
30 July 2019 

10.00am 

Conference Room, 

2nd Floor UCD, Royal Site 



TRUST BOARD MEETING AGENDA – PUBLIC 
Date: 30th July 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 25th June 2019 
To approve the minutes of the Board of Directors 

ME 1 

3. Rolling Action Tracker and Calendar 
To discuss any outstanding actions 

ME 9 

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 14 

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

All 21 

9. Board Assurance Framework – Quarter 1 2019/20 
To discuss and approve the residual risk scores, controls and assurances provided 

MW 80.1 

10. CQC Report – Action taken and approach to future action planning 
To note the report for information and assurance 

CH 81 

11. QEP Review – Quarter 1 
To note the report for information and assurance 

PB 91 

12. Learning from Deaths 
To note the report for information and assurance 

AL 98 

13. Junior Doctor Safe Working 
To note the report for information and assurance 

AL 106 

14. Annual Reports on Patient Safety Incidents and Patient Complaints 
To note the report for information and assurance 

CH 113 

15. Safe Staffing – May 2019  
To note the report for information and assurance 

CH 164 

16. Medical Annual Appraisal & Revalidation 
To approve, or otherwise, the signing of the Board template 

AL 179 

17. Performance Management Framework 
To consider the proposals within the report 

DH 193 

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

ME Verbal 

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 

ME Verbal 



directed appropriately. 

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

All 213 

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 25 June 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) 

  Geoff Stewart (GWS)  Non-Executive Director   

    

In    

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

   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:   Timothy Neal (TN) Director of Infection Prevention & Control (item 

19/81 only) 

 Craig Jones (CJ) Deputy Head of Estates (item 19/87 only)  

                     Mark Grimshaw (MG) Deputy Corporate Secretary (minutes) 

 

External 

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

(Item 19/86 only) 

  

  

 19/70         Introduction, Apologies and Declaration of Interest  

 

Apologies had been received from Neil Willcox, Angela Phillips and James 

Kingsland. ME welcomed two members of the public. 

 

No declarations noted. 

 

19/71     Minutes of the Trust Board Meeting held on 28th May 2019 

  

 The minutes of the meeting held on 28th May 2019 were agreed as a true and 

accurate record. 

 

19/72 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. It was 

expected to be completed by July 2019. 
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19/73 Urgent Matters Arising 

None noted. 

19/74 Chair’s Report 

ME reported that Sue Musson had been appointed as Chair of the Interim Board for 

the new organisation, a role that would start from 1 July 2019. Sue would also begin 

as Chair of the Trust from 1 September 2019. 

It was noted that NHS Improvement (NHSI) had extended the terms of office for MJ 

and AP until 31 December 2019 or the point of merger (whichever was sooner). The 

Trust had granted a similar extension to SY and JK. NW term of office continued 

until 30 September 2019.     

19/75 Patient Story 

A patient attended who had been diagnosed with tuberculosis (TB) and had been 

moved to the Trust for a 18-24 month course of treatment. The patient was under 

the care of the Trust’s outpatient antibiotic therapy service (OPAT) and the flexibility 

of OPAT was identified as being key to enabling their life to continue unrestricted 

e.g. attending university. The patient outlined that the support provided by the OPAT

staff had been invaluable to their recovery. In addition to their expertise in medicine

administration, they had provided emotional support when the patient had

encountered ignorance in relation to their condition.

The patient emphasised that the consistency of nursing support was important to 

their care experience as rapport and knowledge of the patient’s personalised needs 

could be developed.  

ME noted that a theme of the importance of ‘personalisation’ often emerged from 

the patient stories and queried whether this was a model that the Trust was 

exploring. CH reported that the Trust was moving towards a case led approach and 

would continue to strive towards providing a consistent and personalised approach 

to nursing. Caution was expressed that this was not always possible but it would be 

worked towards for the majority of the time.  

HS noted the issues that the patient had received following a misunderstanding of 

their condition. It was noted that it would be important to promote tolerance and 

understanding across all staff groups to help tackle any issues arising from staff and 

patient attitudes. 

ME thanked the patient for sharing their story. 

19/76 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 received an update 

on the work of the Design Authority. A post-implementation review of a sample of 

approved business cases was to be undertaken to seek assurance that the outlined 
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benefits had been realised. ME highlighted a decision taken in 2018 relating to 

winter beds which was not executed. Whilst it was acknowledged that there were 

mitigations for this, ME asserted that it was important to ensure that a decision, 

once made, was followed through or explained if not. The Committee had 

considered a draft performance management framework which would proceed for 

Board approval once finalised. In terms of performance, an update had been 

received from the neurology management team outlining capacity challenges and 

the actions being put into place to make improvements.  

 

MJ reported that the Quality Governance Committee was monitoring an issue 

relating to blood tracking. Work to clear a backlog of fating blood samples was being 

overseen by the Medical Director and the outcome would be reported to the 

Committee once completed. A request had been made of Liverpool Clinical 

Laboratories to produce additional benchmarking information to aid an analysis of 

performance. The Unscheduled Care Governance meeting had identified a rise in 

incidences of staff being threatened with violence and aggression involving a 

weapon. It was noted that a rapid reporting system had been implemented and PW 

stated that the Trust would seek the prosecution of any individual threatening staff in 

such a way. 

 

PB noted that the Audit & Assurance Committee had met to review the Trust’s 

annual accounts. There had been an outstanding issue relating to the accounting 

treatment of the termination of the PFI project agreement which had now been 

resolved.  

 

An updated governance structure relating to the New Royal project had been 

reported to the New Hospital Committee. A Programme Board had been established 

including NHSI representation at the meeting. The business case for funding the 

new Royal project remained in development and was expected to be finalised in 

August 2019. The Committee had received assurance that construction was being 

well managed and the inspection process was thorough. The Trust continued to 

await the final construction programme. 

 

 The Board noted the report.  

 

19/77 Integrated Performance Report 

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

hospital, 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. Feedback on the event was positive although there are understandable on-

going concerns regarding the costs of the overall repair programme and its 

timescales. PW reported that the Trust had a contingency of £2.5 million in the 

2019/20 annual plan for maintaining the current building. Money was being spent on 

modernising the patient lifts, on ensuring that vital spare parts were on-site for 

systems such as heating and ventilation and increasing maintenance for important 

equipment and systems. 

 

The proposed merger with Aintree University Hospital (AUH) was progressing with 

the Full Business Case for Merger being reviewed by NHSI and the statutory 40 day 

review of the Patient Benefit Case by the CMA expected to commence imminently.   
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Patient flow continued to be the biggest challenge for the Trust. Whilst performance 

was favourable compared to local comparators, improvements relating to internal 

processes continued to be sought. The Trust was in regular communication with 

NHSI regarding operational performance issues. 

 

The potential industrial action by ISS staff reported in May 2019 had been resolved. 

 

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

Performance Report. 

 

AL reported that additional clarity was being provided to the ownership of discharge 

summaries and it was expected that this would result in an improvement to the 

compliance rate. In relation to a risk that patient outcomes could be compromised 

due to cold ischemic times for renal transplant, AL reported that theatres were being 

accessed more readily and that work was being undertaken to ensure that 

leadership in the respective department was robust. With regards to the blood fating 

issue highlighted under item 19/76, AL noted that three members of staff had been 

allocated to clear the backlog. There was no evidence of patient harm and the team 

had been instructed to escalate any concerns that were found. It was hoped that the 

backlog would be cleared by August 2019 but the roll out of the new electronic 

(‘bloodhound’) system was unlikely to be finalised within the same timeframe. SY 

noted that the Trust’s Summary Hospital-level Mortality Indicator (SHMI) had been 

RAG rated ‘red’ for a number of months. AL confirmed that the quarterly ‘learning 

from deaths’ report would provide further detail on the Trust’s SHMI performance 

and assurance on the processes in place for reviewing mortality. This was 

scheduled for July 2019.  

 

PF noted the continuing challenges in relation to A&E performance although there 

had been an improvement during April 2019. A renewed focus had been provided 

on overnight provision and the number of short stay beds had been increased. The 

interim target of 90% for 4 Hour A&E performance remained a realistic goal for the 

Trust. The Trust’s Referral to Treatment (RTT) performance was 82% for April 2019 

compared to the 92% national target. Improvements to waiting list performance 

continued to be made with a particular focus being on the longest waiting patients. 

Initial planning sessions were being held to develop the 2019/20 winter plan. Early 

modelling suggested that an additional 55/60 beds would be required. 

 

GWS referenced the increase of violence  on staff and queried whether this 

impacted the Trust’s A&E performance. PF confirmed that no data was currently 

available on this but DH stated that the most likely impact would be staff being 

absent following such an incident. It was reconfirmed that the Trust was following a 

zero tolerance approach to such instances. AL suggested that it would be useful to 

review A&E performance against when such incidents occur.  

 

CH noted that there had been a MRSA incident on 30 April 2019 on ward 8X. No 

care concerns had been raised from the review. The Trust’s friends and family test 

response rate continued to be below trajectory. Work was being undertaken with the 

provider to explore how to better utilise the information provided and it would feature 

prominently in the Trust’s updated Patient Experience Strategy. The Trust’s patient 

safety walkabout process would also be refreshed with a new schedule and 
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reporting mechanism. PW stated that it was important for the Board to be visible on 

the wards and across the organisation.  

 

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

in recent months with May 2019 performance at 4.8% compared to 4.5% at the 

same point in 2018. Additional resource was being provided to support the HR team 

to drive improvements. Agency usage had increased during April and May 2019, a 

similar pattern occurred in 2018. DH explained that this was in reaction to the need 

for additional cover in March 2019 whilst annual leave was taken. There was a 

particular concern relating to the number of agency staff being utilised in Liverpool 

Clinical Laboratories. A piece of work was being undertaken to explore this further. 

DH noted that the interim NHS People Plan had been recently published. Contained 

within this was guidance relating to the management and oversight of local 

investigation and disciplinary procedures. The Trust was reviewing the guidance 

against current practices and outputs from this would be reported to the Workforce 

Committee. 

 

GWS queried whether a further breakdown of the Trust’s sickness figures could be 

provided in future reports with a particular differentiation given for work related and 

non-work related stress. 

 

Action: For a breakdown of the Trust’s sickness figures to be provided in 

future reports and for this to include a differentiation for work related and 

non-work related stress. 

 

PB reported that whilst it was early in the financial year the Trust was currently in 

line with the agreed plan. The main area of focus remained the QEP programme 

and the Trust was currently slightly off plan in this area. A quarter one review was 

being undertaken by the Turnaround Director and this would report to the Board in 

July 2019.  

 

HS noted that following the appointment of Sue Musson, work was underway to 

provide clarification on the role from a communications perspective. Public 

engagement around the proposed merger had been undertaken and there had been 

a good online response despite limited attendance at public meetings. The key 

lesson learned for any potential future consultations was to attend existing events 

rather than creating new ones. 

 

 The Board noted the report. 

 

19/78 Quality Account 2018/19 

 

CH presented the Trust’s Quality Account, confirming that it had been developed in 

line with national guidance published by the Department of Health and Social Care.  

Submission to NHS Choices was required by 30 June 2019 

 

The Quality Account had been presented to Healthwatch, clinical commissioning 

groups and overview and scrutiny committees. External Audit had also performed a 

validation exercise on indicators used within the report. 
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CH outlined the Trust’s performance against the objectives set within the 2018/19 

Quality Account and the priorities for 2019/20 also highlighted.  

 

Attention was drawn to a number of areas where the information included was either 

out of date, inaccurate or not aligned with the surrounding narrative. HS suggested 

that the foreword should be reviewed to provide additional context in relation to the 

proposed merger and the New Royal. 

 

For future years, ME stated that additional emphasis should be provided to 

examples of excellence in care. Further context could also be provided by 

referencing demographic information. 

 

Subject to the requested amendments being made, the Board approved the Quality 

Account 2018/19 and noted the progress made to attain full compliance of the 

indicators outlined. 

 

19/79 Workforce Plan 

 

The Board considered an update on the Trust’s workforce plan. DH reported that 

the current plan would 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 

would include the impact of any service changes as result of the ‘One Liverpool 

plan’ and the national workforce strategy. DH noted that since the report had been 

considered in part 2 May 2019 Board, further detail had been added in relation to 

the process for developing the plan. 

 

Noting that the largest reduction in establishment levels from January 2019 was in 

administrative and clerical roles, GWS queried whether staff in this area would be 

vulnerable as a result of changes relating to the proposed merger. DH explained 

that many of the roles had been vacancies which were removed following 

reconfiguration of services. Only a small number had resulted in redundancy. DH 

confirmed that for any organisational change there was a policy that would be 

followed to ensure that staff were treated fairly by the process. 

 

ME noted that the Trust’s most significant staffing risk related to recruitment and 

retention and suggested that future updates provide an increased level of detail in 

this area. 

 

The Board noted the report. 

 

19/80 Safe Staffing April 2019 

CH introduced the report noting that for April 2019 of the 42 areas reviewed [the 

remit was 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 was a slight decrease from the previous month when we reported 16. ICRAS 

continued to be included which opened the beginning of December 2018. 

 

Actual Care Hours Per Patient Day (CHPPD) for April was 9.0, which was the same 

reported position as March (9.0).  For the past 3 months there had been greater 
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consistency in CHPPD data.  The split was Registered Nurses (5.6) and HCA (3.4) 

hours of care per patient day. The Trust was in a strong position when 

benchmarking this performance against other trusts. 

 

There had been a slight increase in the number of red flags raised. This was 

explained as being due to high levels of sickness in particular wards 

 

CH drew attention to the acuity study that had been undertaken on the Trust’s nurse 

establishment levels. The purpose of carrying out the study was to ensure that 

establishment levels were in line with national expectations. CH acknowledged that 

the reporting of the study could be strengthened to better answer the ‘so what’ 

question and highlight implications for the Trust. A separate independent study had 

been undertaken into staffing in the emergency department. The Trust currently had 

144 WTE staff against a recommended level of 122 WTE. Positive assurances had 

therefore been taken that staffing levels were safe. The Trust was now exploring 

whether the allocation of staff between day and night shifts could be improved to 

enhance patient safety. Shifts patterns were currently being re-profiled. 

 

SY noted that there were two wards with very high levels of sickness and 

questioned what action was being taken to improve this. CH explained that there 

had been a number of staff in these areas on long term sickness. It was expected 

that improvements would be seen in July and August 2019. 

 

Action: To provide further detail to explain the reasons for high sickness 

levels in particular wards and the improvement actions being taken. 

 

The Board noted the report. 

 

19/81 Infection Prevention & Control Annual Report 

 

The Board considered the report which summarised Trust performance and activity 

related to infection prevention and the plan for 2019-20. 

 

Progress against the 2018-19 plan had been positive with the majority of measures 

under the set trajectories. Of the two MRSA cases identified, reviews of each found 

that they were not as a result of lapses in care. TN reported that a robust monitoring 

process was in place and any emerging issues were escalated through the 

governance structure. Reassurance was provided that there was sufficient capacity 

in the infection prevention and control team to deliver on the set objectives for 2019-

20. 

 

Attention was drawn to an on-going challenge relating to CPE. Robust monitoring 

arrangements had been put into place to escalate any emerging issues. AL added 

that multi-drug resistance was a concern and whilst internal controls were robust, 

external factors would have an influence on outcomes.  

 

TN confirmed that the 2019-20 plan had been developed in partnership with AUH. 

TN was also the Director of Infection Prevention & Control (DIPC) across both 

organisations. 
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It was queried whether the current Royal estate was resulting in additional infection 

prevention and control challenges with an incident of a norovirus break out 

particularly referenced. TN confirmed that he was content with how norovirus 

outbreaks had been managed during 2018-19. It was acknowledged that the 

deteriorating estate did not help efforts to prevent the spread of infections but there 

had been significant improvement in the culture of the organisation, especially 

around hand hygiene compliance. ME requested that any incidents of non-

compliance should be escalated to the Board. 

 

 The Board noted the report. 

   

19/82 Chair’s Logs 

 

 None noted. 

 

19/83   Questions from members of public 

 

It was queried whether it was anticipated that the Interim Board, composed of a 

Chair, CEO, NEDs, Finance Director, Medical Director, Nursing Director and other 

Directors would be formed by 1 July 2019? MW confirmed that whilst the Interim 

Chair would be in post from 1 July 2019, the process for the other positions would 

take place during July and August 2019. The interviews for the interim CEO were 

scheduled for the 5 July 2019 with the other statutory positions to follow. 

 

It was questioned that if the Interim Board was not formed by 1 July 2019 what 

provisions had been made to ensure leadership and governance, especially if the 

contracts of three Non-Executive Directors have expired on 30 June 2019. MW 

referred to the update provided under item 19/74 which outlined how the terms of 

office of non-executive directors had been updated to align with the proposed 

merger date. 

 

In response to a question which asked whether the Board had access to a range of 

external reports relating to the new Royal, PB confirmed that whilst the full reports 

had not been included within Board papers, there had been summaries provided 

with the wider documents made available to Board members.   

 

It was asked whether the Trust was pursuing legal claims in order to recover costs 

of remedial works on the New Royal. PB confirmed that the Trust was reviewing the 

available options with its legal advisors. 

 

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: 30 July 2019   
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Action Tracker       Report owner: Madelaine Warburton 

ACTIONS INCLUDED ON THE PUBLIC AGENDA 
 

Meeting 
Date 

Item Action Owner Action Taken 

Apr-19 
19/13 

Junior Doctor 
Exception 
Reporting 

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

AL View provided by the Guardian of Safe 
Working in the Junior Doctor Safe 
Working report on the agenda. 

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 Review undertaken at the Executive 
Team in July 2019. Update provided 
within the BAF 2019/20 Q1 report. 

Jun-19 
19/80 

Safe Staffing April 
2019 

To provide further detail 
to explain the reasons for 
high sickness levels in 
particular wards and the 
improvement actions 
being taken. 

CH Strengthened analysis in safe staffing 
report. 

 

ACTIONS COMPLETED & CLOSED SINCE LAST MONTH 

Meeting 
Date 

Item Action Owner Action Taken 

Apr-19 
19/10 

Corporate 
Objectives 2019/20 

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

PW Latest success measures document 
included within the Document Library of 
Virtual Boardroom. Objectives are 
currently being mapped against Board 
Committees which take a role in seeking 
assurance against the respective success 
measures. 

 

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 

Jun-19 
19/77 

Integrated 
Performance 

Report 

For a breakdown of the 
Trust’s sickness figures to 
be provided in future 
reports and for this to 
include a differentiation 
for work related and non-
work related stress. 

DH There is currently no data which 
breaks down work/non work 
related stress. This has been 
explored previously but the 
difficulty of robustly 
categorising the cause of stress 
meant that it was not taken 
forward. Work is underway to 

Sept-19 
(Jul-19) 
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Meeting 
Date 

Item Action Owner Action Taken Due Date 

explore other sources of ‘soft 
intelligence’ to provide a view 
on the causal factors of stress 
related sickness. 

May-19 
19/42 

Safe Staffing – 
March 2019 

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

CH After consideration, the senior 
nursing team have proposed 
that a paper to the Workforce 
Committee be tabled detailing 
competency of nursing 
workforce with gap analysis and 
options to progress. 

Sept-19 
(Jun-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 
19/07 

Integrated 
Performance 
Report - Risk 

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

CH To be taken forward as part of 
the review of the Integrated 
Performance Report for the 
new organisation. 

Oct-19 
(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 

A review of Board metrics (and 
targets / thresholds) is 
underway as part of the 
development of the Integrated 
Performance Report for the 
new Organisation. This includes 
a detailed comparison between 
the Trust and AUH. 

Oct-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  

  
 

 

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 

MOU PPU Hosting 

Health & Safety Annual Report 

Proposed Merger – Public Engagement Report 

Violence & Aggression Action Plan  

CQC Action Plan update 

Short Stay Unit Business Case 

Haematology Business Case 

Patient Engagement – Proposed Merger 
 

October 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

Board Assurance Framework 

Learning from Deaths 

Guardian of Safe Working 

Winter Plan 

 

November 

Integrated Financial Improvement Plan (Monthly) 

Safe Staffing (Monthly) 

6 monthly update on corporate objectives 
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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. 

Aug 19 
(July 19) 

Report to be submitted to 
QGC on 7.8.19.  To be fed 
back to Board via the 
assurance report.   

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. 

Sept 19 
(July 19) 

Assistant Director of HR & OD 
to discuss with the Chief 
Information Officer and a 
report to be submitted to the 
Workforce Committee in 
September 2019.   

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 Report received by the Audit 
& Assurance Committee in 
July 2019. Further work to be 
monitored by the Committee. 
 
Closed. 

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. 

Aug 19 
(July 19) 

Report to be submitted to 
QGC on 7.8.19. To be fed back 
to Board via the assurance 
report.   

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.   

Aug 19 
(July 19) 

Report to be submitted to 
QGC on 7.8.19. To be fed back 
to Board via the assurance 
report.   

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 Reported submitted to 
Workforce Committee in July 
2019.  
 
An action plan is in place and 
is being monitored by the 
Cultural Development Group. 
 
Report to be escalated to the 
Board if deemed necessary. 
 

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. 

Sept 19 
(Jun 19) 

Discussions held at both 
meetings. Further work 
required at the Quality 
Governance Committee in 
relation to the ‘streamlining’ 
risk reporting.  
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Estates risks and those related 
to the New Royal discussed at 
F&PC in May 2019. Noted that 
this area required further 
strengthening.  

Apr 19 Education 
Training Team 
Debbie Herring 

Workforce 
Committee 

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

Sept 19 
(July 19) 

Assistant Director of HR & OD 
to undertake analysis and 
provide an update at the 
Workforce Committee in 
September 2019.   

Feb 17  Corporate 
Objectives 
2017/18  
Peter Williams 

All 
Committees 

Corporate objective success 
measures to be presented to all 
relevant Committees  

Nov 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 – noted that 
attendance was not 
required beyond the 
quorum.  

Mike Eastwood 6/6 

Paul Bradshaw 6/6 

Debbie Herring 5/6 

Colin Hont 3/4 

Paul Fitzsimmons 3/4 

Malcolm Jackson 4/6 

James Kingsland 3/6 

Andrew Loughney 3/4 

Angela Phillips 3/6 

Helen Shaw 5/6 

Geoff Stewart 5/6 

David Walliker 4/6 

Neil Willcox 5/6 

Peter Williams 6/6 

Susan Young 5/6 
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Trust Board  
COVER SHEET 

 

Agenda Item  TB19_98 Date: 30/07/2019 

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 18th 
July 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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Committee / Date: Finance and Performance Committee – 21st June 2019  
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 

 

Considered: • Performance Management Framework – Recommended for Board discussion. Suggested that a focus needed to be on the 
impact the framework would have on improving performance and accountability.  

• Review of Business Cases – Noted that there was a focus on seven schemes for a post implementation review. When  the 
work was completed the project findings would be presented to the design authority meeting. 

• Budget Sign-off Update - confirmed that all budgets were now signed off with the exception of LCL. 

Key Risks / Negative 
Assurances: 

• Emergency Access and Flow – 4 hour performance was at 88% in May 2019, which was above NHSI trajectory but below 
national targets. Type 1 performance had improved significantly and May 2019 was showing the best performance in 12 
months, a 4.5% increase from April 2019. The challenge was variable performance which could be caused by small 
fluctuations. Noted that significant work could be done around short stay wards to improve flow.  

• Patient Flow remains a significant challenge with ‘ready for discharge’ patients at 167 for May 2019. The importance of 
ward ownership was highlighted with a culture change required which meant that patients were no longer kept on wards 
for longer than was necessary. The Committee suggested that a focus should be on embedding ‘SAFER’ principles one ward 
at a time. 

• RTT had risen to 82.9%. In May 2019 there were 647 fewer patients than in March 2019. NHSi acknowledged that while 
Trust was not hitting the national target of 92%, they could see improvements being made. 

• Noted that a performance notice had been received from the CCG regarding performance against several national targets. 
A meeting to agree a response was scheduled and a letter would be issued to the CCG. 

• 2018/19 Winter Plan Review – Whilst the Trust managed to maintain the elective programme going over winter, there 
were no bed gains from productivity schemes when there 28 planned. It was acknowledged that there could have been 
stronger grip on the plan, together with enhanced levels of accountability and escalation. These lessons were being fed 
into the joint 2019/20 winter plan being developed with Aintree University Hospital. 

• Urology Performance Review - It was acknowledged that there had been some good work over the last 6 months with both 
cancer performance and RTT showing improvements. Due to current staffing capacity issues, the Committee was advised 
that there could be a potential reduction in some performance levels until additional resource was in place.  

• Finance Report - The Month 2 position was showing that the Trust was on plan with a £6m deficit year to date. Noted that 
there had been some increase in agency usage, primarily at LCL. A discussion was held in relation to ensuring an 
appropriate level of scrutiny of agency usage at LCL. A Chair’s Log was raised to the Executive Team. 

• QEP Scheme Update - QEP was behind by £0.7m. There was an assumption that this was a phasing issue and the Trust was 
still on track to make the £15m savings. A quarter 1 review of the QEP programme was being undertaken and this would be 
reported to the Board. 

Positive Assurances • None noted. 
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Committee / Date: Quality Governance Committee – 5th June 2019 
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 

Considered: • Risk Register Report – Committee requested that further narrative be included around the reasons behind risks being 
opened and closed together with titles of risks in future reports. 

• Mental Health Strategy – Noted that a key part of this would be effective partnership working. 

• Infection Control Annual Report 

• Seven Day Service Report 

Key Risks / Negative 
Assurances: 

• Clinical Effectiveness Sub-Committee 
o Reported that approval for colorectal surgeons to use the Da Vinci Robot (granted in 2012) had been withdrawn 

due to failure to comply with the terms of approval.   The colorectal surgeons had now secured regular access to 
the robot and a new application had been requested.   

• Patient Safety Sub-Committee 
o Patient Safety Alert report 2018/19 - a discussion was held regarding how assurance was gained that the changes 

required within the alerts were embedded into practice and monitored long term across the Trust.  
o Noted that 8 SI investigations were outstanding; assurance was given that processes were in place to ensure 

lessons learnt were identified and actioned following investigations. 

• Patient Experience Sub-Committee 
o As a result of identifying that the current format for reporting to the patient experience sub-committee created a 

challenge for members to identify cross cutting themes and issues, the patient experience lead and Chair of the 
meeting were to identify areas of challenge to define the agenda for the sub-committee ensuring patient focus was 
maintained going forward. 

• Scheduled Care Sub-Committee 
o Reported that Life Support training compliance had dropped. Extra training sessions had been provided and dates 

booked for staff to attend. Care Groups had been requested to monitor compliance rates. 
o Noted that there was a risk relating to staffing in Trauma & Orthopaedics. The day-to-day risk was being managed 

via the matron huddle process. The model going forward was being developed under the overall service change. 

• Unscheduled Care Sub-Committee 
o Reference was made to the review of medicine stocks by the Trust’s external auditors which revealed 

discrepancies linked to robot and portal issues. Assurance was provided that an action plan was in place.  

• LCL Quality Assurance Group 
o Blood Products not fated as per Trust Policy. Noted that an action plan was being monitored at PSSC and a project 
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was in place led by the Trust and supported by LCL. 
o The performance management and accountability framework for LCL was raised. The Medical Director noted that a 

review would be undertaken on the interaction of the Trust with LCL and how this could operate more effectively. 

• Quality Performance Report 
o The Trust remained below the national standard for VTE in April 2019. 
o Failure to meet the response rate in FFT (picked up by the PESC) 
o Two Never events were reported in April 2019. 
o One MRSA Bacteraemia was reported in April 2019. 
o Smoking cessation CQUIN was not achieved. However the Committee was informed of a successful bid with the 

Cancer Alliance which had been match funded by the CCG. This would enable the appointment of smoking 
cessation officers and IT systems to improve screening processes.    

• Scheduled Care Governance Report 
o Key risks related to life support training compliance and clinical blood transfusion. Work was being undertaken in 

each clinical area and assurance was received at Perfect Ward that the issues were being addressed. 
o Committee requested details of harm reviews in relation to cancelled operations and 62 day target be included in 

future reports. 

• Norovirus – update provided which related to areas on the Broadgreen site which had been decanted following a CPE 
infection. All areas which had a deep clean were now functioning normally and had received regular support from the 
infection control team. Further education had been undertaken and the areas continued to be monitored.   

 

Positive Assurances • Scheduled Care Sub-Committee 
o Digestive Diseases – JAG accreditation achieved. 

• Quality Performance Report 
o Safety Thermometer remained above target 
o No falls with harm were reported  

 

Committee / Date: New Hospital Committee – 20th June 2019  
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

No 

Considered: • Noted that a proposal for a Clerk of Works service was being developed and would be submitted to the New Hospital 
Programme Board followed by an update to the New Hospital Committee in August 2019. 

Key Risks / Negative 
Assurances: 

• Construction Update – The Committee received an update on the construction programme. Noted that the main activities 
had been around the removal of services to facilitate the structural remedial works and an exercise around monitoring 
compliance checks. Reported that work continued to finalise the cost to complete for the Business Case and its subsequent 
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submission to NHSi. The Committee agreed that a review of the risk register was required at the next New Hospital 
Programme Board. 

