
 
 

Trust Board – Public Meeting 
 

Location  Aintree Hospital Boardroom   
Date 28 September 2021  
Time 10:00am – 12:30pm  

 
AGENDA  

 
Time Reference Item Lead Action 

PRELIMINARY BUSINESS 
10:00 TB21/22_55 Introduction, Apologies & Declaration of Interest S Musson N/A 

 TB21/22_56 Minutes of Trust Board meeting held on 27 July 
2021 S Musson Decision 

 TB21/22_57 Rolling Action Tracker  S Musson Note 

 TB21/22_58 Any Urgent Matters Arising 
 S Musson Note 

10:10 TB21/22_59 Staff Story  D Herring Note 

10:25 TB21/22_60 Patient Experience in the Emergency Department C Hont Note 

10:40 TB21/22_61 Chair’s Report and Opening Comments  S Musson Note 

10:45 TB21/22_62 Chief Executive’s Report   
 D Dalton Note 

GREAT CARE 
10:55 TB21/22_63 Care Quality Commission (CQC) Update  

Inspection / Well Led Update D Dalton Discuss 

11:05 TB21/22_64 Integrated Performance Report Exec Leads Discuss 

11:20 TB21/22_65 Infection Prevention & Control Board Assurance 
Framework C Hont Note 

11:25 TB21/22_66 Guardian of Safe Working Quarterly Report  
 D Herring Note 

11:30 TB21/22_67 Safeguarding Annual Report  
 C Hont Decision 

GREAT AMBITIONS 
11.35 TB21/22_68 Charitable Funds Governance 

R Forster  Decision  

GREAT PEOPLE  
11:40 TB21/22_69 Medical Appraisal and Revalidation Annual 

Report  
 

P 
Fitzsimmons  Decision 

11:50 TB21/22_70 Workforce Race Equality Standard 2021 Annual 
Assessment Update  D Herring Note 



 
 

11:55 TB21/22_71 Workforce Disability Equality Standard 2021 
Annual Assessment Update  D Herring Note 

GOVERNANCE 
12.00 TB21/22_72 

 
National Institute for Health Research Clinical 
Research Network North West Coast – Statement 
of Compliance and Annual Report 

C Morgan  
 

Decision  

12.10 TB21/22_73 
 

Board Sub-Committees Terms of Reference 
Update  

D Scheffer Decision 

12.15 TB21/22_74 
 

Committee Assurance Reports 
(a) Finance and Performance  
(b) Quality and Safety  
(c) New Hospital Committee  
(d) Workforce & Education 
  

Non-Exec 
Chairs 

 

Assurance 
 

CONCLUDING BUSINESS 
12.25 TB21/22_75 

 
Key messages from the Board and Items for the 
Board Assurance Framework/Risk Registers S Musson Discuss  

12:30 TB21/22_76 Reflections on the meeting  S Musson  Discuss  

Finish Time: 12:30 
Resolved: that in accordance with the Public Bodies (Admission to Meetings) Act 1960 representatives of 
the press and other members of the public are excluded from the remainder of this meeting having regard 
to the confidential nature of the business to be transacted, publicity on which would be prejudicial to the 

public interest. 
 

 

 



 

 

 

 

 

 

UNCONFIRMED  
 

Meeting of the Trust Board (Part 1) 
Tuesday, 27 July 2021 at 10am  

Boardroom, Aintree University Hospital 
 

Non-Executive Directors (NEDs) 
present: Executive Directors present: 
Sue Musson, Chair  Steve Warburton, Chief Executive  
Mike Eastwood, Non-Executive Director 
(Deputy Chair) 

Dianne Brown, Chief Nurse 

Tim Johnston, Non-Executive Director Tristan Cope, Chief Medical Officer 
Sheila Samuels, Non-Executive Director Rob Forster, Chief Finance Officer  
Eustace de Sousa, Non-Executive Director  Debbie Herring, Chief People Officer   
Thomas Walley, Non-Executive Director Beth Weston, Chief Operating Officer 
Neil Willcox, Non-Executive Director  

Apologies for absence: Mandy Wearne, Non-Executive Director 
 
In attendance:  
Paul Fitzpatrick, Director of Estates (for items TB21/22_49 to TB21/22_50) 
Hollie Holding, Deputy Company Secretary (minutes) 
Ibrahim Ismail, Aspirant Non-Executive Director  
Gareth Jones, Respiratory Consultant (via Microsoft Teams for Patient Story)   
Debbie Lankstead, Director of Infection Prevention Control (for item TB21/22_47) 
Mark McKenna, Head of Patient and Family Experience (via Microsoft Teams for Patient Story) 
Ian McNally, Assistant Practitioner, CURE Smoking Cessation Team (via Microsoft Teams for 
Patient Story) 
Chris Mawdsley, Director of Communications and Marketing  
Clare Morgan, Director of Strategy  
Daniel Scheffer, Associate Director of Corporate Governance/Company Secretary    
 

 
Observers: 
Joanne Pepper, Staff Governor  
Anne Trevor, Public Governor City Region North 
Fisayo Oke, Senior Corporate Governance Officer 
 

Attendance 
2021/22 - Directors 
   

Apr May Jul Sep Oct Nov Dec Jan Feb Mar 

Sue Musson            
Steve Warburton            
Dianne Brown            
Tristan Cope  A         
Mike Eastwood            
Rob Forster           
Debbie Herring            
Tim Johnston            
Louise Kenny            
Sheila Samuels           
Eustace de Sousa           
Tom Walley            



 

 

 

 

 

 

Mandy Wearne    A        
Beth Weston            
Neil Willcox           

 
 
 
 
 
TB21/22_36 Introduction, Apologies and Declaration of Interest 

 
Sue Musson welcomed everyone to the meeting.   
 
Apologies were received from Mandy Wearne, Non-Executive Director.  
 
There were no declarations of interest.  
 

TB21/22_37 Minutes of the last meeting  
 
The minutes of the meeting held on 25 May 2021 were accepted as a true and 
accurate record of the meeting subject to the following amendment: 
 
The minute TB21/22_24 would be updated to reflect that Paul Fitzpatrick presented 
the Sustainability Strategy.   
 

TB21/22_38 Rolling Action Tracker  
 
The Board reviewed the action log. 
 
Reference was made to the written update provided on action reference 20 which 
detailed that the Workforce and Education Committee would continue to monitor 
updates on the status of staff training programmes and therefore the action had 
been noted as complete.  
 

TB21/22_39 Any Urgent Matters Arising 
 
There were no urgent matters arising. 
 

TB21/22_40 Patient Story  
 
Dianne Brown introduced Mark McKenna, Ian McNally and Gareth Jones to the 
meeting who had attended via Microsoft Teams to present the patient story, Alan’s 
Story.  This detailed Alan’s journey with the CURE Project Cessation Smoking 
Team which focused on health promotion and the importance of building strong 
patient relationships.  
 
Gareth Jones provided an overview of the CURE project pathway for patients using 
the service and the project’s aim to provide expert support and advice and improve 
transition between secondary care and community cessation services. The CURE 
project team had seen over 2500 patients since 2019.    
 
Ian McNally described Alan’s journey, detailing that Alan was is in his 60s, his 
medical history and how he had been a smoker for over 40 years. Alan was referred 
to the CURE service following his admission to the Trust as a patient in March 2021 



 

 

 

 

 

 

at which time he worked with Ian to follow a replacement nicotine programme and 
a referral to a local smoking cessation service.  Alan continued to work with Ian and 
acknowledged that his health difficulties were as a result of smoking.  The Board 
heard that Alan remained on his journey and had not smoked since first working 
with the team in March 2021 which he credited to the help and support he had 
received.  
 
The next steps for the CURE project included the establishment of a staff training 
programme and regular staff clinics to support staff to quit smoking, together with 
the improvement of reporting and governance processes.  Additional funding had 
been secured via Cancer Alliance to support the project, and a bid for additional 
funding from the Cheshire and Merseyside Integrated Care System (ICS) had been 
applied for with a view to offering a hub-model across the system.  It was detailed 
that the CURE project aimed to work closely with Public Health England and third 
sector providers to better support patients’ access to community services.  
 
A question was asked regarding the mechanisms in place to track the effectiveness 
of the service.  It was confirmed that monthly reporting was available via PaperLite 
at the Trust and that a system had been developed to allow for data to be shared 
with community teams for patients who are discharged and continue to be 
supported on their journey.   
 
An overview of the ways in which the investment from Cancer Alliance had been 
allocated was provided.  It was noted that there was a need for an additional five 
posts to work across each of the hospital sites to reduce the risk of limited access 
for patients on one site.  In response to a question, it was confirmed that whilst the 
Trust would provide management oversight for the hub-model, individual trusts 
across the ICS had been asked to contribute funding to provide that service.   
 
The Board agreed with the scale of the health benefits Alan and others will have as 
a result of quitting smoking, alongside the additional benefits had on smokers’ 
families and financial situations.  
 
It was detailed that the CURE Project Team aim to help all services at the Trust, as 
1 in 5 patients admitted are smokers.  Advisors have been allocated to target 
specific areas such as Vascular and Orthopaedic services.   
 
It was agreed that an update on the hub model would be presented to the Board in 
the next six months.    
 
ACTION: An update on the smoking cessation system-wide hub-model to be 
presented.    
 
The Board welcomed the patient story presented, and thanked Alan for sharing his 
story.   
 

TB21/22_41 Chair’s Report and Opening Comments 
 
Sue Musson presented the Chair’s report and provided an update on activities 
undertaken throughout the months May to July 2021.  
 
An update on recent changes at both a regional and national level was provided.  
Amanda Doyle was due to commence in post as the newly appointed North West 



 

 

 

 

 

 

Regional Director for NHS England and Improvement (NHSE/I).  Further, David 
Flory had been appointed as the interim Chair of the Cheshire and Merseyside 
Integrated Care System (ICS), and Sheena Cumiskey had been appointed as the 
interim Chief Executive of Cheshire and Wirral Partnership NHS Foundation Trust.  
 
The Board received an update following the recent non-executive director 
recruitment process culminating in stakeholder assessments and interviews in July 
2021.  A recommendation would be taken to the Council of Governors on 27 July 
2021 for a decision on the appointment.  The Board were pleased to note the high 
calibre of candidates who had expressed interest in applying for the role.  
 
The Board noted the report. 
 

TB21/22_42 Chief Executive’s Report 
 
Steve Warburton presented the Chief Executive’s report and provided an update 
on the key national, regional and local issues pertinent to the operation of the Trust.    
 
As positive Covid-19 cases increased in the community, the Trust was experiencing 
a rise in positive admissions and an increase in staff absence rates, a position which 
was reflected nationally.  In response to the rising trend, the Trust had moved to a 
surge phase to monitor the impact of the pandemic.   
 
There remained significant pressures on the Trust’s Emergency Department at both 
Aintree and the Royal sites.  It was anticipated that the rise in admissions was as a 
result of patients presenting late with exacerbated illnesses and patients having 
difficulty accessing healthcare in a primary care or community setting.  
 
In response to a query as to the Clinical Commissioning Group’s (CCG) response 
to the increased pressure experienced at the Emergency Department, it was 
confirmed that following escalation raised at a North Merseyside level, the CCG is 
supporting the Trust to create an Urgent Treatment site to help screen patients on 
admission.  Further, the CCG is working with primary care on increasing the 
availability of appointments with a view to understanding how both virtual and face 
to face appointments can be better utilised.   
 
Following the Board’s approval of the Trust’s Strategy; Our Future Together, an 
online launch had taken place with senior leaders to raise awareness of the 
strategy. Future events have been planned to help support senior leaders to embed 
the strategy with their respective teams throughout the Trust.   
 
The Board noted the update.  
 

TB21/22_43 Care Quality Commission Inspection (July 2021) Update  
Steve Warburton presented an update on the Care Quality Commission (CQC) 
inspection which took place between 29 June – 21 July 2021.  A letter from the 
CQC detailing the initial findings from the routine inspection was tabled at the 
meeting for the Board’s information.  Feedback following the CQC’s well-led 
inspection was expected before the end of July 2021.   
 
A full review of each of the areas identified within the letter had taken place, and a 
response has been drafted which outlined that robust processes had been put in 
place to address the immediate concerns raised.   



 

 

 

 

 

 

 
In response to a question about the CQC’s feedback on the Accident and 
Emergency (A&E) Department, it was confirmed that an unprecedented demand on 
A&E was a system-wide issue and the Trust were reviewing additional steps that 
could be put in place to reduce the burden and keep patients safe. In addition, an 
Urgent Treatment Centre had been put in place at the Aintree site to help triage 
patients on attendance to ascertain the most suitable place for treatment. It was 
further confirmed that work is being undertaken at a national level with a view to 
reducing the pressures experienced within A&E Departments.    
 
ACTION: The Board agreed that there was a need to triangulate the actions 
identified as part of the CQC inspections and actions identified as part 
of the internal audit review on the use of theatre checklists are 
triangulated, and assurance provided that there are no gaps in 
completion.   
 
It was anticipated that a draft report from the inspection was due in September 
2021.  The Trust would have an opportunity to respond to the draft report before 
final versions are published.   
 
The Board noted the update.  
 

TB21/22_44 Quality and Safety Strategy 2021-24 
Dianne Brown presented the Quality and Safety Strategy 2021-24.  The strategy is 
an integral part of the Trust’s strategy and has an overarching aim to have the best 
safety culture in the NHS.  The approach taken to identify key priority areas for the 
strategy was detailed, alongside internal and external engagement to date.  
 
It was noted that there was a need for specific detail to be provided against the 
metrics when monitoring the impact of the strategy with a view to ensuring that 
resource can be directed at those areas identified for improvements.   
 
A discussion took place regarding the ownership of the strategy.  It was agreed that 
there should be a cohesive approach in terms of delivery of the strategy by all of 
the Executive Directors with support from Non-Executive Directors with oversight 
of the elements of the strategy at each Board committee.   
 
The Board agreed that delivery of the strategy would be underpinned by building a 
positive culture throughout the Trust and supporting staff to develop a Liverpool 
University Hospitals NHS Foundation Trust approach as a merged Trust.  A 
discussion took place regarding silo working and the differences between the 
Aintree and the Royal sites.  Whilst organisational development work to help 
integrate teams across the two sites has commenced, the difficulties and delays in 
integrating teams across the sites as a result of the Covid-19 pandemic were 
recognised.   
 
The Board were informed that an updated version would be developed in line with 
the Trust’s branding and incorporate photographs and graphics by design services 
following approval.  
 
