals 98 15 59 111 
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The Infection Prevention and Control Team visited each ward several times a day, 
liaising with ward managers, staff, matrons, ISS and AHPs, placing an emphasis on 
hand hygiene and environmental decontamination. Each symptomatic patient and 
their contacts was risk assessed on a daily basis to ensure that outbreaks were not 
prolonged and that appropriate interventions were in place. 

Once outbreaks were identified, all wards affected were prompt in obtaining samples 
from symptomatic patients. 

Outbreak meetings were held as necessary to ensure that patient safety was 
maintained with minimal disruption to patient flow. Full ward closures were initiated 
following assessment during outbreak meetings and after discussions with the 
Infection Control Doctor and/or Consultant Virologist. 

The Infection Prevention and Control Team attended daily bed meetings and provided 
a daily summary by email to ensure that communication was optimised regarding the 
outbreak. The CCG were notified via email of any updates for the duration of the 
outbreaks. 

12.2 CPE 

An increase in CPE cases was noted in quarter 4 from January to March related to 
wards 9 and 11. As part of outbreak management the wards were closed and terminal 
disinfection carried out. Details are provided in Appendix F. 

 
12.3 Influenza Summary 2018-19 

 
A total of 374 Influenza cases were identified at Royal Liverpool Hospitals between 
December 2018 and March 2019.  372 cases were identified as Influenza A and 2 
identified as Influenza B.  

 
Cases were considered Trust attributable if patients were screened more than 5 days 
after admission. Of the 374 cases identified, 44 (12%) were Trust attributable. 

 
The number of Influenza cases identified peaked in January 2019 at 163. 
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Due to the number of cases identified, it was not possible to isolate all positive 
patients. Where patients were unable to be isolated, bay contacts received 
prophylactic Oseltamivir to reduce transmission risks. 

 
Consideration was given to cohorting of positive patients, however due to clinical 
priorities of patients; this was not considered to be feasible. 

 
The Infection Prevention and Control Team worked with the wards affected to support 
with the management of Influenza positive patients.  
 
13. Risk Register 
 
The most significant infection risk on the Trust risk register is the identification of 
patients within the Trust colonised with multidrug resistant bacteria. Whilst the Trust 
does have rapid testing, limited isolation facilities, a lack of a national recommendation 
for universal screening and the need to maintain optimum practice at all times despite 
severe pressures on the Trust from the numbers of admissions underpin the risk of 
spread. However, actions are in place to minimise such risks including CPE screening 
for all patients who have been an inpatient in any hospital within the last 12 months, 
continued use of the isolation pods to increase isolation facilities and staff education. 
 
The lack of a ward decant facility has meant that whole ward deep cleans have not 
been carried out since 2013-14, although individual bays have been decanted as 
required to allow terminal cleaning and hydrogen peroxide misting. In a busy ward 
bacteria such as Clostridium difficile can accumulate over time and persist in the 
environment and thorough cleaning is difficult in an environment occupied 24hrs a 
day. 
 
14. Forward Plan 2019 - 20 (Appendix G) 

 
The HCAI Reduction Plan has been developed jointly between RLUHT and AUHT with 
a view to integration and joint reporting in 2020-21. The Team’s aim is to provide a 
service that supports our clinical teams to deliver safe clean care. Infection Prevention 
and Control will continue to be a high priority for the Trusts and the Infection 
Prevention and Control Teams have set out an ambitious but flexible programme of 
work over 2019-20.  
There will be a continued focus on IPC audit, to monitor compliance with IPC 
guidelines and policy, and on targeted education programmes to ensure staff 
knowledge.   
 
From April 2019 Clostridium difficile cases reported to the HCAI DCS will be assigned 
as follows: 

a) Hospital onset healthcare associated (HOHA): cases detected in the hospital 

three or more days after admission  

b) Community onset healthcare associated (COHA): cases that occur in the 

community (or within 2 days of admission) when the patient has been an 

inpatient in the trust reporting the case in the previous 4 weeks, 

c) Community onset indeterminate association (COIA): cases that occur in the 

community (within 2 days of admission) when the patient has been an inpatient 
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in the trust reporting the case in the previous 12 weeks but not the most recent 

four weeks, 

d) Community onset community associated (COCA): cases that occur in the 

community (within 2 days of admission) when the patient has not been an 

inpatient in the trust reporting the case in the previous 12 weeks  

 
Challenges for 2019-20 will include the implications of these changes to Clostridium 
difficile attribution for 2019-20. 
 
Other challenges include:- 

 Further focus on reducing Gram negative blood stream infections with key 
action areas identified.  

 MRSA screening and management  

 CPE screening and management and review of the impending new national 
toolkit. 

 Continuing to reduce the turnaround of post incident reviews to have more 
prompt information, analyse trends/issues and share lessons learnt in a more 
timely fashion, fostering ownership and engagement within care groups.  

 New build plans and changes in service  
 
This plan will be monitored through the Infection Control Group, the Trust Patient 
Safety Sub – Committee and Quality Governance Committee. 

 
 
Report Prepared by: 
 
Alison Thompson – Lead Nurse Infection Prevention and Control  
Dr Tim Neal – Consultant Microbiologist / DIPC 
 
With contributions from the Infection Prevention and Control Team. 
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Appendix A 
 

Infection Control Group Terms of Reference 
 
Name: 

 
Infection Control Group ( ICG) 

 
Constitution: 

 
The ICG shall be responsible for advising the Trust on all matters 
relating to infection prevention and control, including operational 
policies; infection control practice, training, surveillance, audit 
and education; outbreak management and policy development 
and review. 
The ICG will receive assurance reports from various listed 
subgroups to ensure adequate monitoring and action plans to 
prevent infection. 