• Implementation Update – Reported that oversight was on-going with regards to items of equipment/furniture near its end 
of life or requiring purchase/replacement during the interim period prior to the move to the new hospital. A draft 
prioritised list of requirements for the ‘2019/20’ capital programme had been shared with Executive Directors. Highlighted 
that a finalised handover date was awaited prior to the entering into equipment contracts.  

• The Committee requested a strengthened assurance report be provided on the progress being made in relation to the GDE 
Programme and the wider HIMSS7 agenda. 

Positive Assurances • None noted. 

 

 

Committee / Date: Workforce Committee – 16th May 2019  
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 

Considered: • Provider Licence Report –  Considered the relevant condition to the Committee. No amendments requested and evidence 
scheduled recommended to the Board.  

• Workforce Dashboard – Noted that the format of the dashboard had been reviewed and information regarding the Model 
Hospital had been included and used as a standard for comparison. Further clarification was requested regarding the 
Trust’s current establishment figures. The Committee also requested that information relating to hosted services and  
medic revalidation be added to the dashboard. Themes from employee relation cases were requested for future meetings. 

• Workforce Plan Update 2019/20 

• Staff Survey – Following on comparison between the Trust results with that of AUH, it had been found that there was little 
significant variation between the two Trusts. 

Key Risks / Negative 
Assurances: 

• Health & Safety Dashboard  
o Reported that the increase in violence and aggression incidents included ‘staff against staff’ incidents.  A Rapid 

Improvement meeting had been introduced to look at issues regarding violence and aggression.  Committee stated 
that  areas needed to adopt a zero tolerance approach to address staff on staff violence. 

o Further clarity was requested in future reports regarding fire safety risks, particularly in terms of the evidence 
provided that it was being effectively controlled and/or mitigated. It was agreed that the Committee would 
monitor progress against H&S objectives. 

• Fire Training Compliance Action Plan - reported that feedback regarding the online Fire Safety training for basic core skills 
was positive and well received by staff. The programme of fire drills training was underway and there had been an 
immediate and significant increase in compliance for both aspects of training.  It was stated that if the present trajectory 
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continued, the training would be completed in December 2019 however there would be a likely reduction towards the end 
of the year due to winter pressures. The Committee suggested that high risk areas be identified with training targeted to 
those areas. 

• Medical Education Strategy and Quality Assurance Framework 2019 -2022 – Noted that it would be important to maintain 
a positive direction of travel and convergent practice with Aintree University Hospital post-merger.  

• Medical Education Mandatory Training – The Committee received further detail on compliance rates in this area following 
a request from the Board. Explained that non-compliant individuals did not sit within the operational management of 
current structure and consisted mainly of academic posts and other educational roles. A further update was requested for 
the next meeting. 

• Q4 Sickness Absence Report 2019/20 Plan - There had been an increase in short term sickness to 19% in real terms from 
Q3 to Q4 whilst long term sickness had decreased by 8% over the same period.  Weekly reminders of long term sickness 
cases that need progression continued to be sent to Trust managers and any issues were escalated. Noted that there was 
concern regarding capacity in Business HR for managing any potential increase in absence rates arising from organisational 
change. The importance of ensuring sickness management remained a priority at a time of change was highlighted.  

• Workforce Merger Update – Noted that there was a staffing challenge in relation to the T&O reorganisation . A detailed 
update was scheduled for the next Committee meeting. 

• Workforce Risk Register – Noted that the assurance provided in the risk description for nurse staffing issues could be 
strengthened.  

• Gender Pay Gap – The Committee identified that strengthened assurance was required in relation to the action plans in 
place to address the identified issues.  

Positive Assurances • Medical Education Governance – Noted that good progress had been made to build relationships with HENW and the 
University of Liverpool and the Trust continued to work collaboratively with these external bodies to ensure that the 
training requirements were fulfilled. Noted that a future focus would be on improving the student experience regarding 
medical staff and professions. 

• Leadership Programme Update - Feedback from the staff at the senior leaders programme highlighted that they felt they 
had developed a stronger network and were empowered and had gained an understanding of structures. 

 

 

Committee / Date: Charitable Funds Committee – 1st April 2019  
Quorate: Yes 
Minutes Reviewed by 
Chairman: 

Yes 

Considered: • Charity Update Report 

• Contactless Collection Tins Proposal – The Committee approved the proposal 
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• Rationalisation of Charitable Reserves – Noted that the first stage would be to consult with fund holders to combine/merge 
funds with this process to begin April/May and be reported to the next meeting in June. 

Key Risks / Negative 
Assurances: 

• None noted. 

Positive Assurances • Investment Update Report – Noted that the portfolio was outperforming the markets. 

• Fundraising Report – Reported that there had been a step change for money raised in March 2019 due to a number of 
successful events. Strengthened relationships had been developed with service areas due to monies being utilised for 
specific projects. Agreed that a robust process was required in the setting of future fundraising targets so that they were 
achievable.  

 

 

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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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 May 2019 (risk section relates to the end 

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

CQC Rating 
 
Our overall 2019 CQC rating is now ‘Requires Improvement’. However, there are many positives to be taken from the report, particularly our 
‘Outstanding’ rating for Care which is a great tribute to our staff.  
 
CQC reports under 5 domains:  
 
Safe rated  Good 
Effective  Good 
Care   Outstanding 
Responsive  Requires Improvement 
Well-led  Requires Improvement 
 
Special mentions of ‘Outstanding’ practice were given to pharmacy, enhanced recovery, the HIV team, the community respiratory team and the dental 
hospital. 
 
Chief Nurse Colin Hont has led the internal communication and was interviewed on local radio (video link below). There are a number of actions that 
the Trust will undertake to improve services following the inspection. These are included in more detail on the July 2019 agenda.  
 
 https://www.youtube.com/watch?v=zbW7nkyYs-c 
 
Proposed Merger 
 
Sue Musson currently chair of Lancashire Teaching Hospitals and Steve Warburton, current CEO of Aintree University Hospital have been appointed, 
respectively, as the Chair and CEO of the Interim Board of the proposed new organisation (Liverpool University Hospitals NHS Foundation Trust). The 
appointments of the statutory board directors which are the medical director, the director of nursing and the director of finance are expected in August. 
Other senior roles are likely to follow as soon as possible. 

 
From 1 September 2019 and until the merger, Sue will be the Chair of the Royal Liverpool & Broadgreen University Hospitals NHS Trust. It is also the 
intention that Steve will become Chief Executive of this Trust from that date. 
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The statutory 40 day review of Patient Benefit Case by the Competition and Markets Authority has commenced and we expect the result in August 
2019.  

 
A meeting between members of the boards of the Trust and Aintree University Hospital (AUH) with NHSI regional and central teams was held on 12th 
July.  Key areas of focus including workforce, finance and maintaining business as usual were discussed. 

 
We continue to look for an official merger authorisation in October 2019. 

 
The New Royal   
 
The final business case nears completion and we expect it to be brought to Trust Board in September 2019 for approval. Work has begun to address 
the structural issues and we are taking great care to ensure that there is appropriate scrutiny and governance of this project which the Trust is now 
responsible for. For instance, we are strengthening our team and are currently in a procurement process for a ‘Clerk of Works’; this is no longer an 
individual but a team of experts from architectural and engineering consultancies. 

 
We are procuring over 140 works packages covering everything from structural works to taps. Many of the packages of work require approval from our 
colleagues in the NHSI regional office. 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.  
 
Maintaining the current Royal: 
  
We have a contingency of £2.5 million in the annual plan for maintaining the current building. There have been no major new issues in the last month. 

 
Patient flow 
 
In terms of overall performance against the 4 hour standard the Trust, although under 90%, was amongst the top performing trusts in the North West 
during May and June 2019. Performance has improved in July 2019 and for the first time in two years we delivered 92%. This included a very marked 
improvement in type 1 (majors) performance to 82 %. This is crucial in addressing the areas for improvement under the CQC ‘responsive’ domain. 

 
The timing of discharge of patients is important and we have yet to overcome the barriers to ensuring 30% of patients are discharged by noon. This is a 
national problem but we are determined to improve against this target. 

 
Referral to treatment times and cancer 2 week targets remain challenging due to the volume of new cases but we have seen marked improvements in 
urology this year and other areas such as breast remain strong. 
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Finance 

  
We expect to report that we are on trajectory for quarter 1 of the 2019/20 financial year. This means that we should receive our sustainability funding in 
line with our agreed contract and acceptance of our control total. 
 
Our QEP target of £15million will be challenging this year but is essential in achieving financial stability for the Trust and the new Liverpool University 
Hospitals NHS Foundation Trust. 
 
Staff Star Awards 
 
Congratulations to Our Staff Stars who I had the pleasure in presenting with their awards this month.  

 

• Our Employee of the Month for May was Jackie Timperley who was nominated for her hard work, dedication and contribution to the service provided 
particularly under our Trust value of ‘Patient Centred’. 
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Trust Performance Dashboard 

N.B – The analysis and selection of exception reports relate to the data that was available for May 2019. Performance for June 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 0 1 0 0 0 0 0 1 0 0 2 1 30

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

% of harm free care - safety thermometer 95.45% 90% 95.46% 94.39% 96.38% 94.63% 96.05% 97.99% 94.57% 95.42% 95.25% 95.10% 96.16% 94.86% In development

Mixed Sex Accomodation Breaches 0 0 0 0 0 0 0 0 0 0 0 0 0 7 30

Moderate to Severe Falls Per 1,000 bed days 0.07 0.05 0.09 0.04 0.05 0.05 0.18 0.09 0.04 0.04 0.05 0.09 N/A 0.04 In development

# patients with hospital acquired pressure ulcers per 1,000 bed days 0.38 0.34 0.35 0.31 0.14 0.42 0.67 0.55 0.35 0.30 0.71 0.26 0.23 0.39 In development

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

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

CAUTIs 0.40% 1.30% 0.63% 0.15% 0.28% 0.29% 0.46% 0.15% 0.41% 0.72% 0.00% 0.14% 0.71% 0.68% In development

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

CPE Cases 187 − 30 19 27 12 11 6 5 14 25 15 18 21 30

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

Mortality (Crude) HSMR All diagnoses excl Daycase 3.45% ‡ 3.46% 3.44% 3.38% 3.31% 3.29% 3.22% 3.23% 3.20% 3.15% 3.08% 3.06% 2.99% 3.45% 26

Mortality (SHMI) Last 12 Months 105.82 ‡ 100 104.61 104.80 105.28 104.46 104.97 104.54 104.56 104.32 105.06 104.47 105.40 105.82 26

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

Registered Nurses  Avg fill rate - Day 91.35% − In development

Registered Nurses Avg fill rate - Night 90.13% − In development

Care staff avg Fill rate - Day 103.73% − In development

Care staff avg Fill rate - Night 128.36% − In development

A&E 4 hour target 87.83% 95% 88.6% 89.5% 89.5% 87.9% 88.4% 87.1% 85.3% 85.9% 86.5% 86.1% 86.4% 88.4% 87.3% 25

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

Cancelled operations 1.04% 0.60% 0.92% 0.85% 0.54% 1.42% 1.20% 1.09% 1.11% 1.21% 1.16% 1.10% 0.96% 1.55% 26

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

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

62 Day - Urgent Suspected Cancer GP referrals 68.75% 85% 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86% 67.79% 61.67% 76.56% 73.87% In development

Ambulance Average waiting times (Minutes) 13:49 9:53 † 15:00 15:06 12:04 11:55 12:45 12:13 14:24 18:29 16:29 15:01 13:49 12:54 9:53 30

No. of discharges by 12pm 7,503 − 26

No. of discharges by 4pm 21,209 − 26

18 week Referral to Treatment 81.56% 82.20% † 92% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 80.58% 81.26% 81.56% 81.61% 82.20% 30

18 week Referral to Treatment (Total Active Pathways) 28,534 28,051 † 30,254 29,710 30,010 29,831 29,637 28,961 29,244 29,351 29,383 28,534 27,950 28,051 30

Diagnostics test waiting times > 6 weeks 3.98% 3.85% † 1.00% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 6.12% 3.98% 3.69% 3.85% 20

No of  complaints  Level 1 (5days) 2,086 − 143 179 175 140 179 219 234 205 184 In development

No of  responded on target  Level 1 (5 Days) 99.76% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% In development

No of  complaints Level 2 (35 & 45 days) 315 * − 27 30 24 33 35 26 23 26 26 In development

No of  responded on target Level 2  (35 & 45 days) 76.51% * 90% 52% 80% 63% 63% 47% 67% 85% 94% 96% 91% 85% 88% In development

No of  complaints Level 3 (60 days) 15 ** − 0 1 2 0 2 1 2 0 3 In development

No of  responded on target Level 3 (60 days) 86.67% ** 90% N/A 75% N/A N/A 100% 100% N/A 100% 100% 100% N/A 67% In development
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2.0 Trust Dashboard
2018/19 Target Trend Change RQAM Score Page

FFT % Recommended Inpatients 92.11% 75% 92.99% 93.18% 93.03% 93.11% 91.74% 92.47% 92.11% 89.37% 91.71% 90.78% 90.99% 91.39% 30

FFT % Recommended A&E 80.16% 75% 80.24% 78.31% 82.44% 79.14% 79.43% 81.29% 77.68% 78.77% 74.81% 74.24% 76.95% 79.42% 30

FFT % Recommended Outpatients 94.17% 75% 94.46% 94.17% 94.07% 93.66% 94.15% 94.09% 94.08% 94.40% 93.66% 93.70% 94.30% 93.83% 30

FFT Response Rates Inpatients 30.52% 30% 33.00% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15% 26.28% 28.01% 27.46% 26.79% 25.47% 30

FFT Response Rates A&E 20.34% 20% 22.03% 21.48% 21.00% 20.22% 20.52% 20.31% 20.33% 18.42% 14.19% 19.58% 17.32% 18.58% 30

FFT Response Rates Outpatients 15.26% 15% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40% 15.86% 11.65% 14.84% 13.49% 13.68% 30

Staff Survey % Recommended Trust for care 81.06% †† 80% 83.24% 79.49% 79.49% 79.49% 79.49% 79.49% 79.49% 81.06% 81.06% 81.06% In development

Staff Survey % Recommended Trust for work 65.76% †† 70% 66.40% 62.02% 62.02% 62.02% 62.02% 62.02% 62.02% 65.76% 65.76% 65.76% In development

Inpatient survey 90.87% 91% 93.30% 83.09% 90.45% 91.54% 94.70% 89.30% 92.02% 90.91% 93.90% 90.63% 92.93% 92.09% 30

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

Average Length of stay Non - Elective Spell 5.45 5.7 5.56 5.43 5.34 5.25 5.29 5.23 5.32 5.81 5.53 5.45 5.42 5.18 4.99 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% 74.01% 67.99% 71.12% 72.61% 75.90% 75.63% 80.28% 83.63% 81.97% 79.30% 78.58% 26

Electronic discharge summaries  - daycase 11.20% 85% 10.19% 10.22% 11.15% 9.58% 9.73% 11.22% 9.94% 11.88% 12.59% 13.42% 10.11% 9.37% 26

Electronic discharge summaries - Assesment Units 77.34% 85% 86.57% 84.46% 75.87% 71.97% 73.84% 77.27% 74.19% 74.93% 74.79% 73.05% 80.28% 77.09% 26

Electronic discharge summaries - Trust Total 39.74% 85% 37.36% 39.04% 37.13% 37.33% 37.12% 40.87% 42.76% 42.80% 42.97% 42.46% 40.42% 41.06% 26

Sickness Absence Rate 4.76% 4.85% ‡ 4.20% 4.64% 4.38% 4.90% 4.56% 4.70% 4.81% 4.92% 4.75% 4.63% 4.67% 4.62% 4.80% In development

Appraisals Completed 85.22% 7.60% † 95% 42.13% 64.05% 70.83% 73.86% 77.79% 83.60% 84.16% 84.27% 84.90% 85.22% 2.02% 7.60% In development

Capital service capacity -1.148 -0.585 † − -0.808 -0.957 -1.006 -1.093 -1.148 -1.192 -1.245 -1.323 -1.239 -1.148 -0.703 -0.585 In development

Liquidity (days) 15.265 16.6 † − 19.74 18.95 12.64 12.00 11.55 10.81 8.41 9.75 25.13 15.27 14.58 16.60 In development

Income and expenditure (I&E) margin -55.5m -6m † − In development

Distance from financial plan -15.5m 0 † − In development

Agency Spend 160,740.78 − In development

Turnover 12.34% 12.47% ‡ − In development

% Temporary Staff (£) 7.51% 6.96% † − 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)

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

Annual Performance Monthly Performance
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16.96%

2.23%

17.67%

2.36%
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Summary 

 
The current (July ’19) CQC rating for Safe is Good. 

 

This specific domain focusses on what measures the Trust has in place to protect our patients from abuse and avoidable harm. Within this domain includes the number of infections that the Trust report on a monthly basis. 

The Trust remains on trajectory for the number of CDT reported and there were also no MRSA reported within May 2019. As reported in the previous month, the Trust remains on target to meet the challenging 10% reduction 

in the number of falls causing moderate to severe harm. 

  

A never event was reported in May which related to incorrect treatment relating to a wrong site nerve block within the Emergency Department. The thorough investigation is now underway to get to the root cause of the 

problem and disseminate lessons learned. Within May, the Trust reported seven Mixed Sex accommodation breaches for the first time within the last 12 months. The breaches related to one patient and a full investigation is 

being undertaken to establish the cause of the breach and what lessons can learnt to ensure an incident like this is prevented in the future. 

 

The Trust formally received the CQC report and feedback for the Safe domain highlighted that patients received their medicines within a timely manner and that records were clear, up to date and available when required. 

However, the Trust was required to improve some elements of practice in relation to the completion of timely risk assessments and that some medicines were not stored appropriately. The Trust is in the process of completing 

an action plan in readiness for submission to the CQC. 

 

CQC Key Line of Enquiry: Safe 

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

 

 

 

 

 

 

 

 

 

 
 

Target Trend Change

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

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

% of harm free care - safety thermometer 90% 95.46% 94.39% 96.38% 94.63% 96.05% 97.99% 94.57% 95.42% 95.25% 95.10% 96.16% 94.86%

Mixed Sex Accomodation Breaches 0 0 0 0 0 0 0 0 0 0 0 0 7

Moderate to Severe Falls Per 1,000 bed days 0.05 0.09 0.04 0.05 0.05 0.18 0.09 0.04 0.04 0.05 0.09 N/A 0.04

# patients with hospital acquired pressure ulcers per 1,000 bed days 0.34 0.35 0.31 0.14 0.42 0.67 0.55 0.35 0.30 0.71 0.26 0.23 0.39

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

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

CAUTIs 1.30% 0.63% 0.15% 0.28% 0.29% 0.46% 0.15% 0.41% 0.72% 0.00% 0.14% 0.71% 0.68%

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

CPE Cases − 30 19 27 12 11 6 5 14 25 15 18 21

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

Mortality (Crude) HSMR All diagnoses excl Daycase 3.45% ‡ 3.46% 3.44% 3.38% 3.31% 3.29% 3.22% 3.23% 3.20% 3.15% 3.08% 3.06% 2.99% 3.45%

Mortality (SHMI) Last 12 Months 105.82 ‡ 100 104.61 104.80 105.28 104.46 104.97 104.54 104.56 104.32 105.06 104.47 105.40 105.82

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

Registered Nurses  Avg fill rate - Day −

Registered Nurses Avg fill rate - Night −

Care staff avg Fill rate - Day −

Care staff avg Fill rate - Night −

1

2019/20

85.29%

91.81%

88.09%

103.48%

131.46%

5

39

0.69%

94.20%

0.11

0.31

0.02

7

95.50%

2

3

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

92.3% 92.7% 91.0% 91.6% 92.0%90.7% 90.9% 89.1% 91.9% 94.0% 91.4% 89.7%

99.1% 99.7% 102.9% 105.0% 102.1%

87.7%

103.3% 101.6% 102.3% 108.1% 110.2% 107.8% 100.8%

90.4% 88.1% 87.8% 89.0% 89.3% 88.4%89.9% 91.1% 97.1% 88.1% 89.8%

131.9%134.8% 118.3% 122.7% 128.8% 132.5% 131.0%128.5% 123.4% 140.9% 132.2% 134.0%
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Summary 
The current (July ’19) 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.  Type 1 ED attendance performance in the last 2 months has been at it highest for 12 months. 

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 has improved, 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 4 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. 

 

 

 

 

 

 

 

 

 

 

 

Target Trend Change

A&E 4 hour target 95% 88.6% 89.5% 89.5% 87.9% 88.4% 87.1% 85.3% 85.9% 86.5% 86.1% 86.4% 88.4% 87.3%

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

Cancelled operations 0.60% 0.92% 0.85% 0.54% 1.42% 1.20% 1.09% 1.11% 1.21% 1.16% 1.10% 0.96% 1.55%

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

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

62 Day - Urgent Suspected Cancer GP referrals 85% 85.96% 73.55% 73.04% 80.65% 78.76% 72.80% 70.54% 93.86% 67.79% 61.67% 76.56% 73.87%

Ambulance Average waiting times (Minutes) 9:53 † 15:00 15:06 12:04 11:55 12:45 12:13 14:24 18:29 16:29 15:01 13:49 12:54 9:53

No. of discharges by 12pm −

No. of discharges by 4pm −

18 week Referral to Treatment 82.20% † 92% 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 80.58% 81.26% 81.56% 81.61% 82.20%

18 week Referral to Treatment (Total Active Pathways) 28,051 † 30,254 29,710 30,010 29,831 29,637 28,961 29,244 29,351 29,383 28,534 27,950 28,051

Diagnostics test waiting times > 6 weeks 3.85% † 1.00% 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 6.12% 3.98% 3.69% 3.85%

No of  complaints  Level 1 (5days) − 143 179 175 140 179 219 234 205 184

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

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

No of  responded on target Level 2  (35 & 45 days) * 90% 52% 80% 63% 63% 47% 67% 85% 94% 96% 91% 85% 88%

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

No of  responded on target Level 3 (60 days) ** 90% N/A 75% N/A N/A 100% 100% N/A 100% 100% 100% N/A 67%

2019/20

87.41%

4

1.26%

4

0

73.87%

1,897

1,888

692

Jun-19

690 574 572 521 684561 635 592 549 652 686 641

1,925

147 165 173

1,870 1,740 1,777 1,644 1,687 1,6211,724 1,878 1,772 1,650 1,788
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Exception Report  - 18 week Referral to Treatment 

 
Indicator 18 week Referral to Treatment 

Standard 92% 

Owner Deputy COO 

Month May 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 

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

Waiting list 
Trajectory 

29,963 29,810 29,676 29,365 29,155 28,985 28,600 28,600 28,550 28,550 

Waiting List Actual 29,831 29,637 29,547 29,244 29,351 28,852 28,534 28,500 28,370 28,502 

 

 
 

      Trend       Recovery Trajectory 

Indicator 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 Aug-19 

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

Actual 83.03% 82.61% 81.50% 80.14% 80.72% 81.77% 80.66% 80.58% 81.26% 81.56% 81.61% 82.20%  83% 84%   85% 

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 
 

• 18 week RTT performance  
 

 

Key Issues -  RTT Performance is below NHSI Trajectory and below national target, 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 for 19/20, we are on track for our Mar -20 waiting list to be smaller than that of Mar-19. We also have no 52 weeks breaches and we 
are on track with our recovery trajectory in both May and June.  

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 
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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 May 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

      Trend       

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

• 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. Due to the increased referrals into the Skin tumour site we will fail 2ww in June and July. This will of course have an impact on compliance 
with 62 days.  
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.  

• Colorectal are up 15.4% which is an increase of 213 referrals  

• Gastroenterology are up 51.80% which is an increase of 316 referrals 

• Breast are up 30.77% which is an increase of 572 referrals  

• Dermatology are up 11.61% which is an increase of 497 referrals  

 

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 

• 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 May 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 – action complete and paper approved  

• Commence WLIs in echo (where staffing permits)  

• Cardiology to write a present a case for Locum Echo Technicians – action complete and paper approved 

• 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 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-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 7.52% 3.96% 3.19% 2.22% 2.48% 1.29% 5.30% 8.64% 6.12% 3.98% 3.69% 3.85% 

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 

 

Key Issues 
 

• Diagnostic performance  for May is  3.85 % 

• 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 was in September 2019, however given the additional pressures in Cardiology this is being re-visited 

• Significant improvement in endoscopy  

• Endoscopy unit has also achieved JAG reaccreditation  
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Exception Report -   Long Waiting Cancer Patients (104+ days) 

 
Indicator Long Waiting Cancer Patients 

(104+ days) 

Standard 0 

Owner Deputy COO 

Month May 2019 

Data Frequency Monthly 

CQC Area RESPONSIVE 

 

 
 

 
Key Recovery Actions Owner Start End 

Micro management of pathways through weekly PTL meetings AD On-going On-going 

62 Day backlog Meetings CC On-going On-going 

 
 

Monitoring and Reporting 
Management Meetings: 

• Weekly Care group Cancer meetings 

• Monthly meetings with CCG/NHSi 

Assurance Meetings: 
Weekly PTL  meetings 

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

• Weekly 62 Day Backlog Meeting, chaired 
by Deputy COO 

Triangulation with other areas / metrics 

• LCL – Histopathology turnaround times for specimens 

• Diagnostics 

• 18 weeks RTT 

Link to BAF & Risk Register 
4137 
4524 

Key Issues 

• High volumes of growth within 2 week wait referrals  

• This standard is directly linked with 62 Days 

• Complex diagnostic pathways 

• Pathway delays for medical reasons 

• Elective capacity inadequate for the growth in patient numbers 

There were 9 cancer patients treated past 104 days in May 2019.  

5 in Urology (56% of 104 day breaches), 1 in Upper GI, 1 in Lower GI, 1 in Head & 

Neck and 1 in Neuroendocrine. 

Delays were mainly due to complex pathways such as patients requiring a number 

of diagnostic investigations and MDT discussions prior to treatment. There were 

also 2 patients who were transferred between specialties for further investigations. 

Elective capacity also contributed to delays in pathways, and in one case, the 

diagnostic phase was delayed for medical reasons until the patient was fit. 
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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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Trend Change

FFT % Recommended Inpatients 75% 92.99% 93.18% 93.03% 93.11% 91.74% 92.47% 92.11% 89.37% 91.71% 90.78% 90.99% 91.39%

FFT % Recommended A&E 75% 80.24% 78.31% 82.44% 79.14% 79.43% 81.29% 77.68% 78.77% 74.81% 74.24% 76.95% 79.42%

FFT % Recommended Outpatients 75% 94.46% 94.17% 94.07% 93.66% 94.15% 94.09% 94.08% 94.40% 93.66% 93.70% 94.30% 93.83%

FFT Response Rates Inpatients 30% 33.00% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15% 26.28% 28.01% 27.46% 26.79% 25.47%

FFT Response Rates A&E 20% 22.03% 21.48% 21.00% 20.22% 20.52% 20.31% 20.33% 18.42% 14.19% 19.58% 17.32% 18.58%

FFT Response Rates Outpatients 15% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40% 15.86% 11.65% 14.84% 13.49% 13.68%

Staff Survey % Recommended Trust for care †† 80% 83.24% 79.49% 79.49% 79.49% 79.49% 79.49% 79.49% 81.06% 81.06% 81.06%

Staff Survey % Recommended Trust for work †† 70% 66.40% 62.02% 62.02% 62.02% 62.02% 62.02% 62.02% 65.76% 65.76% 65.76%

Inpatient survey 91% 93.30% 83.09% 90.45% 91.54% 94.70% 89.30% 92.02% 90.91% 93.90% 90.63% 92.93% 92.09%

26.13%

17.94%

13.58%

92.54%

Jun-19Jan-19 Feb-19 Mar-19 Apr-19 May-19Indicator Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-182019/20 Dec-18

91.19%

78.20%

94.06%
CARING

Summary 

The current (July ’19) CQC rating for Caring is Outstanding. 

 

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

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

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

such, there is an exception report included within the papers. 

 

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 May 2019. 

 

The Trust formally received the CQC report and feedback for the Caring domain which highlighted the outstanding care that patients received, which is fantastic for 

the Trust. The report focussed on various elements including the following –  

• Feedback from people who used the services and those close to them were positive about the way staff treated people. 

• People were treated with respect and kindness during all interactions we observed. People felt supported and said staff cared for them. 

• Staff supported people and those close to them to manage their emotional responses to care and treatment. Personal, cultural, social and religious needs 

were understood. 