The Board approved the Quality and Safety Strategy.   
 

TB21/22_45 Our Future Together Strategy Programme Update Q1 21/22  



 

 

 

 

 

 

Clare Morgan presented the Our Future Together Strategy Programme Update for 
Q1 2021/22.  The update provided an overview of the development of the 
programme approach to strategy delivery with a preliminary summary on initial 
progress against each of the four strategic priorities at the end of Q1.  It was noted 
that positive progress could be seen against each ‘Great’ priority which had created 
the foundations for delivery of the objectives within the strategy and the ability to 
measure success. 
 
A summary of the changes introduced to the project and programme governance 
for the strategy delivery portfolio was provided. 
 
It was agreed that high-level updates against the objectives would be provided as 
part of future updates to avoid duplication of the information presented to the Board 
in the Integrated Performance Report.  
 
A request was made to present a staff story at a future Trust Board meeting about 
the implementation of the strategy on a ward or department.  
 
ACTION: To present a future staff story to the Trust Board about the impact 
of the Our Future Together Strategy for staff at a ward and/or department 
level.   
 
The Board noted the update. 
 

TB21/22_46 Integrated Performance Report 
 
The Board received the Integrated Performance Report.  
 
Dianne Brown provided an update on Quality Performance at the Trust.  In 
response to a question about reported increase in mortality trends, it was confirmed 
that a review of Summary Hospital-level Mortality Indicators (SHMI) was being 
undertaken.  A discussion took place about the way in which information was 
reported within the IPR.  It was clarified that the dashboard was in place to alert the 
reader to an improvement or deterioration in performance, and that a summary 
around further information was provided in the report to provide assurance where 
available.   It was agreed that the report continued to be a work in progress that 
would be improved when the information provided by the Business Information (BI) 
Team could be aligned.  
 
ACTION: An update around the approach to BI reporting to be provided.  
 
Board members discussed the definitions of assurance provided in the report.  It 
was noted that a workshop on risk and assurance had been arranged for Board 
members to undertake training and agree a consistent approach.   
 
With regard to the update on performance against Great People, Debbie Herring 
informed the Board that the Executive Team had agreed a safe approach to help a 
number of staff return to work sooner when notified by the Covid-19 Test and Trace 
App to isolate.  It was confirmed that clinical risk role specific training had improved 
overall, and that metrics will be detailed within the IPR going forward.  
 
Beth Weston provided an update on performance against Great Care and detailed 
an increase in A&E attendances. It was anticipated that the establishment of an 



 

 

 

 

 

 

Urgent Treatment Centre at the Aintree site would help create flow and reduce the 
waiting time for discharge.  The Trust continued to work with community teams to 
develop a scheme for admission avoidance.   Further, the Trust continued to 
insource resource to help with cancer referrals and endoscopy patients.   
  
Rob Forster reported that the financial regime for the first half of 2021/22 has been 
confirmed.  Planning for the second half of the year to date has been based on a 
set of assumptions and will develop with the release of national guidance.  In 
response to a question, it was anticipated that the 3% pay increase awarded to staff 
would be fully funded.  
 
The Board noted the update.  
 

TB21/22_47 Infection Prevention and Control Annual Report 2020/21 and Programme 
2021/22 
 
Debbie Lankstead presented an update on Infection Prevention and Control (IPC), 
the IPC annual Report 2020/21 and Programme 2021/22.  The Board expressed 
thanks to the IPC Team for their response to the pandemic.   
 
The Board received an overview of the IPC team and the implementation of a 
development programme for newly recruited IPC team members.   It was noted that 
compliance with swabbing requirements had increased from 60% to 90% since the 
swabbing PPE/Swabbing Service team were established during the pandemic in 
response to NHSE/I requirements.  Governance and assurance mechanisms were 
in place via the IPC Executive Led Group which reported to the Quality and Safety 
Committee.   
 
Surveillance of healthcare associated infections in addition to Covid-19 were 
reported to the Board with details of an increase or decrease in rates between 
2019/20 and 2020/21.  It was detailed that the first Covid-19 positive patient was 
admitted to the Trust on 7 March 2020 and that the Trust has admitted 6053 Covid-
19 positive patients since. A summary of hospital onset cases was provided with an 
update on the development of the Nosocomial Oversight Group.   
 
The Board agreed that the Trust had been in an enviable position in terms of the 
expert advice provided by the IPC team at the start of the pandemic to enable 
protection for patients and staff, together with the contributions that have been 
made throughout the pandemic and the advice provided to enable the 
recommencement of elective procedures to reduce backlogs with a risk based 
approach.  The Board was pleased to note the progress made throughout the 
pandemic, with reference to the merger of two teams to provide strength across all 
sites.   
 
In response to a question, it was confirmed that non-submissions of ward audits are 
reported to the IPC Executive Led Oversight sub-groups.  
 
The Board noted the update.   
 
Debbie Lankstead left the meeting.   
 

TB21/22_48 Premises Assurance Model Return  



 

 

 

 

 

 

Paul Fizpatrick presented an update on the Premises Assurance Model (PAM).  It 
is a nationally mandated requirement for the Trust to complete PAM annually, with 
the aim to provide the Board with improved oversight for the management of estate 
risks. The return would be submitted in July 2021 and whilst the return was a 
Liverpool University Hospitals NHS Foundation Trust return, it was the first PAM 
assessment to be completed including information from the legacy Trusts.  
 
It was confirmed that the robust process undertaken to collate information would be 
developed to include the involvement of stakeholders for future returns.  Timescales 
would be reviewed to ensure oversight of the actions from both the PAM and ERIC 
returns to be approved by the Quality and Safety Committee as part of the annual 
process.  
 
ACTION: Review timescales to present the actions for PAM and ERIC returns 
to the Quality and Safety Committee  
 
The Board noted the content and recommended approval by the Quality and Safety 
Committee.   
 

TB21/22_49 Estates Return Information Collection Return  
Paul Fitzpatrick presented the Estates Return Information Collection (ERIC) Return.  
The update detailed the annual requirement return which formed the central 
collection of Estates and Facilities data from all NHS organisations in England 
provided NHS funded secondary care during fiscal year ending 31 March 2021.  
The return for 2020/21 did not identify any concerning variances.   
 
It was detailed that the 2020/21 ERIC return was the first return for the Trust as 
Liverpool University Hospitals NHS Foundation Trust and therefore published data 
may seem significantly different to previous years returns as Aintree University 
Hospitals NHS foundation Trust and Royal Liverpool and Broadgreen University 
Hospital Trust.   
 
The Board noted the report. 
 

TB21/22_50 Board Assurance Framework  
 
Daniel Scheffer presented the Board Assurance Framework (BAF) for Q1 period 
(April-June) 2021/22.  The BAF identified current risk levels to the delivery of the 
Trust’s strategic objectives.  The proposed level of risk considered as part of the 
review process had identified that the highest level of significant risk continues to 
be placed against the following risks:  
 

• Risk 1: A failure to provide safe care 
• Risk 3: A failure to provide timely access to care 
• Risk 14: A failure to achieve financial sustainability  

 
The detailed reviews of each risk by the Trust’s sub-committees and the Chief 
Executive’s Officers Group have proposed that there are no changes to the level of 
risk within the Trust. 
 
The Board received an update on the ongoing coaching and development support 
provided by thevaluecircle to support board members, placeholders and divisional 
leadership teams on all elements of risk management. 



 

 

 

 

 

 

 
The Board agreed with the need to ensure that a summary of the actions identified 
against each risk on the BAF aligns with the data provided as part of the IPR.   
 
The Board noted the update.   
 

TB21/22_51 Board Committee Terms of Reference Update  
 
Daniel Scheffer presented the Board committees’ Terms of Reference update.   
He drew attention to the number of proposed amendments to the Terms of 
Reference for the Finance and Performance Committee, the Quality and Safety 
Committee, the Audit Committee and the Workforce and Education Committee.  
The main changes sought to bring the Terms of Reference in line with the Trust 
Strategy; Our Future Together, with clarity on the Committee’s responsibility in 
terms of monitoring delivery of the enabling strategies.   
 
The Terms of Reference for the Research and Innovation Committee, the New 
Hospital Committee, Charitable Funds Committee and Nomination and 
Remuneration Committee are subject to review and scheduled to be presented to 
the Trust Board in September 2021 for approval.  
 
The Board approved the changes to the Terms of Reference.   
 

TB21/22_52 Committee Assurance Reports  
The Board noted the Committee Assurance Reports which had been circulated with 
the agenda, and detailed updates and assurance with regard to the following 
Committee meetings: 
 

(a) Finance and Performance Committee – 20 May & 24 June 2021 
In addition to the update detailing the Committee meeting in May and June 
2021 for the Board’s attention, it was confirmed that the Committee received 
an update on the Trust’s structural deficit at its meeting in July 2021.  A 
review of aligning Business Intelligence processes would be presented to 
the Committee in September 2021.  
 

(b) New Hospital Committee – 3 June and 1 July 2021  

The scope and involvement in the Committee will be extended to allow a 
focus on the move into the New Hospital site, in particular how services will 
be reconfigured prior to the move. 
 

(c) Audit Committee – 7 June and 8 July 2021  
The Committee received the Audited Annual Accounts and Audited Annual 
Report for 2020/21 at its meeting on 7 June 2021.   
 
Positive assurance was received from the External Auditors Annual Report 
at the meeting on 8 July 2021 around the governance arrangements in place 
at the Trust.  In addition, work was ongoing with the Trust’s Internal Auditors 
to progress the completion of audit recommendations.   
 

(d) Research, Development and Innovation Committee – 7 July 2021  
The Committee received updates on Innovation and the Research and 
Innovation Strategy.  



 

 

 

 

 

 

 
(e) Charitable Funds Committee – 23 June 2021  

An update was provided to the Committee about the on-going process to 
develop the Fundraising Team and leadership arrangements with a view to 
being presented to the Trust Board at a future date.   
 

(f) Quality Committee –23 June 2021  
There were no additional matters for the Board’s attention.  
 

(g) Workforce and Education Committee – 15 July 2021  
The Committee reviewed the Workforce Plan and agreed to rotate a deep-
dive into all areas of staffing and gaps across the medical workforce.    

 
The Board noted the report. 
 

TB21/22_53 Key messages from the Board and Items for the Board Assurance 
Framework/Risk Registers 
 
Sue Musson summarised key messages from the meeting.   
 
There were no items for the Board Assurance Framework or Risk Registers.  
 

TB21/22_54 Reflections on the meeting 
 
There were no reflections to note. 
 

 
 
…………………………………………….    …………………………………..   
Chair         Date 
  
Date of next meeting:  Tuesday, 28 September 2021 

 

 



 

Action Log  
Meetings of the Board held in public  

 

 
KEY Passed the deadline 

Not yet reached the 
deadline 
Complete  

                
 
 

 
 

 
       

No 
Ref  

Meeting 
Date 

Agenda item  Purpose  Action  Meeting at 
which 
action to be 
reported 

Owner Target Close 
Date 

RAG Comments / Update 

21 27-Jul-21 TB21/22_40 
Patient Story  

To ensure the Trust’s smoking 
cessation service is embedded 
within the wider system-wide hub-
model.  

To provide the Trust Board with an 
update on the progress made on the 
smoking cessation service since the 
update presented in July 2021, in 
particular to outline the status and 
success of the implementation of the hub-
model across the Integrated Care 
System.   

Trust Board DB January 2022  September 2021  
An update will be presented to 
the Quality & Safety Committee 
in January 2022. 

22 27-Jul-21 TB21/22_43 
Care Quality 
Commission 
Inspection 
Update  

To ensure that the Trust has 
addressed the issues identified by 
Internal Auditors and the Care 
Quality Commission (CQC) in 
terms of theatre checklists   

To provide assurance that the actions 
identified as part of the CQC inspections 
and actions identified as part of the 
internal audit review on the use of theatre 
checklists are triangulated with assurance 
provided that there are no gaps in 
completion.   

Audit 
Committee  

DB 
RF  
 

October 2022   September 2021  
An update will be presented to 
the Audit Committee on 7th 
October 2021 with the outcome 
reported to the Trust Board in 
October 2021.  

23 27-Jul-21 TB21/22_45 
Our Future 
Together 
Strategy 
Programme 
Update Q1 
2021/22 

To assure the Trust that the 
implementation of the Our future 
Together Strategy has been 
effective across staffing groups 

Arrange a staff story to be presented to 
the Trust Board which helps capture the 
impact on staff following the 
implementation of the Our Future 
Together Strategy and priorities. This 
should focus on the impact at ward 
and/or a department level providing 
details on any changes made as a 
result.  

Trust Board  DH 
CM 

November 
2021 

 September 2021  
An update will be presented to 
the Trust Board in November 
2021. 

24 27-Jul-21 TB21/22_46 To ensure that the Trust’s 
approach to Business Intelligence 
reflects best practice within the 
NHS and enables the Trust to use 
data effectively  

To provide an overview of the actions 
established to improve reporting of 
business intelligence throughout the 
Trust. 

Finance and 
Performance 
Committee  

RF September 
2021 

 September 2021  
An update regarding business 
intelligence delivery and 
development plan timeline 
detailing short term, medium term 
and long term actions was 
presented to the Finance and 
Performance Committee in 
August 2021.  



 

Action Log  
Meetings of the Board held in public  

 

 
25 27-Jul-21 TB21/22_48 

Premises 
Assurance 
Model Return  

Review timescales of the 
actions identified within the 
Premises Assurance Model 
(PAM) and Estates Return 
Information Collection (ERIC).  

To ensure the oversight of the actions 
required within both PAM and ERIC are 
reported accordingly as part of the 
annual process. 

Quality and 
Safety 
Committee 

RF September 
2021 

 September 2021  
The Quality & Safety Committee 
will act as the lead committee 
for reviewing the submission in 
advance of formal approval by 
the Board of Directors in May.  
 
The Quality & Safety Committee 
will receive a six-month update 
in November to provide an 
update on any areas identified 
as requiring action together with 
details of the process for 
gathering evidence. This will 
include the involvement of care 
divisions as well as considering 
support from governors in a 
similar role they play for the 
PLACE inspections. 

 

  



  
 
 
    

 
 

Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB21.22_61 Date: 28/09/2021 

Report Title  Chair’s Report 

Prepared by  Sue Hughes, Executive Assistant  

Presented by  Sue Musson, Trust Chair 

Key Issues / Messages The purpose of the report is to provide the Board with an overview of the activity 
undertaken by the Chair for the months of July, August and September 2021. During 
this time, there has been significant activity related to the Trust Chief Executive role. 