 
Purpose of 
Group: 

 

 To ensure that Trust guidelines are produced that follow 
and adopt all relevant national and regional reports and 
guidelines, with modification where necessary; and that 
these guidelines are implemented effectively 

 To ensure that relevant local guidelines relating to all 
aspects of infection control are produced, updated and  
implemented effectively;  

 The Divisions have a robust process in place to ensure 
that individual directorates are aware of and implement 
recommendations of the ICG 

 To investigate any activity within these terms of reference 
and seek any information it requires from any area of the 
Trust 

 To oversee the activities of the Trust Infection Prevention 
and Control Team 

 To advise the Trust in all issues relating to infection 
prevention and control 

 To ensure that all Risk Management and Clinical 
Governance concerns related to infection control are 
properly considered 

 To receive the Annual Report of the Director of Infection 
Prevention and Control 

 To request and consider environmental and infection 
control audits 

 To receive and consider outbreak and incident reports 

 To monitor Trust compliance with Health Act and Social 
Care Act and NHSLA and other programmes as they 
occur 

 To oversee the activities and receive assurance reports 
from its working groups including:  

 IPCT 

 Divisions – Scheduled care and Unscheduled care 

 Staff Flu Vaccination Group 

 Clostridium Difficile Steering Group 

IP
C

 A
nn

ua
l R

ep
or

t 2
01

8-
19

Page 232 of 269



Royal Liverpool and Broadgreen University Hospitals NHS trust 

AT/TJN IPC Annual Report 2018-19 RLBUHT Page 19 

 IV Access Group 

 Antimicrobial Prescribing Group 

 Health and Safety Group /Needlestick 

 Water and Air Groups 

 Hotel Services 

 Waste Group 

 SSI Surveillance 

 Clinical and Cost Effectiveness Sub-Committee 

 To prepare an Annual Report for the Trust Board 

 Monitor and update Forward Plan 
 
Membership/ 
Attendance: 

 

 Director of Infection Prevention & Control 

 Medical Director and /or Deputy DIPC 

 Chief Nurse 

 Infection Control Doctor 

 Infection Control Team Representative  

 Consultant Virologist 

 Occupational Health Representative 

 Assistant Chief Nurse Scheduled/Unscheduled Care 

 Clinical Governance Lead Scheduled/Unscheduled Care 

 Consultant in Public Health Medicine (CCDC) 

 CCG Representative 

 Decontamination Lead for Trust 

 Head of Hotel Services 

 Pharmacy Lead, Antibiotic Prescribing 

 Estates Manager  

 Health & Safety Manager  

 Clinical Effectiveness Team 
 

Members may designate an appropriate individual to sit on the 
committee on their behalf. 
 
The Chairman of the Group shall be chosen at a meeting of the 
Group from amongst the members with approval of the Trust 
Medical Director and the Director of Infection Prevention & 
Control (neither of whom are excluded from also serving as 
chairman of the ICC)  

Quorum: 10 members 

Frequency: Quarterly 

Reporting  
Arrangements: 

 
Patient Safety Sub Committee  

Accountability Direct link to Executive team via DIPC or Deputy DIPC 

Review Date Annually – November 2019 

Date Approved November  2018 
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Appendix B  
 

 

                         Objectives Sub-
objectives 

Points for discussion (exception reporting) Q1 Q2 Q3 Q4 

1 Ensure strategy in place to 
achieve CDI target 2018-2019 

12 CDT 36 cases to end of year. Trust remained under trajectory.  
 Additionally 8 cases with no lapses of care, taken to appeal to CCG. 
working total 28 cases to end of Q4 

    

2 Ensure zero tolerance for MRSA 
bacteraemia 

14 2 cases end of Q4 
1 case identified no lapses of care at PIR in Q2 
Additional case attributed to the Trust in Q3 after PIR meeting  

    

3 Minimise risk of patient 
colonisation and infection with 
CPE 

8 Q4 Outbreak associated within elderly care wards 9 and 11 BGH. 
Action plan in place including full decant and high level disinfection in 
April 

    

4 To reduce all healthcare 
associated  gram negative 
bacteraemia by 20%  

4 Slight increase in number of E coli bacteraemia cases compared to 
previous year, however small number only of avoidable cases. Local 
strategy in place to ensure good device management.  

    

5 Prevent surgical site infection 6 No issues to note     

6 Ensure compliance with NICE 
Quality Standard 61, 113 and PH 
36 

2 Point prevalence re audit of IV device and urinary catheters showed 
compliance in documentation requires improvement. Additionally High 
impact intervention audits completed by ward link nurses require 
improvement. Non-compliance is however not associated with reports 
of infection. Monitored by Perfect Ward. Ward based education and 
Audit plan to be reviewed in Q1 2019-20 by IPCT.  

    

7 Ensure compliance with flu 
vaccination CQUIN  

4 Flu campaign plan commenced. CQUIN target for 75% frontline staff 
achieved by end February.  

    

8 To provide a quality Infection 
Prevention and Control Team and 
service 

13 IPC Team fully established in Q4     

9 To ensure compliance with Water 
and Air Safety Plan 

3 Plan in place      

10 To ensure new build fit for 
purpose 

2 Attendance at Implementation group meetings. Planned visits when 
build restarts.  

    

11 To comply with Decontamination 
Guidelines 

 Quarterly Decontamination Group meetings continue.  Risk register 
updated by Decontamination lead 

    

12 To plan for merge with Aintree  Workforce merger plan continues involving IPCT and IV access.      
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standardising Infection Control 
Guidance and practices.    

Total   72      

Risk register  
 

 
No Objective Links to 

other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

 
1 

 
Ensure strategy 
in place to 
achieve CDI 
target 2018-2019 
 
 
 
 

 
Health and 
Social Care 
Act  
NICE QS61 
Statement 1, 
NICEQS 121, 
NICE QS49 
CQUIN 

 

 Monitor compliance 
against trajectory 

 Review and support all 
PIR/RCA processes 

 Ensure action plans and 
lessons learnt completed 

 Increase number of RCA 
completed promptly  

 

 Trust C 
difficile 
Steering  
Group 
 
 

 Divisional 
Lead 

 
March 2019 

    Q1 6 cases. Trust under trajectory. 
All cases receive a full review. No 
cases identified to appeal  
 
Q2 CDT 18 cases to date, one under 
trajectory. 2 cases appealed with no 
lapses of care reducing working total 
to 16.  
 