• People said staff spent time with them and provided information in a way they could understand. Staff responded compassionately when people needed 

help and support. 
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Exception Report - Friends and Family test (FFT) – Response Rates A&E 

 
Indicator Friends and Family test (FFT) – 

Response Rates A&E 

Standard 30% - Inpatient response rate 
20% - A&E response rate 
15% - Outpatient response rate 

Owner Chief Nurse 

Month May 2019 

Data Frequency Monthly 

CQC Area CARING 

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

FFT 
Response 

Rates  

A&E 20% 22.03% 21.48% 21% 20.22% 20.52% 20.31% 20.33% 18.42% 14.19% 19.58% 17.32% 18.58% 

Outpatients 15% 17.66% 15.53% 15.89% 15.60% 14.56% 14.84% 14.40% 15.86% 11.65% 14.84% 13.49% 13.68% 

Inpatients 30% 33% 33.74% 32.92% 31.16% 29.20% 27.99% 26.15% 26.28% 28.01% 27.46% 26.79% 25.47% 

 
Key Recovery Actions Owner Start End 

Engagement with specific areas (A&E, Outpatient areas and Inpatient areas) Chief Nurse June 19 Aug 19 

Discuss with FFT provider Envoy and request information relating to response rates Chief Nurse June 19 Aug 19 

Performance monitored through Patient Experience sub-committee Chief Nurse June 19 Aug 19 

 

 
 

Monitoring and Reporting 
Patient Experience sub-committee 
 

Assurance Meetings: Triangulation with other areas / metrics 
 
Inpatient survey 
Complaints rates Link to BAF & Risk Register 

 
 
 

 

 

Key Issues 
Despite performing against the national targets for recommended for FFT, the Trust has failed to hit the target for response rates 
for the last four months within A&E, Outpatients and Inpatients. 
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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. 

 

 

 

 

 

 

 

 

 

 

 

 

Target Trend Change

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

Average Length of stay Non - Elective Spell 5.7 5.56 5.43 5.34 5.25 5.29 5.23 5.32 5.81 5.53 5.45 5.42 5.18 4.99

Emergency Readmissions following non elective −

Emergency Readmissions rate following Elective −

Electronic discharge summaries  - Inpatient 85% 69.51% 74.01% 67.99% 71.12% 72.61% 75.90% 75.63% 80.28% 83.63% 81.97% 79.30% 78.58%

Electronic discharge summaries  - daycase 85% 10.19% 10.22% 11.15% 9.58% 9.73% 11.22% 9.94% 11.88% 12.59% 13.42% 10.11% 9.37%

Electronic discharge summaries - Assesment Units 85% 86.57% 84.46% 75.87% 71.97% 73.84% 77.27% 74.19% 74.93% 74.79% 73.05% 80.28% 77.09%

Electronic discharge summaries - Trust Total 85% 37.36% 39.04% 37.13% 37.33% 37.12% 40.87% 42.76% 42.80% 42.97% 42.46% 40.42% 41.06%

15.58%

2.41%

78.92%

9.74%

78.50%

40.76%

4.82

2019/20

5.19

Jun-19

2.29%2.23% 2.36% 2.92% 2.81% 2.62% 2.52%

13.47% 13.93% 17.18%16.96% 17.67% 13.30% 14.31%

2.35% 2.24% 2.48% 2.32% 2.32%

17.60% 15.97%16.32% 16.06% 18.47%

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

EFFECTIVE

Summary 

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

The average lengths of stay for elective and non-elective care remain within the target while emergency re-admissions to hospital continue to be subject to on-

going scrutiny at divisional level with little change year on year.  Electronic discharge summaries remain a challenge.  A working group is now meeting to drive 

improvement and this will report into the Clinical and Cost Effectiveness Sub-Committee for oversight.    
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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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Trend Change

Sickness Absence Rate 4.85% ‡ 4.20% 4.64% 4.38% 4.90% 4.56% 4.70% 4.81% 4.92% 4.75% 4.63% 4.67% 4.62% 4.80%

Appraisals Completed 7.60% † 95% 42.13% 64.05% 70.83% 73.86% 77.79% 83.60% 84.16% 84.27% 84.90% 85.22% 2.02% 7.60%

Capital service capacity -0.585 † − -0.808 -0.957 -1.006 -1.093 -1.148 -1.192 -1.245 -1.323 -1.239 -1.148 -0.703 -0.585

Liquidity (days) 16.6 † − 19.74 18.95 12.64 12.00 11.55 10.81 8.41 9.75 25.13 15.27 14.58 16.60

Income and expenditure (I&E) margin -6m † −

Distance from financial plan 0 † −

Agency Spend −

Turnover 12.47% ‡ −

% Temporary Staff (£) 6.96% † −

2019/20

919,216

Jun-19

-43m -47.4m -51.7m -55.5m -2.9m -6m-15.6m -20.6m -25.4m -30.1m -34.4m -38.6m

-9.2m -15.5m 0 0

409,023 333,796 300,750 325,048

-1.7m -2.5m -3m -3.9m -5m -7.2m

0.96%

395,491 919,216

0.81% 1.14% 1.16% 0.92% 0.99% 0.81% 0.88%

346,999 306,526 370,036 365,367 416,807 160,741

7.51% 6.85%6.14% 5.47% 6.83% 5.75% 5.65%

0.80% 0.75% 1.13% 0.66%

5.86%

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

6.96%5.59% 5.92% 6.71%

WELL-LED

Summary 

The current (July 19) CQC rating for ‘Well-Led’ is REQUIRES IMPROVEMENT.  

 

The recently published (July 19) CQC report downgraded the Trust’s ‘Well-Led’ rating from ‘good’ (July 2016) to ‘requires improvement’. Several factors were cited for this and there are reports 

on the July 2019 agenda which demonstrate some of the improvement actions being taken in response. This includes reports on Serious Incident management during 2018/19, a strengthened 

performance management framework and the work that is being under taken to ensure that the Trust meets its Quality Efficiency and Productivity (QEP) programme performance targets for 

2019/20. An overview of and initial response to the CQC inspection report is also tabled on the agenda. This includes the action taken so far to strengthen areas of performance and the work 

that will be undertaken to develop a comprehensive action plan.  

 

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. The Board and its Committees will seek assurance in relation to their on-going delivery.  

 

Included on the agenda is the final report on the action plan arising from the review of the Trust’s governance and leadership arrangements. The action taken in response to the 

recommendations from the review will support the Trust in strengthening its approach to the ‘well-led’ agenda.  

 

The Trust continues to work to improve the financial position and the final outturn position for 2018/19 was a deficit of £55.5m. This was in line with a forecast made in October 2018 which 

demonstrates the enhanced understanding the Trust has of its financial performance and the drivers of overspend and underspend. The CQC has rated the Trust as ‘requires improvement’ in 

terms of its Use of Resources as part of the overall report published in July 2019. The improvement actions for this will be included within the overall CQC action plan. 
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Service Improvement Case Study 

Surgery School  
 
Key operational leads Mike Goulding and Kirsten Grugel (General Surgery)  
 
At present we are trialling patient surgery school which educates and encourages patients to participate in their own treatment plan.  Prior to 
surgery the patients attend a two hour class room session which educates them on physiotherapy, pain control, and the role of what services 
are available within the Trust and the importance of enhanced recovery to improve length of stay.  This is achieved through early mobilisation 
of patients and by making them aware of the importance of this. Although it is early on staff have noticed an increase in compliance with their 
treatment goals, understanding of what is expected and earlier mobilisation.   
 
Surgery school have embraced the ethos of enhanced recovery beliefs which also has seen a reduction in length of stay due to working more 
efficiently and patients being involved and taking ownership of their own conditions and treatment plan.  We are also in the process of 
producing a video for patients regarding what the school is about.  This will support the pre-habitation programme which optimises patients 
prior to surgery and impacts on length of stay.  We are currently collecting data so whilst it is too early to statistically evidence that length of 
stay has improved we know from previous enhanced recovery programmes this will be the case as long as both patients and staff maintain the 
principles set out at surgery school.   
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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. 7312 blood components do not have a current fate 

recorded on the Bloodhound system (17-July-2019 total)  

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

unable to be traced, and product recall/lookback 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  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

July-

19 

Speciality  

Ageing and 

Complex 

Medicine 

       20 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. Escalated to Senior Nursing team to address prospective non-compliance 

Sept 2019 Bedside fating to be rolled out within the Trust.   

  

Datix ID 

:-4226 

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

Risk Description:- 

Cause: -Citywide reconfiguration of Haematology services with migration of Haemato-

Oncology to CCC 

Effect: -Loss of AUHT Clinical Haematology capacity (vacancy for consultant in 

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  

haemostasis/thrombosis) with inability to review non-malignant (H&T) patients.   

Impact:- Significant deterioration in staff morale due to pressures increasing risk of 

future vacancies which would make service unsustainable. 

Exec Lead 
Andrew 

Loughney 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  

Ageing and 

Complex 

Medicine 

12 12 12 12 12 16 16 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: Patient Safety Risk and reputational risk  

 

Associated Risks: 4808 / 4124  

Risk 

Identified  
28/05/2019 Low Medium Risk High Risk 

Review Date  28/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Estates 

& 

Facilities  

Target risk 

date   
31/12/2021 T      C&I   

Exec Lead 
Debbie 

Herring  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Estates & 

Facilities  
      16 16 16 

Mitigation :- 

Fire safety policy 

Preventative maintenance programme 

Reactive maintenance programme 

Dedicated fire team 

Paper submitted to the Board in June-delegation to workforce committee to explore 

collaborations opportunity with MFRS.  

 

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 compromise within St Pauls due to outpatient 

demands being greater than capacity for clinical appointments 

Risk Description:-  

Cause: Gap between outpatient capacity and demand within St Pauls  

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  05/08/2019  8 9 10 12 15 16 20 25 

Care 

Group:- 

  

Schedul

ed Care 

Target risk date  31/01/2020 T      I &C    

Exec Lead 
Paul 

Fitsimmons  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

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  30/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

Divisional 

Risk 

Target risk date   31/10/2019     T  C I  

Exec Lead 
Paul 

Fitsimmons 

Nov

-19 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19  

Speciality  
Divisional 

Risk 
16 16 16 16 16 16 16 16 16 

Mitigation :-  

Super Stranded  PTL programme underway 03-07-2019 with weekly meetings  

SAFER 

High level MADE  MDT Front Door 

LOS Review  >7 days every week local level  

 

SAFER dashboard being rolled out across all areas  

Discharge lounge operational Mon-Fri 

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

within community 
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Escalation calls in Place & Escalation to LA and CCG 

Delays for POC and IC beds continue 

Escalated up to CCG and LA 

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 

:- 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  02/09/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

Unsched

uled  

Care  

Target risk 

date  
31/12/2019 T      I&C   

Exec Lead 
Paul 

Fitzsimmons 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Emergency 

Medicine 
9 16 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. 
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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  31/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/  

Operatio

nal 

Manage

ment 

Target Risk 

Date 
30/09/2019     T  I&C   

Exec Lead 
Paul 

Fitzsimmons  

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-16 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  none 16 16 16 16 16 16 16 16 16 

Mitigation:-  
• Collaboration with NHSI ongoing, Strategy - developing a strategy that will improve and   

  
 

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

Care 

Group:-  

Unsched

uled 

Care  

Target Risk 

Date  
31/09/2019 T      I&C   

Exec Lead 
Andrew 

Loughney  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Ju-

19 

Speciality  
Renal 

Transplant 
16 16 16 16 16 16 16 16 16 

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 

  

 

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 

Meeting with the Women's held in December, possibility of some lists to be moved 

there from April to assist in freeing capacity at the Royal site that will help with the 

CIT. - conversation still ongoing   

RCA for every breach of 15 hours and  managing action plans - to be completed jointly 

with Anaesthetics and presented to divisional governance for assurance. 
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maintain RTT performance throughout the year.   

• Ongoing work with Business Intelligence an elective plan v actual is being developed. This 
has been finalised for Ophthalmology and T&O and Digestive Diseases are currently 
working on their plans.   

• Weekly targets and progress will be monitored via the bi -weekly performance meeting.   

• Escalation to LCCG and NHSE of increase in demand for surgery relating to Cordaquina 
following reconfiguration of spinal on call within Walton Centre.  

• Action plan in place to address demand around cataract surgery with St Pauls 
community follow-up programme has commenced, and progress is being monitored via 
the weekly performance meeting. 

• 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:-   Risk of 52 week breaches in Paediatric Dentistry and failure to meet 

18 weeks target 

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 potential for 52 week 

breaches.. 

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

Review Date  30/08/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc. 

Schedul

ed Care 

 

Target Risk 

Date 
31/01/2020 T      I&C   

Exec Lead 
Paul 

Fitsimmons  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  Dental 16 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 caliber 

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 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. 

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 

:- 4665 

Title:-  Delivery of the  Workforce plan including merger with Aintree 

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.  

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

Review Date  12/08/2019  8 9 10 12 15 16 20 25 

Care 

Group/  

Human 

Target Risk 

Date 
01/07/2019   T    I&C   

Exec Lead 
Debbie 

Herring  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 
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Resource  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 

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 commenced June and will end in July 2019. 

Speciality  HR 12 16 16 16 16 16 16 16 16 

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 review to establish the potential gaps will take place on 19.7.19. Detailed modelling is taking place to ensure that the service is safety staffed.  

•Joint working with Aintree has commenced  to develop a package to attract staff to work in the new service.         
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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  03/08/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

etc.  

LCL 

Target Risk 

Date 
30/08/2019 T  I    C   

Exec Lead 
A 

Constantine  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  

Liverpool 

Clinical  

Laboratory

s 

9 12 12 16 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. 18F FDG production has now 

resumed at the Keele cyclotron and the Preston site has closed for 6 

months for refurbishment. Keele production is not 100% reliable and 

we are being backed up from production sites in Sutton and Guildford 

which are 4-5 hours away by road. .  

Effect :-  Potential delay in treatment & patient harm , increased 

complaints, missed national targets,  reputational damage  cancer 

pathways may breach and results may not be available for MDT review. 

Impact:- Delay in scanning patients, list cancelation  

Risk 

Identified  
29/11/2018 Low Medium Risk High Risk 

Review Date  30/07/2019  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 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Nuclear 

Medicine 
16 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  16/08/2019  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  
Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Cellular 

Pathology 
16 16 16 16 16 16 16 16 16 
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Mitigation:- 

The current tracking system is not fit for purpose. 
A business case was created for a new tracking system that will track the block, however this is taking longer than anticipated. A specification is being drawn up 
as to what is needed. The programme manager has developed a tracking system programme in which the business case can be monitored and progress made 
against it. Additional measures have been identified and are being implemented. 

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 

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

resulting in poor patient experience 

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

Review Date  30/07/2019  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  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Digestive 

Diseases  
     16 16 16 16 

Mitigation :- Capital bid considered by Capital & Equipment Prioritisation meeting. Case supported and to proceed to Exec Management Team 28/06/2019 
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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  15/08/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Project 

Board  

Expected risk 

closure  
N/A       I&C   

Exec Lead P Bradshaw  
Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Project 

Board 
12 12 12 12 12 12 16 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 

:- 4960 

Title:-  JAC Software Issues 

Risk Description:-  

Cause: –  JAC software errors  

Effect:– Unable to modify, suspend and delete patients' prescribed 

medicines or medicines prescribed and not being able to be 

administered by nursing staff 

Impact: – Patients receiving incorrect medicines 

Risk Identified  03/07/2019 Low Medium Risk High Risk 

Review Date  02/08/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Unsched

uled 

Care 

Expected risk 

closure  
31/10/2019 T      C&I   

Exec Lead 
Andrew 

Loughney 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  Pharmacy          16 

Mitigation :- 

Review by clinical ward pharmacists 

Contacting JAC to resolve issues remotely 

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 

Risk 

Identified  
01/11/2018 Low Medium Risk High Risk 
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Review Date  22/08/2019  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 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

Ma-

19 

Jun-

19 

Jul-

19 

Speciality  
Cardio- 

Respiratory 
15 15 

15/

12 
15 15 15 15 15 15 

Mitigation :- 

Capital bid considered by Capital & Equipment Prioritisation meeting. Case supported and to procced to Exec Management Team 28/06/2019 
Service contract in place for existing machines to try to address the constant faults stated above.  

 

Datix ID 

:- 4476 

Title :- Failure to deliver EPR programme plan  

Risk Description:-  

Cause: Failure of programme 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  16/08/2019  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 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  IT 12 12 12 15 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-

 

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 
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Committee (DOC) and EPR Programme Board. and reviewed at May, June and July programme board 

Datix ID 

:- 4794 

Title:-  Insufficient capacity to implement FIT within Bowel cancer 

screening 

Risk Description:-  
Cause:- FIT testing is being implemented nationally as part of the bowel cancer 

screening programme which is expected to increase demand by up to 50% for the 

service. 

Effect:- This will result in increases in clinic, endoscopic, pathology and administrative 

workload which cannot be absorbed within the current service. 

Impact:- The service will not be able to meet this extra demand without additional 

resource in the form of specialist screening practitioners, admin staff, endoscopic 

capacity, clinic capacity, and laboratory capacity. this will result in QA standards not 

being met and loss of confidence in the programme by the public. 

Risk Identified  23/11/2018 Low Medium Risk High Risk 

Review Date  30/07/2019  8 9 10 12 15 16 20 25 

Care 

Group/ 

Etc  

Schedul

ed Care 

Expected risk 

closure  
01/10/2019 T     C  I  

Exec Lead 
Paul 

Fitzsimmons  

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  
Digestive 

Diseases  
20 20 20 9 15 12 12 12 15 

Mitigation :- 

• Regular meetings with commissioning team 

• draft action plan with key requirements 

• request for additional funding from commissioners  

• Additional non recurrent funding secured 

• 2. Uplift in tariff for next financial year agreed 

• 3. Recruitment of SSPs commenced 

• Fortnightly telecons with commissioning team to monitor progress 

• SSPs recruited, 2 started, others have staggered start dates 

• SLAs submitted to additional sites for agreement to provide capacity. STHK 

SLA agreed, Wirral SLA not financially agreed 

• 4. Additional site proformas drafted, STHK accepted and live. Wirral 

awaiting agreed SLA before submission can be completed. 

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  15/07/2019  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 

Nov

-18 

Dec-

18 

Jan-

19 

Feb-

19 

Mar

-19 

Apr-

19 

May

-19 

Jun-

19 

Jul-

19 

Speciality  Finance 9 15 15 15 15 15 15 15 15 
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Closed risks  

Risk ID  Description  Closed on  
Residual 
Risk Score  

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 market.   
Effect :- Deteriorating image quality resulting in incomplete patient examination.  
Impact :- Clinical Outcomes, Possible increase in complaints, inability to meet targets, increased waiting lists.   
Reason for closure 
New machine installed and providing resilience   

16/07/2019 15 

 

Reduced risks  

Risk ID  Description  

Reduced 
from  
Residual Risk 
Score of 

 To the 
Current 
Residual risk 
score of:- 

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 

16 12 

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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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. 

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 

16 12 

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 

15 12 

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 overun. Trust needs to secure additional loans to fund completion of the works. 

15 8 

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. 

16 12 

4954 
Title:-  IG Training 95% Requirement - 2019/20 
Risk Description:-  
Cause:- Data Security & Protection Toolkit mandatory assertion of 95% staff completed IG training within the 

15 9 
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financial year. 
Effect: - All staff should complete mandatory training on an annual basis via ESR/Google Forms. 
Impact:- Failure to meet the assertion, would lead to an incomplete standards not met Data security and 
protection toolkit submission. 
 

4905 

Title:-  Misinformation relating to end of life care for inpatient 
Risk Description:-  
Cause:- recent high profile news items relating to the use of syringe pump drivers for patients in last days of 
life. Perception from patients/public that Liverpool Care Pathway continues to be utilised within the trust. 
Effect:- Hostile communications to palliative care team/trust 
Impact:- Risk of ward teams not using syringe pump drivers to deliver symptom management when unable 
to be delivered via another route.  Some members of AHSPCT may feel vulnerable when lone working at 
weekends. 

16 8 
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Updates from NHS Improvement requiring action  

Date  
 

Action  Lead  Response  Closed  

     

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

Alison Terry/ 
Tricia Birch  

A process is in place for the Trust not to 
enter into workforce deployment software 
contracts for longer than a two year period.   

Y  

22.5.19 
 

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

Andrew 
Loughney   

This has been completed and reviewed by 
the Medical Director. 

Y 

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.   
 

Debbie 
Herring  

Proposal to meet the requirement being 
developed and will be reported to the 
Workforce Committee. 

Y 

19.6.19 The national safety standards for invasive procedures (NatSIPPs) prosthesis 
verification standard has changed.  Local safety standards for invasive 
procedures to be updated.  
 

Colin Hont/ 
Neal Jones  

Assistant Director of Human Factors has 
discussed with the relevant CD’s and work 
is underway to be compliant with this 
guideline. 
 

Y 
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Finance and Workforce Report – Month 3 (June 2019) 
Workforce Dashboard 
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Information Governance Report Author: David Walliker, CIO 

Freedom of Information 

The June 2019/20 compliance level for Freedom of Information requests is 81.1%, with a year-to-date (Apr-Jun) compliance rate of 83%. In comparison to the same 

period in 2018/19 there was a 5.6% decrease in the number of requests (178 in 2018/19 compared to 168 in 2019/20), with a 10.7% increase in the number of 

points (questions) asked in the requests (1,925 in 2018/19 compared to 2,131 in 2019/20).  

Requests (Cummulative) Points (Cumulative) Compliance (Percentage) 

   
 
Data Protection Breaches 
Data Protection Breaches are classified using a NHS-Digital on-line grading system, if an 
incident scores level two or above it is considered serious and is reportable to the 
Information Commissioners Office (ICO). A level one incident is classed as minor and not 
reportable to the ICO. All incidents are logged on DATIX 
 
There were three level one (or less) incidents approved in June 2019/20. These incidents 
were all due to patient information being sent to another patient. 
 
 
 
 
 
 
 
 

Data Protection Breaches (Cumulative) 
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Data Subject Access Requests 
Data Subject Access requests allows individuals to request copies of the Information that we hold about them, although the majority of these requests are for copies 

of Health Records, requests can also be for other information that we hold including staff records, e-mails, reports etc. Requests should be completed within 30 days 

of receipt; however complex requests can be extended up to 90 days. The June 2019/20 compliance level for Data Subject Access requests is 100%.  

In comparison to the same period in 2018/19 there has been a 48.7% increase in the number of requests (665 in 2018/19 compared with 989 in 2019/20). 

Requests (Cummulative) Compliance (Percentage) 

  
 
Information Governance Training 
Information Governance Training is a mandatory requirement of the NHS-Digital 
Data Security and Protection Toolkit (DSPT). The DPST toolkit requires annual 
Information Governance Training for 95% of Trust Staff. 
 
The percentage of staff, as at 30th June 2019, that have completed their 
Mandatory Information Governance Training for 2019/20 is 22.4%% (1,483 staff) 
against a monthly requirement to date of 23.8% (1,576 staff). 
 
 
 

Information Governance Training (Cumulative Percentage) 
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Data & Security Protection Toolkit 
The Trust used the (beta) first of type new Data Security and Protection Toolkit (DSPT) in 2018/19, and continued to maintain high standards for IG/IS.  The DPST 
contains 10 assertions that are based on the National Data Guardian’s data security standards. The DPST for 2019/20 has just been released and the Information 
Governance Team is currently working through the additional requirements for 2019/20.  The Trust will continue to focus on completing the mandatory (sub) 
assertions. 
 
The Trust has consistently achieved a high level of compliance in this area.   The DSPT standards for 2018/19 are assured as ‘Substantial’ by MIAA for the four 
assertions audited. 
General Data Protection Regulation (GDPR) & Data Protection Act 2018 (DPA) 
Work continues on the GDPR and DPA Action plan, the current percentage completeness is above 95%. The outstanding work is on-going and in-line with the plan 

and is scheduled to be complete by March 2020. The on-going work is to ensure that all information assets are identified and documented, including hosted and 

arms-length organisations’, with the legal basis for holding each asset being identified and recorded and that all data flows are identified and mapped. 

 
To ensure that the Trust maintains its high level of expertise, four members of staff are now qualified with the British Computer Society GDPR/DPA 2018 

qualification. 

Risks 
ID Risk Cause Mitigation 
4512 Failure to fully comply with GDPR/DPA standards and 

associated action plan. 
GDPR & DPA relatively new and requires 
embedding within the Trust 

Current estimated compliance level of 95+% - 
planned work on-going. Further MIAA 
assurance audit to confirm compliance level 
is due 2019/20. 
 

4954 Failure to meet 95% training in Information Governance 
could lead to an incomplete standard in the Data 
security and protection toolkit submission. 
 
 

Staff not completing Mandatory training in 
Information Governance. 

Working with OD to put plans in place 

 
Opportunities 
Investigating the advantages of a shared service and pooling of experts with Aintree University Hospital as part of the transaction programme.  
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Information Technology           Report Author: David Walliker, CIO 

Introduction 
 
RLBUHT Information Technology service is integral to the day to day running of the Trust. IT services deliver a range of IT support to staff on a daily basis. The IT 
report highlights operational service through a range of key performance indicators including volume of activity and performance against care cert alerts. In 
addition, due to an increased reliance on digital technology and delays with new build move, the Trust is investing in an IT service improvement plan in response to 
feedback from staff around IT service improvements.   
 
Summary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Risks, Issues and Challenges 
 
Key operational risks include cyber-attack and departmental capacity. Cyber mitigations include intensive work with NHS Digital to manage alerts including NHS 
Digital regular audits.  Work towards completion of Cyber Essentials and cyber essential plus accreditation. Roll out of new Sophos Anti-Virus software. 

Information Technology Key Performance Indicators 

 April May June RAG 

Incidents Raised 6073 5921 5815 Green 

Incidents Resolved 4982 4763 4488 Green 

Phone Calls Handled 5900 6048 5412 Green 

Total Web Forms 1175 1232 1128 Green 

Average Call Wait 82 sec 76 sec 73 sec Green 

Priority 1 Incidents Raised 1 0 0 Green 

 
Cyber Security - Care Cert Alerts 

Month Received Resolved Performance RAG 

January 0 0 Green 

February 1 1 Green 

March 3 3 Green 

April 4 4 Green 

May 6 5 Green 

June 8 6 Green 

Total 22 19 Green 

 

Service Improvement Plan (SIP) part 1 – Green completed  
 
The SIP is focussed on 4 key areas: Infrastructure, Service Delivery, User 
Experience, Communications.  
 
Tasks completed: 

• Wireless Improvement Programme complete for in patient wards at RL 
and BG 

• New equipment Deployed  300new pc’s, 135 laptop carts and 400 
additional Samsung tablets in clinical areas. 

 
Service Improvement Plan (SIP) part 2 – Green in planning  
 

• Additional Equipment to be deployed, BGH, St Paul’s eye Clinic & 
Dental Hospital 

• Upgrade of all Trust pc’s to the Windows 10 operating system. 

• Work on Device Strategy and “gold” plan for the merged 
organisation for entire estate. 
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Capacity issues being managed through recruitment of additional staff.  

 
Opportunities  
 
Staff have been working jointly with IT staff from Aintree and Liverpool Women’s sharing knowledge and best practice which has improved service delivery. The 
service improvement plan’s ( both part 1 and 2)  will reduce amount of calls Service desk receive and improve end user experiences of technology. Increase in self 
service calls via webform. 
 

Digital Transformation Programme           

 
‘Digital Liverpool’ is the Global Digital Exemplar and Digital Transformation Programme for RLBUHT. The aim of the programme, as part of the ‘Deliver Digital 
Excellence’ corporate objective, is to improve outcomes and transform care delivery through digital technology. RLBUHT is one of 16 Acute GDEs nationally. The 
programme attracts national investment and profile. The RLBUHT programme is focussed on 4 key workstreams: Digital Innovation, Digital First Hospital, Digital 
Patient Records and Clinical Transformation. Other internal and system wide Digital Transformation Programmes are reported through a Digital Transformation 
workstream.  
 
Summary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Progress – Green 

• HIMSS gap assessment completed in February 2019 
with subsequent review held in June 2019.  

• Liverpool 5G Test Bed Phase 1 completed. Virtual 
reality continues to be actively used within the Trust. 

• ED Triage and Clerking now live across the ground 
floor.  

• E-Sepsis film published nationally during the launch of 
NHSx in July 2019. 

• Closed Loop medicines administration pilot started 
across 2 wards. This adds to the use of closed loop 
technology for blood products and sampling.  

• Service Improvement Plan Phase 1 completed; active 
engagement with services underway for Phase 2. 

 

Benefits 
NHS Digital Statement of Planned Benefits in 
Place. Key benefits being realised include: 
 

• Electronic Local Safety Standards for Invasive 
Procedures (e-LocSSIPS) – 98% compliance 
against a 95% target.  

• E-Handover – a reduction of Datix incidents 
since implementation of 68%. 

• Clerking and VTE – reduction in Moderate to 
Severe Harm per thousand bed days to 1.34. 

• Virtual reality in active use within the Trust 
supporting therapeutic recovery and patient 
experience. 

Forward Look 
Next key deliverables include:  

• Delivery of milestones for GDE Major 
Milestone 4 attracting £1.25M of 
revenue due in August 2019. 

• HIMSS Stage 6 validation assessment 
due by Q3 FY19/20. 

• Outpatients Disruption system-wide 
change to commence in Q3 FY19/20. 

• SIP Phase 2 implementation to the 
remaining clinical services.   
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Risks, Issues and Challenges 
 
Historically the key risk to digital transformation was in relation to the 3 Trust Electronic Patient Record. Although challenges remain with that programme, the 
impact to the Trust’s strategic GDE programme was mitigated following refocus of milestones and CCN approval resulting in progress now reporting as ‘Green’. 
There remains a risk that further divergence from the integrated EPR platform is likely in order to deliver the GDE programme by April 2020.   
Key challenges to digital transformation centre on delivery of closed loop technology as required for HIMSS validation for medicines administration, blood products 
and specimen and sample collection across the Trust (all currently in pilot and undergoing testing). 
 