Action required  To Note  Funding Source (If applicable): 

The Board is asked to note the report. 

Supporting Executive: Sue Musson, Chair 
 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☒ 

☒   
☒ 
☒ 

• Risk                                                          
• Compliance     
• Legal                                           

☒      

☒ 
☒ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        
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MAIN REPORT 

INTRODUCTION 

The purpose of the Chair’s Board report is to provide details of my commitments since my previous 
update to the Board of Directors’ Meeting on 27 July 2021. 

 
1. Interim Chief Executive appointment 

At the end of August, Steve Warburton informed the Board of Directors of his decision to stand down as 
the Trust’s Chief Executive. On behalf of the Trust Board and the entire organisation, I want to offer 
sincere thanks to Steve for all that he has done and all that he has achieved over the last 15 years with 
Aintree University Hospital NHS FT and latterly with LUHFT. 
 
Steve has been a valued colleague, and the Trust benefitted from his calm leadership, dedication and 
loyal service as Chief Executive particularly throughout the pandemic. He will join the Cheshire and 
Merseyside Health & Care Partnership on a six-month secondment in a strategic leadership role where 
he will continue to make a valuable contribution to the future of health services here in Liverpool.  
 
On the 6th September, we welcomed our new Interim Chief Executive, Sir David Dalton.  Sir David brings 
a wealth of experience to the role and will act as a catalyst for improvement enabling the Trust to make 
progress whilst we recruit a substantive chief executive.  
 
Sir David is recognised as one of the NHS’ most influential leaders. He brings unrivalled experience and 
an outstanding track record of delivery in the areas of patient safety, quality improvement, driving up 
standards and leading on culture change. These are the areas of improvement that the Board has 
identified as priorities. 
 
The recruitment arrangements for the substantive chief executive position will be confirmed during 
September.  
  

2. System Integration 
Health and Social Care partners have continued to work together to meet the needs of the communities 
we serve.  I continue to participate in a range of relevant events including the Liverpool Integrated Care 
Partnership Group on 28 July, when the key topic for discussion was the scope of delegation and 
governance model of the group.  
 
I attended an NHS Regional Roadshow with Amanda Pritchard, NHS Chief Executive and Mark Cubbon, 
Interim NHS Chief Operating Officer to discuss top priorities with a question-and-answer session. 

I have continued to participate in the monthly Cheshire & Merseyside Trust Chairs meetings, Acute 
Provider Collaborative Chairs meeting and the bi-weekly North West Provider/CCG Chairs’ Briefings. 
Whilst all meetings continue to take place virtually, they still provide a valuable opportunity to share 
learning and build relationships.    
 



  
 
 
    

 
 

On 12 August I met with David Flory following his appointment as Interim Chair of Cheshire & 
Merseyside Health & Care Partnership. 
 

3. Board Development  
I have been delighted to welcome Ibrahim (Ibby) Ismail as a Non-Executive Director, replacing Mandy 
Wearne whose term of office ended.  I have also been pleased to meet with both Ibby and Tom Walley 
as part of the Trust’s NED Induction programme. 
 
The Board has thanked Mandy for her excellent contribution and service to the Trust. 
 

4. Internal Engagement 
I have continued to participate in internal meetings including:  

• Quality & Safety Committee 
• Finance and Performance Committee 
• New Hospital Committee  

 
As part of her induction programme, I was pleased to meet with Siobhan Moran, newly appointed 
Director of Quality Improvement.   
 
On 21 July, I attended the ‘Our Future Together’ online leadership event; the first in a series of events 
that will be held with senior leaders to set out the Trust’s priorities for the next 3 years and to provide an 
opportunity to focus on our ambitions as an organisation.  I was very pleased to open a second 
leadership event focusing on ‘Great Care’ which was held on 10 September at the Liverpool Marriott 
Hotel with outstanding contributions from internal and external speakers. 
 

5. Council of Governors 
The monthly meetings with the Lead and Deputy Lead Governors have continued to provide a valuable 
opportunity for exchange of information.  In addition I was pleased to take part in further Council of 
Governors’ Coffee Mornings, introduced to provide an informal platform to give governors and NEDs an 
opportunity to get to know each other as a basis for good working relationships.    
 
I chaired the quarterly Council of Governors meeting on 8 September; this was a welcome return to face-
to-face meetings following a period of online meetings during the Covid crisis. This provided an excellent 
opportunity for our governors to meet the new Interim Chief Executive and to consider the role they can 
play in supporting the Trust’s Patient Engagement programme.  
 

6. Consultant Appointments  
Since my last report I met with candidates and chaired the Advisory Appointments Committee (AAC) 
panels for the following posts: Consultant Breast Radiologist, Critical Care Consultants and Consultant 
Gastroenterologist.  It is heartening to see that the Trust continues to attract high calibre applicants for 
Trust Consultant roles and is able to make excellent appointments in key services. 
 
Additionally, I was pleased to host corporate supporters of the Trust charity at the Liverpool International 
Tennis Tournament, a charitable event held at Aigburth Cricket Club in August.   
 
 



  
 
 
    

 
 

RECOMMENDATION 

The Trust Board is asked to: 

• Note the contents of this paper. 
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EXECUTIVE SUMMARY 

The purpose of this report for September is to provide an overview of the Interim Chief Executive’s 
priorities and focus for the organisation following his appointment on 6 September 2021.  It is also to 
provide the Trust Board with an overview of the key risks and operational issues at the present time. 

OVERVIEW 

Having been appointed as Interim Chief Executive from Monday 6 September 2021, this month’s update 
will focus on the period since my appointment and the activity that I have undertaken in this period. 

On my first day in the organisation, in an email to Trust colleagues I set out the three fundamental 
priorities that I will be focussing on during my six months with the Trust.  They are: 

• Purpose: the Trust’s overarching purpose is to deliver outstanding healthcare, which is safe, 
effective, and caring. We will launch a new approach to quality improvement and patient safety 
that will enable this to be achieved. I have stated that a priority must be to improve the reliability 
of providing high standards of care to our patients and to improve the patent flow throughout 
hospital sites. 

• People: the Trust’s ambition and plans can only be achieved with the commitment of the people 
who work for it. I believe that colleagues will give their best if they feel genuinely involved and 
supported, and if leaders listen and understand the impediments which can sometimes get in the 
way of them providing great care. I will work with leaders and staff through the organisations to 
achieve this. 

• Partners: Liverpool can be stronger if it acts together. I will explore how we can unite with 
partners, in different ways, to improve the health and wellbeing of the people in the city region. 

In addition, I will also be supporting the Trust on progressing the delivery and commissioning of the new 
Royal Liverpool University Hospital planned to open in Summer 2022. 

PURPOSE 

Care Quality Commission – Section 31 and Inspection Report 

Following their Core Services, Well-led and Use of Resources inspection in July, the Care Quality 
Commission (CQC) issued the Trust with a Section 31 notice.  They had identified patient safety concerns 
within our Emergency Department. 



 

 

 

Publication of the final inspection report is expected in October.  We understand that this will be a 
challenging report for the Trust.  As I have set out to colleagues though it is systems and processes that 
have let people down not individuals.  Consistently the CQC has acknowledged how caring staff are.  We 
now need to provide the assurance required that our systems and processes will support staff to provide 
high standards of care reliably. 

Delivery of a single Improvement Plan 

We have too many separate improvement action plans. In order to focus on developing a high-reliability 
organisation – built on visible leadership, reluctance to simplify and measure, deference to expertise, 
accountability, deep staff engagement and teamwork a single Improvement plan has been developed 
with a central focus on safety and patient flow. 

This will require improvement work in several enabling areas, specifically governance, workforce, digital 
services, and integrated clinical services in order to deliver the change required by the Trust to raise the 
standard of patient safety and quality of care, and by our regulators. 

Our Quality and Safety Strategy defines how we will build capability for improvement.  A new initiative is 
to establish a deteriorating patient collaborative.  There is a work programme for theatre improvement 
and procedural safety improvement.  As a Trust there will be a new focus on patient flow across our sites 
to address the challenges identified by the CQC with additional focus on transfer and discharge 
processes as well. 

PEOPLE  

Great Care Leadership Event 

On Friday 10 September I had the opportunity to present to the latest Our Future Together senior 
leader’s event.  This session was focussed on the Great Care priority.  During the session I set out my 
priorities for the Trust, including my view that often the people who are best placed to find solutions to 
the challenges preventing us from delivering great care are those in our wards and departments. 

Meeting Staff in service areas 

Throughout my first few weeks with the Trust, I have visited a number of clinical teams to help get an 
understanding of their experiences, how we as an organisation can support them in raising standards and 
making improvements within their service.  I have visited the Accident and Emergency Departments and 
acute assessment units at both Aintree and Royal Liverpool hospitals. 

 

PARTNERS 

In the last three weeks I have held several meetings with key partners and stakeholders across the city 
to develop a shared understanding of the health issues and challenges we face as a system in Liverpool; 
and to seek a commitment to unity on shared challenges through which we will share the risks in order to 



 

 

 

create a win:win situation.  There is an acknowledgement of the need for LUHFT to become more of a 
leader in the city region and beyond, as is expected and required of us. 

Key meetings with partners and stakeholder to date include: 

• Council of Governors 
• Mersey Care NHS Foundation Trust 
• Liverpool City Council 
• Liverpool Clinical Commissioning Group 
• Members of Parliament, covering Liverpool, Sefton, and West Lancashire 
• Royal College of Surgeons Virtual Visit 
• NHSEI visit to new Royal Liverpool University Hospital site 
• Cheshire and Merseyside Providers Group 
• Global Pandemic Institute launch event 

 

OUR FUTURE TOGETHER STRATEIC OVERVIEW 

Following the sign-off of the Our Future Together 2021-24 corporate strategy work is underway in the 
development of the in-year annual business planning for 2021-22. 
 
By Friday 1st October detailed plans to care group level which should be reviewed and approved by 
divisional leadership teams are due for submission to the strategy team.  This will underpin refreshed 
approach to risk management and performance & accountability framework. 
 
Supplementing this process is the programme reporting documentation for each of the four ‘Great’ 
strategic priorities.  Leads for each measure of success are required to submit Q2 updates by the end of 
September 2021 to enable reporting progress against their individual measure. 
 
Great Care still requires some additional scoping into Q3 which has been delayed due to the focus on 
CQC response. Required to reduce risk around Board assurance of strategy delivery 
 
The Our Future Together communication and engagement programme is being implemented.  A series 
of roadshows is being delivered – in person and virtually.  There is positive feedback and useful 
comments on what would support staff to ensure they can deliver their contribution.  
 
There has been relative low attendance so the strategy team is working with divisional and care group 
leads to discuss what other opportunities can be used to communicate, inform, and embed this strategy 
programme through Q3. 
 

GREAT CARE 

Addressing the risks related to the Great Care priority remains the organisational focus given the Section 
31 notice issued by the Care Quality Commission and the issues and challenges expected to be 
highlighted in the forthcoming publication of the inspection report. 

There are five specific areas of risks to be highlighted this month: 

CQC Concerns – Accident and Emergency & Safety and Patient Flow 



 

 

 

CQC concerns identified, in particular the Section 31 urgent notice imposing conditions on our registration, 
predominantly focused on timely access and flow through the emergency department and the impact on 
patient safety / quality / experience. 

Operationally there has been a deterioration of performance across five of the six indicators.  There has 
equally been a deterioration in the Trust’s patient experience in A&E with a reduction in satisfaction levels 
in the Friends and Family Test results. 

Two specific risks relate to the Trust’s ability to meet the 4-hour target and the 12 hours in department 
target.  Within the Accident and Emergency Department a Time to Triage and Assessment system has 
been implemented. The intention is to ensure rapid assessment of patients and a revised Pit Stop model 
to improve time to clinical review.  Focus within A&E is also being placed on early identification of patients 
for discharge for the next day and embedding compliance of the Patient Review app. 

In support of the patient flow challenges identified a process of twice weekly Long Stay review is in place 
across sites.  There are twice weekly MADE events supported by system partners with a focus on 
discharge pathways 1 to 3. 

Working with system partners additional staffing capacity is in place at Stoddart House and Hubs to enable 
Discharge to Assess and Home First pathways to be delivered. 

 

Serious Incidents and Never Events  

The Trust has declared further Serious Incidents (SI) and Never Events in recent weeks.  The increasing 
monthly trend in relation to SI declarations can be accounted for by a shift in cultural tolerance of risk 
and harm as opposed to an absolute increase in harm.   

In August, three SIs were declared relating to a patient fall, patient self-harm and cardiac arrest.  The 
investigations are underway. 

In September, the Trust has declared two never events declared– both involving NG tube misplacement.  
The events have differing causality and took place in different clinical settings (ward vs ITU) in each 
instance.  In the first case an apparent failure of pH check of position.  In the second case – incorrect 
CXR reviewed to check position. 

Internal safety alerts were issued, with communication from the Deputy Medical Director instructing that 
clinicians must complete the level 3 training before confirming NG position and that additional training is 
to be provided to ward areas involved. 

 

COVID-19 Response and Elective Recovery 

Increasing infection rates, demand on Accident and Emergency Department capacity, COVID-19 inpatient 
cases, bed occupancy and critical care occupancy along with staff absences all continue to impact on the 
delivery of the organisational reset and elective recovery programme.  Available capacity is affecting 
patient waiting times. 



 

 

 

There is ongoing work to effectively manage Infection Prevention and Control procedures to safely 
increase activity in areas such as Endoscopy.  Action is being taken as well to increase additional capacity, 
including options for mutual aid and insourcing. 

 

New Hospital Clinical Service Reconfiguration 

Final decisions are yet to be taken in relation to the seven business case submissions to the Executive 
team in relation to the clinical service reconfiguration across the Trust sites ahead of the move to the new 
Royal Liverpool University Hospital. 

Whilst clarification is being sought from the clinical teams through their respective divisional structures the 
Trust has to be mindful of the timeframes for decisions against the planned opening of the new Royal in 
Summer 2022. 

Liverpool Quality Accreditation Framework 

This process to routinely be used to offer assurance and outline both an aggregated position in terms of 
quality indicator compliance as well as an ability to identify specific areas in need of enhanced support and 
the effective monitoring of progress and quality collaboratives introduced to bring about change.  