Handler ID Clin  
Group 

Directorate Risk Subtype Title Risk 
Level 
(initial) 

Risk 
Level 
(current) 

Opened Review  
Date 

Closed 
Date 

Alison 
Thompson 
 
 

4587 Corporate  
Services 

IPCT Clinical 
Risk 

IPC Multi drug 
resistance 

Medium 
Risk 

Medium 
Risk  

September 
2018 

05/ 05/19  

           
           

Alison 
Thompson 
 
 
 

4589 Corporate  
Services 

IPCT Operational/Business/ 
Financial 

Lack of ward 
decant facility 

Medium 
Risk 

Medium 
Risk 

September  
2018 

05/05/19  
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

 
 
 
 
 
 
 
 
 

Risk ID 3168 
CDI objective 

 KPI = 75% of RCA 
completed within a 
month 

 Monitor compliance with 
Antimicrobial usage audits 

 KPI= 100%  
compliance with 
antimicrobial prescribing 

 Promote ownership and 
engagement at ward level 
and shared in timely 
manner 

 Education and training 

 Monthly and annual case 
numbers below trajectory 

Nurses/Matr
ons/Ward 
Managers/  
AMG 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 IPCG   

Significant increase noted in Q2, no 
commonality noted except delayed 
sampling. IPCT visiting wards daily to 
ensure prompt identification and 
sampling  
 
Q3 CDT 27 cases to date Trust 
remains under trajectory. 
 2 cases appealed with no lapses of 
care, reducing working total to 25. 5 
cases to appeal in Q4. 
 
Q4 CDT 36 cases to end of year. 
Trust remained under trajectory.  
 Additionally 8 cases with no lapses 
of care, taken to appeal to CCG. 
working total 28 cases to end of Q4 

 
2 

 
Ensure zero 
tolerance for 
MRSA 
bacteraemia 
(including 
reduction in 
MSSA and GRE 
Bacteraemia) 
 
 
 
 
 
 

 
ANTT strategy  
MRSA zero 
tolerance 
objective 
Risk ID 3169 

 

 No Trust acquired MRSA 
bacteraemia 

 MRSA Screening & 
decolonisation  

 Audit Compliance with 
Screening and  
Management Policy 

 Monitor MRSA acquisition 
rates and ensure learning 
is actioned 

 IV Access team to 
progress surveillance of 
complication rates 
associated with 

 
IPCT 
Clinical Skills 
Support  
 IPCT Nurse 
educators 
 
 
 
 
 
 
 
 
 

 
Ongoing 

    Q1 0 cases,  
 
Q1 Initial results of ANTT audit 
indicates requirement to improve of 
compliance. Audit plan to continue in 
Q2 
IV access team working to improve 
data collection of line infection 
Compliance with HII audits by link 
staff requires improvement  
 
Q2 1 case to date. No lapses of care 
identified reviewed externally with 
CCG 
Current vacancy in secondment 
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

intravascular devices 
inserted by team. 

 Ensure patients reviewed 
weekly by IPCT 

 Promote 
compliance/adherence to 
the principles of Aseptic 
Non Touch Technique 
(ANTT) in relation to the 
insertion and Care Of 
Vascular Access Devices 
(COVAD). 

 Monthly audits of HH, PPE 
in clinical environment 

 Review of audit 
programme 

 Care bundle audits – 
Cannulae/cannula 

 Structured 1/4 matrons 
reports to IPCG 

 Audit of admission 
screening  

 KPI = >90% of areas to 
screen for  MRSA  on 
admission 

 Education and focus 
provided to areas where 
acquisition identified  

 Action plans following 
identified acquisition 
events 

 ICNet database of patient 
reviews 
 

 
 
IV Access Team 
& IV Access 
Group 

hours in clinical trainer role within 
IPCT to support ANTT audit. Await 
authorisation.   
 
Q3 0 cases in Q3. 1 case to date this 
year. No lapses of care identified 
reviewed externally with CCG. 
Vacancy in team to support  ANTT 
audit filled and to commence in Q4 
Review of bacteraemia cases 
identifies that small minority of cases 
are avoidable.  
 

Q4 2 cases end of Q4 

1 case identified no lapses of care at 
PIR in Q2 
Additional case attributed to the Trust 
in Q3 after PIR meeting 
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

3 Minimise risk of 
patient 
colonisation and 
infection with 
CPE 

IPC Risk of 
multi drug 
resistant 
organisms  

Screening: 

 Continue to expand the 
screening programme 

with focus of screening to 
admitting area rather than 
ward 

 Audit of screening 

 KPI= >90% of areas to 
screen for CPE on 
admission 

 
Isolation: 
Develop risk assessment tool 
to ensure appropriate tailored 
isolation facilities  
 
Training and education 

 Education and focus 
provided to areas where 
acquisition identified  

 Action plans following 
identified acquisition 
events 
 

 

IPCG Ongoing     Q1 Compliance with screening on 
admission requires improvement.  
 
Increase in numbers noted within 
Quarter 1 due to outbreak involving 
wards 2B, 9 and 11. 
 
Q2 Increase in cases within the 
Quarter 1 and 2 due to identified 
outbreak involving wards 2B, 9 and 
11.  
Admission screening compliance 
requires improvement. 

 
Q3 Slight increase in cases noted in 
Q3 compared to previous year. No 
identified link in cases. 
 
Q4 Outbreak associated within 
elderly care wards 9 and 11 BGH. 40 
cases in total attributed to outbreak. 
Action plan in place including full 
decant and high level disinfection in 
April.  

 
4 

 
To reduce all 
healthcare 
related gram 
negative 
bacteraemia by 
20%  
 
 

 
PHE 50%  
reduction 
target of 50% 
by 2021 
ANTT strategy 
 
 

 

 Work with community 
colleagues to undertake 
joint working group to 
address 

 Ensure surveillance data 
communicated   

 Prompt RCA of all Trust 
acquired Gram neg 

 
IPCT 
(IPCG) 
 
 
 
 
Matrons 
 

 
March 2019 

    Q1 Local Strategy in place, 
attendance at network meetings.  
 
Plan to deliver project work facilitated 
by  NHSI led events to reduce 
GNBSI  
 
Q2 E coli bacteraemia shows no 
decrease from last year, however out 
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

Working towards 
the   PHE 
objective of 50% 
reduction by 
2021 
 

bacteraemia 

 (including  E coli, 
Klebsiella sp and 
Pseudomonas aeruginosa   

  Work with Trust 
colleagues to review 
lessons learnt from RCA 
and to implement action 
plans 

 KPI = 75% of RCA 
completed within a 
month 

 
 
IPCT/Matrons 
 
 
 
 
 
 
Matrons 

of 33 cases surveillance only noted 3 
avoidable cases (2 urinary and 1 
line). Local strategy in place to 
ensure compliance with device 
management guidance. 
 