Opportunities  
 
There are a wide range of internal and external opportunities with regards to the digital transformation programmes. The Trust is the lead partner on a series of 
wider opportunities to improve regional population health including Digital Pathology, City-wide bed management and transformation of outpatient services. 
System-wide change is supported through the Liverpool Provider Alliance and Cheshire and Merseyside Health & Care Partnership. 
 

Corporate Information & Information Quality  
Summary 
 
There has been a three areas of focus within the Corporate Information Team, during Q1 19/20; 

Transaction & Integration 

Improving Performance Reporting 

Light v2 

 

Transaction & Integration Plan: To ensure the delivery of a Joint Board Report by Day 1, all Board and Trust level KPIs are being reviewed across both RLBUHT and 

AUH to guarantee consistency in definition and methodology. Where measures are consistent, a new “Liverpool University Hospitals” measure will be derived. 

Where measures do not exist across both organisations, they will be reported as “Site Specific KPIs”. Resource is being focused on reconciling and delivering the CQC 

Key Lines of Enquiry (KLOE) measures. 

Performance Reporting: The Team have also developed an improved performance report for both the Finance & Performance Committee and the 

Scheduled/Unscheduled Care Performance Meetings. The main improvement has been to embed narrative relating to “Current Status”, “Progress Summary”, and 

“Improvement Actions” all in one document, giving greater context to KPIs and performance metrics. The next stage of development will be to produce similar 

reports for Care Groups and Individual Services through our BI Portal, Light. 
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Light v2: The development of Light v2 is ongoing. Once complete it will become the single BI Portal for both RLBUHT and AUH, ensuring all staff in the merged 

organisation can access their operational and performance information from one location. Resource has been requested from the Transaction Programme to ensure 

we can deliver the solution by Day 1 of merger, without which delivery within timescales will be challenging. 

    
Opportunities 
Working with colleagues at Aintree University Hospital as part of the transaction programme to ensure services are aligned. 

Clinical Coding  
Summary 
 
There has been a three areas of focus within the Clinical Coding Team, during Q1 19/20; 
 

Transaction & Integration 

Staff Retention and Recruitment 

IQVIA 

 

Transaction & Integration Plan: As part of the Integration Plan, the Team have developed joint Coding Training Plans and Coding Audit Plans prior to merger. 

Staff Retention and Recruitment: The Clinical Coding Team has four vacancies. The vacancies are all experienced ACC qualified clinical coders. The Team therefore 
have a shortage of coders who have the skills and experience to code the Trusts cohort of complex patients. To mitigate the challenge, the team have; 

Focused on reprioritising existing workloads to allow Coding Auditors and Trainers to help code complex patients 

Written a Business Case for the recruitment of 3 Clinical Coding Contractors to bridge the vacancy gap 

Investigate the potential of developing a Clinical Coding Bank, which can offer flexible working to Clinical Coders within and external to the Trust. 

 

IQVIA: IQVIA EPS are a specialist NHS data quality and income maximisation provider, who have success achieving income improvement across NHS Trusts. The 

IQVIA EPS system is a tool used to engage clinical colleagues in clinical coding and data quality discussions with the intention of improving depth and quality of 

coding. There is clear evidence that improvements in depth and quality of coding also improves recorded income. 

The first cycle of validation occurred in June, using May data. The Clinical Coding Auditors are leading on the validation and correction of records to ensure 

maximum income is recovered. A review of the extra income being realised will be presented to FIP. 

 

IPR

Page 78 of 175



 

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

Appendices

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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Trust Board 
 

COVER SHEET 
 

Agenda Item  TB19_100 Date: 30/07/2019 

Report Title  Board Assurance Framework – qtr. 1 review 2019/20 

FOIA Exemption No Exemption Not applicable 

Prepared by  Madelaine Warburton, Assoc. Director of Corporate Affairs 

Presented by  Madelaine Warburton, Assoc. Director of Corporate Affairs 

Key Issues / Messages The Board Assurance Framework (BAF) provides assurance on the delivery of its 
strategic objectives. The BAF aligns principal risks, key controls, assurance and gaps 
in control against each strategic objective.    

Action required  For assurance  Funding Source (If applicable): 

The Board is asked to discuss and confirm their agreement that the BAF provides an accurate 
reflection of the Trust’s Assurance Framework, and summarises both the work undertaken and 
planned to effectively control the risks to the delivery of the Trust’s strategic objectives.   

Supporting Executive: Peter Williams, Chief Executive 

 

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? 

Yes 

CQC domain  Well-led 

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 

Discussed with Executive Team and informed by business undertaken at Committee level. 
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EXECUTIVE SUMMARY 

1. Define the issue 

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

objectives. The BAF aligns principal risks, key controls, assurance and gaps in control against each 

strategic objective.    

2. Question(s) Addressed in This Report             

The BAF was last considered by the Board in April 2019.  The BAF has been updated to reflect 

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

monitoring and oversight of the delivery of the Trust’s objectives. 

3. CONCLUSION AND RECOMMENDATIONS 

The BAF provides assurance to the Board on the delivery of its strategic objectives seeking 

assurance through the Committees and the executive on the delivery of its objectives and identifying 

gaps where further monitoring and assurance is required.   

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

reflection of the Trust’s Assurance Framework, and summarises both the work undertaken and 

planned to effectively control the risks to the delivery of the Trust’s strategic objectives.   

 

 

 

 

 

 

 

 

 

B
A

F

Page 80.2 of 175



 
  

 

 

3 

MAIN REPORT 

1. Progress since last report  

  

1.1 The Board, its Committees and the executive team have continued to seek assurance on 

progress with the delivery of its objectives.  The Head of Internal Audit Opinion 2018/19 provided 

substantial assurance that there is a good system of internal control designed to meet the 

organisation’s objectives, and that controls are generally being applied consistently. The Trust 

continues to focus on improving the relevance and timeliness of the assurance provided.  

 

1.2 The revised reporting template is in place across the majority of the Committees and there is 

evidence of improved discussion and review of risk at Committee and the executive team.   

 

1.3 Work continues with risk owners to improve the articulation and consistent scoring of the risk with 

continued challenge through the committees.   Further development of the risk management 

framework, controls and provision of assurance will form part of the programme of work for the 

new merged Trust.     

 

1.4   The Board considered the annual evaluation of its committees in January 2019.  To ensure that 

the consideration of risk is being used to drive the assurances being sought by the Committees, it 

was suggested that each Committee develops a forward plan which should be considered 

alongside the quarterly risk report to identify potential reporting gaps. The development of a 

forward plan for each Committee has been progressed by the Company Secretarial Team 

together with the respective committee chairs and lead executives. The majority of these forward 

plans have been tabled and agreed at the respective Committees during quarter 1 / beginning of 

quarter 2.   

 

1.5  While improvements to risk management reporting remain ‘work in progress’ there is evidence 

that the Committees continue to actively seek assurance against identified risks. The Executive 

team consider all risks 15 and above on a monthly basis.  A revised format for reporting to the 

Board has been developed and this has been in place during quarter 1 2019/20. Further work is 

required to ‘streamline’ the reporting of risk to the Board and this work will be taken forward into 

the development of the new Integrated Performance Report for the new organisation.  

 

 

2.  Target Risk Scores  

  

Calibration of Risk Scores discussion   

 

Following an action from the 2018/19 Q4 review of the BAF in April 2019, the Executive Team 

discussed the BAF risk scores in terms of their calibration with each other and to determine, 

when viewed in such a way, whether they accurately reflected the Trust’s risk profile. There was 

broad agreement that the residual scores as proposed in this review did reflect the level of risk 

faced by the Trust. There was recognition that the new Royal project did not feature as a risk in 

its own right and that this was one of the most significant challenges for the Trust to manage. It 

was acknowledged that elements of the new Royal project are reflected through the potential 

impact to affect other risks. 

 

 

B
A

F

Page 80.3 of 175



 
  

 

 

4 

 

3.     Summary of Assurances  

 

3.1 Key updates are summarised below with a full copy of the BAF available to Board members 

on  VBR/Trust Board/document library/supporting documents/2019.07.30 supporting documents.   

     

3.2 The report should be read in conjunction with committee papers and minutes, risk registers 

and the committee assurance report.  

 

1 Inability to effectively manage demand    Residual risk score 16 F & P February 2019.    

1.1  Assurances  

 

Monthly reporting to F & P and Board on operational performance including referrals to 

treatment, A & E, diagnostics and cancer.  

1.2 Gaps in Control/Negative Assurance  

  

RTT, 4 hour, diagnostics and ready for discharge -   exception reporting to F & P and the Board. 

Patient flow projects/improvement plan - monthly reporting on performance to F & P and the 

Board. 

62 day cancer action plan - executive team (February 2019).    

Improvement in compliance with SAFER metrics at ward level - F & P (June 2019).  

Review of the  implementation of the Winter Plan 2018/19 (F & P June 2019). 

 

Perioperative improvement plan update (F & P January 2019). 

 

Business to secure funding for Increase in medical assessment capacity on emergency floor ( F 

& P May 19)  

 

1.3  Reporting of risk.    

 

The Committee considered the updated risk register report on all risks scoring 12 and above 

relevant to the role of the Committee in May 2019.  The majority of risks included in the risk 

report had been reviewed by Committee as part of specific reports excepting some relating to 

capacity including outpatients (4586 and 4201), use of escalation areas (4902 and 4906)   and a 

number related to aged equipment.  In relation to the latter a review of aged equipment was 

underway to agree allocation of 2019/20 capital spend against an agreed set of criteria.  

 

The risk report to F & P confirmed that risks had been reviewed by the designated owner within 

the timescales although limited changes to the impact or likelihood were reported 

 

There is evidence of the Committee actively progressing issues and this has been 

strengthened through the bespoke risk report.   
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2 Failure to develop  a 

sustainable local health 

system  

Residual risk score 

– 15  

New Hospital Committee – January 

2019 (new hospital risks)   

Board (and TPB) – merger (June   

2019)  

2.1  Assurance  

 

Work is continuing to develop a business case outlining overall funding required with a draft 

business case presented to the NHC and the Trust Board in January 2019 with reports 

provided on progress. NHSI and DHSC have confirmed that the formal submission of the 

business case for the new hospital should be submitted once the final costs to complete are 

known. 

 

The Full Business Case (FBC) for the proposed merger was approved by the respective Trust 

Boards in April 2019.     

   

2.2 Gaps in Control/Negative Assurance 

 

An update on the work of the C & M Health and Care Partnership was considered by the 

Board in February 2019. The Trust needs to actively engage with the regional agenda 

ensuring appropriate oversight through the Board.    

 

Developing service level agreements with CCC for co-location.  Understanding of risks and 

issues from co-location.  

 

2.3  Reporting of Risks  

 

A quarterly update on risks scoring 12 has been considered by the New Hospital Committee.      

With the move to a publicly funded construction contract, there was a detailed review of all 

risks by the redevelopment team which was reported to the NHC in January 2019 including 

risks relating to costs to complete, impact of delay and structural intervention solutions.  Risk to 

the construction are provided to the NHC by Gleeds (June 2019) with reporting on risk an 

integral part of the bespoke reports brought to the Committee.   Work continues to develop the 

reporting for the project and this should include a project wide risk report to the Committee.  

 

In relation to the proposed merger a transaction risk log is considered by the Transaction 

Programme Steering Group and the TPB at each meeting. A number of challenges have been 

raised by the TPB in respect of the definition of the risks and the comprehensiveness of the 

register and these continue to be refreshed by the PMO in conjunction with the lead directors.   

 

An ‘aggregated’ aggregate risk report for both Trusts was submitted to the TPB in February 

2019. TPB agreed that the next phase would focus on capacity to deliver and to better 

understand the aggregate risk both individually and collectively.  To date this has not 

progressed.  

 

There is evidence of both the NHC and the TPB providing oversight and challenge to the 

effective management of risk.     
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3 Failure to deliver exceptional 

patient experience 

Residual risk score – 

12 

QGC June 2019  

3.1  Assurances  

 

Monthly performance report to QGC and to Board.  

 

Monthly safe staffing report – Board.  

 

Positive scores have been received through the Trust’s inpatient surveys and friends and family 

tests – improvements are required in relation to the number of responses being provided. 

 

The recently published CQC report also identified the Trust as ‘outstanding’ in the ‘caring’ key 

line of enquiry. 

 

3.2 Gaps in Control/Negative Assurance 

 

Improvements have been observed in timeliness of complaint responses but further 

improvements are required (QGC July 2019). 

 

The updated Patient Experience Strategy remains in development. There is a recognition that 

the objectives within the strategy need to be ‘SMART’ in order to enable the Patient Experience 

sub-committee to track progress and seek assurance. Work continues to develop the strategy in 

partnership with AUH. 

 

3.3 Risk reporting 

 

A report in the revised format (from March 2019) on risk was presented to Committee in June 

2019.  The report was noted together with the need to strengthen the definition of controls. The 

Committee requested that further narrative be included around the reasons behind risks being 

opened and closed together with titles of risks in future reports. 

 

No specific risks scoring 12 or above directly related to patient experience have been identified 

although a number of risks identify poor patient experience as an outcome of the risk.   

 

4 Failure to develop world class 

workforce 

Residual risk score - 

12      

Workforce Committee May 

2019   

4.1  Assurances  

 

Monthly workforce reporting to the Board with bi-monthly review by Workforce Committee.  

 

Sickness Improvement Plan (Workforce Committee May 2019).  

 

Medical Education Governance – Noted (Workforce Committee May 2019) that good progress 

had been made to build relationships with HENW and the University of Liverpool and the Trust 

continued to work collaboratively with these external bodies to ensure that the training 

requirements were fulfilled. 

 

Leadership Programme Update - Noted (Workforce Committee May 2019) that feedback from 
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the staff at the senior leaders programme highlighted that they felt they had developed a 

stronger network and were empowered and had gained an understanding of structures. 

Health and Wellbeing Report (Workforce Committee (March 2019) 

Progress with implementation of FTSU strategy and action plan (Trust Board May 2019) 

Workforce Plan update considered by Board (June 2019).   Monitoring of compliance with Plan 

to be undertaken by Workforce Committee.  

4.2 Gaps in Control/Negative Assurance 

Mandatory training - moderate assurance including outcome of deep dive (Workforce 

Committee January 2019).  

Work to implement sustainable workforce operational plans in challenged areas including 

theatres, A & E and LCL.     

Recruitment and Retention Plan (Workforce Committee March 2019) 

As part of the work led by the Freedom to Speak Up Champion, a number of areas have been 

identified for additional support.  (Workforce Committee January 2019 and Trust Board 

February 2019).    

The Committee has assumed responsibility for oversight of H & S and will form part of risk 

reporting to the Committee.   

Preparations with the Trauma and Orthopaedics (T&O) reconfiguration have highlighted 

potential challenges with regards to workforce. Assurance is being sought by the Board – 

report on the T&O reconfiguration scheduled for consideration in July 2019. 

4.3 Risk Reporting 

The Committee has a forward plan to provide oversight of work within its terms of reference 

and this has been formalised within the newly developed cycle of business committee 

template.   

A revised risk report with all risks scoring 12 and above (19 in number) was considered by the 

Committee (May 2019).  Work is continuing to ensure that the risks are comprehensive with 

clearly defined controls.  The report stated that 13 of the reported risks were within the review 

date with 20 reported as static.  It is suggested that some risks would benefit from a critical 

review of the risk score. 

The workforce risk was re-defined for 2019/20, reflecting the revised objective to make 

Liverpool the best place to work, train and live for healthcare professionals. Noting the 

significant risk relating to the delivery of the workforce plan and the associated challenges 
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brought by national shortages of staff, cultural and leadership challenges, it is proposed that 

the likelihood of the risk is increased to ‘likely (4)’. During the risk calibration discussion 

(referenced in section 2 of this report), it was proposed that the impact of the risk was better 

defined as ‘moderate (3)’. This would result in the residual risk score remaining at 12. 

 

5 Failure to maintain financial viability Residual risk score - 20   F & P – May  2019.   

5.1  Assurances  

 

The financial plan and progress with delivery  has been discussed at every Board and F & P.    

 

5.2  Gaps in Control/Negative Assurance  

 

Operational Productivity assessment was considered by the Executive Team (March 2019) and 

it was agreed that that areas for focussed review would be progressed as part of the QEP 

programme.       

 

Mobilisation of KPMG service reviews (urology, vascular and diabetes).   

 

5.3  Risk reporting 

 

Financial risks which score 12 and above are considered by the F & P Committee on a monthly 

basis with quarterly report on financial risks directly linked to the new hospital project. There is 

evidence of the Committee actively progressing issues and this has been strengthened 

through the bespoke risk report.   

 

The majority of risks included in the risk report have been reviewed by Committee as part of 

bespoke reports.   

 

Significant assurance can be taken with regard to the reporting of financial risk to Committee.  

 

It is proposed that the strategic risk relating to finance is re-framed in 2019/20 to ‘failure to 

deliver financial duties on an on-going basis’. It is suggested that the re-defined risk better 

reflects the totality of the financial risk rather than a focus solely on viability. It is suggested that 

the risk of failure to comply with financial duties will have a lower likelihood score of 3 leading 

to an overall risk of 12.  

 

6 Failure to improve health and 

wellbeing of our patients 

Residual risk 

score - 12   

QGC June 2019  

6.1  Assurance 

 

Monthly integrated quality performance report (Board and Quality Governance Committee).  

 

Learning from Deaths (Board April 2019).  

 

Infection Control Annual Report (June 2019) 
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6.2  Gaps in Control/Negative Assurance  

 

Failure to achieve mandatory training target for life support. Further drop in compliance noted by 

the Schedule Care Divisional Governance meeting. 

 

Medication/dual prescribing in Critical Care (QGC April 2019)  

 

Unfiled medical results (QGC April 2019)  

 

6.3  Risk reporting 

 

A report on risk was presented to Committee in June  2019.  The report was noted together with 

the need to strengthen the definition of controls and assurances provided.   The report now 

includes the mitoigations for the risks which should support improved oversight of risks by the 

Committee.  Recognising the number and significance of the risks further consideration could be 

given to prioritising risks for review by the Committee and/or including outcomes of review by the 

scheduled/unscheduled governance meetings.   

 

Many of the risks scoring 12 and above have been the subject of specific discussion at QGC. 

However there are risks that that do not appear to have been specifically discussed and  either 

appear out of date or would benefit from a critical review of the appropriateness of the risk and 

its score.  

The report confirms that 24 of 29 risks remaining ‘static’ with one being closed, albeit this was a 

duplication. .  

 

Quarterly updates have been provided on clinical implications of the maintenance risks (QGC 

April  2019).  QGC were informed that four measures were in place to mitigate identified risks 

namely enhanced maintenance preventative programme, provision of critical spare parts, robust 

reactive maintenance programme and improved staff awareness.    

 

Proposed action: it is suggested that the report is strengthened to make direction of travel with 

regard to effective management of the risks visible for each risk and where risks are re-defined 

the original date is included.   It is suggested that some risks would also benefit from a critical 

review of the risk score. 

 

7 Failure to achieve national recognition for 

our research and innovation.  

Residual risk score 

– 12  

 

 7.1 Assurance  

 

No update to provide since the last report to the Trust Board in April 2019.  The minutes from 

the last meeting have not yet been provided.  

 

7.2 Gaps in Control/Negative Assurance 

 

To participate in a joint task force to prepare for a BRC application. 
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7.3  Risk reporting 

 

The Committee has oversight of arrangements regarding research integrity and to ensure that 

serious breaches and serious adverse events are reported to the appropriate body.   

 

The Committee does not receive a standalone risk report on risks to the delivery of the 

strategic objectives although risk is referenced in a number of reports.   

 

8 Failure to deliver effective IT systems 

to support delivery of Trust’s 

objectives 

Residual risk 

score - 12.    

NHC – IT projects for new 

hospital – April 2019  

8.1 Assurance 

 

IT transformation projects remain on-track to deliver for the new hospital opening (NHC April  

2019) with no projects assessed as red. 

 

Data Protection & Security Toolkit - substantial assurance(Audit & Assurance committee April 

2019 and Board May 19 )  

 

8.2 Gaps in Control/Negative Assurance  

 

EPR was discussed by the Board in January 2019. It was agreed that implementation of the 

EPR system (in its current state) would be a retrograde step and would bring a significant risk to 

patient safety.  It was agreed that the business case would not be approved and further 

assurances sought from the EPR Programme Board. A substantive report report is scheduled for 

July 2019 Board.   

 

8.3 Risk Reporting 

 

Risks related to the projects for the new hospital are systematically reported to the Committee 

every month.  

 

There are detailed project risk arrangements which are reported to the Digital Oversight Sub 

Committee with an assurance report provided to the New Hospital Committee.   

 

Risks relating to current IT service provision are not systematically reported.  It has been 

agreed by the executive team that risks should be reported to the executive meeting and 

escalated accordingly.  

 

9  Threat to Trust’s reputation Residual risk score 

– 12 

 

  

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

articulated on the BAF.   

 

Programme to strengthen fire training compliance (Workforce March 19)  
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With the recently published CQC report and the increased national and local media interest in a 

variety of challenges facing the Trust, it is recommended that the residual risk score is escalated 

to a 12. 

 

The need for the effective management of change will be critical to ensure successful 

implementation of trauma and orthopaedics change as a precursor to the proposed merger.  

 

 

  

3. CONCLUSION AND RECOMMENDATION                                   

 

The BAF provides assurance to the Board on the delivery of its strategic objectives seeking assurance 

through the Committees and the executive on the delivery of its objectives and identifying gaps where 

further monitoring and assurance is required.  The Board is asked to confirm agreement that the 

processes remain effective together with agreed actions to strengthen arrangements.   
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COVER SHEET 

Agenda Item TB19_101 Date: 30/07/2019 

Report Title CQC Report – Action taken and approach to future action planning 

FOIA Exemption No Exemption Not applicable 

Prepared by Simon Regan, Head of Regulatory Compliance 

Presented by Jacqui Stamper, Deputy Chief Nurse 

Key Issues / Messages • CQC Inspection Report published 17 July 2019. 

• Overall Trust Rating has changed from ‘Good’ to ‘Requires Improvement’

• The ‘Use of Resources’ assessment carried out by NHS Improvement was rated as ‘Requires
Improvement’ 

• There were a number of positives to take from the inspection, including the improvement in the 
Caring rating from ‘Good’ to ‘Outstanding’. 

• The Dental Hospital was inspected for the first time and was rated ‘Outstanding’ overall.

• Community Services were inspected for the first time since they were transferred from Liverpool 
Community Health NHS Trust and were rated ‘Good overall’ but ‘Outstanding’ for Caring.

• There were 15 identified ‘must do’ actions relating to breaches of regulation and 27 actions CQC 
recommend we ‘should do’ to prevent the Trust from failing to comply with legal requirements in 
the future.

• The Trust are currently aligning the process of recording, tracking and evidencing completion of 
regulatory actions to mirror those at Aintree University Hospitals NHS Foundation Trust (AUFT). 
This will allow a seamless merge of action plans as we move towards merger and the process has
been praised by CQC and NHS Improvement. 

Action required To Note Funding Source (If applicable): 

Recommendation – Trust Board are asked to: 

• Note the outcome; 

• Note the plan to adopt AUFTs process for recording, tracking and evidencing completion of
regulatory actions. 

Supporting Executive: Colin Hont, Chief Nurse 

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 

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 

☐
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REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

None noted. 
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EXECUTIVE SUMMARY 

1. Define the issue 

The Care Quality Commission (CQC) carried out an unannounced inspection of the Trust from 15 – 

17 January 2019 and an announced ‘well-led’ inspection from 19 – 21 February 2019. As part of the 

new inspection methodology, NHS Improvement carried out a Use of Resources assessment on 28 

January 2019. 

2. Key Findings 

The inspection report was published on 17th July 2019 and the overall rating for the Trust went down 

from ‘Good’ to ‘Requires Improvement’ since the last inspection in 2016. 

As part of the new inspection methodology, NHS Improvement undertook a Use of Resources 

assessment for the first time and the Trust was rated ‘Requires Improvement’.  

The overarching Trust ratings from the inspection are shown below: 

 

 

At core service level, we saw that three services were inspected on the Royal Liverpool University 

Hospital (RLUH) site: 

 

• Urgent and Emergency Services overall was downgraded from ‘Good’ to ‘Requires 

Improvement’; 

• Medical Care remained ‘Requires Improvement’ 

• Surgery remained ‘Good’ 

As a result of these changes, the aggregated ratings for RLUH site were downgraded for Safe and 

Effective from ‘Good’ to ‘Requires Improvement’. Responsive remained ‘Requires Improvement’ and 

as a result, this caused the overall rating for the location to be downgraded to ‘Requires 

Improvement’. Positively, the overall ratings for Caring and Well-led remained ‘Good’ from the last 

inspection. 

There were no core services inspected at Broadgreen Hospital. 
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For the first time, CQC inspected Liverpool University Dental Hospital (LUDH) which is registered as 

a separate location and the Trust were really pleased that the world class service was recognised as 

they were awarded an ‘Outstanding’ rating. In addition, CQC inspected community services that 

were acquired from Liverpool Community Health (LCH) in 2017 and the overall rating was ‘Good’ 

with ‘Outstanding’ for Caring. 

There were 15 identified ‘must do’ actions relating to breaches of regulation and 27 actions CQC 

recommend we ‘should do’ to prevent the Trust from failing to comply with legal requirements in the 

future. 

3. Solutions / Actions 

The Trust has begun work on addressing all of the areas for improvement identified in the report. 

In line with the proposed merger with Aintree, the Trust is reviewing its approach to the recording, 

tracking and evidencing completion of regulatory actions. As part of this, it’s our intention to mirror 

the recording processes operated at Aintree University Hospitals NHS Foundation Trust (AUFT). 

This will allow a seamless merge of action plans as we move towards merger. 

 

An update and dashboard for tracking the actions will be presented to Quality Governance 

Committee and for assurance at the next Board Meeting. 

 

4. Recommendations 

The Board is asked to note the ratings, actions and findings arising from the CQC inspection along 

with the intention to align the process for tracking and recording progress against the actions. Once 

complete, a full overview will be presented at Quality Governance Committee and the Board. 
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MAIN REPORT 

INTRODUCTION 

The Care Quality Commission (CQC) carried out an unannounced inspection of the Trust from 15 – 17 

January 2019 and an announced ‘well-led’ inspection from 19 – 21 February 2019. As part of the new 

inspection methodology, NHS Improvement carried out a Use of Resources assessment on 28 January 

2019. 

ANALYSIS 

Trust Level Ratings 

The inspection report was published on 17th July 2019 and the overall rating for the Trust went down 

from ‘Good’ to ‘Requires Improvement’ since the last inspection in 2016. 

The rating change has been caused by the regression in the ‘Well-led’ rating from ‘Good’ to ‘Requires 

Improvement’ at provider level. As part of the new inspection methodology, NHS Improvement undertook 

a Use of Resources assessment for the first time and the Trust was rated ‘Requires Improvement’.  

The overarching Trust ratings from the inspection are shown below: 

 

 

Despite the overall regression, it is very positive to note that the Trust retained it’s ‘Good’ ratings for the 

key questions in relation to Safe and Effective key questions and improved Caring from ‘Good’ to 

‘Outstanding’ and our staff should be proud that CQC recognised the Safe, High Quality and 

Compassionate care that they deliver every day for our patients. 

Locations 

At this inspection, CQC carried out an inspection across five registered locations, three of which are 

based in the community and were amalgamated into one inspection as part of ‘Community Adults’. The 

other two sites inspected were Royal Liverpool University Hospital and Liverpool University Dental 

Hospital. 

Royal Liverpool University Hospital (RLUH) 

CQC inspected three core services on the RLUH site as part of this inspection: 
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• Urgent and emergency services – previously rated ‘Good’ at the 2016 inspection; 

• Medical care – previously rated ‘Requires Improvement’ at the 2016 inspection; 

• Surgery – previously rated ‘Good’ at the 2016 inspection. 

Since the last inspection, there has been a regression in the ratings for: 

• Urgent and emergency services – was downgraded from ‘Good’ to ‘Requires Improvement’ for: 

o Safe; 

o Effective; 

o Overall core service rating. 

• Medical care – was downgraded from ‘Good’ to ‘Requires Improvement’ for: 

o Effective; 

o Well-led. 

• Surgery – was downgraded from ‘Good’ to ‘Requires Improvement’ for: 

o Safe. 