Quality Performance Report / Integrated Performance Reports 

Work is required in presenting data and the narrative in such a way that provides assurance and offers 
clarity regarding the impact of any interventions taken. At present the detail contained within the regular 
monthly report is too broad and this needs to identify where we need to pay attention. More divisional 
oversight and contribution is also planned. 

Quality Governance Review  

Work still needs to be done in response to these recommendations in order to strengthen governance 
arrangements. Three specific risks have also been identified, relating to outstanding actions which include 
Board actions, delegated divisional autonomy and the Trusts operating model and Quality Performance 
Information and reporting. 

 

GREAT PEOPLE 

There are three overarching issues relating to risks posed within the Great People strategic priority. 
 
Staff morale  
Staff are still feeling under pressure and are concerned about the frequency of being moved to cover other 
areas.  The Number of staff leavers identified within workforce plan who are leaving within the first 12 
months and the high percentage indicating that they wouldn’t return to work for the Trust.  Appraisal rates 
still low and not increasing despite the extension in the appraisal window  

 
Recruitment and retention of staff 
Requirement for timely approval of a workforce plan to enable reconfiguration to take place and ensure 
resourcing is in place for the New Hospital. It is acknowledged there is a need and a challenge to 
harmonise workforce planning with the Trust’s pay expenditure plan. 



 

 

 

 
Continued impact of COVID on the workforce – Phase 3 booster campaign will require the release of 
frontline staff for their COVID Booster and flu jab without negatively impacting on safe staffing levels. 
 
GREAT RESEARCH AND INNOVATION 

We are requesting additional NIHR funding to support expansion of the early phase clinical trial facilities, 
we are only 1 of 2 units funded for this work in UK.  The submission will be for £6.5 million for 2021-26 
compared to previous £1.4 million award over the last 5-year period. 

We are currently undertaking a number of assessments to assure safety and financial stability.  The final 
bid will be submitted next month. 
 
GREAT AMBITIONS 

System-wide Financial Governance 

Integrated Care System (ICS) governance arrangements across Cheshire and Merseyside are 
developing. The inaugural ICS Finance Committee was held in month, on which LUHFT sits, and will 
oversee ICS structural development and performance.  

Financial Position  

The Trust’s financial position (currently at £0.4m deficit year to date) is on plan to deliver the required 
breakeven position by the end of Month 6 (H1). 

The financial rules around the second half of the year have not yet been released. However, it is 
expected that the Block arrangement of H1 will continue plus an added efficiency of c3% to deliver. An 
Elective Recovery Fund is also expected to incentivise reduction of waiting lists however threshold levels 
and access points are also not yet released.  

Partnerships 

The Liverpool and Sefton task and finish groups for the place-based Integrated Care Partnership plans 
are progressing well with LUHFT involvement; setting the priorities, governance, and areas of focus for 
the Partnership Boards/Health & Well Being Boards to approve before the end of 2021. 
 
Expected focus with our partners will be on improving our ability to safely transfer and discharge patients 
from our hospitals either back home or to an appropriate care setting. 
 
Discussions will begin this week to explore how we might further strengthen our partnership work with 
the specialist Trusts in Liverpool beginning with the Liverpool Heart and Chest Trust. 
 



 

 
 
 
 
 
 
 
 
 

Liverpool University Hospitals  
NHS Foundation Trust 
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Introduction and Summary 
Timely Access to Care 
Introduction: 

This section of the Trust’s Integrated Performance Report, considers performance in 
August 2021 against the six constitutional standards relating to the timely access of 
care.  It also considers trends, risks and actions being taken mitigate to risks. 

The indicators are described within this section for each of the constitutional 
standards and where data already exists to articulate performance, this is included.  
Where available, internal benchmarks and external benchmarks are shown. 

 

The dual management of COVID surge and elective restoration has been a challenge 
throughout August and resulted in improvement in 2 out of the 6 constitutional 
standards in this month’s report (4 hours and Cancer 31 days). 
 

This section of the IPR should be read in conjunction with the  Operational Reset 
Paper which is also presented to the Finance and Performance Committee for its 
consideration and update.  The immediate mitigating actions are included in that 
paper and will become the principal actions reported through this IPR from 
September onwards. 

 

Governance and Assurance: 

The oversight of performance continues to be driven through the four Strategic 
Oversight Groups (SOG) led by the Deputy Chief Operating Officers and the Director 
of Performance and Operational Improvement.   

Timestamp Development: 

Work is ongoing with BI colleagues to address the timestamp gaps in this report.  It 
had been hoped that August data would be available for inclusion in this report.  
Delays have meant that new timestamp data will not be included until next month’s 
report.  Below is a summary of the status of the timestamp development: 

Constitutional 
Standard Timestamp Status 

DM01 Time from referral to 
triage/acceptance 

In development 
Available from Sept for Imaging 

DM01 Time from diagnostic test to 
report 

In development 
Available from Sept for Imaging 

DM01 Time from Report to 
Verification: 

In development 
Available from Sept for Imaging 

DM01 Time for verified report to 
patient communication 

Not currently reportable due to 
challenges linking diagnostic and 
outpatient data sets 

DM01 Time from action to be taken Not currently reportable due to 
challenges linking diagnostic and 
outpatient data sets 

18 weeks Time to Diagnostic Test: In development 
Available from Sept for Imaging 

18 weeks Time from Diagnostic Test to 
Decision to Treat: 

Not currently reportable due to 
challenges linking diagnostic and 
outpatient data sets 

18 weeks Decision to Treat to Treatment 
(Non Admitted): 

Not currently reportable due to 
challenges linking diagnostic and 
outpatient data sets 
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Introduction and Summary 
Timely Access to Care Outpatient Improvement :  

• Outpatient Transformation Improvement Director has been appointed and
commenced on 31st August 2021 to provide senior oversight to the
transformation of clinical pathways and operational processes;

• Clinical Admin Group:  revised Patient Access Policy out to consultation and will
consolidate administrative standards and processes across sites.

• Clinical Strategy Group:  continued focus on the mobilisation of patient
initiated follow up pathways, expansion of advice and guidance as an 
alternative to outpatient appointments and optimising the use of non face to
face appointments where clinically appropriate; all in line with national 
operating guidance and elective recovery fund gateways.

• Digital Group:  Rollout of DrDoctor text reminders to reduce DNAs and
development of In-Touch solution to provide better visibility on clinic
utilisation.

Cancer Improvement :  
• Move to a single instance of Somerset Cancer Registry before March 2022 is in 

progress. No immediate risks identified and further mapping in train.

• Awaiting outcome of the bid to Trust’s Innovation Fund to implement Cancer
Pathway Plus management tool to identify patient pathway delays and allow
timely intervention and minimise delays.

• Pathway improvements in train for Lung Cancer diagnostics, Colorectal Admin 
processes, Fast Track MRs.

• Working up bids to the Cancer Alliance for innovation funding 2022/23 i.e.
rapid access diagnostics 

IMPROVEMENT ACTIVITIES 
Emergency Care Improvement : - 
The revised emergency care improvement plan was submitted to the CQC on 3rd 
August as part of the Trust’s response.  Further refinement of the plan has taken 
place in response to initiatives implemented during ‘Perfect Week/Fortnight’ 
between 30th August and 12th September 2021.   

The plan remains anchored around 12 defined focus areas; 3 relating to 
strengthened governance and assurance, 3 relating to discharge and 6 relating to 
acute and emergency medicine.   

High levels plans have been developed for all 12 areas and support has been 
commissioned from ECIST and an external provider to supplement the Trust’s 
internal operational and improvement resource and support the delivery of Quality 
Improvement Masterclasses. 

Acute and Emergency 
Medicine 

Workstreams 

3. Escalation
4. Streaming & Direct

Convey 
5. Same Day Emergency 

Care 
7. Capacity Right Sizing
8. Demand based 

staffing 
11. Urgent Treatment 

Centre 

Strengthening 
Governance 

Workstreams 

1. Safety and Quality 
2. Governance &

Assurance 
12. A&EM Sustainability 

Review 

Specialist Medicine 

Workstreams 

6. Frailty Reset
9. Criteria to Reside 
10. Early Discharge and 

Flow 
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Operational Performance Standards Standard Target Performance Trend Benchmark 
(UQ) Assurance 

Emergency Access:   %of patients seen within  
the 4hr A&E Standard 4 hours 

Diagnostic Access:  % of patients waited more 
than 6 weeks for diagnostic tests <6 weeks 

Elective Access:  % of patients seen within  18 
weeks (Referral to Treatment) 18 weeks 

Cancer Access:  2 Week Wait.  %of patients 
were seen within  2 weeks of referral with a  
suspicion of cancer 

< 2 weeks 

Cancer Access:  Decision to Treat to 
Treatment. % of patients who had 1st 
treatment within 31 days of a cancer  
diagnosis 

<31 Days 

Cancer Access:  Referral to Treatment.  % of 
patients began 1st treatment  
within 62 days of referral 

< 62 Days 

95% 

92% 

85% 

1% 

96% 

93% 

66.03% PA 

PA 

PA 

PA 

AA 

PA 
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Strategic Key Performance Indicators 
GREAT CARE: Timely access to care 

61.84% 

10.62% 

93.63% 

93.88% 

64.41% 

   0.0% 
*July UQ* 

95.23% 

81.66% 
 

99.00% 
 

81.2% 
 

83.07% 
*July UQ* 
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4 hour Performance 
• 4 hour performance for all types of patients has increased in August to 66.03%;  

• Type 1 performance has decreased in month to 53.53% in August from 54.07% in 
July.  

• AED attendances have continued to increase for all types since February.  

Key areas of focus: 

• AED Type 1 attendances have dropped slightly in month from 18,771 in July to 
17,939 in August.  There has been a 38% increase since February when attendance 
levels were at 12,956. 

• Time to senior review:  24.79% of patients seen within 60 mins of arrival 

• Early Discharges:  15.56% of patients discharged before noon 

• AED Timestamps have been impacted by the introduction of Paper-lite and 
associated system and process challenges. 

Diagnostic Performance 
• A 2.68% point decline in the DM01 position from 7.94% in July to 10.62% in August. 

• The number of patients waiting over 6 weeks, has increased from 752 in July to 
1,015 in August (+263) 

• The overall numbers waiting on for outpatient diagnostics has increased from          
9,469 in  July to 9,560 in August; 91 more patients waiting overall. 

Key Areas of Focus: 

At individual modality level, we have seen patients waiting over 6 weeks for CT decrease   
with a improvement in performance to 4.62 %, with an overall decline in numbers 
waiting.  There has been decline in Colonoscopy performance and the volumes of 
patients waiting has increased; 952 patients waiting in August compared to 856 (+96) in 
July and 152 more waiting over 6 weeks; resulting in a DM01 position for the modality 
of 49.26% in August compared to 37.03% in July. 

Referral to Treatment 
• Overall performance delivered at 61.84% against 92% target 

• Waiting list size has increased in month to 63,996  from 61,222 in July.  The number 
of patients waiting over 52 weeks has increased by 8.31%  from 4,452 in July to 
4,824 in August. 

• Elective activity has been restricted in month due to staff sickness/absence.  
However, still delivered over 942 elective cases; 33.5% cancer, 61.5% clinically 
urgent and 5% long waiters and routine waiters. 

Key Areas of Focus: 

• Continued focus on clinical prioritisation and access to capacity through internal 
restoration of elective capacity, mutual aid, independent sector and waiting list 
initiatives. 

Cancer Performance 
• 2 week wait:   93.63% for July  and projected to be 93.1% for August.  There is an 

increase in the number of breaches from 173 in June to 182 in July and 207 
predicted for August. 

• 31 day target: Similar performance in July  and reporting  93.88% against the 96% 
target. Driven primarily by an increase in breaches for Colorectal and  Urology. 

• 62 Day target:  Declining performance 64.41% against the 85% target.  Combined 
waiting list across sites. Breast and Skin are the  specialties to meet the standard. 

• Overall 2 week wait referrals have decreased -5.08% from last month. We have 
received 462 less 2WW referrals in 21/22 compared to 19/20 in the same period. 

Key Areas of Focus: 

• 2 week wait capacity in Colorectal (driven by chronic capacity problems) and 
fluctuations in Breast (ongoing challenges with alignment with diagnostics) 

• Delays in time to Decision to Treat; patient complexity, patient choice. 
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Performance Standards in Emergency Care Standard Target Performance Trend Benchmark 
UQ Assurance 

Time from arrival in ED to Admission, 
Discharge or Transfer 4 hours 

Ambulance Handovers 
 

<15 mins 

Time to Triage (internal measure) <15 mins 

Time to First Clinical Review < 60 mins 

Time to Specialty Review <120 
mins Medicine Only 

Time to Decision to Admit <180 
mins 

Time from Decision to Admit to Admission <60 mins 

100% 

100% 

100% 

100% 

100% 

100% 

40.54% AA 

PA 

PA 

PA 

PA 

PA 

95% 66.03% PA 

48.84% 

24.79% 

6.59% 

5.67% 

Not  
Available 

Not  
Available 

Not  
Available 

Not  
Available 

Not  
Available 

34.76% 
   NWAS 
 

81.2% 
 

1.52% 
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AED Performance 

EFFECT:  4 Hour Performance & CAUSE:  Type 1 Performance 
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4 Hour Performance – All Types 
Please note from November 2020 internal reporting  mirrors National Reporting 
and sees Type 3 for Aintree removed. Royal continues to report Type 1, 2 and 3 
activity in line with national guidance. 

• Total 4hr Performance (Types 1, 2 and 3) for the Trust was  66.03% in  August 
which is an increase of  0.13% from 65.90% in July.  

• There is a 30% variation in performance between sites. This is, driven by the 
inclusion of Type 3 patient attendances within the Royal data and for which 
the percentages of patients that breach the 4 hour standard are less. 

• Total patient attendances  to AED decreased  slightly by 758 in August  to 
24,545 from 25,283  in July. 

• August 2021  at 66.03%  falls  below performance levels pre COVID of  89.45% 
in August 2019. 
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4 Hour Performance – Type 1 
Understanding how our AEDs have been able to manage Type 1 patient 
attendances allows more direct comparison of the management of the potentially 
more complex patients across both Departments. 

• Trust Type 1 performance against the 4 hours standard  in  August was  53.53% 
a  0.54% decrease from July.  

• Performance across sites shows a 13.25% variation; with Aintree at 44.38% and 
Royal  at 59.63%. 