Q3 Slight increase in number of E 
coli bacteraemia cases compared to 
previous year, however small number 
only of avoidable cases. Local 
strategy in place to ensure good 
device management. 
Project planned with NHSI to reduce 
GNBSI by reduction in UTI to support 
hydration on Ward 9. Reduction 
strategy to continue in Q4 
 
Q4 Slight increase in cases from 
previous year from 60 to 65. Internal 
reduction target not met, however 
most identified as unavoidable  

 
5 

 
Prevent surgical 
site infections 
 
 
 
 
 

 
ANTT strategy 

 Support directorates with 
local ownership of SSI 
surveillance and action 
plans 

 Mandatory Surveillance to 
continue for Elective 
Orthopaedic procedures 
and orthopaedic trauma 
surgery. 

 Directorates to report 
quarterly to IPC 

 Develop and improve 
surveillance capability on 

 Directorate 
IPC Lead 
and 
Surveillance 
Nurse 
 

 IPCG 

 
March 2019 

    Q1 Surveillance continues 
 
ANTT audit taking place across the 
Trust 
 
Q2 -  Surveillance continues , no 
concerns  
 
Q3 -  Surveillance continues , no 
concerns 
 
Q4 – as above  
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

ICNet 

 Ensure Trust comply with 
ANTT Strategy 

 Address any practice 
issues highlighted as part 
of ongoing surveillance   

 
6 

 
Ensure 
compliance with 
NICE Quality 
Standard 61, 113 
and PH 36 

 
NICE 
Guidance 
H & S Care 
Act 

 

 IPC Forward Plan supports 
compliance 

 Quarterly updates to IPCG 
 

 
IPCT 
(IPCG, NICE 
Strategy Group 
Clinical and cost 
Effectiveness 
Subcommittee) 

 
Ongoing 

    Q1 Point prevalence audits to be 
completed in Q2 for urinary catheters 
and IV devices to ensure compliance 
with maintenance and monitoring of 
devices.   
 
Q2 Medical device audits completed.  
Urinary catheter shows 
compliance in documentation 
requires improvement.  
IV audit completed , analysis to be 
completed and associated action 
planned in Q3.High impact 
intervention audits completed by 
ward link nurses require 
improvement  
Current vacancy in secondment 
hours in clinical trainer role within 
IPCT to support ANTT audit.  
 
Q3 Medical device audits completed 
in Q2. Vascular access device and 
Urinary catheter compliance in 
documentation requires 
improvement.  High impact 
intervention audits completed by 
ward link nurses require 
improvement. Monitored by Perfect 
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

Ward.  
 
Q4 Secondment vacancy in post to 
support ANTT audit. 
 

 
7 

 
To ensure 
compliance with 
CQUIN  

 
NICE NG51 
Flu targets 
Sepsis 6 

 

 Support achievement of 
Influenza vaccination 
CQUIN   

 Full CQUIN 
Targets will be achieved  
KPI= >75% staff 
vaccinated 

 Support achievement of  
antimicrobial resistance 
(AMR) CQUIN 

 Support achievement of 
Sepsis 6 

 
AMG 
IPCG 
Sepsis Group 
 
 
 
 
 
 

 
March 2019 

    Q1 Flu vaccination steering group 
meetings and action plan 
commenced 
 
Q2 Flu campaign plan devised and 
steering group commenced in place. 
Vaccination commenced end of Q2. 

 
Q3 Flu campaign plan commenced. 
CQUIN target for 75% frontline staff 
by end February. Comms strategy 
and ward flu vaccinators and foyer 
sessions. 74% compliance to date. 
   
Q4 target of 75% frontline staff 
achieved by end February. 

 
8 

 
To provide a 
quality Infection 
Prevention and 
Control Team 
and service  

 
NICE QS62 
NICE Quality 
Standard 
QS61 
 
6 Cs  -- 
 
Health & 
Social Care 

 

 Appropriate skill mix in 
place 

 Appropriate job 
descriptions 

 Ensure opportunities for all 
staff education and 
update.  

 Compliance with 

  
Ongoing 

    Q1 Staffing numbers improved, 2 
new staff recruited to commence Q1 
and other vacancy authorised to 
recruit into in Q2.  
 
Q2 new staff in post 
 
Q3 team will be fully established in 
Q4  
Q4 team fully established  
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

Act 2008 
 

Mandatory Training  

 KPI +100% of IPCT PDR 
up to date by June 2018 

 Regular service review 
process 

 To review terms of 
reference of IPCG 
annually  

 To ensure prompt and 
efficient laboratory 
services 

 IPCT to receive timely 
reports  from all laboratory 
services 

 Effective and committed 
Link Practitioner Group 
and champions at all level 
of the organisation  

 KPI =Link Practitioners 
to be held a minimum of 
bi-annually 

 KPI = Link Practitioners 
to attend a minimum 
>80%meetings 
/additional training 

 Engender collaborative 
working with other Trusts 
and Community IPCT to 
ensure a Health Economy 
approach is adopted 

 Attend  bi monthly CCG 
led themed meeting with 
local acute Trusts & 
community teams 
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

 
9 

 
To ensure 
compliance with 
Water and Air 
Safety Plan  

 
Trust Water 
Safety Plan 
 
HTM-01-04 
 
 

 

 Water Safety Risk 
Assessment undertaken in 
augmented care facilities 

 Water sampling for 
pseudomonas undertaken 
in all clinical areas as a 
baseline and 6 monthly in 
augmented /high risks 
areas. Sampling frequency 
to be increased as outlined 
in water safety plan if any 
failures 

 Trust to agree key 
performance indicators for 
water quality specific 
formal objectives 

 
Facilities 
Management 
(Water Safety 
Group, IPCG) 
 

 
Ongoing 

    Q1 Plan in place  
 
Q2 Plan ongoing  
 
Q3 As above  

 
10 

 
To ensure new 
build fit for 
purpose  

 
IPC in the 
Built 
Environment 

 