There were some positives – notably that Surgery retained its overall ‘Good’ rating and the Well-led key 

question for the RLUH location was rated as ‘Good’. However, the regression in the ratings mentioned 

above has resulted in the downgrading of ‘Safe’ and ‘Effective’ overall at the RLUH location and 

subsequently ‘Requires Improvement’ overall. Responsive remained ‘Requires Improvement’ from the 

2016 inspection and the overall table can be shown below. Any service not inspected as part of this 

inspection retains its previous ratings as shown in the grid below: 
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Broadgreen Hospital (BGH) 

BGH was not inspected as part of this inspection as a result, retains its previous ratings from 2016 as 

shown in the grid below: 

 

Liverpool University Dental Hospital (LUDH) 

Liverpool University Dental Hospital (LUDH) was inspected for the first time as part of this inspection. It’s 

positive to note that the overall rating was ‘Outstanding’. Responsive was rated ‘Requires Improvement’ 

which was as a result of paediatric dentistry waiting times. The ratings are shown in the grid below: 

 

Community health services for adults 

The Trust acquired adult community services from Liverpool Community Health NHS Trust in 2017 that 

support adults at home and in the community that live with long terms conditions such as Respiratory, 

Anti-Coagulation, Heart Failure, Tubercolosis, HIV. This was the first inspection of the services since the 

Trust acquired them and the overall rating was ‘Good’ but it should be noted that staff were rated 

‘Outstanding’ for Caring. The ratings are shown in the grid below: 
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Aggregated Ratings 

As the Trust provides Acute and Community services, the ratings are aggregated to an acute level rating 

and this is aggregated again alongside the Community ratings to create an Overall Trust position.  

 

Acute services 

 
 

Combined Trust 
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Regulatory actions 

There were 15 areas identified as breaches of regulation by CQC and these are split by the following 

areas: 

 

Trust Level/Core Service 
 

Number 

Trust Level 
 

4 

Urgent and emergency services 
 

3 

Medical care services 
 

5 

Surgery 
 

2 

Dental Services 
 

1 

Community 
 

0 
 

Total 
 

15 

 

In addition, there were 27 actions that CQC recommend we should take to prevent us failing to comply 

with legal requirements in future or to improve services and these are split into the following areas: 

 

Trust Level/Core Service 
 

Number 

Trust Level 
 

3 

Urgent and emergency services 
 

5 

Medical care services 
 

8 

Surgery 
 

4 

Dental Services 
 

2 

Community 
 

5 
 

Total 
 

27 

 

 

Action planning 

The Trust has begun work on addressing all of the areas for improvement identified in the report and it’s 

worth noting that some actions were addressed at the time of the inspection. The Trust only received the 

final agreed version of the report on Tuesday 16th July 2019 following the factual accuracy process and 

CQC require an action plan to be returned by 26th August 2019. 

 

In line with the proposed merger with Aintree, the Trust is reviewing its approach to the recording, 

tracking and evidencing completion of regulatory actions. As part of this, it’s our intention to mirror the 
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recording processes operated at Aintree University Hospitals NHS Foundation Trust (AUFT). This will 

allow a seamless merge of action plans as we move towards merger and the process has been praised 

by CQC and NHS Improvement. 

 

An update and dashboard for tracking the actions will be presented to Quality Governance Committee 

and for assurance at the next Board Meeting. 

 

RECOMMENDATION                                      

 

The Board is asked to note the ratings, actions and findings arising from the CQC inspection along with 

the intention to align the process for tracking and recording progress against the actions. Once complete, 

a full overview will be presented at Quality Governance Committee and the Board. 
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TRUST BOARD  
COVER SHEET  

 

Agenda Item  TB19_102 Date: 30/07/2019 

Report Title  QEP Q1 Review 

FOIA Exemption No Exemption Not applicable 

Prepared by  Michael Wright, Turnaround Director 

 

Presented by  Michael Wright, Turnaround Director 

Key Issues / Messages • QEP delivery currently behind plan 

• Action to address the position is currently being taken 

• Contingency schemes in development 

Action required  For assurance  Funding Source (If applicable): 

The Board is asked to note the position and the current action being taken to mitigate schemes deemed 
unlikely to deliver. 

Supporting Executive: Michael Wright, Turnaround Director 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Failure to maintain financial viability 

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

No 

CQC domain  Well-led 

EIA required  

 

No 

 If yes, please identify where this is held or include as an appendix 

 
 

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 

Finance & Performance 
Committee 

25/07/2019 
 

Michael Wright To be noted at the meeting 
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EXECUTIVE SUMMARY 

1. Define the issue 

The month 3 QEP position and the current full year delivery risks are detailed within the paper.  Whilst 

the value of schemes in delivery demonstrates an improving position, the value of high risk schemes 

remains a concern.  Mitigating actions are being developed to address schemes where delivery is a 

concern. 

2. Key Findings 

Work has been undertaken to secure QEP scheme delivery across a number of areas.  Action is being 

taken to mitigate schemes where following an assessment, actual delivery of financial efficiencies is 

considered unlikely or the efficiencies will not achieve the planned values. A number of schemes were 

reviewed and removed from SharePoint, resulting in the delivery of £15m efficiencies being more 

challenging than had previously been thought.   

Despite the early challenges, there has been positive movements over a period of six weeks, with 

schemes in delivery increasing from £2.8m to £4.9m (as reported on the template submitted to NHS I/E).  

However, the high risk schemes are currently valued at £7.3m.  An assessment of the high risk schemes 

has prudently indicated that just £1.0m is likely to be delivered.  Accordingly, mitigating actions are 

required and further schemes are being developed.  These additional schemes are in their infancy and 

are currently valued at £2.8m.  At this stage, there is £3.5m that is yet to be mitigated by additional QEP 

schemes.  Whilst other technical mitigations have been discussed, the intention is to keep developing 

further QEP schemes. 

The month 3 QEP position year to date is £1.2m delivered against a plan of £2.3m.   

 

3. Solutions / Actions 

The Turnaround Director and colleagues will continue with the identification of additional schemes and 

provide further support to reduce the financial run rate at the Trust. The impact of financial grip displayed 

by some Care Groups will also be investigated and where possible quantified. 

Care Groups are receiving additional support to ensure that savings identified are genuine QEPs and not 

already captured within the baseline financial plan. The 1.6% efficiency targets in particular are an area 

of focus. 

4. Recommendations 

The Trust Board  is requested to note the current adverse QEP position and also note the positive 

movements, especially the £2.1m increase of schemes in delivery over a six week period.   The Trust 

Board is also asked to note the assessment of the high risk schemes and the actions being taken to 

mitigate the position.
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MAIN REPORT 

INTRODUCTION 

This paper provides members of Trust Board with the QEP position as at month 3 plus an assessment of 

deliverability against the schemes currently deemed to be high risk.   The paper also covers a number of 

other opportunities that are currently being scoped across Care Groups and also corporate areas to 

mitigate the high risk schemes.  

 

ANALYSIS UNDERTAKEN OF MONTH 3 POSITION  

The month 3 QEP position is £1.2m against a plan of £2.3m (see Appendix A for further detail).   

From month 2 onwards, it was evident that risks were emerging that needed to be addressed. A number 

of schemes were reviewed and removed from SharePoint, resulting in the delivery of £15m efficiencies 

being more challenging than had previously been thought 

Despite the early challenges, there has been positive movements which are illustrated below in the 

extracts from the data submitted to NHS I/E over the last six weeks (this includes the most recent return 

submitted on the 15th July 2019): 

 

The key themes that the data demonstrates are as follows: 

• The delivered category has increased from £2.8m to £4.9m. 

• The value of medium risk schemes has decreased from £6.6m to £2.5m.  This is due to both 

progression to low risk and delivered categories, plus the impact of the validation exercise 

moving a number of schemes back to the high risk category. 

Royal Liverpool & Broadgreen University Hospitals  Fortnightly CIP Monitoring

Final Plan 31-May 17-Jun 28-Jun 15-Jul

Delivered 2,837            2,837            4,484            4,879            

Low Risk (not yet delivered) 660                1,318            916               433               305               

Medium Risk 14,340          6,588            3,785            2,808            2,538            

High Risk -                 4,257            7,462            7,274            7,278            

Unidentified -                 -                -                -                -                

Total 15,000          15,000         15,000         15,000         15,000         

 -

 2,000

 4,000

 6,000

 8,000

 10,000

 12,000

 14,000

 16,000
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• The value of high risk schemes has increased from £4.3m to £7.3m which again, is a result of the 

validation exercise. 

 

ASSESSMENT OF HIGH RISK SCHEMES AND MITIGATIONS  

There is significant risk attached to the £7.3m high risk areas which needs to be mitigated at pace. An 

assessment of the areas currently categorised as high risk is included below in the first table, with the 

second table providing additional schemes that are now being pursued in mitigation.   

 

As illustrated above, the assessment of the high risk schemes has prudently indicated that just £1.0m is 

likely to be delivered.  The key reasons for the shortfall are listed below: 

• The peri-operative scheme is reducing Theatre cancellations in a number of areas.  This is an 

appropriate scheme with significant data supporting the findings, which will continue. However, 

the full target was initially based on additional activity and income, which is not supported by the 

block contract. This scheme will need to focus on cost reduction. 

• Benchmarking –  At this stage, the scheme will still deliver efficiencies, although it is not prudent 

to assume £1.0m and a more realistic assessment is £0.4m. 

• Coding opportunities – the block contract for activity does not support in year income growth. As 

a result, from a QEP perspective, £0.75m will not be delivered this year and will need to be 

mitigated. 

• Urology specialist commissioned activity – this position will be monitored, although it is prudently 

assumed that it will not deliver. This position may change. 

• Section 106 – this is collaboration with the private sector supported by a legal team.  If 

successful, it is entirely possible that the Trust could receive in excess of £500k recurrently.  The 

Trust has taken the required action to progress this.  However, there is a lead time before monies 

will be received and the scheme is not guaranteed to deliver.  The current assessment is that 

Top 5 Schemes High Risk
Total 

Plan(£'000s)

Realistic 

delivery 

assessment 

(£'000s)

Gap to be 

mitigated 

(£'000s)

Peri-Operative Workstream 1,257 250 1,007

Bench Marking - Through Model Hospital 1,000 400 600

Coding opportunities - provision of external income maximisation 750 750

Section 106 - mitigation of local planning activity on provision of acute services 500 100 400

Over performance on specialist commissioned activity for Urology 100 100

Balance 3,668 250 3,418

Total Value of high risk schemes 7,274 1,000 6,274

High Risk Mitigations

High risk to 

be mitigated 

(£'000s)

Mitigation 

Schemes 

(£'000s)

Gap after 

mitigation 

(£'000s)

Total Value of QEP requiring mitigation 6,274

Review of all non-core service provision and commissioning of activity - SLA review 500

Review of LCL Procurement 50

SLR reviews including potential Individual Funding Requests 50

Patient Booking Portal 50

Additional Overseas income linked to NHS I / E support 200

SLAM activity additional GRIP through use of Light 0

Automation of Outpatient Activity Capture 0

Daily non-stock requisition review and challnge plus further dicretionery spend reduction 50

Increase in retire and returns 45

Additional Controls linked to overtime management 100

Recruitment freeze re Additional posts held vacant during the merger period - leavers not being replaced 50

1.6% Expected To Deliver 1,700

Total Value of high risk schemes 6,274 2,795 3,479
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sufficient actions are being taken to suggest that £0.1m could be achieved in year.  Accordingly, 

a significant proportion of this scheme needs to be mitigated in 2019/20. 

  

Mitigating actions are required and further schemes are being developed.  These additional schemes are 

in their infancy and are currently valued at £2.8m.  At this stage, there is £3.5m that is yet to be mitigated 

by additional QEP schemes. 

Further detail on mitigating schemes is provided below: 

• Development of a comprehensive register of all services provided by the Trust to other 

organisations and services commissioned by the Trust from other organisations.  This will focus 

on areas where SLAs should be in place.  From this, it will be evident if the SLA is in place, if it 

has been reviewed and will also identify areas where charges appear incorrect.   

• A review of LCL procurement.  The service has its own procurement lead and it is evident that 

there opportunities identified by review of PPIB data. 

• A review of services where elements make a significant loss.  This picks up on the previous 

report covering both SLR and Reference Cost data. 

• Working with the STP with regards to the development of an App booking portal for patients that 

will potentially result in postage cost reduction plus further efficiencies to be considered.   

• An establishment review.  However, it is important that the first call on any potential cost 

reductions is used to support the roll out of a new e-rostering system (which requires the 

appropriate approvals before being progressed further).  At this stage, this scheme is not 

recorded within the table of mitigations, although the potential efficiencies could be material. 

• Additional support offering from NHS I/E with regards to overseas patients.  

• Identification of all clinical activity areas where income is greater than plan and the activity is non-

block.  This will be undertaken following the recording of a full three months of activity.  The costs 

will need to be assessed before the QEP potential can be assessed.  However, based on the Q1 

position, the potential could be higher than the value recorded within the QEP tracker.    

• Ensure that all Care Groups are using the Light system for activity monitoring.  This will help 

support grip and identify opportunities to reduce capacity. 

• Automation of Outpatient activity.  This scheme is at a very early stage in development and has 

yet to be quantified financially. 

• There is also increased grip by a daily review of all non-stock requisitions before an order is 

raised.  The initial focus was on orders above £1k.  The review has now shifted downwards to all 

orders in excess of £0.5k. 

 

RECOMMENDATION                                      

 

The Trust Board is requested to note the current position and to note the actions taken to address the 

risks identified. 
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MONTH 3 QEP DASHBOARD – Appendix A 

 

 

  

49.4% with a first-

stage quality approval 
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COVER SHEET 

 

Agenda Item  TB19_103 Date: 30/07/2019 

Report Title  Learning from Deaths Report, Quarter 4 2018/19 

FOIA Exemption No Exemption Not applicable 

Prepared by  Mr Arran Banks, Patient Safety Manager 

Presented by  Mr Andrew Loughney, Medical Director 

Key Issues / Messages Our HSMR score has reduced slightly to 98.69 from 99.74 for the previous 
reporting period. 
Mortality review compliance has increased to 93%, which is above the trust 
assurance target of 90% 

 

Action required  For assurance  Funding Source (If applicable): 

To note the report for information and assurance 

 

Supporting Executive: Mr Andrew Loughney, Medical Director 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Threat to Trust’s reputation 

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

Choose an item. 

CQC domain  Safe  

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 

Patient Safety Sub 
Committee 

16/07/2019 Mr Arran 
banks 

Report noted and assurance obtained 
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EXECUTIVE SUMMARY 

1. Define the issue 

In-Hospital mortality is monitored both internally by the trust and externally by a number of  agencies 

to identify higher than expected number of deaths for certain diagnosis groups. Coupled with this the 

trust requires all in hospital deaths to be reviewed to identify learning. The Learning form Death 

report seeks to provide assurance against the above measures. 

 

2. Key Findings 

• Our HSMR score has reduced slightly to 98.69 from 99.74 for the previous reporting period. 

• Mortality review compliance has increased to 93%, which is above the trust assurance target 

of 90% 

• No deaths reviewed this quarter received an overall rating of “poor” or “very poor” 

• 2 cases that were reviewed by the Mortality Quality Assurance Group were deemed to be 

possibly avoidable and as a result have been subject to a full Serious Incident investigation 

 

3. Solutions / Actions 

Care groups with poor compliance will be invited to attend the Deterioration and Mortality Group 

to discuss any issues 

The Mortality Quality Assurance Group will review the remaining learning disabilities death and 

continue to review 10% of cases with no issues identified following primary review 
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MAIN REPORT 

INTRODUCTION 

In-hospital mortality is measured using standardised mortality ratios known as SHMI (Summary Hospital 

Level Indicator) and HSMR (Hospital Standardised Mortality Ratio). Calculations are represented as a 

ratio of the observed number of in-hospital deaths to the expected number of in-hospital deaths. The 

SHMI calculation also includes deaths that occur within 30 days post-discharge. Any Clinical 

Classifications Software (CCS) group that exhibits an elevated SHMI or HSMR calculation are treated as 

mortality Cumulative Sum (CUSUM) alerts for that diagnosis group. Common conditions such as 

pneumonia and sepsis will have higher expected mortality rates. For diagnostic groups that contain 

conditions with less expected deaths, only a very small number is needed to generate a mortality alert. 

The trust requires all in hospital deaths to be reviewed by the care group responsible for the patients 

care. The review closely follows the Royal College of Physicians structured Judgement Review, where 

by the standard of care is assessed and graded at every aspect of the patient’s journey.  Any lapses in 

care and or missed opportunities are highlighted and lessons learned are feedback to the Care group 

and Divisional Governance meetings. In addition to this several patient groups also receive a secondary 

review by an independent group of clinicians who will disseminate lessons learned trust wide and where 

necessary commission a formal investigation. 

 

ANALYSIS 

The HSMR is a ratio of the observed number of in-hospital deaths at the end of a continuous inpatient 
spell to the expected number of in-hospital deaths (multiplied by 100) for 56 diagnosis groups in a 
specified patient group. 
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HSMR score for the latest 12 month period (Mar 18 – Feb 19) is 98.69, which is a slight decrease from 

the previous 12 month rate of 99.74. The scores for Jan 19 and Feb 19 are 87 and 89 respectively. 

Our current score has us within the middle of our current peer group (figure 2), this position has 

remained unchanged since May17-Apr18.  

For the 12 month period the following 5 had the highest number of excess deaths (Observed v 

Expected): 

• Aortic; peripheral; and visceral artery aneurysms  

• Chronic obstructive pulmonary disease and bronchiectasis  

• Pneumonia (except that caused by tuberculosis or sexually transmitted disease)  

• Biliary tract disease  

• Congestive heart failure; non-hypertensive  
 

A coding audit for Aortic; peripheral; and visceral artery aneurysms is to be performed as this CCS group 

has seen a higher than expected rate for the last 2 months.  

The COPD coding will be checked as it is believed that some of the previous Pneumonia patients have 

now fallen into this category (since the coding amendments have been made).  

 

Mortality Peer Review  

 

Compliance by Month for Quarter 4 2018/19 

 

 

 

 

 

 

 

 

 

Figure 3 demonstrates the position for Quarter 4 2018/19. Compliance for this quarter has increased to 

93.5% from 87.2% last quarter. The Trust assurance target is 90% 

 

 

 

 

 

Month 
Number of 

Deaths 
Number 

Reviewed 
Compliance (%) 

Jan 163 158 96.93 

Feb 125 114 91.20 

Mar 144 132 91.67 

Grand Total 432 404 93.52 

Fig 3 
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Compliance rates by Division and Speciality 

Care Group 
Number of 

Deaths 
Number 

Reviewed 
Compliance (%) 

 Clinical Pharmacology & TIDU 28 25 89.29 

Acute Medicine 17 16 94.12 

Cardiology 18 16 88.89 

Clinical Gerontology 70 66 94.29 

Clinical Haematology 1   0.00 

Critical Care Medicine 58 56 96.55 

Diabetes & Endocrinology 23 23 100.00 

Emergency Department 54 52 96.30 

Gastroenterology & Hepatology 16 16 100.00 

General Surgery (HPB, Colorectal) 6 6 100.00 

Nephrology 20 13 65.00 

Palliative Care 58 58 100.00 

Respiratory Medicine 45 41 91.11 

Transplantation Surgery 1   0.00 

Trauma & Orthopaedics 7 7 100.00 

Urology 2 2 100.00 

Vascular Surgery 8 7 87.50 

Grand Total 432 404 93.52 

 

 

The majority of Care Groups are demonstrating above 90% compliance (fig 4); however Nephrology as 

per previous months are consistently achieving less than 70%. The care group have been invited to 

attend the Deterioration and Mortality Group to talk through any issues. 

 

Quality of Care 

 

 

 

 

 

 

 

 

 

 

 

 

65% (263) Deaths reviewed by care groups during the reporting period received and overall care rating 

of “good”. No deaths this quarter received an overall care rating of “poor” or “very poor” 

 

 

 

 

 

Fig 4 

Fig 5 
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Mortality Quality Assurance Secondary Review 

 

Upon completion of a primary review by the Care Group the case may undergo a secondary review by 

the Mortality Quality Assurance Group. The following patient groups would receive a secondary review: 

• Death resulting from an elective admission 

• Death of a patient with learning disabilities 

• Primary review that was rated as having “poor” or “very poor” overall quality of care. 

• Concern raised by the care group when completing the primary review 

• 10% of all other primary reviews that do not meet the above criteria 

45 deaths occurring during the reporting period had received a secondary review to date.  

Where appropriate a “lessons learned” category is assigned following the secondary review by the 

Mortality Quality Assurance Group, the chart in figure 6 highlights “Communication issues” as being most 

frequently selected during the reporting period. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Potentially Avoidable Deaths 

The RCP SCJR methodology used by the Trust uses a 6 level scale of avoidability, which is determined 

at independent secondary multidisciplinary review by the Mortality Quality Assurance Group : 

 

Score 1 - Definitely avoidable 

Score 2 - Strong evidence of avoidability 

Score 3 - Probably avoidable (more than 50:50) 

Score 4 - Possibly avoidable, but not very likely (less than 50:50) 

Score 5 - Slight evidence of avoidability 

Score 6 - Definitely not avoidable 

 

In this reporting period, 2 deaths undergoing secondary review received an avoidability rating score 

greater than 4, this equates to 0.04% of deaths reviewed. This death received a full Secondary Mortality 

QA Group review, the outcome of which is listed in table 4. Both cases have been subject to a Serious 

Incident investigation. 

 

 

Fig 6 
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Learning from Mortalitty Reviews 

Level of Avoidability Speciality  
Summary - Mortality QA Group Review Outcome  

Score 3 
Probably avoidable 
(more than 50:50) 

 
  

 
 

Respiratory Medicine 
 
 
 
  

 
 
SI investigation 

- Initial CT missed diagnosis  
- delay in decision making RE airway 

management 

- SI investigation process completed 
- Duty of candour requirements completed 
- Action plan devised and progressing 

 
  

Score 2 
Strong evidence of 

avoidability 
 

Respiratory Medicine 

SI investigation 

- Delay in reporting/acting upon blood culture 
results 

- Delay in obtaining CT scan 

- SI investigation process completed 
- Duty of candour requirements completed 
- Action plan devised and progressing 

 

 

 

Although the remaining cases reviewed by the Quality Assurance group received an avoidability rating 

score of 4 or less a number of lessons were identified, these have been communicated via the 

Deterioration and Mortality Group and Divisional Governance Groups and are summarised below: 

 

• Repeat falls risk assessments should be undertaken if a patient’s condition changes 

significantly 

• Advice from the Poisons Unit should be sought for mixed  overdoses, rather than Toxbase 

which is more suitable for single drug overdoses 

• Allergy recording and information from care homes/ community is essential. GP Records 

should be accessed where necessary to obtain this information in the Emergency 

Department.  

• The administration of Naloxone for Opiate overdose should be titrated to effect rather than 

given as a bolus 

• Essential patient monitoring should continue for all post operative patients until they are 

ready for the recovery room. 

• Monitoring should be replaced following transfer from the theatre table to bed when required 

 

 

 

 

 

 

 

 

 

 

 

Fig7 
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Learning Disabilities Mortality Review 

Care Group 
No. of 
Deaths 

No. 
reviewed 

 Clinical Pharmacology & TIDU 1 1 

Critical Care Medicine 1 1 

Diabetes & Endocrinology 1 1 

Palliative Medicine 3 3 

Respiratory Medicine 6 6 

Grand Total 12 12 
 

 

All 12 learning disability deaths identified during the reporting period were reviewed by the Care Group; 

all received an overall care rating of either “adequate”, “good” or “excellent”. 11 of the12 deaths in figure 

8 have received a secondary review by the Mortality Quality assurance Group, all of which were deemed 

to be definitely not avoidable. 

 

SOLUTIONS AND ACTIONS  

• Care groups need to ensure outstanding Mortality reviews for February and March 2019 

are prioritised and completed within the next 10 days  

• Nephrology are required to reduce the backlog of reviews in order to improve their 

compliance by month end. 

• Nephrology will be invited to attend the Deterioration and Mortality Group to discuss any 

issues with completing their reviews. 

• ENT and Transplantation Surgery have only had 2 deaths, none of these appear to have 

been reviewed, the reviews need to be completed at the earliest opportunity 

• The Mortality Quality Assurance Group should undertake to review the remaining learning 

disabilities death and ensure 10% of primary reviews that don’t meet the secondary 

review criteria are listed. 

Fig 8 
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Trust Board   
COVER SHEET 

 

Agenda Item  TB19_104 Date: 30/07/2019 

Report Title  Guardian of Safe Working – Junior Doctor Exception Reporting  

FOIA Exemption No Exemption Not applicable 

Prepared by  Philip Weston, Guardian of Safe Working  

Presented by  Andrew Loughney, Medical Director  

Key Issues / Messages It is a contractual requirement of Junior Doctor New Contract (2016) for employers to 
provide a quarterly report by the Guardian of Safe Working Hours to the Board. The 
guardian is a senior appointment and the appointee should not hold any other role 
within the management structure of the employer.  

 

Since the last board report we have moved to the Allocate system as a way for the 
junior doctors to exception report breaches in their working hours/terms and conditions 
of employment. We anticipated this more user friendly system would encourage the 
junior doctors to report more routinely. Unfortunately, this has not been the case and 
the numbers of exception reports are less than anticipated. 

Action required  To Note  Funding Source (If applicable): 

To receive and note the content of the report.  

Supporting Executive: Andrew Loughney, Medical Director 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Failure to deliver exceptional patient experience 

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

No 

CQC domain  Safe  

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 

None noted. 
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MAIN REPORT 

1. Define the issue 

It is a contractual requirement of Junior Doctor New Contract (2016) to provide a quarterly report 

by the Guardian of Safe Working Hours to the Board. The Trust Board, under the Terms and 

Conditions are responsible for providing these and an annual report by the Director of Medical 

Education to external bodies including HEENW, CQC, GMC and GDC. 

 
The guardian is a senior appointment and the appointee should not hold any other role within the 
management structure of the employer.  
 
The guardian shall ensure that issues of compliance with safe working hours are addressed by the 
doctor and/or employer, as appropriate. The guardian shall provide assurance to the Board that 
doctors' working hours are safe. 
 

The report highlights issues in relation to junior doctors hours and safe working.   

 

2. Key Findings 

DOCTORS AND DENTISTS IN TRAINING  
 
High level data 
 
Number of doctors / dentists in training (total):    421 
Number of doctors / dentists in training on 2016 TCS (total):  301 
Amount of time available in job plan for guardian to do the role: 1 PA / 4 hours per week 
Admin support provided to the guardian (if any):   Via Medical HR 
Amount of job-planned time for educational supervisors:  Currently included in Core 
SPAs or as additional to contract i.e. unpaid but noted 
 
 
Exception reports (with regard to working hours) 
 
Currently 301 of 421 juniors have transitioned to the new contract terms and only these doctors 
may raise exception reports. 
 
This report is for the period April – June 2019. It has been broken down by division, specialty, 

grade & rota. 

 

 

Exception reports by division 
Division No. 

exceptions 
carried over 
from last 
report 

No. 
exceptions 
raised 

No. 
exceptions 
assessed by 
supervisor 

No. 
exceptions 
outstanding 

Scheduled Care 
Unscheduled 
Care 

3 
1 

10 
18 

  1 
12 

9 
6 

Total 4 28 13 15 
 

 

 

G
ua

rd
ia

n 
of

 S
af

e 
W

or
ki

ng
R

ep
or

t

Page 107 of 175



 
  

 

 3 

Exception reports by department 
Specialty No. 

exceptions 
carried over 
from last 
report 

No. 
exceptions 
raised 

No. 
exceptions 
assessed by 
supervisor 

No. 
exceptions 
outstanding 

Respiratory 
Cardiology 
Gastroenterology                        
Upper GI  
Orthopaedics 
Haematology 
(carried over from 
last quarter)                                              
 

0 
0 
1 
0 
2 
1 
 

 12 
   1 
   5 
   7 
   3  
   
 

  12 
    0 
    0  
    0  
    1  
     

0 
1 
5 
7 
2 

     

Total                                              4 28 13 15 
 

 

Exception reports by Grade 
Grade No. 

exceptions 
carried over 
from last 
report 

No. 
exceptions 
raised 

No. 
exceptions 
assessed by 
supervisor 

No. 
exceptions 
outstanding 

F1 4 28 
   
   

13 
   
   
   

15 
  
 

Total 4 28 13 15 
 

 

Exception reports by rota 
Rota No. 

exceptions 
carried over 
from last 
report 

No. 
exceptions 
raised 

No. 
exceptions 
assessed by 
supervisor 

No. 
exceptions 
outstanding 

F1 Surgery 
F1 Medicine 
 

2 
2 
 

10 
18 
 

    1 
  12 
   

 9 
 6 
 

Total  4 28   13 15 

     
 

 

Exception reports (response time) 
 Addressed 

within 48 
hours  

Addressed 
within 7 days 

Addressed in 
longer than 7 
days 

Still open* 

Scheduled 
Care 

1 0 0    9 

Unschedul
ed Care 

0 0 11    5 

Education 1 0 0    1 

Total 2 0 11   15 

G
ua

rd
ia

n 
of

 S
af

e 
W

or
ki

ng
R

ep
or

t

Page 108 of 175



 
  

 

 4 

Educational and Clinical Supervisors are being prompted to close these reports- the reports 

are being addressed but have not yet closed.   

 

a)  Work schedule reviews 

 

Work schedule reviews may occur as a result of a serious breach of hours regulations or multiple 

similar breaches of hours regulations.  

 

No work schedules have been reviewed in the quarter as a result of exception reporting.  There are 

no open appeals with regard to work schedule reviews. 

 

Work schedule reviews by grade 

F1 0 

F2 0 

CT1-2 / ST1-2 0 

ST3+ 0 

 

Work schedule reviews by department 

General  medicine 0 

General surgery 0 

Ophthalmology 0 

 

b) Fines 

No fines have been levied in the last quarter.  