• Whilst performance has been challenging, this should also been seen in the 
context of the significant challenges resulting from Paperlight implementation. 
Type 1 patient attendances  decreased in  August  by 832 from  18,771 in July 
to 17,939 in August. 

• August 2021 at 53.53%  falls below performance levels pre COVID of 79.54% in 
August 2019, a decrease of 26.01%.  Attendance levels  in  August 19 were  213 
patients below August 21 levels  at  17,726. 

Step change in March 2020 due to reduction in ED attendances following COVID outbreak.  
Subsequent  increase in referrals and variation indicates lack of process control. 

4 hour performance (All Types) 4 hour performance (Type 1 patients only) 
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AED Performance 

EFFECT: Admitted Performance & CAUSE: Time to Senior Review 
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4 Hour Performance – Admitted Performance 
Performance against the 4 hour standard is influenced by whether a patient is 
expected to require admission or not.  Nationally, it is recognised that there is 
greater complexity in the management of patients requiring admission. 

• Admitted performance  across  the Trust in  August was  22.53% ; a decrease 
of 5.11% from 27.64% in July. Admitted performance can be impacted by a 
number of factors and most significantly the availability of beds.   

• Site performance  showed Aintree decrease from  30.24% in July to 25.39% in 
August, with the Royal reducing  from 24.21% in July to 18.94% in August.   

• While admitted performance at Aintree had been showing improvement pre 
Paperlight on 3rd May, admitted performance at the Royal has been 
consistently low both pre COVID and during COVID. 

• August 2021  at 22.53%  falls  below performance levels pre COVID of  74.43% 
in August 2019. 
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Time to Senior Review 

Patients attending AED should receive their first clinical review within 60 minutes 
of arrival; early review allows for the management of clinical risk, a more timely 
flow of patients through the department and reduced time spent in ED and is 
important for patients on both admitted and non admitted pathways. 

• In August 2021, only 24.79% , 4,107patients, were seen within this  time. This 
compared to 25.91%, 4,436 patients, in July 2021.  The average time to see a 
clinician decreased from 145 minutes in July to 138 minutes in August. 

• At 24.79%, August 21 performance falls below performance levels pre COVID 
of 43.08% in August 19. 

• Work is ongoing within the AED to stabilise performance post Paperlight and 
improve  departmental flow and clinical risk management of patients.  This 
standard is being reviewed to ensure staff are available to see  those patients 
requiring rapid assessment. 

Significant deterioration in  time to  senior review from April to October 2020. 
While process indicates some control post June 2021, performance requires step change 

4 hour performance (Admitted Pathways) Time to Senior Review – 60 mins 
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AED Performance 

CAUSE:  Decision to Admit to Admission   & CAUSE:  Early Discharge 
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Time from Decision to Admit to Bed 

In order to support timely access to care and facilitate emergency patient flow, 
two measures are considered;  the time to decision to admit and from decision to 
admit to bed.  Aiming for decision to admit within 3 hours (180 mins) then allows 
for 60 mins to move a patient to an inpatient bed and achieve the 4 hour standard 

• In August 21, only 5.67% of patients were moved within 60 minutes of the 
decision to admit being made, this compares to 8.34% in July.  Performance 
across sites shows a 4.09% variation; with Royal  at 3.78% and Aintree  at 
7.87%. 

• At 5.67% , August 2021 falls below performance levels pre COVID of  29.63% in 
August 2019. 
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Discharges by 12noon  

LUHFT struggles to discharge patients early in the day and this puts pressure on 
the flow of emergency patients through AED and on 4 hour performance.  The 
volume of discharges per day is critical to flow, as is the timing of their discharge.  
Nationally, 33% of discharges before 12 noon is deemed good practice.  
• Performance on  the Royal site is continually below that achieved on the 

Aintree site.  However, there is the potential for significant improvement on 
both sites. 

• The chart above  shows that: - 

• At the Aintree Site only 16.87% of patients are discharged before 12 
noon and 10.35% are discharged before 10 am.   

• At the Royal site, this drops to 14.02% before 12 noon and 8.39% 
before 10am.   The introduction of the discharge lounge has had 
minimal impact on early discharges. Significant deterioration in  decision to admit to bed within 60 mins since June 2020.  

Variation shows lack of process control and performance below lower control limits. 

Decision to Admit to Bed:  60 mins Discharge by 12 noon – 33% of discharges 
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AED Performance 

CAUSE:  Discharge and Admissions & EFFECT:  Bed Occupancy 
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Admissions versus Discharges:  Net impact 
• The Trust’s ability to manage the demand for admissions and emergency flow 

is inextricably linked to the number of patients discharged and the net impact 
on bed occupancy. 

• Discharge planning and the facilitation of complex discharges for those 
patients assessed as requiring support is a national focus and has attracted 
enhanced support locally; from Trust and system partners. 

• The graph above shows the net impact of admissions/discharges on demand 
for beds within August; ranging from a net reduction of 52 beds on 13th 
August (Friday)  to a net increase of 30 beds on 5th August (Sunday).  This  
variation is stark and shows the impact of variation on the demand for beds 
increasing over a weekend; predominantly driven by the reduction in patients 
discharged. 

• Volumes of patients discharged at a weekend remains significantly lower than 
a weekday even where system support is available. 
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Discharges and Bed Occupancy 
• There are four categories of discharge pathways (0-3); Pathway 0 - no support 

required through to Pathway 3 requiring nursing care in independent sector.  
Patient health needs are assessed (HNAs) to determine the level of support 
required.  Discharges for Pathway 0 patients are managed by ward staff, while 
discharges for Pathway 1-3 patients are supported by the integrated discharge 
team and system partners. 

• Working with system partners had resulted in an increase in daily discharges, 
particularly where supported discharge was required.  Challenges resulting 
from staff absence in all healthcare and domiciliary care sectors has resulted 
in increases in ‘Ready for Discharge’ patients. 

• During August, daily discharges have not exceeded the targeted levels and this 
has resulted in increased bed occupancy and increase in patients with >7 day 
LOS. 

Net impact of Admissions & Discharges Discharges by Pathway & Bed Occupancy 
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Improvement Actions:  Emergency Flow 
In line with the revision of Emergency Care Improvement action plans of the last 6 weeks, below is a summary of the immediate actions taken to improvement time to 
assessment and reduce time in department. 

Indicator 
Action No. 
(Prefix of 

SOG) 
Action s taken by 14th September 2021 Baseline  Impact at completion 

Open/ 
Closed 

De
pt

/W
ar

d 

Di
vi

sio
n 

SO
G

 

O
PE

LG
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nc

e 

Reduction 
in Delays 

CQC 
Response 1.v 

Designed and implemented live report for AED performance standards 
(Triage, Time to See 1st Clinician & Time in Dept >12hrs) 
 
Designed and implemented live report for Flow performance standards 
(Admission, Discharge, LOS, Occupancy, RFD Board Rounds & C2R) 
 
Ran a ‘Perfect Week/Fortnight’ across all sites to support localised 
improvements in flow and AED KPI's. 1) Directors and Senior Divisional Teams 
released to support non elective flow across both sites for 2 weeks (23/8 - 
10/9)  2) Focus on SAFER & Early Flow across ward areas through completion 
of C2R reporting App and increasing transfers to the discharge lounge  3) 
Review of Long Length of Stay patients supported by new reports by Senior 
Corporate & Divisional Directors. 4) MADE Discharge events with external 
partners supported by Integrated Director with Mersey Care  5) Daily Tactical 
Control Group for Escalation of issues from each site and update progress of 
individual divisional improvement plans chaired by Director. 
 
Triage Improvement Project:  Pre-triage streaming introduced on both sites 
after review of current process and discussion with AED Clinical Teams. New 
process focus on achieving baseline safety observations for all patients within 
15 minutes of arrival and escalation of staff resource during surges of demand 
within AED. 
 
 
 
 
 

NEF Data Pack (June 21) 
(Monthly) 

 
Time to Triage 

- Aintree    59.78% 
- Royal        71.36% 

 
Time to See Clinician 

- Aintree    17.35% 
- Royal        28.17% 

Perfect Week KPIs 
30/8/21 to 8/9/21 

 
Time to Triage 

- Aintree    55.5% 
- Royal        51.0% 

 
Time to See Clinician 

- Aintree    17.0% 
- Royal        26.0% 

Open  N
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Improvement Actions:  Emergency Flow 

Indicator 
Action No. 
(Prefix of 

SOG) 
Action s taken by 14th September 2021 Baseline  Impact at completion 

Open/ 
Closed 

De
pt

/W
ar

d 

Di
vi

sio
n 

SO
G

 

O
PE

LG
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su

ra
nc

e 

Escalation 
CQC 

Response 
1.vi 

 
Side by side coaching of Site Meeting chair through  Deputy Chief Operating 
Officers or Divisional Ops Directors; focus on status, risks for escalation and 
mitigations. 
 
Quality Improvement Team and KMPG support to coach ED Manager of the 
Day to structure escalation to site meeting through use of ED Trigger Tool i.e. 
Resus full, 3 patients require Critical Care beds in next hour 
 
Prioritisation of patient moves to facilitate flow and support right patient right 
bed i.e. deescalate bedded assessment areas to flow patients from ED. 
 
Agile revision of Site Meeting; streamlined data required to be presented by 
key stakeholders,  revised sequence of presentation of data to mirror 
operational flow and ownership, (demand, capacity, surplus/deficit), inform 
in-meeting confirmation of site status and associated actions. 
 
Identification of development actions to continue improvement beyond 
'Perfect Week' to embed new ways of working. 
 
 
 
 

Baseline  
02/08/21 - 29/08/21 

 
No of patients >12 hours 

in ED: - 
- Aintree   46 
- Royal      50 

 
Daily Corridor Cases:- 

- Aintree   31 
-  Royal     33 

 
DTA to Bed Avg Wait 

Hrs:- 
- Aintree    6 

- Royal       8.1 
 

Overnight bed waits:- 
- Aintree   18 
-  Royal     29 

 
%age patients discharged  

< 12 noon:- 
- Aintree   14.3% 
-  Royal      8.7% 

Perfect Week  
06/09/21 

 
No of patients >12 hours 

in ED: - 
- Aintree   33 (-14) 
- Royal      46 (-4) 

 
Daily Corridor Cases:- 

- Aintree   25 (-7) 
-  Royal     41 (+8) 

 
DTA to Bed Avg Wait 

Hrs:- 
- Aintree    4 (-2hrs) 

- Royal       7 (-1.1hrs) 
 

Overnight bed waits:- 
- Aintree   14 (-4) 
-  Royal     29 (0) 

 
%age patients discharged  

< 12 noon:- 
- Aintree   15.2% (+1%) 
-  Royal      7.5% (-1.2%) 

Open  N
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Performance Standards in Diagnostics Standard Target Performance Trend Benchmark 
UQ Assurance 

Time from referral to triage: 
Time from receipt of referral to triage : 
 

Time to Diagnostic Test: 
Maximum wait from first appointment to diagnostic 
test: 

6 Weeks 

Time from Diagnostic Test to Report: 
Maximum waiting time from Diagnostic Test to Report 

Time from Report to Verification: 
Maximum time from the production of the diagnostic 
report and verification. 

Time from verified  report to patient communication 
Maximum time from verification of diagnostic report 
to patient communication i.e. no further follow up / 
follow up required 

Time to action being taken 
Maximum time from requirement for follow up to 
follow up taking place 

TBA 

TBA 

 TBA 

1% 

TBA 

TBA 

10.62% 

- 

- 

- 

PA 

- 

- 

Di
ag

no
st

ic
 A

cc
es

s 

  0.0% 
*July UQ* 

Not  
Available 

Not  
Available 

Not  
Available 

Not  
Available 

Not  
Available 

In  
Development 

may need 
 to be referral to 

accepted 

In  
Development 

with BI. Standard 
agreed 

In  
Development 

with BI. Standard 
agreed 

Not obtainable  
with a BI 
solution  

with current 
infrastructure 
Not obtainable  

with a BI 
solution  

with current 
infrastructure 
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Diagnostics 
EFFECT:  DMO1 Performance  & CAUSE:  Patients waiting by diagnostic modality 
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DM01 Performance :  Patients waiting >6weeks for outpatient diagnostic  
In August 2021 the Trust achieved  10.62%  against the national standard of no 
more than 1% of patients waiting in excess of 6 weeks for diagnostic tests.   
However, due to Paperlite, data for one modality  is incomplete.   
The number of patients waiting for diagnostics for August is 9,560 compared to 
last month’s figure of 9,469;   91 more people waiting overall.   
A total of 1,015 patients were waiting > 6 weeks.  For August there was an 
increase  in the percentage waiting more than 6 weeks for diagnostics rising by 
2.68 % points and additional 263 patients. 
The modalities experiencing the greatest Increase in patients waiting over 6 
weeks compared to July 2021 are: - 
• Colonoscopy  from 317 up to 469  
• Flexi Sigmoidoscopy  from 38  up to 91 
• Gastroscopy from 299 to 346  
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Through the  commissioning and delivery of additional diagnostic capacity, the Trust 
has made significant progress in reducing both the volume of patients waiting for 
outpatient diagnostics and the percentage waiting over 6 weeks.   

The Trust continues to benefit from access to the relocatable scanner for imaging, 
insourcing endoscopy capacity and mutual aid. 

• In July 2021  those waiting over 6 weeks for CT stood at 4.89% and this has 
improved to 4.62%  in August; with 10 less long wait patients (57). 

• Gastroscopy has declined  in August 2021 and is 36.34% compared to 30.48%  in 
July 2021. In August 2021 there are 346 waiting over 6 weeks compared to 299 in 
July 2021. 

• Colonoscopy performance has declined and is  49.26%  in August 2021 compared 
to 37.03% in July 2021,  with a increase of 152 waiting over 6 weeks. 
 

• Flexi Sigmoidoscopy performance has declined  and is 30.54%  in August 2021 
compared to 15.26% in July 2021,  with a increase of 53 waiting over 6 weeks. 
 

Step improvement in DM01 performance  from April 2020 to July 2021.   
Variation in performance between Royal and Aintree sites requires investigation 

Patients waiting by modality and weeks wait 
DM01 Performance  
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Diagnostics 
CAUSE:  Waits >6 weeks by Modality 
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CT Performance  
• The above graph shows the sustained improvement in waiting times for CT 

between April 2020 and August 2021.  August 2021 has shown an decrease in 
% waiting greater than 6 weeks and a  decrease in the numbers waiting 
overall. 