 IPCT to be involved in all 
relevant aspects of new 
build 

 Monthly meetings with 
Coordinator 

 
New Build  
Facilities 
Managements 
(IPCG) 

 
March 2019 

    Q1 Attendance at Implementation 
meetings 
Q2 as above  
Q3 as above  
Q4 as above  

11 To comply with 
Decontamination 
Guidelines 
 

Decontaminati
on Meetings 
 
Decontaminati
on Audits 

Decontamination Lead 
IPCT 
Decontamination Committee 
IPCG 

Ongoing      Q1 Decontamination meetings 
commenced. Risk register to be 
completed by Decontamination lead  
 
Q2 Quarterly Decontamination Group 
meetings commenced in Q1. Risk 
register updated by Decontamination 
lead 
Q3 as above 
Q4 as above   

12 To plan for Regular        Q1 Workforce merger plan in place 
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No Objective Links to 
other 
objectives/ 
Directives/ris
ks 

Action required/Method of 
assurance 
/KPI 

Responsible 
Owner/Lead 
(Monitoring 
Committee/ 
Group) 

Timescale  
for delivery 

Q
1 

Q
2 

Q
3 

Q
4 

Progress/current situation 

merger with 
Aintree 
standardising 
Infection Control 
Guidance and 
practices.    

meetings with 
Aintree IPC 
team lead  
 
Attend 
workstream 
meetings  
 
Review all 
policies and 
procedures, 
complete gap 
analysis 
See separate 
workstream 
action plan 
held by IPCT.  

integrating the 2 teams and also IV 
access.  
 
Plan to introduce joint IV access 
steering group 
 
Q3 work continues  
 
Q4 work continues  
 
 

 
 
 
 
The IPC Forward Plan outlines the objectives to be achieved  in 2018-19 by designated individuals on behalf of the DIPC to ensure 
that the Trust is compliant with the Health & Social care Act (2008 –revision 2015). 
The plan Links into Trust Strategy and Values  
The Health & Social Care Act 2008 (Revision 2015). This was revised to reflect the structural changes of the NHS which came into 
force after April 2013 and the role of Infection Prevention (including cleanliness) in optimising antimicrobial use and reducing 
antimicrobial resistance. 
 
The delivery plan also outlines actions required to ensure compliant with the documents below.  

 NICE quality standard QS113 Healthcare associated infection published 11 February 2016 

 NICE quality standard QS121 Antibiotic stewardship published 21 April 2016 

IP
C

 A
nn

ua
l R

ep
or

t
20

18
-1

9

Page 244 of 269



Royal Liverpool and Broadgreen University Hospitals NHS trust 

AT/TJN IPC Annual Report 2018-19 RLBUHT Page 31 

 NICE quality standard QS49 Surgical site infection published 31 October 2013 

 NICE quality standard QS61 Infection prevention & control published 17 April 2014 

 Quality Contract: Infection Prevention & Control measures 

 Trust Values 

 6 C  
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Appendix C   
 

Infection Prevention & Control 
Link Nurse Study Day 

10th April 2018 – 8.45am to 1.00pm 
Lecture Theatre RLUH 

08.45 - 09.00 
 
Registration  

09.00 - 09.30 Welcome & Update 

IPCT – Alison 
Thompson/Emma 
Bingley/Lauren Gould  

09.30 –10.00 
 
Flu - How Did We Do? Dr Ian Hart 

 
10.00 - 10.20 TB – Making a Comeback IPCT – Ed Hepworth 

10.20 – 10.40  
 
Break – Coffee & Tea Provided  

10.40 – 11.00 
Documentation – Not Written – Not 
Done! 

 
IPCT – Ed Hepworth 

11.00 - 11.20 
 
ANTT Process Update IPCT – Sarah Christian 

11.20 – 12.00  

 
Virtual Lab Visit – What Happens in 
the Duncan Building Stays in the 
Duncan Building! 

 
IPCT – Lauren Gould 

12.00 – 12.30 
 
Catheters – WTF! – What the Foley IPCT -Emma Bingley 

12.30 - 12.45 
 
What Clean Do We Mean? IPCT – Lauren Gould 

12.45 – 13.00 Questions & Close 
 

 IPCT &     Dr Tim Neal 

 
Infection Prevention & Control Link Nurse Study Day 

8th October 2018 – 8.45am to 4.00pm 
Lecture Theatre RLUH 

08.45 - 09.00 Registration  

09.00 – 9.15 Welcome  IPCT 

09.15  – 10.00 Successes, Challenges and Priorities  Alison Thompson  

10.00 - 10.30  
Diarrhoea Management  
Noro, CDI  

Lauren Gould  
Paul James 

10.30 – 10.50   Break -Coffee & Tea Provided  
 

 

10.50  – 11.10 Measles  Alison Thompson  

11.10  - 11.45  Update on Flu  
Edward Hepworth, 
Tracey Collings  

11.45 - 12.30 Managing a MERS CoV Case    Maz Hoyle  

12.30 – 13.30  
Viewing of company exhibition/ stalls 
Lunch – Sandwiches, coffee and tea  
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provided 

13.30 – 14.00 Peripheral Cannulae Care  Sarah Christian 

14.00 - 14.30 Managing Urinary Catheters  
  Emma Weaver 
  Lauren Gould  

14.30- 15.15  Managing Central Lines IV access team  

15.15- 15.45  Managing Nutrition Lines Nutrition team  

15.45 – 16.00 Questions & Close  IPCT 

 
Thank you to the following companies for supporting this  

Study Day with an educational grant: 
 

Medipal  Gojo  Ecolab Bbraun 3M 
 
Frontier Medical Group CRBard  Innotech Hygiene Solutions 
 

 

Infection Prevention & Control Link Nurse Study Day 
Thursday 7th March 2019 

8.30am to 12.30 
Lecture Theatre RLUH 

 
08.30 to 08.45 

 
Registration 

 

 

 
08.45 to 9.30 

 
Introduction to Day & Infection Control 

Update 

 
Infection Prevention & 

Control Team 

 
09.30 to 10.30 

 
Why HII? The Re-Launch of HII’s and 

inputting on SharePoint 

 
Infection Prevention & 

Control Team 

 
10.30 to 11.00 

 
Break (Coffee & Tea in the foyer) 

 

 
11.00 to 11.15 

 
Making HII’s Work for you 

 

 
Infection Prevention & 

Control Team 
 

11.15 to 11.30 
 

PPE: Dress to Impress 
 

 
Infection Prevention & 

Control Team 
 

11.30 to 11.40 
 

Don’t get the Wrong End of the Stick – 
Screening Update 

 
Infection Prevention & 

Control Team 
 

11.40 to 12.00 
 

The Cult of Infection Control – Are You a 
Believer? 