 
Locum bookings 

 

i)  Medic Bank – April - June 2019  

Locum bank bookings by department 

Specialty Number of shifts worked Number of hours worked 

A&E 32 253 

General Medicine 47 375.25 

General Surgery 39 656 

Respiratory 1 5 

Trauma & 
Orthopaedics 12 36 

Vascular 1 0 

Total 132 1325.25 

 

Locum bank bookings by grade 

Grade Number of shifts worked Number of hours worked 

CT1 5 63.25 

CT2 32 272.25 

FY1 4 21 

FY2 31 245.75 

GPST2 2 18 

ST2 1 5 

ST3 56 688 
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ST4 1 12 

Total 132 1325.25 

 

Locum bank bookings by reason 

Reason Number of shifts affected Number of hours worked 

Sickness 2 10 

Special leave 2 23.5 

Vacancies 128 1291.75 

Total 132 1325.25 

 

 

ii) Medic Agency – April - June 2019  

 

Locum agency bookings by department 

Specialty Number of shifts worked Number of hours worked 

A&E 16 145 

Acute General 
Medicine 44 423.5 

Clinical 
Gerontology/Stroke 65 561 

Diabetes and 
Endocrinology 4 49 

General Surgery 50 638.25 

Histopathology 123 1081 

Microbiology 35 280 

Rheumatology 10 90 

Trauma and 
Orthopaedics 38 345.5 

Urology 1 15 

Vascular 4 50 

Total 390 3678.25 

 

Locum agency bookings by grade 

Grade Number of shifts worked Number of hours worked 

Agency Consultant 227 1923 

Agency FY2 49 442 

Agency ST 1&2 74 798.25 

Agency ST 3+ 38 491 

Bank ST 1&2 2 24 

Total 390 3678.25 
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Locum agency bookings by reason 

Reason Number of shifts affected Number of hours worked 

Deanery Vacancy 60 593.5 

Maternity Leave 10 124 

Restricted Duties 16 200 

Short term 
sickness (less than 
30 days) 5 53.5 

Trust Vacancy 216 2046.25 

Winter Pressure 81 643 

Blank 2 18 

Total 390 3678.25 

 

3)   Recruitment Gaps/ rota implications 

 

Specialty Grade Number of vacancies 

Core Medicine CT 5 gaps 

 AMU ST 1 gap 

GUM ST 1 gap 

Infectious 
Disease 

ST 1 gap 

Renal Medicine ST 1 gap 

General 
Practice 

ST 2 gaps 

Histopathology ST 1 gap 

Clinical 
Research 
Surgery 

ST 3 gaps 

Research 
Fellow Vascular 

ST 1 gap 

Clinical Fellow 
Breast Surgery 

ST 1 gap 

 

3. Solutions / Actions  

 

Junior Doctors not on the 2016 Contract 

We currently have 120 Junior Doctors in Training working on the 2002 Terms and Conditions of 
Service and will have trainees on the contract until full transition to the 2016 contract by 2022, 
although numbers will reduce year on year up to then. In preparation for the 2016 Contract, we 
ensured that every rota worked by Junior Doctors in the Trust was not only compliant with the 
European Working Time Directive, but compliant with the 2016 terms and conditions, regardless 
of whether any trainees on the new contact were working this rota. 
 

Guardian report and action taken 

Since the last board report we have moved to the Allocate system as a way for the junior doctors 

to exception report breaches in their working hours/terms and conditions of employment. We 

anticipated this more user friendly system would encourage the junior doctors to report more 
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routinely. Unfortunately, this has not been the case and the numbers of exception reports are less 

than anticipated. There were some logistical issues with access for the junior doctors which have 

been addressed for the new intake of doctors. The anticipated development of an Allocate app 

would improve reporting rates. I have a session on the induction programmes for all juniors to 

encourage them to complete exception reports.  

 

Of the reports received thanks to the professionalism of our junior doctors none raise concerns 

over patient safety. Most are dealt with in a timely fashion by the educational/clinical supervisors. 

I identify any recurring patterns and I raise these with the departments concerned.  

 

The trust will benefit from 3 new F1s this year and using the intelligence provided by the 

exception reports they have been allocated to the busier clinical areas. Physician associates 

have also been allocated based on this intelligence and used to support the junior doctors. 

 

Rota and shift  gaps continue to be a concern and unfilled gaps do pose a patient safety concern 

as well as a concern for the welfare of our junior doctors. Several DATIX reports have been 

generated by the F1s regarding this issue especially when, in their view, patients safety is 

compromised. The national trend is for the gaps to increase over time. I have proposed that we 

develop a number of ‘clinical fellow’ posts from our existing training posts to create rotations that 

are attractive to junior doctors and encourage them to stay in our trust. This is being discussed 

with the trust and Health Education England. 

 

We have received £30, 000 as part of the Enhancing Junior Doctors Working Lives programme. 

The junior doctors are currently deciding how this money is best spent. 

 

4. Recommendations 

 

To note the content of the report.  
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COVER SHEET 

 

Agenda Item  TB19_105 Date: 30/07/2019 

Report Title  Annual Reports on Patient Safety Incidents and Patient Complaints 

FOIA Exemption No Exemption Not applicable 

Prepared by  Helen Ballinger, Assistant Director of Clinical Governance 

Presented by  Colin Hont, Chief Nurse 

Key Issues / Messages The Trust is required to produce an annual report on its incident reporting processes and complaints 
management processes. 

 

Both reports are included for consideration by the Trust Board. 

Action required  For assurance  Funding Source (If applicable):NA 

The Board is asked to note the correlation of incidents to complaints and claims and to take 
assurances from the annual reports that the Trust is actively reporting and learning from incidents 
and improvement complaints handling. 

Supporting Executive: Colin Hont, Chief Nurse 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Failure to deliver exceptional patient experience 

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

No 

CQC domain  Safe and Responsive 

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 

Annual Report on Patient 
Safety 

7 June 
2019 

Helen Ballinger Presented to Commissioners Quality 
Performance Group as a draft report. 
Suggested we add in our NRLS reports and 
address any areas of concerns in report. 
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Addressed. 
 

Annual Report on Patient 
Safety 

18 
June 
2019 
 

Helen Ballinger Present to Patient Safety Sub Committee with 
NRLS data added as per Liverpool CCG 
comments. 
Assurance taken on the increase in reporting 
and reduction in harms. 

Annual Report on Patient 
Complaints 

2 July 
2019 

Jay Rushton-
Woods 

Presented to Patient Experience Sub 
Committee 
There was discussion on process and it was 
noted the progress made. 

Annual Report on Patient 
Safety Incidents and 
Annual Report on Patient 
Complaints 

10 July 
2019 

Helen Ballinger Presented to Quality Governance Committee 
Recommended presentation of both reports to 
the Board and for summary to include any links 
to both processes and any formal claims made 
against the Trust. 
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EXECUTIVE SUMMARY 

1. Define the issue 

 

The Trust is required to produce an annual report on its incident reporting processes and complaints 

management processes. 

 

Both reports are available for Board members to view in the Document Library on Virtual 

Boardroom. 

 

2. Key Findings 

 

Patient Safety Incidents 

 

The annual report demonstrates: 

 

• An overview of incidents for the year 2018-2019. 

• A 1% increase in Incident reporting.  

• A decrease in level of harm and harm per thousand bed days  

• Top 5 themes for learning have been examined for both inpatients and outpatients 

 

Inpatients per 1000 bed days Outpatients per 1000 clinic appointments 

Hypoglycaemia – 9.93 Lab related incidents  - 0.61 

Medical Emergency Calls – 6.55  Cancelled clinics/delays at clinic appointments 
– 0.34 

Slips, Trips and Falls – 5.41 Documentation – 0.26 

Safeguarding concerns – 4.31 Medication errors – 0.22 

Medication errors – 4.24 Communication – 0.21 

 

• Key themes from Serious Incidents have been studied and learning shared through individual 

action plans with care groups, divisional governance meetings, patient experience and safety 

bulletins and presentations at the two learning events held trust wide. 

 

Actions for 2019/20 

Actions for 19/20 are very similar to 18/19 in that improvements are still required for duty of candour 

incidents and work continues on the merger. 

• Duty of candour arrangements to continue to be audited and processes strengthened to improve 

compliance with timeframes. 

• Prepare the incident reporting system for transfer into the new hospital and for the proposed 

merger with Aintree Hospital taking the best from Trust systems and practices. 

Progress was made in 18/19 against action to improve feedback to staff. 

On completion of incident investigations, locally and or formally through trust processes, the incident 

form is updated with root causes, lessons learned and actions taken to improve patient safety and 

prevent future incidents and finally improve. Final approval now links emails back to the incident 

reporter providing them with feedback. 
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Patient Complaints 

 

The annual report demonstrates 

 

• An overview of complaints for the year 2018/19 

• A 17% increase in complaints, particularly informal complaints, with a very slight decrease (0.6%) 

in formal complaints. 

• Response times fell to 77.6% for the financial year, a decrease from 84.4%, this correlates to 

staffing issues within the central team and delays at care group level.  The latter 6 months has 

shown improvement with the appointment of a Complaints Manager and this has led to 4/6 

months being above 80%. 

• Top 3 themes for learning has been examined for both inpatients and outpatients 

•  

Informal Formal 

Communication/information to patients (written 
and oral) 

Patient care 

Appointments, delay/cancellation (outpatient) Access to treatment or medication 

Waiting times increased Communication 

 

• 5 Cases were referred to the Parliamentary and Health Service Ombudsman. To date, 2 cases 

have been heard 1 partially upheld and 1 not upheld. The other three cases are still being 

explored. 

• Aggregated learning is made available on the Trusts website. 53% of formal complaints were 

upheld or partially upheld, 42% not upheld and the remainder withdrew or were on-going at the 

time of writing the report. 

Actions for 2019/20 

Actions for 19/20 are very similar to 18/19 in that due to a vacancy for the management of the 

complaints team, not all improvements were achieved.  

• Continue to improve complaints process for patients and their families through use of new 

investigation form. 

• Continue to provide in-house training of investigation form in order to provide a more 

transparent and through written response and address all concerns with care and 

compassion 

• Continue to improve action planning. This is now part of the investigation form and as such is 

monitored earlier in the process. 

• Continue to reduce response rates in line with targets of 25, 35 and 60 days. 

A review for reopening complaints was an action for 18/19 which has, following process changes, 

improved as 50% fewer complaints are re-opened. In general complaints are now reopened due to 

further questions following investigations and not to address the same issues. The improvements 

made in the investigation process and quality of response has proven to be effective. 

In addition to the annual report actions: 

• we have established two learning events per year to share lessons widely across the trust 

at a multidisciplinary education day; these have been well received by staff. 
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• we working with the “Getting it right first time (GIRFT) agendas to share lessons from 

claims 

• we are working on a collaborative policy for the merged Trust on how to learn lessons 

from when things go wrong. 

• there is to be a review of processes through the NHS Patient Safety Strategy. 

 

3. Actions taken following presentation at the Quality Governance Committee 

The Quality Governance Committee asked if the authors could show links between the two annual 

reports.  

A summary of links from incidents to complaints and claims has been made, with only a small 

number of incidents found to be associated with a complaint 16 (4.8% of formal complaints linked 

back to an incident). 

 

Minimal themes found 

 

• High level violence and abuse incidents were often counter reported as a complaint by the 

patient involved. 

• There were a couple of informal complaints raised due to delays in our duty of candour 

formal RCAs that had not been completed with the allocated 28 days. 

 

Only a small number of incidents resulted in claims 22 (8.3% of all claims) during this financial year. 

 

4. Recommendations 

The board is asked to note the correlation of incidents to complaints and claims and to take 

assurances from the annual reports that the Trust is actively reporting and learning from incidents 

and improvement complaints handling. 
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COVER SHEET 

 

Agenda Item  TB19_106 Date: 30/07/2019 

Report Title  Safe Staffing – May 2019  

FOIA Exemption No Exemption Not applicable 

Prepared by  Colin Hont, Chief Nurse (Interim)  

Presented by  Jacqui Stamper, Deputy Chief Nurse (Interim) 

Key Issues / Messages The purpose of this paper is to provide the board with assurance regarding staffing levels and 
fill rates in the month of May 2019 and to highlight any potential risks associated with nurse 
staffing. 

 

Action required  To Note  Funding Source (If applicable): 

The Board is asked to note the report for information and assurance 

Supporting Executive: Colin Hont, Chief Nurse (Interim) 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Failure to deliver exceptional patient experience 

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

No 

CQC domain  Safe  
 
 

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 

Patient Safety Sub-
Committee  
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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 May 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.  
 

2. Key Findings 
 
For May 2019, of the 42 areas reviewed [the remit is for every inpatient designated ward to be 
included] there were 17 areas who had less than 80% fill rates identified across at least one shift 
[Day or Night], which is a slight increase from the previous month when we reported 14. 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 identify and address 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 

(%)

1302 1325.5 1302 1344.08 101.8% 103.2% 1069.5 851 713 1062 79.6% 148.9% 3.6 3.6 3.1 3.9 6.7 7.5 3 3 2 8.53% 1.29% 10.83% 1 0

1426 1423.5 1178 1322.8 99.8% 112.3% 1069.5 1012 713 1329 94.6% 186.4% 3.2 3.2 2.4 3.5 5.7 6.8 5 5 6 18.13% 12.48% 15.67% 0 0.5

945.5 779.5 945.5 973.5 82.4% 103.0% 713 713 356.5 368 100.0% 103.2% 4.1 3.7 3.2 3.3 7.3 7.1 0 0 0 0.80% 0.00% 2.72% 1.5 0

1069.5 1022 1069.5 1109 95.6% 103.7% 713 713 713 736 100.0% 103.2% 3.0 2.9 3.0 3.1 6.1 6.1 1 1 0 4.58% 1.89% 5.41% 1 0

1302 1256 945.5 1084 96.5% 114.6% 1069.5 713 713 1035 66.7% 145.2% 3.3 2.8 2.3 3.0 5.7 5.7 1 1 1 25.44% 14.99% 13.42% 1 0

2139 1715.5 1426 2015.25 80.2% 141.3% 1426 1230.5 1069.5 1533.5 86.3% 143.4% 3.8 3.2 2.7 3.8 6.5 7.0 3 3 0 3.60% 2.02% 2.81% 1 0

1069.5 999 1069.5 1008.5 93.4% 94.3% 713 713 1069.5 1058 100.0% 98.9% 4.8 4.6 5.8 5.6 10.5 10.2 0 0 1 1.88% 2.04% 15.50% 1 0

2139 2043 1426 1163.5 95.5% 81.6% 1426 1426 713 724.5 100.0% 101.6% 4.6 4.5 2.8 2.4 7.4 6.9 0 0 0 6.11% 3.59% 5.96% 1 0

1782.5 1692.5 1782.5 1804.5 95.0% 101.2% 1069.5 1069.5 713 1253.5 100.0% 175.8% 3.2 3.1 2.8 3.4 5.9 6.5 3 3 4 8.87% 4.70% 4.97% 0 0

2139 2128.5 1069.5 1032 99.5% 96.5% 1426 1401 713 988 98.2% 138.6% 4.6 4.7 2.3 2.7 6.9 7.3 3 3 1 8.73% 1.50% 0.00% 0 0

1426 1588.5 1302 1441.5 111.4% 110.7% 1069.5 724.5 713 940.9 67.7% 132.0% 3.4 3.1 2.7 3.2 6.1 6.3 0 0 0 1.72% 1.44% 3.31% 0 0.5

1302 1276 945.5 1242.5 98.0% 131.4% 1069.5 713 713 1081 66.7% 151.6% 4.0 3.4 2.8 3.9 6.8 7.3 0 0 0 5.63% 1.72% 14.48% 1 1

1426 1276.5 914.5 922.5 89.5% 100.9% 713 713 713 713 100.0% 100.0% 3.3 3.1 2.5 2.5 5.8 5.6 0 0 1 2.55% 3.86% 14.47% 1.5 0.5

2139 2091 1069.5 1285 97.8% 120.1% 1782.5 1449 713 1376 81.3% 193.0% 4.5 4.1 2.1 3.1 6.6 7.1 4 4 4 7.81% 5.97% 12.27% 1 1

1426 1371 945.5 1363.5 96.1% 144.2% 1069.5 724.5 713 1328.5 67.7% 186.3% 3.5 2.9 2.3 3.7 5.8 6.6 5 5 3 5.96% 6.42% 1.31% 1 1.5

1426 1289.25 1302 1350 90.4% 103.7% 1069.5 1035 713 1042 96.8% 146.1% 2.6 2.4 2.1 2.5 4.7 4.9 0 0 1 19.65% 18.65% 27.26% 1 0.5

1302 1152 1069.5 1301.5 88.5% 121.7% 1069.5 713 713 1288 66.7% 180.6% 3.1 2.4 2.3 3.3 5.4 5.7 0 0 0 4.00% 0.93% 6.63% 1.5 0

1069.5 1107.5 1426 1470.5 103.6% 103.1% 713 713 1069.5 1205.5 100.0% 112.7% 2.4 2.6 3.4 3.8 5.8 6.4 0 0 0 0.5 0

1782.5 2073 1069.5 1200.5 116.3% 112.2% 1426 1299.5 713 1153 91.1% 161.7% 4.1 4.4 2.3 3.1 6.4 7.5 6 6 4 3.32% 2.14% 4.07% 2 1

4185 3373 930 681 80.6% 73.2% 2929.5 2719.5 651 537.5 92.8% 82.6% 16.4 16.7 3.6 3.3 20.0 20.1 0 0 0 9.03% 9.86% 1.59% 0 1

2443 2404 1426 1617.5 98.4% 113.4% 1782.5 1571 1069.5 1464 88.1% 136.9% 3.8 3.6 2.2 2.8 6.0 6.4 0 0 0 5.47% 0.85% 10.79% 2 1

1426 1824.5 945.5 986 127.9% 104.3% 1069.5 1000.5 713 832 93.5% 116.7% 3.2 3.6 2.1 2.3 5.4 6.0 1 1 1 1.45% 2.30% 9.07% 1 1

1302 1194 356.5 273 91.7% 76.6% 713 713 0 0 100.0% #DIV/0! 4.6 6.1 0.8 0.9 5.5 7.0 1 1 0 16.15% 17.08% 21.59% 0 0

1069.5 791.5 713 387.5 74.0% 54.3% 713 713 356.5 333.5 100.0% 93.5% 11.5 12.1 6.9 5.8 18.4 17.9 0 0 0 7.66% 8.28% 12.46% 0 0

1534.5 1281 1302 1750.5 83.5% 134.4% 1069.5 737.5 713 1518 69.0% 212.9% 3.7 2.8 2.8 4.6 6.5 7.4 0 0 0 5.55% 7.43% 14.71% 0 1.5

1320.5 1166.5 563.5 524.5 88.3% 93.1% 713 713 356.5 356.5 100.0% 100.0% 4.1 4.3 1.9 2.0 6.0 6.3 1 1 0 15.28% 20.00% 0.00% 1 0

9300 7490.5 930 933 80.5% 100.3% 7161 5817 651 388.5 81.2% 59.7% 27.9 29.3 2.7 2.9 30.6 32.2 0 0 4 3.88% 5.27% 11.75% 2 1

1740 1417.5 465 382.5 81.5% 82.3% 976.5 976.5 0 0 100.0% #DIV/0! 21.9 24.2 3.8 3.9 25.7 28.0 0 0 0 2.77% 2.34% 0.00% 0 0

1069.5 1016 356.5 368 95.0% 103.2% 713 713 356.5 356.5 100.0% 100.0% 3.8 4.0 1.5 1.7 5.4 5.7 1 1 0 10.50% 11.27% 4.12% 1 0

3910 3314.5 1782.5 1575.5 84.8% 88.4% 2852 2793 1426 1562 97.9% 109.5% 7.0 7.3 3.3 3.7 10.4 11.0 1 1 1 3.03% 2.15% 2.48% 1 0

7905 6210 3720 4105.5 78.6% 110.4% 4960 3838 2480 2435 77.4% 98.2% na na na na na na 1 1 1 6.14% 8.37% 8.31% 1.5 0

2495.5 2312.5 713 593.5 92.7% 83.2% 1782.5 1782.5 713 609 100.0% 85.4% 8.1 9.1 2.7 2.7 10.8 11.8 0 0 0 3.68% 1.68% 1.10% 1 0.5

1091.5 1087.5 1035 951 99.6% 91.9% 713 713 356.5 345 100.0% 96.8% 3.9 4.7 3.0 3.4 6.9 8.1 0 0 1
5.77% 1.08% 1.10%

0 0

749.45 718.4 249.3 249.3 95.9% 100.0% 119.2 119.2 119.2 119.2 100.0% 100.0% 3.5 7.1 1.5 3.1 5.0 10.2 0 0 0
9.98% 14.63% 2.22%

0 0

1344.5 1065.5 869.5 614 79.2% 70.6% 713 724.5 356.5 264.5 101.6% 74.2% 3.3 5.1 2.0 2.5 5.3 7.6 0 0 0
4.57% 2.13% 15.00%

0 0

1426 1317 1069.5 687.5 92.4% 64.3% 1069.5 724.5 356.5 276 67.7% 77.4% 3.0 4.5 1.7 2.1 4.7 6.6 0 0 0
9.46% 2.82% 8.85%

1 0

1302 1280.9 1302 1293.5 98.4% 99.3% 1069.5 713 713 770.4 66.7% 108.1% 3.6 3.1 3.1 3.2 6.7 6.2 0 0 0
12.28% 1.15% 8.57%

1 0

RLU 

Theatres/

Recovery 9075.5 9137.08 3203 2560.75 100.7% 79.9% 1364 1397 341 308 102.4% 90.3% na na na na na na 0 0 0

8.24% 

(Average of 

Al l )

7.85% (Average 

of Al l )

20.92% 

(Average of 

Al l )

BGH 

Theatres/

Recovery 4929.25 5734.4 1606.5 1818.5 116.3% 113.2% 483 483 0 0 100.0% #DIV/0! na na na na na na 0 0 0

4.28% 

(Average of 

Al l )

1.23% (Average 

of Al l )

10.45% 

(Average of 

Al l )

Ward 9 

BGH 1069.5 1294.5 1426 1256 121.0% 88.1% 1069.5 713 713 1081 66.7% 151.6% 2.9 3.2 2.9 3.7 5.8 6.8 0 0 0

9.15% 7.91% 8.61%

0 1

Ward 11 

BGH 945.5 947 1069.5 1027.5 100.2% 96.1% 713 710 713 782 99.6% 109.7% 3.3 3.4 3.6 3.7 6.9 7 0 0 0

15.52% 0.00% 2.32%

1 0

Fra i l ty 

Unit 1069.5 944 1069.5 1085.5 88.3% 101.5% 713 713 1069.5 1133.5 100.0% 106.0% 4.1 3.8 4.9 5.1 9.0 8.9 2 2 2

7.19% 0.54% 3.69%

1 0.5

42 42 38 7.54% 5.74% 8.20% 0.8 0.3

Day Night Night

Regis tered 

midwives/nurses
Care Staff
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Care Staff

Day

Ward Quality 

Dashboard April 

2019 

Ward Quality 

Dashboard May 
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Red Flag 

raised

Red Flag 
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Sickness and 

Absence

Care Hours  Per Patient (CHPPD)

Actual  

Regis tered 
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Actual  
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Planned 
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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 17 areas who had 
less than 80% fill rates identified across at 
least one shift [Day or Night], which is a 
slight increase from the previous month 
when we reported 14. We continue to 
include ICRAS which opened the beginning 
of December. 

Workshops have commenced to 
standardise recording of hours, with best 
practice to be shared amongst all areas. 

The next cycle of Nursing Financial Scrutiny 
meetings are currently being planned , to 
review KPI’s  in line with the central roster 
information.
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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 May was  9.0, which is 
the same reported position as March 
and April (9.0).  For the past 4 months 
there has been greater consistency in 
CHPPD data.  The split is RN  5.7 and
HCA 3.3 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 May, 42 red flag incidents were
raised, consistent with April (41). Out of the 42
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.
The recruitment drive to the registered nurse
pool has proved successful with 5 RN’s recruited.
This resource supports quick response to
unplanned staffing gaps.

Wards 8a, 3a and 6y have seen increased red
flags due to confirmed bank staff DNA at shift
start and increase of acuity due to patient
dependency requiring additional staff resource.
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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 38 datix incidents 
reported in relation to staffing, which is 
an increase from April (24).  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.
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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
May. There are 12 wards that achieved the Trust
target of 4.2% which is consistent with both
March (14) and April (14).

All other wards were over the target threshold
with 8 wards over 10% sickness days lost which is
a decrease from April (10).

For the sixth month in a row 4a and 7a have both
scored in the top % for days lost due to sickness.
Matrons in both areas are working closely with
HR colleagues, with all staff under review as per
policy. Ward 4a has high LTS due to staff with
serious medical issues alongside the pressure
from Phase 1 of Merger affecting STS. The issues
on 7a are mainly LTS with 3 staff members at
final review stage.

BGH1, 3a, 9a, 7a and 9y now all feature in the
top % ward with each area working with HR to
follow policy and ensure staff are supported and
issues addressed. 9HDU did have the highest %
for 2 months (Feb 21.26% and March 25.03%)
this was much improved in April 11.60% which is
sustained and further improved position in May
at 7.66%. (Percentage figures on this ward show
high due to the small staffing establishment)

AMU and ITU who both have high acuity of
patients continue to manage their sickness levels
well and within Trust target at 3.03% and 3.88%
respectively. 3x, 8y, 4y and 6a have achieved
under Trust target for the last 2 months.
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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.

The data presented is collated from Roster,
Finance and Workforce and shows vacancies at
ward

AMU continues to report the highest number of
combined vacancies for B2 and B5 nurses. A
targeted recruitment drive is on-going with
support from workforce and the communications
teams.

Ward 1 in BG is now on the top 10 vacancy list
for RN and HCA’s Feedback from the ward
shows this is due to relocation of services to the
RLH site in the phase 1 reconfiguration when the
urology in-patient pathways move The staff are
remaining within the Trust, having relocated to
posts remaining on the BG site through “itchy
feet” conversations. This does mean we are
keeping the staff within the employment of the
Trust

ED 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) also carry a high number of
vacancies as an impact from the impending
phase 1 merger with Aintree with staff applying
for and relocating to other posts within the Trust
to remain on the RLH site.

Formal consultation has commenced with the
staff group and is due to end mid July.
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Therapies Vacancies

• 7.59 team members are on  long term sick, although all are being managed in line with policy
• As is the pattern each year, a  number of new staff will be commencing July /August post registration

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 15.75 6.44 0.79 Start dates 

July/Aug
10.58%

Estab

wte

wte 

Vacs

wte Mat 

Leave

wte LT 

Sick

Recruit Vacancy 

Rate

Total 63.18 2.96 3.0 2.0 recruiting 4.6%

Estab

wte

wte 

Vacs

wte Mat

Leave

wte LT 

sick

Recruit Vacancy 

Rate

Total 16.08 2.0 2.4 0.8 2x B5 start 

July
12.46%

Estab

wte

wte 

Vacs

wte Mat 

Leave

wte LT 

sick

Recruit Vacancy

Rate

Total 32.87 2.8 1.0 0 2xB5 
Aug/Sept

8.5%

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 1.0 0%
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Community Services 

•     Retention of staff remains very positive in this area with limited vacancy rate

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

S
af

e 
S

ta
ffi

ng

Page 129 of 175



Leadership

To support development and empowerment of our staff the RLB
leadership programme is now being offered to ward and unit managers.
This has been promoted and many of our managers have enrolled and
are waiting to start. The second cohort of the MSc in Leadership
working with LJMU has also seen interest with 2 of our ward managers
enrolling on this .

Matron patches within the care Groups have been reviewed and an
additional post has now been advertised. This will give a post dedicated
to the Cardiovascular care group to support staff and support the
optimisation of patient pathways.

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.
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Exception Reporting

There were no clinical areas to report on for May where staffing fell beneath 80% whilst the Quality Score was 
2.5 or more.

Ward 4A 
The ward continues to report a sickness level of 25%. Episodes of short term sickness have improved, however, there
continues to be long term sickness (which is being managed through Trust policy) and as the WTE in post has also reduced
the overall figure remains the same . This ward also has high RN vacancy rates, with further staff moving to join the Trust
RN pool. This does mean they remain within the employment of the Trust and are working their hours on 4A until the
proposed move to Aintree

9HDU
Sickness levels on this area have previously been reported as high as 25.03% . This elevated positon is due in part to the
small numbers required on the ward establishment due to unit size. A month on month reduction has been seen and now
stands at 7.66% which represents just 2 staff.

Ward 2
Elective activity on this ward continues to be reduced and staffing is therefore 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.

Ward 1
This ward is also part of the changes proposed in the phase 1 merger.  Staff have chosen to move into other existing posts 
which will remain on the BG site post merger and not move to the RLH site with the inpatient Urology pathways.  The 
impact of this is being worked through within the Phase 1 workforce plans.