• There are 1,235 waiting in August 2021, down from 1,371 patients waiting  in 
July.  There are  57 waiting over 6 weeks equal to  4.62%, down from 4.89% in 
July 2021.  

• CT activity has been below pre COVID levels until December 2020; since when 
activity delivered has continued to increase week on week. 

• Demand for CT is only just returning to pre COVID levels and demand for 
urgent 2ww diagnostics has increased.  Both issues presents a risk to the 
sustained improvement in the CT waiting list position. 

• The continued access to the relocatable scanner has now been confirmed 
through to March 2022.  Assuming no significant increases in demand this will 
prevent any deterioration of this position. 
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Endoscopy services are critical to diagnostic pathways for urgent and routine patients.  
The graph above shows the movement of the waiting list position for the three principal 
tests from April 2020 to August 2021. 
• Colonoscopy :   952 patients waiting in August up from 856 patients waiting in July  

469 over 6 weeks and  195 over 13 weeks. The Trust achieved 49.26%  for August 
2021 compared to  37.03%  in July 2021 , this is a 12.23% point increase in patients 
waiting over 6 weeks and the overall number waiting  6+ weeks has increased by 
152. 

• Gastroscopy:   952  patients waiting and 346 over 6 weeks up from 299 in July 2021 
(+47).  Gastroscopy accounts for 34.08% of patients waiting over 6 weeks.  
Significant progress has been made in reducing patients waiting >6 weeks; from over 
1,100 patients in June 2020 down to 210 in April  2021,  August 2021 is still higher 
than the April low at 346.  

• Flexi Sigmoidoscopy:  298 waiting up from 249 patients in July 2021  and 91 over 6 
weeks which is an increase of 53 compared to July 2021 .  Activity volumes remained 
below pre COVID levels until October 2020 and this is affecting our ability to reduce 
the overall number of patients waiting. 

Patients waiting >6 weeks for CT Patients waiting >6 weeks by modality for Endoscopy 
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Improvement Actions:  Diagnostics 

Indicator 
Action No. 
(Prefix of 

SOG) 
Action to be taken Baseline  

Impact at 
completion 

Action 
Added 
Date  

Action 
End 
Date 

Revised 
End Date St

at
us

 

Status Update  
Action 
Owner 

Open/ 
Closed 

De
pt

/W
ar

d 

Di
vi

sio
n 

SO
G

 

O
PE

LG
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Patients 
waiting 
>6weeks for 
diagnostics 

O&D014 

Endoscopy capacity reduced 
in October 20 following the 
introduction of a combined 
acute medical / gastro SpR 
rota to support cover for the 
increased medical bed base 
during COVID wave 2.  
Capacity will reduce further 
if nursing staff are re-
deployed to support ward 
staffing. 

Position at Nov 
2020  

 
2,572 waiting 
for endoscopy 
of which 1,275 

patients waiting 
over 6 weeks  

 
DM01 @ 49.5% 

Position at 
August 2021  

 
2,277 waiting 
for endoscopy 
of which 908 

patients waiting 
over 6 weeks  

 
DM01 @ 
10.62% 

Nov-20 Dec-20 Mar-21 

O
ng

oi
ng

 

Waiting list size and wait time 
have both increased in month. 
Greatest increase in >6 week 
waits in Colonoscopy and 
Gastroscopy 
 
Insourcing and waiting list 
initiatives continue to be 
commissioned to increase 
capacity.  External recruitment 
to Consultant and Nurse 
Endoscopist posts in progress. 
 
Demand and Capacity 
modelling tool (LUNA) 
implementation project 
commences w/c 27th 
September and will be a six 
month timescale to develop 
and deliver tools. 

Jo Eccles Open  N
/A

 

N
/A

 

Di
ag

no
st

ic
  S

O
G

 –
 S

ep
te

m
be

r t
 2

02
1 

O
PE

LG
  S

ep
te

m
be

r 2
02

1 
 

Pa
rt

ia
l A

ss
ur

an
ce

  

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.22 of 222



Performance Standards in Elective Care Standard Target Performance Trend Benchmark 
UQ Assurance 

Time to First Appointment: 
Maximum wait from referral to first appointment: 
 

6 weeks 

Time to Diagnostic Test: 
Maximum wait from first appointment to 
diagnostic test. 

28 days 
Awaiting 

Data from BI 
 

Time from Diagnostic Test to Decision to Treat: 
Maximum waiting time from Diagnostic Test to 
Decision to Treat. 

2 weeks  

BI unable to 
source this 

data 
 

Decision to Treat to Treatment (Non Admitted): 
Maximum time from the decision to treat a 
patient and the time the treatment (non admitted 
pathway) is received. 

6 weeks 

BI unable to 
source this 

data 
 

Pre-Operative Assessment: 
Maximum time from decision to treat on an 
admitted pathway and a patient having their pre-
operative assessment. 

3 weeks 

Decision to Treat to Treatment (Admitted): 
Maximum time from the decision to treat a 
patient and the time the treatment  (non admitted 
pathway) is received. 

3 weeks 

Referral to Treatment:  Maximum time from 
referral to treatment (admitted and non admitted 
pathways) 

18 weeks 

TBA 

TBA 

 TBA 

TBA 

TBA 

TBA 

TBA 

25% 

TBA 

El
ec

tiv
e 

Ca
re

 

 92% 61.84% PA 

35% 

TBA 

67% - Not  
Available 

- Not  
Available 

- Not  
Available 

- Not  
Available 

- Not  
Available 

- Not  
Available 

83.07% 
*July UQ* 

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.23 of 222



Pe
rf

or
m

an
ce

 T
re

nd
 C

AU
SE

 

Pe
rf

or
m

an
ce

 T
re

nd
 E

FF
EC

T 
Referral to Treatment Performance:  Within 18 weeks of Referral 

CAUSE: RTT Performance & CAUSE:  RTT Waiting List 
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RTT Performance 
The Trust’s elective programme has seen a phased restoration of capacity from 15th 
March 2021 through to 17th May 2021. 

• The number of patients receiving treatment within 18 weeks of referral has 
decreased by 1.9% points from 63.74% in July to 61.84% in August.  Aintree’s 
performance was  56.29% and Royal’s 66.76%.   

• Treatment clock starts are a measure of demand (additions to the waiting list).  
New patient 18 week referral to treatment clock starts decreased in month; 
14,544 in  August compared to 16,178 in July. 

• First definitive treatment is a measure of activity (waiting list removals).  
Treatment can be on a non-admitted pathway or on an admitted pathway.   

• 8,173 patients received first definitive treatment on a non-admitted pathway in 
August 21 (compared to 9,049 in July) 

• 795 patients received first definitive treatment on an admitted pathway in August 
21  (compared to 1,247 in July) 

• Where additions are greater than removals the waiting list increases. 
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RTT Waiting List 
• The volume of patients waiting on an elective pathway has increased by 2,774 

patients from  61,222 in July 21  to 63,996 in August 21 an increase of  4.53%. 

• In comparison to pre COVID August 21 waiting list is 27.7%  (13,898) above  
50,098 in August 19. 

• Outpatient referrals month on month have decreased by  2,900 (9.55%) from  
30,356 in July 21 to 27,456 in August 21.  

• August 2021 outpatient referrals remain below pre COVID levels  by  36.3% 
(15,653) from 43,109 in August 19 to 27,456 in August 21. This is in part related 
to the implementation of Paperlight and referral recording onto system.  

• The variation in volumes of patients waiting on an elective pathway across 
sites has reduced as can be seen on the graph above. The equitable 
management of patient waiting lists across sites has significantly contributed 
to this reduction in variation. 

 Sustained increase in waiting list size from June 2020; 
Since March numbers waiting exceed previous upper control limits 

RTT Performance RTT Waiting List Size 
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RTT Performance 

CAUSE – Waiting List Profile and Patients Waiting over 52 weeks 
Tr

en
ds

, D
riv

er
s a

nd
 R

is
ks

 

RTT Waiting List < 52 Weeks 
• In August there were 24,422  patients waiting longer than 18 weeks for 

treatment; this equates to 38.16% of the total patients waiting. In  July 22,202  
patients waited longer than 18 weeks for treatment. 

• 43.71% of those waiting at the Aintree site have waited longer than 18 weeks 
and 33.24% of those at the Royal Liverpool site have waited longer than target.  

• 5,622  (8.78%) patients are waiting on an admitted daycase pathway,  1,528 
(2.39%) are waiting on an admitted inpatient pathway and 52,002 patients are 
waiting on a non admitted pathway. 

• The waiting list profile shows a lower number of patients waiting at week 34 
due to a reduction in referrals over Christmas Week and  further dip in patients 
waiting between 68 and 72 reflecting the reduction in referrals during COVID 1st 
wave.  
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RTT Waiting List > 52 Weeks 
• Patients waiting more than 52 weeks for treatment has increased  by 372; 

from 4,452 in July 21 to 4,824 in August 21.  
• 1,379 patients (2.15%) are waiting on an admitted daycase pathway >52 

weeks, 594 (0.93% ) are waiting on an admitted inpatient pathway > 52 weeks  
and 2,851 (4.45%) of patients are waiting on a non-admitted pathway >52 
weeks. 

• In total during  August 84 patients were treated in excess of 52 weeks on an 
admitted pathway and 238 on a non-admitted pathway.   

• Largest number of patients waiting >52 weeks are T&0 (2,225), ENT (728), 
Other Surgical Services (529), General Surgery (507), Ophthalmology (301). 

 
 

Patients waiting less than 52 weeks 

Week 34 
Christmas Week 

Patients waiting more than 52 weeks 

Week 68 to 72 
COVID 1st Wave 
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RTT Performance 

CAUSE:  Outpatient and Inpatient Activity 
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Restoration of Outpatient Activity 
The Trust has worked to maintain outpatient activity where possible and has seen 
a significant shift from face to face appointments to virtual appointments where it 
is clinically appropriate; mitigating the risk of cross infection and risk of clinical 
harm due to delays in care. 
• 70,993 outpatient attendances were delivered in  August 21 compared to 

70,813  in August 20 (full COVID 1st Surge lock down) and 78,681 in August 19.  
• In August 21, 75% of outpatient appointments were face to face and  25% 

were virtual.  This  has decreased  from July but is achieving the 25% ERF 
target. 

• Work through the Elective Access Strategic Oversight Group and Outpatient 
Improvement Programme will focus on the sustained and extended use of 
virtual appointments where it is clinically appropriate and in line with National 
Operating Guidance and the gateway criteria access to Elective Restoration 
Funding. 
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Restoration of Inpatient Activity 
The Trust has been working closely with system partners to maintain access to 
elective treatment for those patients who have a diagnosis of cancer or who are 
clinically urgent.  This includes access to treatment at LUHFT, independent sector 
and mutual aid partners in Cheshire and Merseyside. 
The Trust continues to assess clinical prioritisation in line with national guidance on 
prioritisation codes 1 to 4 (P-codes).  Focus remains on P1 and P2.  As restrictions to 
the elective programme are lifted, focus will include P3 and P4 categories 
• The Graph above shows the number of cases supported in August and the 

prioritisation of patients on Cancer pathways and clinically urgent; 79.8% of 
patients were categorised at P2. 

• 942 elective operations were completed during August which is  a decrease of 
839 operations  compared to July. 

• 32% of patients treated had a  P2 cancer diagnosis and 1.5%  with a P3 cancer 
diagnosis.   48% were P2 clinically urgent  and  13.5% P3 clinically urgent.  5% 
were P4 patients. 

95.2% 

68.6% 

32.7% 

Elective Theatre Activity In Month Outpatient Appointments  
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Improvement Actions:  Elective Access 

Indicator 

Action 
No. 

(Prefix 
of 

SOG) 

Action to be taken Baseline  
Impact at 

completion 

Action 
Added 
Date  

Action 
End 
Date 

Revised 
End 
Date St

at
us

 

Status Update 
Action 
Owner 

Open/ 
Closed 

De
pt

/W
ar

d 

Di
vi

si
on

 

SO
G

 

O
PE

LG
 

As
su

ra
nc

e 

Operational 
Reset 
 
Outpatients 

EACC029 

Agree a phased reset of 
outpatient clinic capacity 
to pre-COVID levels, 
including the alignment of 
available capacity to 
clinical prioritisation of 
patients and informed by 
outcome of deep dive 
clinical reviews 
 
Track the activity 
delivered and the impact 
on waiting times and 
clinical priority (new and 
follow up appointments) 

Position at Feb 
2021 

 
69.9% of pre 

COVID activity 
for New Appts 

 
76.7% of pre 

COVID activity 
for F/up Appts 

 
Patients waiting 
>30 weeks for 1st 

Appt 
 

5,443 (top 5 
specialities) 

Position at w/e 
29th August 2021 

 
Aiming for 100% of 
pre-COVID activity. 

 
125% of New 

Appts 
 

108% of Follow Up 
Appts 

 
Increase in 

patients waiting 
>52 weeks  to 
2,019 against 

trajectory of 936 

Mar-21 May-22 

In
 P

ro
gr

es
s 

6 week forward view report in place. 

Administrative and clinical validation 
of patient’s waiting follow up in 
progress. 

High volume of 2ww patients has 
resulted in routine capacity being 
converted to urgent capacity and has 
impacted ability to reduce long wait 
patients. 

High volumes of activity compared 
to number of patients with a clock 
stop which identifies treatment and 
removal from the waiting list. 

Joan Carter 
(Lead) 

 
All DDOs 

Open   

El
ec

tiv
e 

Re
co

ve
ry

 D
el

iv
er

y 
G

ro
up

 - 
Fo

rt
ni

gh
tly

 

O
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m
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1 
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ar
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Operational 
Reset 
 
Elective IP/DC 
 

EACC030 

In line with proposed 
phased recovery of 
theatre capacity (between 
15/3/21 and 31/5/21) 
report the activity 
delivered and the impact 
on timely access to care 
with a focus on the 
reduction of  
• Cancer patients 

waiting >104 days, 
• Priority 2 patients 

waiting>4 weeks 
from decision to 
treat 

• patients waiting >52 
weeks 

Position at Feb 
2021 

Patients waiting 
>104 days on 

cancer pathway 
173 patients 

 
Priority 2 

patients waiting 
>4 weeks from 

Decision to Treat 
191 patients 

 
Patients Waiting 
>52 weeks for all 

treatment 
4,431 patients 

Position at w/e 
29th August 2021 

 
61% of Day case 

activity  
 

117% of IP activity 
 

P2 patients > 4 
weeks @ 245 

 
Patient >104 days 

@ 106 
 

Increase in 
patients waiting 

>52 week waits to  
2,903 against a 

trajectory of 1,733  

Mar-21 Oct-22 

In
 P

ro
gr

es
s 

Evidence  of patient acuity higher 
than pre-COVID and requiring longer 
time in theatre.   