 
Infection Prevention & 

Control Team 
 

12.00 to 12.25 
 

Question Time – Ask the Expert 
 

 
Infection Prevention & 

Control Team 
12.25 to 12.30 Close of Day 

 
Infection Prevention & 
Control Team 
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Appendix D  

 IPC Audit programme  
 

The Infection Prevention and Control team have developed a rolling audit programme 

for 2018/19 for all wards and out-patient areas. The purpose of the audit is to identify 

any risks to patients posed by clinical practices or the environment. All in patient areas 

are audited in twice-yearly cycle, and all out-patient areas are audited annually.  

 
 

Infection Prevention & Control Audit 
Ward             Date:           Auditor: 
 

Pass/Fail/ 
 

Weighting Score 

All commodes are stored clean & labelled ready for use  11  

HOUDINI and urinary catheter documentation present & up to date (check 

all) Patients should have Catheter Passport if applicable 

 11  

VIIADs complete, up to date & match visual check of patient device (check 

all) 

 11  

All staff were compliant with the ‘5 moments for hand hygiene’  11  

Was shared equipment clean? (check ATP scores)  11  

Alcohol Gel is directly accessible at the point of care  3  

Hand wash basins are used for hand washing only & are clean & accessible  3  

Patient bedside furniture is clean, clutter free & in good repair  3  

Equipment behind bed (suction, O2, nebulisers etc.) is stored appropriately  3  

Patients are prompted and assisted to cleanse hands before meals (ask 

patient) 

 3  

Toilets and washrooms & shower rooms are clean  3  

All patients have a stool chart in situ  3  

All detergent /disinfectant wipes stored away from patients  3  

There are no outstanding estates issues with toilets, sinks, macerator or 

sluice? 

 3  

Mops and buckets in sluice are stored according to the trust  policy  3  

Isolation Rooms have correct posters displayed  3  

Fans are visibly clean and the need for use has been risk assessed  3  

Stock held of standard PPE for droplet precautions and enhanced precautions  3  

Sharps Bins are used appropriately  3  

Linen is disposed of correctly as per trust linen bagging policy  3  
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Scoring Total:  

The  audit is scored as a pass or fail 
The pass rate is 90 

Non-compliance with any questions in the shaded boxes results in a fail 

Overall score: Overall Pass/fail 

 
 

 

 

 

 

 

Comments:   

 

ATP scores 

Item Acceptable score Score 

Commode < 30 RLU  
Sp02 probe < 30 RLU  

ANTT tray or sharps tray < 50 RLU  

Scales < 50 RLU  

 

 

 

 

 

 

 

 

 

IP
C

 A
nn

ua
l R

ep
or

t 2
01

8-
19

Page 249 of 269



Royal Liverpool and Broadgreen University Hospitals NHS trust 

AT/TJN IPC Annual Report 2018-19 RLBUHT Page 36 

The audit results are circulated to ward manager, Matron and Senior Nursing Team. 

Wards are required to produce an action plan within 2 weeks if audits do not pass. 

The IPCT aim to re-audit the area within 4 weeks. If a ward fails to achieve the 

required standard on re-audit, this will then be escalated to Perfect Ward for 

monitoring of outstanding actions. The pass score for in patient areas, Theatre and ED 

is 90. Table 2 identifies wards that did not achieve the required standard on either 

audit cycle. 

Table 2 

  

Breakdown of results 

Failure to comply with any of the questions below results in an overall audit failure 

as these questions reflect the greatest infection risks: 

 Commodes – clean and labelled 

 VIIADS – complete, up to date & reflective of IV device in situ (5 checked) 

 Urinary catheter monitoring & HOUDINI – complete and up to date (5 

checked) 

 Hand hygiene 

 More than 3 poor practices observed indicative of poor compliance with IPC 

 

 

Figure 1 

Commodes

VIIADS

HOUDINI &
Catheter

Hand Hygiene

> 3 bad practices

Scheduled Care Wards 

3A 5Y 4A 4B 8X RLH Theatres 

Unscheduled Care Wards 

ED AMAU 2B 9X W11 
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Figure 1 provides a detailed breakdown of the elements of the audit that the wards 

identified above did not achieve compliance with. The breakdown identifies that 

documentation of devices is poor and is not necessarily indicative of the condition of 

the device.  

 

The IPCT provide specific support and education to areas on the elements of the audit 

that do not pass. In order to determine the key issues with devices and 

documentation, the 2019/20 audit cycles will incorporate inspection of all cannulae 

and urinary catheters on each ward. The cycles will continue twice yearly as outlined 

above. 
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Appendix E  
 

MRSA Isolate Acquisition 2018-19 

A total of 23 hospital acquired MRSA isolates were identified during 2018-19. 

Breakdown of acquisition by area: 

 

4 isolates were identified from wound screens, 2 from Drains, 1 from sputum and the 

remaining 16 were identified from Kiestra (Nose/groin). 

 

 

Each hospital acquired isolate identified is investigated by the Infection Prevention and 

Control team. Environment and practices are observed and any identified actions 

monitored. Continued education where delayed admission and 30 day screens have 

been identified. 

0

1

2

3

4

5

6

ITU 8Y 9Y WD 9 7A 5A 8A 2Y 6X 3Y 2A 8X

Wound

Drain

Sputum
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Appendix F  
 

Gerontology CPE outbreak Summary January-March 2019 

Between 12.1.19 - 29.4.19, 42 CPE isolates were identified from screens collected on 
wards 9 and 11, 40 of which have been the KPC type, 1 OXA 48 type and 1 OXA 
48/KPC type. 