Skills based assessment
Consideration has been given to adding a competency based review to the safe staffing paper. Following discussions it is 
recommended a paper detailing this information should be presented to workforce committee reviewing competency of 
the nursing workforce with gap analysis and action plan to address any issues identified.
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May Highlights

Achievements

For the fourth consecutive month there was an increase in % Fill rate for RN Night
Increase in RN days and HCA Nights % fill rates from April
Consistency with CHPPD Planned levels with 9.0 for the previous 3 months. 
3X, 8Y, 5X, 4Y, 6A, POCCU, 8A and 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 especially 
notable in AMU due to the  high level vacancies 
4B have decreased sickness rate from April (7.38%) to May (3.60%) even though they are carrying 9.42 WTE RN 
vacancies
A comprehensive review of all ward establishments has commenced.  Ward teams have met with  the Chief 
Nurse, Deputy Chief Nurse and representatives from workforce, roster team and finance to discuss shift numbers 
and patient acuity, roster planning, funded establishment and recruitment planning.  The data is being collated 
per area and further meetings are planned with the Chief Nurse before feeding back to each area and confirming 
with them shift numbers and planning going forward.

Challenges

High % of sickness throughout the Trust and slight increase from April
Phase 1 merger consultation impacting 3 wards (4a, 4b, Wd 1)
Potential impact on vascular due to Phase 1 merger is being explored as staff currently working on the joint 
urology/vascular ward may want to stay with urology patient pathway and move to 4b
Wards who reported under 80% fill rate continues has increased to 23 in May, however, 3 of these are Theatres 
and ED who are not reported externally. 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) 
Total vacancy WTE still high across wards areas
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COVER SHEET 

 

Agenda Item  TB19_107 Date: 30/07/2019 

Report Title  Medical Appraisal & Revalidation Annual Report 2018/19 

FOIA Exemption No Exemption No Exemption 

Prepared by  Eileen Marks, Associate Medical Director for Revalidation 

Presented by  Eileen Marks, Associate Medical Director for Revalidation 

Key Issues / Messages NHS England requires the Trust Board to receive an annual report on the implementation of  medical 
revalidation. A Statement of Compliance with the Medical Profession (Responsible Officers) 
Regulations 2010 (as amended in 2013) signed by the Chief Executive Officer must be sent to NHS 
England by the end of September each year. 

 

This paper outlines the Trust’s position as of 31/03/19 as regards compliance with revalidation 
requirements.  

Action required  For assurance  For assurance  

The Board is requested to review the Board report template and if deemed appropriate, approve the 
statement of compliance for submission.  

 

Supporting Executive: Andrew Loughney, Medical Director 

 

GOVERNANCE LINKS:  
 

Board Assurance 
Framework risk(s) link: 

Failure to develop world class workforce 

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

No 

CQC domain        

Has this paper 
considered potential 
impacts on the 
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 ☒       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 
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Workforce Committee 19.07.2019 
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EXECUTIVE SUMMARY 

1. Define the issue 

 

NHS England requires the Trust Board to receive an annual report on the implementation of  

medical revalidation. A Statement of Compliance with the Medical Profession (Responsible Officers) 

Regulations 2010 (as amended in 2013) signed by the Chief Executive Officer must be sent to NHS 

England by the end of September each year. 

 

This paper outlines the Trust’s position as of 31/03/18 as regards compliance with revalidation 

requirements.  The report uses the NHS Improvement / England (NHSI/E) template which has been 

amended for this year. The over-riding intention from NHSI/E was to create a Board Report template 

that guides organisations by setting out the key requirements for compliance with regulations and 

key national guidance, and provides a format to review these requirements, so that the designated 

body can demonstrate not only basic compliance but continued improvement over time.  

 

2. Summary of Findings 

 

General review of last year’s actions: 

 

The current in house appraisal system has limited functionality and is no longer fit for purpose. The 

introduction of a fully supported, commercially available appraisal system to be used uniformly 

across the new merged Trust is a priority and pre-merger meetings are planned beginning in 

September 2019. 

 

Appraisals have been reassigned so that the majority of appraisers appraise 4-6 doctors. Those who 

are unable to commit to doing at least 4 appraisals will be asked to step down. This is an ongoing 

process directed by the Responsible Officer (RO).  

 

The completion of exit reports for doctors leaving the Trust, including locums who have been in the 

Trust for more than one month, is now an embedded process. This ensures that concerns are 

reported to the locum agency or to the doctor’s next RO.  

 

Current Issues: 

 

A proposed merger with Aintree University Hospitals NHS Trust (AUH) is scheduled for October 

2019 and processes / policies will therefore require alignment. 

 

The electronic appraisal system is no longer fit for purpose. 

 

New Actions:  

 

All appraisal and revalidation processes and policies will be reviewed, updated, and agreed with 

AUH counterparts. Pre-merge meetings are planned. An options appraisal for a new electronic 

appraisal system to be procured jointly with AUH will begin in September 2019. A peer review of the 

merged Trust’s processes will be arranged with a local partner organisation in 2020. 

 

 

M
ed

ic
al

 R
ev

al
id

at
io

n

Page 134 of 175



 
  

 

 

3 

An assurance document will be presented to the Workforce Committee twice yearly to include the 

findings the quality assurance of appraisals and an analysis of the numbers, type and outcome of 

concerns about medical staff. In the organisation.  

 

Whilst NED input is currently provided during disciplinary hearings, in line with the Department of 

Health document “Maintaining high standards in the modern NHS”, the Trust Board of the newly 

merged organisation will be requested to formally appoint a NED as a designated board member to 

oversee the process of investigating doctors when concerns arise. 

 

NHSE suggest that Recruitment ask for a reference from the doctor’s previous organisation’s 

Clinical Director or Medical Director as part of the recruitment process. The merged Trust’s 

Executive officers will be asked to discuss this with HR leads and determine policy in this matter. 

 

3. Conclusion and Recommendations 

Robust clinical governance processes and policies are embedded at RLBUHT which underpin the 

revalidation process and there is evidence of continued improvement in 2018/19. The merge with 

AUH in October 2019 will be an opportunity to make further improvements as the best practices of 

both organisations are adopted. 

The Board is requested to review the Board report template and if deemed appropriate, approve the 

statement of compliance for submission. 
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MAIN REPORT 

Designated Body Annual Board Report 
Section 1 – General:  
 

The board of the Royal liverpool and Broadgreen University Hospitals Trust (RLBUHT) can 

confirm that: 

1. The Annual Organisational Audit (AOA) for this year has been submitted. 

Date of AOA submission: 5/6/19 

Action from last year: No actions were required. 

Comments:  

 
Appraisal Performance Data for year ending 31/3/19: 
 
The number of doctors with a prescribed connection to the Trust as of 31/03/19 was 530, 
seventeen more than the previous year.  The number of consultants had increased by 22, 
compared to 31/03/18, with a decrease in temporary contract holders. 
 
Appraisal rate for different staff groups:     2018 2019 
 
412 Consultants          94%    95% 
17 Associate Specialists, Staff Grade and Trust Grade doctors   91%    88% 
101 Temporary or short-term contract holders     82%    67% * 
 
* This includes 24 fixed term or locum contract doctors who had recently started in the 
Trust and were new to the UK and therefore did not have an appraisal during the previous 
12 months. Their appraisal was not due until 6 months after starting at the Trust. This 
reduces our overall appraisal rate and gives an artificially low percentage as most will be 
appraised within the appropriate timescale.   
 

  

Appraisals delayed without agreement  
 
13 appraisals were delayed without agreement in 2018/19 11 consultants, two Locums for 
service. All have since been appraised following the implementation of our non-participation 
process.  
Reasons for not being appraised: The main reason given was pressure of work due to rota gaps 
leading to failure to get the documentation completed on time.  
 

Actions for next year:  

1. Provide feedback to NHS England regarding doctors who are new to the UK, as they 
are automatically classed as Category 2 (approved missed or incomplete appraisal) 
even though an appraisal within 6 months of starting is not appropriate. This 
incorrectly reduces the overall appraisal rate. Our current policy says that new 
doctors are appraised six months after starting at the Trust.                                                           
RO to complete by July 31st 2019 
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2. Each Care Group will be been asked to monitor the Medical Appraisal rate at their 
monthly meetings and address any delays.                                                                  
RO to instruct the Care Group Clinical Directors by August 31st 2019 

3. A small number of doctors’ appraisals are persistently delayed despite assurances 
that these would be completed on time. Each case will be escalated to the Medical 
Director (MD) at the monthly MD/RO meeting and will be a standing agenda item for 
this meeting.                                                                                                                        
RO and MD to complete by August 31st 2019 

2. An appropriately trained licensed medical practitioner is nominated or appointed as a 
responsible officer.  

Action from last year: None   

Comments: 

 An appropriately trained licensed medical practitioner was appointed as RO in October 

2014.The RO has kept up to date by attending RO network meetings. 

Action for next year: 

Following the merge of RLBUHT with Aintree University Hospital (AUH) in October 

2019, one RO will be appointed for the new Trust. Executive steer to be provided on the 

appointment after establishment of the merged Trust Board. 

3. The designated body provides sufficient funds, capacity and other resources for the 
responsible officer to carry out the responsibilities of the role. 

Action from last year: 

 Replace the current in house appraisal system with a commercially available system 

which is web-based and accessible outside of the Trust.   

Comments: 

The current in house appraisal system has limited functionality and is no longer fit for 

purpose.   

Actions for next year: 

The introduction of a fully supported, commercially available appraisal system to be 

used uniformly across the new merged Trust is a priority and pre-merger meetings are 

planned to begin in September 2019. 

The staffing structure of the revalidation team of the merged RLBUHT/AUH organisation 

is to be agreed so that all the requirements for effective appraisal and revalidation are 

performed by appropriately trained members of staff.  The timeframe will be determined 

by the Executive Leads of the new merged Trust, but this should be seen as a priority 

item. 

 

4. An accurate record of all licensed medical practitioners with a prescribed connection to 
the designated body is always maintained.  

Action from last year: 
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A greater focus was required on improving the flow of information between the 

recruitment team and the revalidation team so that the revalidation team is made aware 

of all doctors with a prescribed connection to the Trust as soon as they start, including 

locums and doctors with fixed term contracts.  This was actioned by the Revalidation and 

Medical Appraisal (MA) Manager and Assistant Director of Resourcing and Workforce 

Governance and is now monitored at monthly MD / RO meetings. 

Comments: The Revalidation and MA Manager can now access a dashboard report on 

ESR to track new starters. There have been considerable improvements in the accuracy 

and timeliness of recording data on ESR during the past year since the process was 

moved to Recruitment. A significant amount of work has been done reviewing locum 

appointments and all locums are now added to ESR. MIAA have recently undertaken an 

audit of Medical Recruitment and awarded substantial assurance. 

Actions for next year:  

Continued confirmation and evidence from the recruitment team with regards to checking 

the name of every new doctor’s current designated body (if not an Agency from the 

Framework or HENW) prior to them starting to work at the Trust.                                                                                                  

The Revalidation and MA Manager will liaise with the Assistant Director of 

Resourcing and Workforce Governance to confirm by September 30th 2019 

The pre-employment checks carried out for permanent staff are now also carried out for 

locum staff. The recording the doctor’s designated body for revalidation when they 

commence with the Trust, particularly relevant for those bank locums who are not with a 

recognised agency, is now also undertaken by Recruitment. Revalidation should be 

covered in the framework contract T & C’s or with HENW.                           

The Revalidation and Medical Appraisal Manager will liaise with the Assistant 

Director of Resourcing and Workforce Governance to confirm by September 30th 

2019. 

5. All policies in place to support medical revalidation are actively monitored and regularly 
reviewed. 

Action from last year: None 

Comments: The Appraisal Policy and the Dealing with Concerns about the Conduct, 

Performance and Health of Medical and Dental Staff Policy have been reviewed in 

2018/19 by the RO and HR department.  The Dealing with Concerns about the Conduct, 

Performance and Health of Medical and Dental Staff Policy has also been discussed at 

the Local Negotiating Committee.  

Action for next year: 

All policies relevant to revalidation will be updated following the introduction of the new 

appraisal system and the merge with AUH. The Executive Team of the merged Trust 

will determine the timescales for this but it will be a priority matter. Pre-merger meetings 

with AUH are planned for early September. 

6. A peer review has been undertaken of this organisation’s appraisal and revalidation 
processes.   
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Action from last year: This is a non-mandatory item.  

Comments:  

Action for next year: The RO is aiming to arrange a peer review of the merged Trust’s 

processes with a local partner organisation in 2020. 

 

7.   A process is in place to ensure locum or short-term placement doctors working in the 

organisation, including those with a prescribed connection to another organisation, are 

supported in their continuing professional development, appraisal, revalidation, and 

governance. 

Action from last year: None 

Comments: 

Locum and short term placement doctors undergo a trust induction and a specialty 

induction process. 

Our appraisal policy states that locum or short-term placement doctors will be appraised 

after six months, or sooner during their term of employment if they need an appraisal. 

 All new doctors are invited to an appraisal training session when the revalidation team 

is aware they have started.   

New doctors and their assigned appraiser are emailed 4 months after starting advising 

them they need to arrange an appraisal 2 months later. If a doctor leaves before this 

period the revalidation lead asks the clinical lead to complete an Exit Report. 

 Action for next year: Agree a process for the newly merge Trust. 

 

Section 2 – Effective Appraisal 

1. All doctors in this organisation have an annual appraisal that covers a doctor’s whole 
practice, which takes account of all relevant information relating to the doctor’s fitness to 
practice (for their work carried out in the organisation and for work carried out for any other 
body in the appraisal period), including information about complaints, significant events and 
outlying clinical outcomes.    

Action from last year: None 

Comments:   

Doctors are informed that they must declare all of their roles in their scope of practice 

and provide supporting information for each role. The local private hospitals inform the 

RO directly if a consultant is involved in a serious incident or never event. 

Supporting information is provided by the Trust prior to appraisal including Datix reports 

of complaints, compliments, claims and incidents which have been recorded in the 

previous 12 months and clinical outcome reports (HED and the Consultant Dashboard).  

Action for next year:  

M
ed

ic
al

 R
ev

al
id

at
io

n

Page 139 of 175



 
  

 

 

8 

As in previous years, we will continue to check that supporting information is included 

from the entire scope of each doctor’s practice at the quality assurance stage. See 

section 2(6) overleaf. 

2. Where in Question 1 this does not occur, there is full understanding of the reasons why 
and suitable action is taken.  

Action from last year: None 

Comments: 

 This is checked during the appraisal process and also during quality assurance by the 

revalidation team. Any missing information must be supplied before a revalidation 

recommendation is made.  

Action for next year: 

The importance of providing supporting information about the entire scope of practice will 

be emphasised at appraisee training for all new medical employees and also at appraiser 

training and top up training sessions, which the Revalidation and MA Manager runs 

several times a year depending upon need. 

3. There is a medical appraisal policy in place that is compliant with national policy and has 
received the Board’s approval (or by an equivalent governance or executive group).  

Action from last year: None 

Comments: A medical appraisal policy is in place which has been agreed with the Trust 

and the Local Negotiating Committee. 

Action for next year: The RLBUHT policy will be need aligned with that of AUH as 

previously discussed. 

 

4. The designated body has the necessary number of trained appraisers to carry out timely 
annual medical appraisals for all its licensed medical practitioners.  

Action from last year: None 

Comments:  

There are currently 114 trained appraisers, which is in line with required numbers. 

Action for next year:  

Appraisers are required to complete four to six appraisals a year. Appraisers who are 

unable to commit to at least four appraisals a year will be stepped down. This is an 

ongoing process directed by the RO. 

5. Medical appraisers participate in ongoing performance review and training/ development 
activities, to include attendance at appraisal network/development events, peer review and 
calibration of professional judgements (Quality Assurance of Medical Appraisers1 or 
equivalent).  

                                                           
1 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
2 Doctors with a prescribed connection to the designated body on the date of reporting. 
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Action from last year: N/A 

Comments: Appraiser forums take place on a bi monthly basis usually for an hour at 

lunchtime. Updates from the GMC and RO network meetings are provided by the RO and 

revalidation team. A summary of the presentations and other matters discussed is 

circulated to all appraisers after each meeting.  

The RO meets with individual appraisers (once every 1 to 2 years) as part of the quality 

assurance process, to discuss the quality of their appraisal outputs and whether 

appraisals were done in a timely manner. The RO also provides the appraiser with 

feedback from their appraisees.  31% of doctors provided feedback on their appraisals 

last year which was overwhelmingly positive particularly with regard to the support 

provided by their appraiser and by the revalidation team. Negative feedback continues to 

be received regarding the functionality of the in house electronic appraisal system. 

Action for next year:  Quality assurance processes will be reviewed and agreed following 

the RLBUHT / AUH merge. 

The Appraisal Summary and PDP audit tool template (ASPAT) will be used 

systematically on a sample of appraisals and results fed back to all appraisers. Results 

will also be shared at the monthly MD / RO meetings from August 2019 onwards. 

Appraisal leads will be invited to attend regional Appraisal Lead networks.                        

The RO will extend an invite prior to each regional network meeting from July 2019. 

6. The appraisal system in place for the doctors in your organisation is subject to a quality 
assurance process and the findings are reported to the Board or equivalent governance 
group.   

Action from last year: None 

Comments: All appraisal documentation of individual doctors is checked by the 

revalidation team and RO prior to a revalidation recommendation, prior to RO / appraiser 

1 to 1 meetings, when an appraisal is delayed, and when a concern is raised about a 

doctor.  

Completion of ASPAT by the revalidation team and RO began in 2018/19.  

 Appraisee feedback is requested after each appraisal and fed back to the appraiser by 

the RO.  Solutions to address issues raised are agreed at appraiser forums. 

Appraisers complete a self- assessment form prior to and following an appraiser training 

course and prior to 1 to 1 meetings with the RO. 

Action for next year: The ASPAT tool will be used systematically on a sample of 

appraisals from all appraisers and results will be discussed at monthly MD / RO meetings 

and fed back to appraisers. An assurance document will be presented to the Workforce 

Committee (as a committee of the Board) twice yearly from December 2019. 
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Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of all doctors 
with a prescribed connection to the designated body, in accordance with the GMC 
requirements and responsible officer protocol.  

Action from last year: N/A 

Comments: All recommendations were made on time and in accordance with the GMC 

requirements and RO protocol. 

Action for next year: 

Nil specific but performance is monitored at the monthly MD / RO meetings. 

2. Revalidation recommendations made to the GMC are confirmed promptly to the doctor 
and the reasons for the recommendations, particularly if the recommendation is one of 
deferral or non-engagement, are discussed with the doctor before the recommendation is 
submitted. 

Action from last year: N/A 

Comments: The RO emails all doctors as soon as a recommendation to the GMC is 

made. If the doctor does not meet the requirements for revalidation they are contacted 

by the RO in advance of their recommendation and an action plan is agreed so that they 

are ready to be recommended before the end of their deferral period.  

Action for next year:  

As above, no changes planned.  

 
Section 4 – Medical governance 
 

1. This organisation creates an environment which delivers effective clinical governance for 
doctors.   

Action from last year: N/A 

Comments: Supporting information regarding complaints, incidents and claims involving 

doctors are sent in advance of each appraisal and doctors are expected to discuss 

these at appraisal and provide written reflections. If the quality assurance process 

identifies that reflection has not occurred this is brought to the doctor’s attention by the 

RO who then requests the reflection to be sent in. 

There is a healthy reporting culture in the Trust regarding incidents and mistakes. Like 

all other staff groups, doctors are encouraged to report incidents and engage in 

investigations where necessary.  The RO attends the Weekly Safety Meeting and the 

Weekly Patient Experience Meeting where complaints are discussed and has an 

oversight of the processes for ensuring that doctors involved in incidents or complaints 

provide the information necessary for Trust investigations. The revalidation team 
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ensures that reflections on incidents, claims and complaints are included at appraisal as 

part of the quality assurance process. 

Action for next year: 

To continue as above, being mindful of the potential impact of the merger. 

2. Effective systems are in place for monitoring the conduct and performance of all doctors 
working in our organisation and all relevant information is provided for doctors to include 
at their appraisal.  

Action from last year:  N/A 

Comments: There is a clear escalation structure for reporting conduct and performance 

issues of doctors including those relating to the conduct or performance of medical staff.  

Educational supervisors manage concerns regarding doctors in training and Clinical 

Leads, Care Group Clinical Directors, Divisional Medical Directors and the Medical 

Director in turn manage concerns for doctors not in a training grade.   

Doctors are expected to discuss any concerns raised about their practice at appraisal 

and to provide written reflections on what they have learned and what they will do 

differently in future. 

Action for next year: 

The importance of the reflective elements of appraisals will be highlighted again to all 

doctors in the Trust. 

RO by August 31st 2019 

 
3. There is a process established for responding to concerns about any licensed medical 

practitioner’s1 fitness to practise, which is supported by an approved responding to 
concerns policy that includes arrangements for investigation and intervention for 
capability, conduct, health and fitness to practise concerns.  

Action from last year:  None 

Comments: A process is in place which is supported by an approved policy. Currently 

non-executive directors (NEDS) are involved in disciplinary hearings. 

Action for next year: The merged Trust Board will be requested to provide Non –

Executive Director (NED) support for this activity as a priority as it has not previously 

been happening in this Trust.  

 

4. The system for responding to concerns about a doctor in our organisation is subject to a 
quality assurance process and the findings are reported to the Board or equivalent 
governance group.   Analysis includes numbers, type and outcome of concerns, as well 
as aspects such as consideration of protected characteristics of the doctors2.   

Action from last year: N/A 

                                                           
4This question sets out the expectation that an organisation gathers high level data on the management of 
concerns about doctors. It is envisaged information in this important area may be requested in future AOA 
exercises so that the results can be reported on at a regional and national level. 
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Comments: 

The policy for managing concerns about doctors has been subjected to an Equality 

Impact Assessment by our Equality and Diversity Manager. 

No group with protected characteristics is over-represented in those doctors subject to 

local or GMC investigations. At present the system for responding to concerns is not 

subject to a quality assurance process. 

Action for next year:   

A quality assurance process will be undertaken with analysis of the numbers, type and 

outcome of concerns, as well as aspects such as consideration of protected 

characteristics of doctors.  This will be included in the twice yearly Assurance Report to 

Workforce Committee from December 2019 – see section 2(6). 

5. There is a process for transferring information and concerns quickly and effectively 
between the responsible officer in our organisation and other responsible officers (or 
persons with appropriate governance responsibility) about a) doctors connected to your 
organisation and who also work in other places, and b) doctors connected elsewhere but 
who also work in our organisation3.  

Action from last year: N/A 

Comments: 

The Revalidation team seeks a transfer of information reference for all new doctors from 

their previous RO once they have started working at the Trust 

The RO routinely provides information on concerns about doctors who work in RLBUHT 

to designated persons at other organisations where the doctor also works.  

The RO receives information on concerns about doctors connected elsewhere who 

work in our organisation. These are discussed with the Medical Director and Human 

Resources and a decision is made about whether any action is required.  

Action for next year: 

A summary of the information and concerns transferred between the RO and other ROs 

will be included in the twice yearly Assurance Report to Workforce Committee from 

December 2019 – see section 2(6).  

6. Safeguards are in place to ensure clinical governance arrangements for doctors including 
processes for responding to concerns about a doctor’s practice, are fair and free from 
bias and discrimination (Ref GMC governance handbook). 

Action from last year: None 

Comments:  

Our appraisal policy and other policies in place to support medical revalidation have had 

an Equality Impact Assessment by our Equality & Diversity Manager.  

                                                           
3 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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No doctors from any protected groups are over-represented in our deferral 

recommendations or in the doctors investigated for fitness to practise concerns.  

Action for next year:  

The same standards will be repeated at the merged Trust. 

 
Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background checks are 
undertaken to confirm all doctors, including locum and short-term doctors, have 
qualifications and are suitably skilled and knowledgeable to undertake their professional 
duties. 

Action from last year: None 

Comments: Revalidation transfer of information between responsible officers as per 

‘Information flows’ – NHS England - can only happen once the doctor is working here. 

Action for next year: 

NHSE suggest that Recruitment ask for a reference from the doctor’s previous 

organisation’s Clinical Director or Medical Director as part of the recruitment process so 

that concerns can be communicated prior to a job offer. The merged Trust’s Executive 

officers will be asked to discuss this with HR leads and determine policy in this matter. 

 
Section 6 – Summary of comments, and overall conclusion  
 

- General review of last year’s actions: 

The current in house appraisal system has limited functionality and is no longer fit for 
purpose. The introduction of a fully supported, commercially available appraisal system 
to be used uniformly across the new merged Trust is a priority and pre-merger 
meetings are planned beginning in September 2019. 

Appraisals have been reassigned so that the majority of appraisers appraise 4-6 
doctors. Those who are unable to commit to doing at least 4 appraisals will be asked to 
step down. This is an ongoing process directed by the RO.  

The completion of exit reports for doctors leaving the Trust, including locums who have 
been in the Trust for more than one month, is now an embedded process. This ensures 
that concerns are reported to the locum agency or to the doctor’s next RO.  

 
- Current Issues: 

The Trust is merging with AUH in October 2019. 

The electronic appraisal system is no longer fit for purpose. 

 

- New Actions:  

All appraisal and revalidation processes and policies will be reviewed, updated, and 
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agreed with AUH counterparts. Pre-merge meetings are planned. An options appraisal 
for a new electronic appraisal system to be procured jointly with AUH will begin in 
September 2019. A peer review of the merged Trust’s processes will be arranged with 
a local partner organisation in 2020. 

An assurance document will be presented to the Workforce Committee twice yearly to 
include the findings the quality assurance of appraisals and an analysis of the 
numbers, type and outcome of concerns about medical staff. In the organisation.  

Whilst NED input is currently provided during disciplinary hearings, in line with the 
Department of Health document “Maintaining high standards in the modern NHS”, the 
Trust Board of the newly merged organisation will be requested to formally appoint a 
NED as a designated board member to oversee the process of investigating doctors 
when concerns arise. 

NHSE suggest that Recruitment ask for a reference from the doctor’s previous 
organisation’s Clinical Director or Medical Director as part of the recruitment process. 
The merged Trust’s Executive officers will be asked to discuss this with HR leads and 
determine policy in this matter. 

 

Overall conclusion: 

Robust clinical governance processes and policies are embedded at RLBUHT which 
underpin the revalidation process and there is evidence of continued improvement in 
2018/19. The merge with AUH in October 2019 will be an opportunity to make further 
improvements as the best practices of both organisations are adopted. 

 
Section 7 – Statement of Compliance:  
 

The Board of Royal Liverpool & Broadgreen University Hospital Trust has reviewed the content 

of this report and can confirm the organisation is compliant with The Medical Profession 

(Responsible Officers) Regulations 2010 (as amended in 2013). 

 

 

 

Signed on behalf of the designated body 

Peter Williams Interim Chief Executive 

 

Official name of designated body: Royal Liverpool & Broadgreen University Hospital Trust  

 

Name: Peter Williams   Signed: _ _ _ _ _ _ _ _ _ _ 

Role: Interim Chief Executive  

Date: _ _ _ _ _ _ _ _ _ _ 
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EXECUTIVE SUMMARY 

Following an independent review of leadership and governance in September 2018 by Deloitte, it was 

recommended that the Trust strengthens its approach to performance and accountability. 

In response to this recommendation, the Trust action plan committed to deliver the following actions; 

• Developing and implementing a clear accountability framework across the Trust. The purpose of this 

framework should be to wrap around the corporate and Care Group structure and ensure a consistency of 

approach across a number of key areas. Specifically, the framework should establish but not be limited to: 

• Expectations for ways of working at Executive, corporate, Care Group and specialty levels of leadership; 

• The process of escalation in case of adverse performance at a specialty or Care Group level, including 

clarity on escalation steps, consequences and requirements; 

• This escalation process should also set out the performance criteria required to trigger the escalation 

process; and 

• Importantly, the impact and consequences of positive or over-performance, including clear information 

on what specialties and Care Groups can expect. This may or may not include increased local decision-

making powers, flexibility with agreed budgets and/or flexibility with agreed staffing establishment. 

As a mechanism to deliver these actions, a Performance Management Framework (PMF) has been developed as a 

principles based document so that member of staff need to know what is expected of them and what 

contribution they make to the success of the Trust, ultimately seeking to embed a culture of performance 

management and accountability. 
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Performance Management Framework                  

Our Priorities 
 

• Provide general hospital services to the adult population of Liverpool 

• Provide specialised clinical services to Merseyside, Cheshire and beyond, including parts of 

North Wales and the Isle of Man 

• Be a centre of excellence for biomedical, clinical and health services research teach 

• Train people in health professions 

 

Our Vision 
 

• We want to be the hospital of choice for the people of Merseyside, Cheshire and further 

afield. Our ideals ensure that: 

• Patients are at the centre of everything we do 

• The highest standards of behaviour are maintained 

• New approaches to improving the quality of health care are implemented 

• Our staff are developed and we promote equality of opportunity and diversity 

• We work together, involving others in the design and delivery of services 

• We act decisively to achieve important goals, doing the right things for the right reasons 

• We take pride in delivering quality and value for money services. 