High volumes of Priority 2 patients 
restricting ability to reduce long 
waits (570 in July compared to 250 in 
March) .   

Additional capacity plans paused due 
to COVID 4th wave and staff 
challenges in theatre and critical 
care – significantly reduced theatre 
capacity. 

High volumes of activity compared 
to number of patients with a clock 
stop which identifies treatment and 
removal from the waiting list. 

Jo Eccles/ 
Tony Gaynor 
(Leads) 
 
All DDOs 

Open 

El
ec

tiv
e 

Re
co

ve
ry

 D
el

iv
er

y 
G

ro
up

 - 
Fo

rn
tig

ht
ly

 

O
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m
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02
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Performance Standards in Cancer Care Standard Target Performance Trend Benchmark 
UQ Assurance 

2 week wait: 
maximum wait from referral to first appointment 14 days 

Referral to diagnostic* Faster Diagnosis Standard (FDS):   
Maximum wait from referral to patient receiving notification 
of the outcome of their diagnostic 

28 days 

Referral to onward Referral: 
Optimal time from initial referral to patient being referred to 
another Trust for treatment.  If <38 days the referring Trust is 
not liable for any part of a subsequent breach.  

38 days 

Decision to Treat: 31 days 
Maximum time from the decision to treat a patient and the 
time the treatment is received 

31 days 

Referral to Treatment**: 62 days 
Maximum time from initial referral  to a patient receiving 
their 1st definitive treatment 

62 days 

Referral from another Trust to Treatment:  
Optimal time from an inter Trust Referral to a patient 
receiving their first definitive treatment.  If <24 days the 
receiving Trust is not liable for any part of a breach.  

24 days 

* This target is currently aspirational and no operating standard has been defined by  the national team 
** Currently also monitoring any patient waiting over 104 days for 1st Definitive Treatment 

93% 

TBA 

TBA 

75% 

85% 

96% 

93.63% 

53.73% 

46.15% 
 

76.15% 

64.41% 

93.88% 

PA 

PA 

PA 

NA 

PA 

AA 

95.23%  

99.00% 

81.66% 

80.85% 

TBA 

TBA 
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Cancer 

EFFECT:  2WW Performance &  CAUSE:   2WW Wait Referrals 
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2WW Referrals 
• Patients with a suspicion of cancer are referred via the 2 week wait protocol.   

• 2ww referrals to LUHFT have exceeded pre COVID levels since September 2020.  
For August 21 month on month referrals compared to July 21 decreased by        
-5.08%.  Referrals to the Royal Site decreased by -4.07%  and by -6.65%  on the 
Aintree site. 

• The impact of increased referrals and capacity restrictions in Breast Services 
and Gastroenterology/Colorectal continue to put pressure on delivery of 2ww 
standard.   

• The Deputy Chief Operating Officer has established weekly review group to 
address patients waiting on 62 day pathways and >104 days.  

• CCG support has been sought  to contact GPs, as GPs are still operating to COVID 
protocol and a number of patients referred under a 2ww protocol have not seen 
a GP prior to referral and this has led to some potentially inappropriate referrals. 
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2WW Performance 
• By maintaining access to appointments for patients with a suspicion of cancer, 

the Trust had continued to meet the 93% standard; in July we achieved 93.63% 
, this is anticipated to deteriorate in August.  This is shown in the provisional 
August performance above, we anticipate we will achieve 93.08%.   

• One specialty, Colorectal did not meet the standard for July. 

 

 

 

Process control shows variation over the last seven months; driven by fluctuations in 
both high demand and reduced capacity in some specialties (Breast and Colorectal) 

Sustained increase in referrals above the mean – for 9 consecutive months 

Trust 2 week wait performance 2 Week Wait Referrals 
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Improvement Actions:  Cancer Services 

 
Indicator 

Action 
No. 

(Prefix of 
SOG) 

Action to be taken Baseline  
Impact at 

completion 

Action 
Added 
Date  

Action 
End 
Date 

Revised 
End Date St

at
us

 

Status Update 
Action 
Owner 

Open/ 
Closed 

De
pt

/W
ar

d 

Di
vi

si
on

 

SO
G

 

O
PE

LG
 

As
su

ra
nc

e 

2 Week Wait 
Appointment 
Capacity 

CA019 

Increased 2ww referrals 
during Breast Awareness 
month - demand 
exceeding available 
capacity to meet 2ww 
standard.  
 
Clinic WLIs scheduled to 
increase available 
capacity.  

Position at Nov 
2020 

 
61.3% for 2 week 
wait referrals for 
Breast Services 

 
21.91% at 

Aintree 
 

96.72% at 
Royal 

 Position at end 
July 2021 

 
96.56% for 2 

week wait 
referrals for 

Breast Services 

Nov-20 Ongoing   

In
 P

ro
gr

es
s 

Sustained improvement in 
performance for 2ww Breast 
Cancer Appointments. 
 
Continual review and where 
necessary the conversion of 
routine appointments to 2ww 
appointments to meet 
increased demand. 
 
Challenges to alignment of 
clinics and diagnostics  (one 
stop clinics) remains.   

Jo Eccles  Open N
/A
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vi
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m
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O
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Cancer 
EFFECT:  62 Day Performance & CAUSE:  Patients without a Decision to Treat 
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62 Day Performance (From Referral to 1st Definitive Treatment) 
• In July, 52.5patients breached this standard; of which 40 patients were treated 

between 62 days and 104 days and  12.5 treated over 104 days. 
• The majority of patients between 62 day and 104 days were in Urology, Lower 

GI, Upper GI, Breast and Head and Neck. 
• For the 12.5 patients who received treatment over 104 days the specialties 

involved were  Lower GI, Urology and Head And Neck. The longest waiter was 
205 days (Lower GI). 

• For all services, except Breast and Skin, performance remains below 85 % 
• Given that the trust has marginally failed the 31 day standard of Decision to 

treat to 1st definitive treatment, pathway delays are either due to:  
• Time from Referral to diagnostic test or  
• Time from Diagnostic test to Decision to Treat 

• A patient should wait no longer than 28 Days from referral to diagnosis and was 
achieved for 76.15% of urgent suspected (TWW) patients this month  which is 
an increase from 73.19% last month ; 250 patients waited more than 62 days, 
138 of which are in Lower GI.  Detailed work has commenced to understand 
pathway delays for all specialties and tumour groups. 
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Patient Breaches on a 62 day Pathway 
• There are currently 4,409 patients actively being managed on a 62 day pathway. 

This has increased by 185 patients in month. 
• In July 2021 the Trust reported a total of 147.5 pathways for patients receiving first 

definitive treatments on a 62 day cancer pathway of which 52.5  (35.59%) waited 
longer than 62 days. 

• By Tumour group, 12.5 patients breached on a Urology pathway, 11.0 on a Lower GI 
pathway, 7.5 on a Upper GI pathway, 6.0 on a Head and Neck pathway, 5.0 on a 
Breast pathway, 4.5 on a Haematology pathway, 2.0 on an Lung pathway, 2.0 on an 
Other pathway,  1.0 on a Sarcoma pathway and1.0 on a Skin pathway. 

Risk: Sustained high volumes of 2ww referrals between February and August 2021  has 
resulted in more patients will be added to a 62 day pathway and has increased pressure 
on diagnostics and outpatients. The timely mobilisation of additional capacity is critical 
to ensure patients with a cancer diagnosis can be treated within 62 days, however, this 
has been compromised in month due to the impact of COVID inpatients and staffing 
challenges in theatre and critical care. 

Reasons for patient breaches on a 62 day pathway Cancer 62 Day Performance 
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Great Ambition - Finance 
Integrated Performance Report – Month 5 2021/22 
 
Executive Lead: Robert Forster, Deputy CEO / Chief Finance Officer 
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Finance and Performance Committee 
 

 Introduction 
 

Finance Regime, ICS System and Plan Update 

• The financial regime for 2021/22 has been split into two six month periods, H1 (month 1-6) and H2 (month 7-12). 

• The H1 regime has been set nationally and within the Cheshire & Merseyside system (C&M) with individual 
organisations receiving fixed income allocations, alongside delivery of operational asks to restore activity 
throughput value back towards pre-COVID levels (2019/20 outturn). 

• The financial regime for H2 has not been finalized. However initial guidance indicates a continuation of block 
arrangements, albeit with a greater efficiency requirement built in (c.3% p/a). Income projections will be adjusted 
once guidance is released and may impact on the forecast y/e position.  

• The C&M system has been challenged to break-even in H1 and has submitted a plan to achieve this, including an 
objective of no individual organisation ending the six months in deficit. A Finance Advisory Resource Group (FARG) 
has been established, and LUHFT continue to work with regional and national colleagues to achieve this objective. 

• At the end of Month 5 LUHFT has a deficit of -£0.4m (£0.1m worse than plan) however is forecasting to achieve the 
H1 target of Breakeven. 

• H2 will be more financially challenging and the budget plan included an agreed efficiency plan set for the year at 
£26.3m. As at month 5, £2.9m efficiency plans have been validated. Maximising value and eliminating waste where 
identified is crucial to achieving year end balance. The national challenge once set is likely to be between 2% and 
3% of the system allocations for H2. 

• Capital investment into patient facilities year to date at the end of Month 5 is £58.4m, including £52.7m towards 
the new hospital development. 

• The overall strategy of the Trust to deliver Outstanding Healthcare is supported by the ability to invest in facilities 
and services, which requires financial surety. The plan to achieve this relies on adapting to  the surrounding 
financial regime in place, and good budget ownership and delivery, including efficiency plans, in a key year of 
transition.  

• The H1 regime has been set nationally and within the Cheshire & Merseyside system (C&M) with individual 
organizations receiving fixed income allocations, alongside delivery of operational asks to restore activity 
throughput value back towards pre-COVID levels (2019/20 outturn). 

• C&M system summary for H1 anticipated to be breakeven, with all organizations achieving the target and statutory 
duty. The table below shows the position across the system at month 5 and the forecast for H1. 

 
 

• Work is underway across the system reviewing H2 projected run-rates against H1 and against 2019/20 averages. 
This will be used to assess organizations and project the financial gap for the system before H2 financial allocations 
are received. This work is expected to be completed by M7. 

• At the time of writing , the financial regime for H2 has not been released and system allocations have yet thus to 
be confirmed, although a continuation of the ‘block system’ is expected.  

• ERF income contributed significantly to the C&M position in  H1 and the resulting contribution is included within 
breakeven forecast (LUHFT ERF contribution included at £5.9m for H1). The achievement in Q2 significantly 
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Finance and Performance Committee 
 

reduced once the threshold was increased to 95% of 19/20 values. It is likely that the ERF initiated in H1 will 
continue in H2, but will again have de-minimus activity levels (vs 19/20) to be achieved before access. 

• No indication has yet been given whether additional funding will be made available for winter 

• Additional capital resource has been released to the ICS system for H2 to support elective recovery and the Trust is 
working with the region to understand the amount available and the criteria for application, LUHFT is intending to 
utilize this opportunity once details become available.  

 

Month 5 

At month 5 the Trust is reporting a deficit of -£0.4m, £0.1m worse than the planned deficit, but an improvement on 
the month 4 position (£0.9m deficit).  Key highlights are: 
 
• Activity levels are below the 95% NHSI target across all modalities with the exception of accident and emergency. 

Income is based on block values for H1 so there is no impact on core income receipts, however access to additional 
funds from ERF is now negligible. 

• Subject to system performance and tariff application, access to ERF should be available for months 1 - 5.  The total 
value estimated at Month 5 contributes a net £5.7m to the overall performance.  This estimate is based on 
information contained within the Cheshire & Merseyside Hospital Cell Activity and Recovery Summary and is 
subject to validation/confirmation by NHSE/I. 

• Pay spend is above plan and the trend remains significantly above pre-COVID levels despite low numbers of COVID 
cases. Non-pay trending above plan inclusive of provision against ERF cost base. Expenditure is being reviewed 
regionally and nationally in overall terms via a run rate review. 

• Of the £11.3m (in-year impact) of cost pressures that should have ceased before M4, £5.6m have either been 
stopped or resolved through budgetary management. This leaves £6.7m of unfunded costs continuing, increasing 
the financial gap identified at the start of the year. Further costs relating to schemes initiated during the height of 
the COVID pandemic are scheduled to cease at the end of M6. If they continue, this will add a further £1.8m to the 
gap.   

• Work is ongoing through the FIP Board to identify the CIP programme for the year.  At the end of month 5 – savings 
to the value of £0.7m have been identified, leaving a shortfall for the period of £6.8m. Total green schemes of 
£2.9m have been identified for the year. 

• Capital expenditure at month 5 is £58.4m, which is below plan by £2.7m. 

• The cash balance at the end of August was £112m, compared to the balance at the end of July which was £110m.  
The slightly reduced levels of cash reflect progress in settling higher levels of creditor balances, which are expected 
to continue to reduce – bringing cash balances in line with plan in future months.  
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Finance and Performance Committee 
 
 
 
 

 Analysis 

I&E  

Reported position was 
£0.01m worse than the 
Operating Plan (M3: 
£0.40m worse) 

Operating Plan Overview 
Key Issues 

- Adjusted reported deficit of -£0.4m, which is £0.1m worse than plan.  

- The base income position excluding additional ERF income included above 
planned levels is above plan by c. £1.9m, which relates largely to pass through 
drugs & devices which are offset with additional expenditure; 

- ERF income is performing above plan. The latest information received from 
NHSI/E indicates  a more modest level of income in line with previous SLAM 
projections, rather than the information contained within the C&M Hospital Cell 
summary report ; 

- Pay is over spent by £6.5m, driven by additional staffing numbers  and non pay 
is over spent by £5.3m inclusive of ERF cost provisions; 

- Operational and  financial challenges have limited CIP opportunities. The 
shortfall on CIP amounts to some £6.8m for the first 5 months of the year. 
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Finance and Performance Committee 
 

Activity  
Activity plan is below 
2019/20 contracted levels 
on which the financial 
budgets were set 
 
 
 

Key Issues 
 

• Activity to month 5 remains down across all modalities and below 95% ERF 
threshold.  

• AED attends on the hospital sites are 2,153 (2.37%) above 2019/20 baseline 
levels.  