Identification of the potential index case on ward 9 prompted screening of bay 
contacts, with a further 2 isolates were identified as a result of this. Full ward 
screening was initiated across both wards 9 and 11 as patients are frequently 
transferred between these wards. This continued on a weekly basis until the outbreak 
was resolved. 

As each new case was identified, the patient would be isolated or cohorted and the 
bay decanted to facilitate a terminal clean and HP mist were appropriate. A total of 21 
bay cleans with HP misting were undertaken during the outbreak. 

Several issues were identified as contributing to the longevity of the outbreak: 

 Sharing of patient equipment  with ineffective cleaning between each use 

 Patients not supported to carry out hand hygiene  

 Poor staff hand hygiene  

 Increased environmental bio-burden since start of outbreak 

 Delays in isolating patients when known to be CPE due to the lack of side 
rooms 

 Missed screening opportunities  

 Lack of decant facilities 
 

Following an outbreak meeting convened on 16.3.19, the decision was taken to close 
both wards and reduce patient numbers. Each ward then decanted in turn to an empty 
ward to allow for a high level disinfection of wards 9 and 11 and rectification of any 
outstanding Estates issues. This has now been completed on both wards with no new 
CPE isolates identified to date. 
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Appendix G:  Health Care Associated Infection Reduction Plan 
2019/20 

 
Overview  
 
The HCAI Reduction Plan has been developed jointly between RLUHT and AUHT with 
a view to integration and joint reporting in 2020/21. The Teams aim is to provide a 
service that supports our clinical teams to deliver safe clean care. Infection Prevention 
and Control will continue to be a high priority for the Trusts and the Infection 
Prevention and Control Teams have set out an ambitious but flexible programme of 
work over 2019/20, with the aim to keep our patients, staff and public informed of 
planned activity.  
 
The plan includes elements from the criteria of the Health and Social Care Act 2008: 
Code of Practice for Health and Adult Social Care on the prevention and control of 
infections and related guidance (2015). This is mapped against the NICE (2011) 
Prevention and control of healthcare-associated infections Quality improvement guide 
and NICE (2016) Healthcare-associated infections Quality standard. 
Each year the IPC Teams undertake a review of the Trusts compliance with the Health 
and Social Care Act 2008 code of practice on the prevention and control of infections 
(2015), this is submitted to the CCG and any gaps actioned. Previous annual plans 
and reports have outlined that the code is embedded across the organisations.  
 
The 2019/20 focus areas will include elements of the code, especially relating to 
impending integration. It will also include priority areas for the organisations to work 
collaboratively to reduce HCAIs. There is an acknowledgement that implementation 
may differ due to systems and processes at each site, however the overarching 
principles will remain the same.  
 
Focus areas for 2019/20 include;  
 

1. Governance 
2. Assurance/audit  
3. Training/education  
4. Priority areas  

 
IPC Key Quality Goals/measures  
 
The national IPC objectives are;  
 

 Zero patients with trust apportioned MRSA bacteraemia 

 CDI </= 56 cases (AUHT) </= 53 cases (RLBUHT) according to the revised 
attribution  

 To contribute to the reduction in Gram negative blood stream infections in line 
with the national programme – to halve healthcare associated GNBSIs by 
adopting a systematic approach to prevention – 25% reduction by 2021/2022 
and 50% by 2023/24.  
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Priority Area  
 

Action 
 

Timescale  Lead  

1. Governance 
 

1a. To publish the HCAI Reduction Annual Report 2018/19 and 
Plan for 2019/20 

May 2019  DIPC/ ADIPC 

1b. To agree Divisional HCAI reduction objectives 
 

May 2019  DIPC/ ADIPC/ 
Divisional 
Triumvirates 

1c. To agree IPC Audit plan  May 2019 DIPC/ ADIPC/ 
Divisional 
Triumvirates 

1d. To maintain reporting and assurance to IPC 
Groups/Committees in accordance to each organisations reporting 
frequency  

April – 
October 2019 

DIPC/ ADIPC 

1e. To propose an outline for IPC reporting in the integrated 
organisation  

October 2019   

1f. To ensure all identified IPC risks are captured on the 
organisations risk register, reviewed quarterly at IPC Group to 
progress reduction in risks and mitigations taken 

Quarterly  IPC Lead Nurses 

1g. To ensure all policies/ SOPs and guidelines remain relevant, in 
date and align as per integration plan  

As per 
schedule  

IPC Lead Nurses  

2. Assurance and 
audit  

2a. To report to IPC Group on national and locally agreed HCAI 
objectives   

Quarterly  IPC Lead Nurses 

2b. IPC Group to receive Divisional IPC reports/matrons reports  
and assurance regarding actions  

Quarterly Divisional 
Triumvirates/Matrons  

2c. A post infection review will be completed (as a minimum) for;  

 All cases of MRSA bacteraemia  

 All cases of hospital onset/healthcare associated and 
community onset /healthcare associated cases of CDI  

 All cases of hospital onset/healthcare associated cases of 
GDH  

 All cases of acute apportioned MSSA 

March 2020  Clinical Teams and 
IPCT  
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Priority Area  
 

Action 
 

Timescale  Lead  

 All cases of acute apportioned GNBSI bacteraemia  
 

2d. Infection Prevention and Control Group to receive assurance 
on; 

 IPC audit plan  

 IV device audits  

 IPC training compliance  

 Cleanliness audits  

 Antibiotic stewardship audits  

 Decontamination, ventilation and water plans and audits  

 Surgical site surveillance audits  

 Occupational health surveillance  

 IPC risks   

As per IPC 
Group plan  

As per IPC Group 
plan 

3. Training and 
education  

3a. To maintain induction and mandatory training programme  March 2020 
as per 
training 
schedule 

IPCT  

3b. To align training package for induction and mandatory training  Oct 2019  IPCT 

3c. To improve governance and reporting of local/ bespoke training July 2019  IPCT 

3d. To share best practice via IPC link group meetings   April 2019 – 
March 2020  

IPCT 

3e. To identify differences/gaps in IPC training programme and 
work with Professional Development Team/Clinical Skills to align  
 

March 2020  IPCT 

3d. All IPCT members to receive a staff appraisal to maintain 
competence, identify objectives and development opportunities 
  

March 2020 IPC Lead Nurses  

4. Focus areas  4a. C difficile revised attribution;  

 To work collaboratively with partners to ensure transparency 
of interpretation of revised attribution. To draft briefing paper 

 
May 2019  
 

DIPC/ADIPC  
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Priority Area  
 

Action 
 

Timescale  Lead  

for IPC Groups regarding standard approach across both 
Trusts and implications.  