Our corporate Objectives 
 

• Patient Flow- Optimise patient flow to deliver high quality care for all patients safely and 

compassionately in line with local and national requirements 

• Financial Improvement Programme- Deliver the Trust financial plan for 2019/20. This will 

include delivering the QEP Plan 

• Reconfiguration- Complete merger programme in partnership with AUHFT and collaborate 

with our partners in health, social care and academia on system-wide changes that deliver 

improvements in outcomes 

• New Hospital- Ensure the Trust is fully prepared for a safe and successful move into the 

new hospital, including the oversight of all major maintenance projects required to the old 

Royal site in advance of the move. 

• Workforce & Leadership- To make Liverpool the best place to work, train and live for 

healthcare professionals 

• Global Digital Exemplar- Deliver excellent digital services to enhance patient safety, flow, 

clinical quality and access 
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1. Introduction 
 
The Performance Management Framework (PMF) will support the delivery of The Royal Liverpool 

and Broadgreen University Hospitals (RLBUHT) ambition to deliver outstanding healthcare for our 

patients, through strengthening the Trust’s approach to performance management. It aims to foster 

a culture of responsibility and accountability at all levels within the Trust.  

Members of staff need to know what is expected of them and what contribution they make to the 

success of the Trust. The PMF specifies the structures, systems, processes and staff responsibilities 

required to embed a culture of performance management and accountability in the Trust. 

Implemented effectively, the PMF will support delivery of national standards and the Trust’s quality, 

financial and operational objectives.  

Effective performance management entails positively supporting people to excel, whilst managing 

and rectifying performance issues. The PMF reflects this by providing a system through which good 

performance can be encouraged and poor performance addressed. 

Defining performance management  

Performance management is the setting of clear priorities, establishing measures, monitoring 

performance, agreeing and implementing specific actions, reviewing the outcome on a regular basis, 

leading to improvement and modernisation. This is illustrated by the following diagram: 

 

Performance management entails evaluation of progress against specific objectives, standards and 

historical or peer performance, to enable an objective judgment to be made about how effectively 

the Trust is functioning. As such, effective performance management must be underpinned by clear, 

accurate and timely information that supports decision making and future planning. 
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Objectives of a performance management system at RLBUHT 
 

An effective performance management system should: 
 

• Provide clear lines of responsibility and accountability; 

• Provide assurance of progress in achieving strategic and operational goals  

• Support the Executive Team to hold Operational Directors, Care Groups and teams to 
account, ensuring corrective action is being taken where required;  

• Clarify priorities for action, developments and funding;  

• Ensure the provision of regular, timely and accurate information;  

• Enable effective risk management;  

• Deliver improvement against agreed standards and benchmarks;  

• Inform appraisals and personal development plans.  
 

 

2. Scope and focus  
The scope of the Trust’s performance regime (as outlined in this framework) is:  

• Quality and safety of patient care;  

• National and local standards and targets;  

• Financial performance;  

• Annual plan objectives;  

• Efficiency;  

• Individual performance.  

• HR  

 
To achieve the improved performance that this PMF is designed to facilitate, the Trust will need to:  
 

• Establish performance goals and identify measures to assess progress against them;  

• Ensure that staff members understand this framework, lines of accountability and their 
responsibilities in delivering agreed objectives;  

• Ensure that staff members are supported and resourced to deliver the objectives;  

• Develop short, medium and long term plans and allocate resources effectively to deliver 
them;  

• Embed performance management in all aspects of the organisation’s business;  

• Ensure that accountability arrangements (e.g. regular performance meetings) effectively 
support the aims of this framework;  

• Improve the accuracy, availability and timeliness of required performance information;  

• Develop procedures for managing poor performance at each level, in line with relevant 
organisational policies and risk management procedures;  

• Regularly review the appropriateness of measures used for performance management;  

• Focus on root causes of issues and not symptoms.  
 

3. Developing a culture of accountability and performance  
For performance management to work effectively, it must become part of the organisation’s culture. 
NHS improvement in its former guise highlighted steps to developing an effective performance 
management culture:  
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1. Show commitment from the top – the Trust Board and Executive Team are committed to a 
high performance culture and are responsible for ensuring that the PMF is operated 
throughout the Trust.  
 

2. Develop meaningful plans – all plans must be realistic and take account of available 
resources. Measurable corporate, Directorate, Care Group and individual objectives need to 
be developed and performance-managed.  
 

3. Identify what good performance looks like – good performance is achieved when objectives 
are delivered and the Quality for All values and behaviours are exhibited. Key Performance 
Indicators (KPIs) should be focused on measuring what matters and be clearly 
communicated to staff. Performance standards and targets should take account of national 
and local imperatives, as well as peer performance and benchmarking.  
 

4. Monitor and evaluate – regular reports and meetings should enable performance to be 
monitored and evaluated through the year. This includes Care Group, Directorate and Trust 
Board meetings. 
 

5. Agree specific performance objectives – objectives at every level should be SMART (specific, 
measurable, agreed, realistic and time bound). 
 

6. Develop an internal communication system – communication of performance successes 
and issues needs to be appropriate to the audience and the situation. Seeking feedback from 
staff outside of regular performance meetings (through surveys and staff suggestion 
schemes) is an important way of understanding performance related issues and solutions. 
 

7. Ensure that performance management arrangements are understood and working 
effectively – once agreed, the performance management framework needs to be 
communicated widely and embedded within the organisation through the way in which 
individuals, teams, Care Groups and departments are held to account. 
 

8. Support employees to succeed – Induction processes and personal development plans 
(produced through appraisals) should ensure employee needs are met, to support the 
delivery of individual and team objectives. 
 

9. Encourage performance improvement – when performance does not meet standards or 
expectations, this should be addressed by recognising the risks, identifying the causes and 
developing a plan to deliver improvement. Once agreed, individuals and teams need to be 
held accountable for acting on the plan and delivering the improvements. Poor performance 
at an individual level should be addressed using the relevant HR procedures. 
 

10. Recognise and reward good performance – good performance should be recognised and 
rewarded. Good practice and success stories should be celebrated and shared across teams 
and departments. 
 

11. .Identify what outstanding care looks like – support in the delivery of the individual’s 
performance to provide dedicated outstanding care and strategic objectives. 
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4. Responsibilities and accountabilities for performance management 

 

The following diagram sets out the responsibilities and accountabilities for performance delivery and 
management at RLBUHT. 

 

 
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
This flow of accountability and responsibility links through the trust governance structure of Board 
Committees shown in appendix 4. 
 
In addition, the Board is responsible for agreeing the Trust’s PMF and must be assured of its 
successful implementation. The ambition of staff at all levels should be to deliver continuous 
improvements to all aspects of Trust performance. Managers should actively identify and share good 
practice and all staff should act upon opportunities for improvement.  
Further details of roles and responsibilities of individuals and staff groups are set out in the 

Accountability Framework (Appendix 1). 

 
 
 

Trust Board 

Overall 

Responsibility for 

Trust performance, 

holding Execs to 

account 

Agrees and 

Monitors Trusts 

annual plan 

Reviews risk to 

delivery of 

organisational 

objectives through 

Board assurance 

Framework 

 

 

  

Executive 

Directors 

Hold operational 
Directors to 
account, agree 
actions in response 
to risk 

Ensure annual 
objective setting 
process is robust 

Embed PMF, agree 
and deliver KPI’s 

Oversee and agree 
allocation of 
resources for KPI 
delivery 

 

 

 

Directors of 

Operations 

Understand and 
ensure deliver of 
agreed KPIs and 
trust objectives 

Support and hold 
Care groups to 
account for 
addressing key 
issues 

Escalate key 
exceptions and risk 

Deliver action plans 
agreed with Execs 

Development of 
individuals  and 
teams 

 

 

 

 

Care Groups 

Responsible for 
performance of 
services 

Hold individuals to 
account for their 
performance 

Support trust 
objectives and 
strategic direction 

Track performance 
through 
appropriate Care 
Group meetings 

 

Individuals 

Individual 
performance 
assured and 
supported by 
robust recruitment 
processes, 
inductions, 
appraisals and PDP 

Active participation 
in performance 
meetings and 1:1s 
to foster two way 
dialogue and  
request for senior 
support  

Accountability Flow 

Responsibility Flow 
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5. A systematic approach to performance management  
 
To deliver good performance throughout the organisation and to support the accountabilities and 
responsibilities outlined above, a systematic approach to performance management is required. A 
systematic approach will follow the pattern of accountability and performance delivery outlined in 
the diagram below: 
 

 
 
This systematic approach is dependent upon the following:  
 
Clear, accurate and timely information provided at Care Group, Scheduled, unscheduled and Trust-
wide levels on the following areas of performance:  
 

• Quality and safety  

• Operational standards  

• Activity  

• Financial  

• Efficiency  

• Workforce  

• Relevant measures from NHSI/E Compliance Framework  
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6. Reporting arrangements  
 
Board-level  
 
Monthly Performance Reports are provided to the Board, to support it in its role of holding Executive 
Directors to account for the Trust’s performance. It should assist the Board in assessing the level of 
achievement against the Trust’s objectives and key targets. The report includes a series of ‘RAG 
rated’ KPIs and includes measures that enable the Board to assess performance across the range of 
metrics described above. Consideration should be given to other areas for inclusion, such as 
Commissioning for Quality and Innovation (CQUIN) performance and Better Together indicators.  
 
The Board Assurance Framework (BAF) identifies the organisational systems and processes that are 
in place to support the Trust in achieving its objectives. The BAF provides evidence of the Board’s 
work in reviewing the effectiveness of internal controls and enables governance processes to be 
tested. The BAF is therefore an important component in providing the Board with assurance in 
relation to the Trust’s performance.  
 
Committees of the Board  
Good corporate governance is ‘the means by which boards lead and direct their organisations so 
that decision-making is effective and the right outcomes are delivered’. The committees of the Board 
are designed to ensure that the Trust has the appropriate controls and governance mechanisms in 
place to deliver these outcomes. The committees should provide assurance to the Board that these 
mechanisms (which support effective performance delivery) are in place.  
 
Unscheduled and Scheduled Care 
Performance meetings between the Executive team and the Scheduled and Unscheduled 
management teams are held monthly. This forum provides the Executive Team with the opportunity 
to formally monitor and manage all areas of performance, holding the relevant triumvirates to 
account for delivering all necessary corrective actions. The meetings provide a formal opportunity 
for both parties to share concerns and escalate issues. To enable this to happen effectively, a 
process for reporting exceptions and relevant corrective actions will be used. In summary, this 
requires the information team to provide the Directors of Operations with a performance report, 
who will be required to identify and explain performance issues, describing the corrective actions 
required to bring performance back on track. This information should be provided to the Executive 
team in advance of the performance meetings (as outlined in the meeting structure shown in 
Appendix 3).  
 
The Executive led monthly performance meetings will enable robust discussions to take place on 
performance issues, with a focus on root causes and solutions (rather than symptoms). The required 
recovery plans, resources and support will be agreed at the performance meetings and risks and 
issues will be escalated to the Board, by exception, through the IPR.  
 
It is expected that a similar performance management framework will be used within Unscheduled 
and Scheduled Care for management of Care Groups. 
 
Care Groups 
All Care Groups are expected to meet with their Director of Operations monthly at Care Group 
Performance meetings. This provides an opportunity for performance management and escalation 
of issues. These meetings will be supported by Care Group management reports.  
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Individual level  
Individual performance reviews are to be undertaken through regular supervision meetings and 
annual appraisal / individual performance reviews. Employee objective setting (and tracking 
progress against these objectives) is fundamental to creating a rhythm and culture of accountability. 
 

7. Annual planning and delivery 
 
Each year, Care Groups and Directors of Operations will be required to participate in the 
development of the Trust’s annual plan. Care Groups will support the development of an annual plan 
through the setting of objectives, assessing potential business opportunities relevant to their 
services and agreeing whether to submit tenders for services (where relevant) or develop new 
service models or offerings.  
 

8. Annual performance agreement 
 
Content  
Annual performance agreements should formally capture the contribution that each Care Group will 
make to deliver the Trust’s corporate objectives and key targets for the year ahead. The agreement 
is between the Executive Directors and the Care Groups and it will be signed by the Chief Operating 
Officer (COO) on behalf of the Executive Directors and the Directors of Operations, Clinical Director 
and Lead Nurse on behalf of Scheduled and Unscheduled Care.  
 
The annual performance agreement will articulate the Care Group objectives for the year.  
 
Each agreement will cover the following areas:  

• All areas of performance expected of the Care Group 

• Clinical activity; 

• Anticipated income; 

• Allowable expenditure; 

• Patient outcomes and safety; 

• Clinical governance standards; 

• Priority workforce requirements; 

• Operational efficiency requirements; 

• Contribution to the delivery of the Trust’s corporate objectives; 

• Contributions to the turnaround and quality improvement programme; 

• NHSI/E Compliance requirements 

• Care Quality Commission related priorities 

• CQUIN requirements 

• The steps that will be taken when performance does not meet the required targets or 
standards (in line with the principles outlined within the PMF); 

• The potential rewards for exceeding targets and standards, including the freedom to act as 
appropriate 

 
Each Care Group will also be asked to self-certify that certain core elements are in place, including:  
 

• Effective risk management arrangements; 
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• Effective clinical governance systems including compliance with MIAA and other quality 
audit improvement plans 

• Effective information governance; 

• Compliance with NICE technical appraisals and corporately adopted NICE guidance; 

• Compliance with CQC regulations; 

• Completion of any due actions following an external or internal audit. 

 
If the Care Group cannot self-certify then an exception report and an action plan is required to 
describe how the Care Group is working towards being able to self-certify and the date by which this 
should be achieved.  
 
Managing the annual performance agreement 
  
Through the Care Group and Unscheduled and Scheduled Care Group Performance Review Meetings 
there will be a regular review and formal checkpoint at which progress against each element of the 
annual performance agreement will be reviewed. This performance review will focus on delivery of 
the Trust and Care Group objectives and including governance, financial, quality and operational 
requirements, and a review of actions for corporate plans such as QEP.  
 
At each review, the Care Group team will be expected to not only identify areas of risk, but also to 
have proactively identified appropriate actions to mitigate any risk and recover performance. It is 
expected that each Care Group will replicate the same local discipline within its own performance 
management arrangements.  
 
Action plans will be required to address any areas where the Care Group is significantly off plan, as 
indicated on the performance scorecard. If performance levels are at significant variance from plan 
in one or more areas of performance, the Executive team may require the Care Group to attend 
exceptional performance meetings with the relevant Directors of Operations.  
 
The frequency and required attendees of the meetings will be determined by and proportionate to 
the nature and severity of the performance issues. 
 
Action planning – Care Group Accountability  
 
At each Performance Review meeting, the Care Group should provide a briefing which addresses 
variance from existing performance requirements and identifies prospectively where risk to future 
delivery needs to be mitigated.  
 
In addition, the Trust expects an action plan for areas where performance is adrift from plan or 
target. Each action plan should conform to the Trust template and:  
 

• Clearly identify the issue being address; 

• Clearly identify the Care Group and/or corporate responsibility; 

• Identify the cause of the underperformance or risk to performance; 

• Identify actions to address the causes of underperformance or risk to performance; 

• Identify the responsible person for each task and define a timetable for delivery; 

• Confirm performance monitoring arrangements to ensure delivery; 
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• Identify relevant KPIs that will confirm when the action plan has been successfully 
implemented. 

• Provide a trajectory for achieving target 
 
9. Roles and responsibilities 

 
The responsibilities of staff groups in relation to performance management are broadly set out in 
the PMF. This additional section provides more specific details of the responsibilities and 
expectations of individuals in ensuring a culture of performance management is embedded within 
the organisation. 
 
Individual staff members: 

 
• Be committed to deliver excellent service performance;  

• Take action to achieve required performance levels;  

• Record all information whether service user, finance, clinical governance or HR related in an 
accurate, complete and timely manner;  

• Review data and highlight to managers any anomalies, gaps or trends within the 
information.  

• Commit to personal objective setting; identify skills gaps or additional opportunities through 
the appraisal process. 
 

Clinical Directors / Operational managers / Matrons:  
 

• Take action to achieve required performance levels through regular 1:1s and appraisals. 

• Ensure all staff understand the importance of accurate data collection and analysis;  

• Ensure that accurate data is recorded in a timely fashion;  

• Scrutinise information to understand anomalies, trends, discrepancies and gaps;  

• Identify the root cause of anomalies, trends, discrepancies and gaps and act upon this 
information to eliminate performance issues;  

• Use supporting evidence to escalate issues that cannot be resolved locally;  

• Identify service developments and business opportunities using an evidence base and 
highlight to the appropriate manager;  

• Ensure that performance information is scrutinised and that action plans for improvement 
are produced and delivered;  

• Ensure that performance reports feature within regular meetings;  

• Monitor progress of recovery plans;  

• Acknowledge and reward excellent performance.  

•  
 
Directors of Operations/ Deputy Medical Directors/ Lead Nurse 
 

• Take action to achieve required performance levels and provide improvement trajectories 
where relevant. 
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• Meet monthly with Care Groups  ensuring they meet their objectives and the required 
standards, holding Clinical Directors, Matrons and Operational Managers to account;  

• Proactively analyse and act upon performance information;  

• Identify the root cause of anomalies, trends, discrepancies and gaps and act upon this 
information to eliminate performance issues;  

• Acknowledge and reward excellent performance;  

• Ensure the services within the Care Group are supported to maximise their potential;  

• To escalate areas of significant risk or opportunity to the Executive team. 

• Develop individuals and teams through the Trust appraisal process  

 

 

Executive Directors  

• Ensure that KPIs and metrics include all appropriate performance information to meet 
operational requirements;  

• Scrutinise performance on a regular basis, holding Directors of Operations to account, 
including through the monthly performance meetings; Ultimate assurance of operational 
performance to be provided by Chief Operating Officer. 

• Review the effectiveness of the PMF;  

• Ensure that staff are resourced to deliver required performance;  

• Investigate service developments and opportunities that are highlighted  

• Provide assurance to the Board of overall performance;  

• Publicly acknowledge and congratulate areas of good performance;  

• Consider the impact on performance before introducing additional objectives or reporting 
requirements within the year.  

 
 
 
Corporate Teams  

 
The Information team will:  

• provide Unscheduled/Unscheduled Care and Care Groups with the information required to 
operationally manage services on a daily basis;  

• coordinate the collation and presentation of information from a range of sources, to enable 
the provision of monthly performance reports to Care Groups and Scheduled and 
Unscheduled Care;  

 

• Commit to delivering the highest levels of accuracy in reports.  
 

• The Finance team will ensure that management accounts, service line reports and contract 
income reports are provided as part of the performance reports made available to Care 
Groups and Scheduled and Scheduled Care.  
 

• The HR team will ensure that the appropriate workforce information is accurate and made 
available in a timely manner.  
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• The PMO will provide support in the preparation and performance management of work to 
deliver the QEP and service improvement plans.  
 

• The Corporate Governance team will help to ensure that there are appropriate structures, 
mechanisms and processes for effective decision making and that evidence based assurance 
can be provided against the execution of those decisions and overall performance. This will 
include enabling clear information flows throughout the organisation and accountability at 
appropriate levels. 

 

• The Risk Team will work with Scheduled/Unscheduled Care and Care Groups to support risk 
management.  

 

• The Business Planning team will support the development of annual plans and the 
production of business cases for identified opportunities or needs.  
 

• The Communications Team will support all members of staff by continually improving the 
communication of performance risks and successes.  

 

• All teams will accurately record and provide information required to effectively manage 
services.  

 

 
 
Record of review meetings  
Any action plan created and presented at a performance review meeting will be included in the 
notes distributed following the review meeting. This process will provide the framework to monitor 
and manage recovery. Identified actions will be deemed to be complete once they have been signed 
off at the performance review meeting.  
 
Action notes will be taken for each performance review which will be agreed and signed-off by the 
Directors of Operations or Chief Operating Officer as an accurate record. An action log will be 
maintained. 
 
Escalation 
 
Where the performance of individuals, Care Groups or Directors of Operations is deemed to be 
unsatisfactory or provide insufficient assurance, this must be escalated through the chain of 
accountability shown in the diagram on page 5. This escalation may require a more intensive 
programme of confirm and challenge, submission of improvement trajectories and action plans and 
any other measures in line with the Trusts policies and procedures. 
 

RECOMMENDATION      

The recommendation is that this document is approved by the Board for implementation within the 

organisation. 
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Appendix 1  

Accountability Framework 

The Accountability Framework sets out the means by which individuals, Care Groups, Divisions and 

Directors, are held to account for their performance. The performance indicators against which 

performance is monitored are:  

• Operational Performance 

• Quality and Safety 

• Finance  

• Risk 

• People 

The key components of the Performance Accountability are as follows:  

Strengthening of the performance management arrangements between the Care Groups, 

Operational Directors and the Executive 

Formal performance arrangements between each management layer of the organisation  

Initiating formal escalation and intervention for underperforming services which includes a range of 

supports, interventions and sanctions for significant or persistent underperformance  

Agreed performance metrics reported in the monthly published Performance Report where the data 

is shown in context of targets and trajectories, making both over and underperformance clear. 

Where appropriate the monthly performance meeting seeks to explain variance against 

performance plans and details remedial actions to resolve the issue if necessary. 

Accountability Levels  

There are five main levels of accountability within the organisation.  

• Level 1 Accountability: Trust Board  

• Level 2 Accountability: Executive Level  

• Level 3 Accountability: Director of Operations (x2) 

• Level 4 Accountability: Care Groups 

• Level 5 Accountability: Individual accountability 

Trust Board 

• Overall Responsibility for Trust performance, holding Executives to account 

• Agrees and Monitors Trusts annual plan, trajectories and agreed performance 

• Reviews risk to delivery of organisational objectives through Board assurance Framework 

Executive Directors 

• Hold operational Directors to account for national and local performance standards 
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• agree actions in response to risk 

• Ensure annual objective setting process is robust 

• Embed Performance Management Framework 

 

• Oversee and agree allocation of resources for KPI delivery  

Unscheduled and Scheduled Care Leadership 

• Understand and ensure delivery of agreed KPIs and trust objectives 

• Support and hold Care groups to account for addressing key issues 

• Escalate key exceptions and risk 

• Deliver action plans agreed with Executives  

• Develop individuals  and teams 

 

Care Groups 

• Responsible for performance of all Care Group services 

• Hold individuals to account for their performance 

• Support trust objectives and strategic direction 

• Track performance through appropriate Care Group meetings 

 

Individuals 

• Individual performance assured and supported by robust recruitment processes, inductions, 
appraisals and PDP 

• Agreeing, monitoring and reviewing SMART objectives 

• Active participation in performance meetings and 1:1s to foster two way dialogue and request 
for senior support  

 

Underperformance and Escalation levels  

Underperformance includes performance that; 

• Places patients or service users at risk „  

• Fails to meet the required standards or targets set for that service „ 

• Continually fails to deliver against agreed actions  

• Departs from what is considered normal practice 

It is recognised that underperformance may be minor or severe and may be temporary or persistent. 

Escalation meetings should be considered and initiated if; 

• There is persistent underperformance against internally agreed targets 

• There is serious concerns raised in performance meetings around the ability to manage a 

challenged position 

• There is a strong likelihood of deterioration in performance of a notable magnitude 
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In some instances it may also be necessary to view performance and accountability in context of the 

Trust Capability Framework and in line with Performance Management policies of the trust. 

In the interests of balance positive performance should be acknowledged and rewarded. This may or 

may not include increased local decision-making powers, flexibility with agreed budgets and/or 

flexibility with agreed staffing establishment. 
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Appendix 2: Organisational Structure 
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Appendix 3: Performance Meeting Structure 

 

Executive Performance Meeting 

In this meeting the performance pack is used as a guide to discuss Operational Performance, Quality 

and Safety, Risk and Finance. This meeting is executive led with the purpose of providing a confirm 

and challenge prior to the trust’s Finance and Performance Committee  

Care Group Performance Meeting 

This meeting is led by the Deputy Chief Operating Officer or Director of Operations where care 

groups present their performance packs, discussing operational performance, quality and safety, 

risk, financial performance, HR metrics.  

Care Group Cabinet 

Within the Care Group the contents of the performance pack are validated and discussed prior to 

the Care Group Performance Meeting as well as any other Care Group Business. 

Specialty/Directorate Meeting 

At Specialty or Directorate level, all operational and safety issues are discussed, bringing together 

the clinical and management teams, along with their respective agendas. 

Executive Performance Meeting

Chair: Deputy Chief Executive/ Chief Operating Officer

Attendees:  Executive Directors, Directors of Operations, Associate 
Medical Directors, Lead Nurse for Scheduled and  Unscheduled 
Care 

Care Group Performance Meeting

Chair: Deputy Chief Operating Officer/ Director of Operations

Attendees:  Care Group Triumvirates, Associate Medical 
Director, Lead Nurse, Finance, HR Business Partner, Business 
Intelligence

Care Group Cabinet

Chair: Clinical Director

Attendees:  General Manager, Deputy General Manager, 
Matron Finance, HR 

Specialty/Directorate Meeting

Chair: Clinical Director

Attendees: General Manager, Deputy General Manager, 
Matron, Consultant body.
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Appendix 4 - Governance Link 
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Royal Liverpool & Broadgreen University Hospitals NHS Trust 

 

BOARD ETIQUETTE & CODE OF CONDUCT 

 

• Mutual trust & respect 

• Honesty 

• Commitment to: 
➢ Attending meetings 
➢ Reading briefings & papers 
➢ Arriving on time 
➢ Participating wholeheartedly 
➢ Submitting papers of high quality and uniformity for 

consideration before deadlines expire 
 

• Determination, tolerance & sensitivity 

• Rigorous & challenging questioning, tempered by respect 

• Tolerance of diverse points of view, new ideas, different perspectives, 
embrace diversity  
 

• Remember, you too were inexperienced in Board process & procedures at 
one time, therefore, help, assist & embrace new members of the Board, or 
persons in attendance or supporting the Board, to establish their role for the 
mutual benefit of the Trust 
 

• Avoid giving offence – ready to apologise 
 

• Avoid taking offence – stay open to discussion 
 

• Group support – sensitive to colleagues’ need for support when challenging or 
being challenged 
 

• Group to ensure no one becomes isolated in expressing their view 
 

• All ideas treated with respect 
 

• Confidentiality – candid, not secret 
 

• Making the most of time, support the Chair, colleagues and guests in making 
best use of time to maximise scope & variety of viewpoints heard  
 

• Ensure time is well used and individual points are relevant and short 
 

• Allow time for review of performance of each session; did we use our 
resources well; who else should have been here? 
 

• Strive to continuously improve the quality of paperwork, content of papers, 
administration of Board meetings 
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Glossary of terms 

 
 

Acronym Term Definition 

 95th percentile The 95th percentile shows the result for 95% of patients. 

 Absenteeism % working days lost due to staff sickness. 

A&E Accident & Emergency 
Department 

Assesses and treats patients with serious injuries or illnesses. 

 Accountability The requirement to report and explain performance 

 Active pathway  

AMI Acute myocardial infarctions Commonly known as a heart attack. 

AEDB Accident & Emergency 
Delivery Board 

 

AHP Allied health professionals  

 Block patients  

BAF Board Assurance 
Framework 

A register of the major strategic risks to the Trust and what is being 
done to manage them. 

BMT Bone marrow 
transplantation 

A bone marrow transplant is a procedure that involves replacing 
damaged bone marrow with healthy bone marrow stem cells. 

CAS Central Alerting System Provides safety alerts. 

CAUTIs Catheter Associated Urinary 
Tract Infections 

Urinary tract infections (UTIs) which are associated with the use of a 
urinary catheter. 

CCG Clinical Commissioning 
Group 

CCGs are groups of GPs that will, from April 2013, be responsible for 
commissioning/buying local health and care services. 

CCSS Core Clinical Support 
Services 

CPE is the name given to a group of bacteria that have become very 
resistant to antibiotics. Many of these bacteria usually live harmlessly 
in the gut of humans or that of animals and help to digest food. 
However, if they get into the wrong place such as the bladder or 
bloodstream they can cause infection. 

CDT Clostridium Difficile Toxin 
infection 

Clostridium difficile infection is reported, based on detection of CDT 
that includes all samples except those where the patient has already 
been diagnosed in the previous four weeks. Measured as an absolute 
number of trust-attributable cases against an agreed trajectory. 

CLRN Comprehensive Local 
Research Network 

25 CLRNs cover the whole of England by region. They coordinate and 
facilitate the conduct of clinical research. 

CPE Carbapenemase-producing 
Enterobacteriaceae 

 

CQC Care Quality Commission The Care Quality Commission (CQC) regulates all health and adult social 
care services in England. 

CQUIN Commissioning for Quality 
and Innovation 

 

 Day cases An elective patient admitted during the course of a day for treatment 
that does not require the use of a hospital bed overnight. 

DNAs Did Not Attends Outpatient appointments where the patient failed to attend. 

DoH Department of Health  

DVT Deep Vein Thrombosis Deep vein thrombosis (DVT) is a blood clot in a major vein that usually 
develops in the legs and/or pelvis. 

EBITDA Earnings before interest, 
tax, depreciation and 
amortisation 

A measure of the performance of the “underlying business” ie 
surplus/deficit from day to day operations. 

 EBITDA margin This compares the actual EBITDA to the income achieved. 

   

 Elective patients Patients for whom a procedure is performed by choice and planned. 

ECIST Emergency Care Intensive  
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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), 

G
lo

ss
ar

y 
of

 te
rm

s

Page 169 of 175



 
 

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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 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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