 To establish a joint CDI Working Group 

 
 
Oct 2019  

 
 
DIPC/ADIPC 

4b. CPE revised toolkit expected to be published in July 2019 – to 
undertake a gap analysis, review implications and provide 
recommendations for change in practice  

Sept 2019  DIPC/IPC Lead 
Nurses  

4c. To amend CPE guidance in line with agreed recommendations 
and support implementation  

Nov 2019  IPCT  

4d. MRSA screening and guidance; to hold weekly MDT for all 
patients colonised with MRSA. 

March 2020  DIPC/ IPCTs  

4e. Gram Negative Blood Stream Infections (GNBSI);  

 To collaborate with CCG and community colleagues via the 
North Mersey GNBSI Steering Group.  

 Establish a GNBSI Working Group to identify key action 
areas for acute cases.   

 
March 2020  

 
Sept 2019  

DIPC/ADIPC 

4f. Undertake post incident/outbreak reviews according to outbreak 
policy/ SOP.  

March 2020  IPCT  

4g. IPC innovations; to keep appraised of new IPC innovations and 
provide recommendations for implementation with appropriate 
financial assessment   

March 2020  IPCT 

4h. New build/alterations/ change in service; to continue to ensure 
IPC safety in during the planning for new builds/ alterations or 
service reconfiguration. 

March 2020 IPCT 

4i. Influence EPR; to ensure EPR is used to its maximum benefit for 
IPC management   

April 2020 IPCT  
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Health and Social Care Act 2008 Code of Practice on the prevention and control 
of infections and related guidance (updated 2015) 

NICE (2011) 
Quality 

Improvement 
Guide for 

HCAIs  

NICE (2016) 
Quality Standard 

HCAIs  

Priority area 

Compliance 
Criterion 

The registered Provider is required to demonstrate    

1 Systems to manage and monitor the prevention and control of 
infection. These systems use risk assessments and consider how 
susceptible service users are and any risks that their environment and 
other users may pose to them 

NICE- QIS : 1 NICE – QS 1 1&2  

2 Provide and maintain a clean and appropriate environment in 
managed premises that facilitates the prevention of infections 

NICE- QIS : 2  2 

3 Ensure appropriate antimicrobial use to optimise patient outcomes and 
to reduce the risk of adverse events and antimicrobial resistance.  

  2 

4 Provide suitable accurate information on infections to service users, 
their visitors and any person concerned with providing further 
support or nursing/ medical care in a timely fashion.  

NICE -QIS : 4 
 

 2 

5 Ensure prompt identification of people who have or are at risk of 
developing an infection so that they receive timely and appropriate 
treatment to reduce the risk of transmitting infection to other people. 

NICE-QIS : 5 
 

 2 

6 Systems to ensure that all care workers (including contractors and 
volunteers) are aware of and discharge their responsibilities in the 
process of preventing and controlling infection 

NICE-QIS : 6 
 

NICE – QS:3 3 

7 Provide or secure adequate isolation facilities NICE-QIS : 7 NICE – QS:4 2 

8 Secure adequate access to laboratory support appropriate NICE-QIS : 8  2 

9 Have and adhere to policies, designed for the individual’s care and 
provider organisations that will help to prevent and control 
infections.  

NICE-QIS : 9 
 

 2 

10 Providers have a system in place to manage the occupational 
health needs and obligations of staff in relation to infection 

NICE-QIS : 10 
 

             3  
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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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Glossary of terms 

 
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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Glossary of terms 

 
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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Glossary of terms 

 
Acronym Term Definition 

 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 Year Description of Interest Nature of Interest Type of Interest 

Mike Eastwood 
  
  

Interim Chair 
  
  

2019/20 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 
  
  

2019/20 
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 

2019/20 
Shareholder and Director of Resman Limited Financial 

Outside Employment & 
Shareholding 

Malcolm Jackson 
Non-Executive 
Director 

2019/20 Professor and Associate Pro Vice Chancellor University 
of Liverpool Non-financial professional Outside Employment 

Angela Phillips  
Non-Executive 
Director 

2019/20 
College Governor - RNN Group Non-financial personal Loyalty Interest 

Susan Young  

Non-Executive 
Director (non-
voting) 

2019/20 
Managing Director of PSCA Consulting Ltd. Non-financial professional Outside Employment 

East and North Hertfordshire NHS Trust Non-financial professional Outside Employment 

James Kingsland 
  
  

Non-Executive 
Director (non-
voting) 
  
  

2019/20 

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 

Peter Williams 
  

Interim Chief 
Executive 
  

2019/20 Manchester health and care board member. Non-financial professional Outside Employment 

NHS transformation unit board member  Non-financial professional Outside Employment 

Debbie Herring  
Director of 
Workforce & 

2019/20 
Nil Return N/A N/A 
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Performance 

Paul Bradshaw 

Interim Director of 
Finance  
 

2019/20 Nil Return N/A N/A 

Colin Hont 
  

Interim Chief Nurse 
  

2019/20 

Nil Return N/A N/A 

Andrew Loughney 
  

Interim Medical 
Director 
  

2019/20 

Medical Director, Liverpool Women’s Hospital Non-financial professional Outside Employment 

Helen Shaw 

Director of 
Communications & 
Marketing - non-
voting Board 
Member 

2019/20 

Parish Councillor- Lathom Parish Council Non-financial personal Loyalty Interest 

Paul Fitzsimmons 

Interim Chief 
Operations Officer 
– non-voting Board 
Member 

2019/20 

Nil Return N/A N/A 

David Walliker 

Chief Information 
Officer - non-voting 
Board Member 
  

2019/20 

Chief Information Officer, Liverpool Women’s Hospital  Non-financial professional Outside Employment 

  C&M Digital Board Non-financial professional Outside Employment 
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