• Significant increase in activity on the offsite walk in centres which is pushing 
overall AED activity well above plan.  

• Emergency admission remain 16% below plan, despite the 2.37% increase in 
attendances at the front door. 
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Finance and Performance Committee 
 

Income  
Reported position was 
£11.92m better than plan, 
subject to ERF validation. 
(M3: £12.63m better than 
plan 
 
 
 
 
 
 
 
 

Key Issues 
 

• Income £11.9m above plan.  

• Income from the Elective Recovery Fund (ERF) is included at £16.3m based on 
the Cheshire & Merseyside Hospital Cell Summary Report. 

• SLAM estimated at £5.7m. Previous risk identified due to the discrepancy 
between those performance metrics and the information from SLAM (LUHFTs 
contractual database see above). 

• Recent discussions with NHSE/I indicate performance against ERF closer to 
SLAM, with a provisional income estimate to July of £6.1m. (reported ERF 
offset to SLAM by risk provision included within overall I&E as in previous 
months). 

• Contract income on a PbR basis excluding system top ups, COVID income and 
ERF would be c. £29.8m below plan. This is a major concern for 2022/23 if the 
funding regime returns to a form of PbR and activity levels do not recover to 
2019/20 levels within current funded envelopes. 
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Finance and Performance Committee 
 

Pay 
Reported position was 
above plan by £6.54m 
(M4: £4.59m) 
 
 
 
 
 
 
 
 

Key Issues 
 

• The over spend position includes the impact of continued cost pressures 
carried forward from 20-21, including an additional ward area remaining 
open.  

• Agency and use of temporary staffing resource has remained at a high level 
throughout the year.  

• The SPC charts below shows the movement in pay spend since Apr19, driven 
by the increase in workforce used. 

• The up-tick in spend Feb/Mar 20 was broadly in line with expectations and 
reflects winter escalation plans. Pay costs continue to increase, with 
significant step changes into 2020/21 and 2021/22. In overall terms spend 
remains significantly above pre-COVID levels despite the reduction in numbers 
of COVID related patients in the hospital and the reduction in activity 
throughput compared to 2019/20. 

  

 

The following SPC charts show the trend in modalities of pay between substantive, agency, bank and locum spend. 
Key highlights being: 

• Substantive spend has risen significantly since COVID wave 1; 
• Significant increase in bank usage during wave 2 of the pandemic, levels have fallen back, but remain above 

2019/20 averages; 
• Agency spend overall has not shown any reduction; 
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Finance and Performance Committee 
 
Pay SPC charts 
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Finance and Performance Committee 
 

Non-Pay 
Reported position was 
above plan by £5.44m 
(M4: £8.10m) 
 
 
 
 

Key Issues 
 

• Non-pay £5.3m above plan.  

• Includes provision for ERF. 

• Excluding ERF provision non-pay would be underspent, consistent with the 
fact activity throughput remains below 2019/20 levels on which budgets were 
set. 

• Risk spend will exceed budget once BAU activity levels increase. 

 

 

CIP 
 

Reported position £6.8m 
behind plan 
 

Key Issues 
 

• The value of efficiency savings required for 21/22 is £26.3m.   

• A total of £9m is profiled into the first half of the year.   

• Month 5: £0.7m has been transacted a shortfall of £6.8m.  
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Finance and Performance Committee 
 

 

Cash 
 

Reported position better than 
plan 
 
 
 
 
 
 
 
 
 
 
 
 

Key Issues 
 

• Cash balances at the end of August 2021 were £112.1m, £2.4m higher 
than the previous month (£109.7m).   

• Whilst cash has stabilised (following the settlement of significant 
2020/21 creditors in the first two months of the year), there are still 
relatively higher creditor balances from 2020/21 still to be settled and 
cash balances are expected to drop further in the coming months. 
This reduction in cash is planned. 

• In line with the 2021/22 Annual Plan, the Trust is not intending to 
apply for any cash support.  Providing the I&E plan is achieved, cash 
support will not be required. 

• The Trust received £8.1m PDC during the month in relation to the 
New Hospital Development.   

• Year-end closing cash is forecast to be circa £70m which represents 
the underlying baseline case position.  
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Finance and Performance Committee 
 
 

 

Balance Sheet 
 

Overall increase in net 
assets employed 
 
 
 
 
 
 
 
 
 
 
 

Key Issues 
 

• Fixed Assets have increased by £11.2m since July 2021, this increase is the 
net position from spend and depreciation and is predominantly related to 
spend on the New Hospital Development and Aintree Tower Block cladding / 
site estates work. 

• Trade and other Receivables have reduced in month by £2.2m in month. The 
expected reduction of £10.4m relating to NHS England for Quarter 2 LDA 
Charges is now expected to be cash settled in September.  

• Cash has increased by £2.4m since July 2021. Balances remain  higher than 
plan levels mainly due to the Trust carrying material liabilities for both 
capital and operational expenses that will be cash settled in future periods.  

• Public Dividend Capital has increased by £8.1m in month 5 which relates to 
funding drawn from DHSC to support the New Hospital Development for the 
month.   

• I&E Reserve the deficit has reduced by £0.5m relating to the month 5 I&E 
position. 
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Finance and Performance Committee 
 

 

Capital 

Reported position was 
behind plan by £2.7m (M4: 
-£5.5m) 
 
 
 
 
 
 
 
 
 

Key Issues 
 

• The updated Capital Programme Plan for 21/22 is £149.7m. 

• Actual spend to M5 is £58.4m which represents an underspend of c. 
£2.7m against the plan.  

• The variance relates to the phasing of spend relating to the Aintree ED 
extension scheme (£2.1m) and the Aintree Cladding Scheme (£0.7). 

• The Capital Management Group is overseeing the phasing of spend plans 
in year and the identification and management of risks and 
opportunities. 

• The Trust is currently forecasting delivery of the plan of £149.7m in year 
without material slippage 

Aug-21 Jul-21 Movement
£000 £000 £000

NON-CURRENT ASSETS

Intangible assets 12,272 12,570 (298)
Property, plant and equipment 879,892 868,729 11,163
Trade and other receivables 3,856 3,859 (3)
Total non-current assets 896,020 885,158 10,862

CURRENT ASSETS

Inventories 6,200 6,028 172
Trade and other receivables 95,070 97,307 (2,237)
Cash and cash equivalents 112,092 109,668 2,424
Other financial assets (investments) 0 0 0
Total current assets 213,362 213,003 359

CURRENT LIABILITIES

Trade and other payables (160,447) (156,315) (4,132)
Borrowings (16,683) (16,597) (86)
Provisions (1,070) (1,070) 0
Other liabilities (18,899) (20,340) 1,441
Total current liabilities (197,099) (194,322) (2,777)

TOTAL ASSETS LESS CURRENT LIABILITIES 912,283 903,839 8,444
NON-CURRENT LIABILITIES

Borrowings (48,834) (49,018) 184
Provisions (4,881) (4,881) 0
Other liabilities (158) (160) 20 0 0 0
Total non-current liabilities (53,873) (54,059) 186          

TOTAL ASSETS EMPLOYED 858,410 849,780 8,630

FINANCED BY (TAXPAYERS' EQUITY)

Public Dividend Capital 891,094 882,957 8,137
Revaluation Reserve 93,029 93,029 0
Income and Expenditure Reserve (125,713) (126,206) 4930

TOTAL TAXPAYERS' EQUITY 858,410 849,780 8,630

31ST AUGUST 2021

LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST
STATEMENT OF FINANCIAL POSITION

MONTH 5
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Finance and Performance Committee 
 

Key risks 

 
 

 
 
 

 

Risk scenarios for cash  
• Revenue assumption 1: a recurring 

£20m revenue deficit starting 21/22 
• Revenue assumption 2: a deficit of £20m 

in 21/22 rising to £40m in 22/23 
• Additional capital spend of £26m or 

£48m in 22/23 in addition to revenue 
assumption 1  

• Additional capital spend of £26m or 
£48m in 22/23 in addition to revenue 
assumption 2 

All scenarios show a significant 
deterioration in cash, however cash 
position secure for 2021/22. Three of four 
scenarios indicate a cash deficit in 2022/23. 

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.44 of 222



Finance and Performance Committee 
 
Divisional Summaries 
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Finance and Performance Committee 
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Finance and Performance Committee 
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Finance and Performance Committee 
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Finance and Performance Committee 
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Finance and Performance Committee 
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Finance and Performance Committee 
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Quality Performance Report
August 2021
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Introduction

This report highlights the Trust’s position against a range of key quality performance indicators for the month of August 2021. The
primary purpose of this report is to provide members of the Quality Committee with a summary of how well the organisation is
managing quality, what is driving quality, and where there are opportunities to improve.

The format has slightly changed to report under the corporate strategic aims and also to replicate the Integrated Performance
Report. The trendline represents performance from the last four months inclusive. The rag rating highlights whether performance
has improved or deteriorated for the previous month.

This months report includes a section on mortality benchmarking.

Various engagement events will be with held with staff over the next couple of months as supportive leadership away days, in
order to share current position in terms of performance on top of the current means of how we share performance.
The events will also focus on agreeing specific improvement approaches, with a broad focus on the basic fundamentals of care.
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Measure Target Performance 
(in month)

Performance 
YTD

Trend (rolling 
4 months)

Benchmark  
month

Serious Incidents N/A August 21

Never events N/A August 21

Falls – all incidents N/A August 21

Falls – moderate to severe harm 37 (3) August 21

Category 2 – Hospital Acquired 
Pressure ulcers 143 (12) August 21

Category 3 – Hospital Acquired 
Pressure ulcers 17 (1.4) August 21

Category 4 – Hospital Acquired 
Pressure ulcers 0 August 21

0
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Strategic Key Performance Indicators
GREAT CARE: Safe
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The weekly safety meeting is now chaired by the Deputy Chief Nurse/Deputy
Medical Director. The meeting tests grading of all incidents ensuring timely
review.

The themes of the Sis are as follows – Patient fall, patient self harm and cardiac
arrest. All Sis were declared in August with final reports due in November 2021.

Duty of Candour

Duty of Candour Standard Operating Procedures Key Performance Indicators:

• Duty of Candour Letter 1 within 10 days of incident and include
information on verbal discussions.

• Duty of Candour Letter 2 to be sent 10 days post investigation.

Note: Investigation time periods are now 35 days for internal trust investigations
and 60 days for Serious Incident and Never Event investigations declared to
Commissioners on STEIS.

77% (10/13) patients received letter 1 within 10 days of the incident and 
included information on any verbal discussions that took place.  The remaining 3 
letter were sent outside of the 10 day timeframe however there has been 
comprehensive verbal discussion covering the DOC requirements and letters 
have since been sent.

100% (10/10) of patients received letter 2 within 10 days post investigation. 
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Serious Incidents
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Serious Incidents

There were 3 serious incidents declared during August, which is a decrease from the
6 declared in July. 0 serious incidents met the Never Event criteria.
There were 2 incidents on the Aintree site and 1 incident on the Royal site.
In many cases it is immediately clear that a serious incident has occurred. It may
however be unclear initially.
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Falls causing Moderate to Severe Harm 
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Falls causing moderate to severe harm
• The number of falls causing Moderate to Severe harm decreased from 7 within

July to 4 within August. There was 1 reported at the Aintree site and 3 reported
at Royal and Broadgreen sites.

• Falls causing moderate harm (per thousand bed days decreased from 0.16 to
0.09.
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Improvement actions

• Trend continues related to toileting - patients appear to be falling either on
the way to / inside / returning from the toilet, supporting the need for a
formalised intentional rounding process.

• Money allocated from CPD allocation to provide an additional trainer for the
team.

• Standardised post falls evaluation tool relaunched to facilitate comprehensive
holistic review and simple analysis of thematic, to target improvements.
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Falls with harm per thousand bed days
• Falls with harm per thousand bed days has decreased from 0.99 in July to 0.78 in 

August
Falls per thousand bed days
• Falls per thousand bed days decreased from 5.6 in July to 5.04 in August
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Hospital Acquired Pressure Ulcers
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Category 2 Hospital Acquired Pressure Ulcers (PU)

• The number of category 2 hospital acquired pressure ulcers decreased in
August. 16 were reported in August against 22 being reported in July.

• The number of Category 2 PU per thousand bed days also decreased from
0.53 in July to 0.39 in August.

• There were 6 Category 2 PU reported at RLB and 10 reported at AUH

Category 3 Hospital Acquired Pressure Ulcers (PU)

• The Trust reported 3 category 3 hospital acquired pressure ulcers, with 1 
reported at RLB and 2 at AUH. 

Category 4 Hospital Acquired Pressure Ulcers (PU)

• The Trust continue to report 0 harm from Category 4 pressure ulcers 
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Improvement actions and trajectories

.
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Improvement actions and trajectories

• More than half of the pressure ulcers were device related.
• Pressure ulcer prevention strategy in development.
• Thematic analysis and learning being shared with the divisional teams 
• Intentional rounding principles being role modelled by the team, but requires 

formalisation as a standard of practice within the trust. 
• SEM Scanner, a device to determine the level of tissue damage beneath an 

ulcer, was signed off to purchase for the team. Specific wards where high 
incidence PUs will be targeted

Hospital Acquired Pressure Ulcers

 
Aug 
2021  

 
Patients  

 
Pressure 

ulcers  

 
Category of Ulcer (Number) this 

month 

  

2 3 4 DTI Mucosal 
 

US Device 
related 

Trust 
Wide 

31 39 16 3 0 17 2 1 11 
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Measure Target Performance 
(in month)

Performance 
YTD

Trend (rolling 
4 months)

Benchmark  
month

Mortality SHMI 100 Jun 20-May 
21

VTE Risk Assessment 95% August 21

Clostridium Difficile Infections 148 (12.3) August 21

MRSA 0 August 21

COVID cases NA August 21

Dementia Screening 90% August 21

Duty of Candour 100% August 21

101.54

89.2%
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Strategic Key Performance Indicators
GREAT CARE: Effective

15

0

388

77%

NA

90.0%

62

1

NA

62.1%

NA

63.9%

80%
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The expected number of deaths is calculated from statistical models derived to
estimate the risk of mortality based on the characteristics of the patients. SHMI
excludes COVID-19 cases and hence doesn’t include their mortality.

It has been identified that the mortality data from Aintree site has been
inaccurate between October 2019 and March 2020. Hence the HSMR for the
trust is likely to be an underestimation of the true mortality at present. As the
HSMR is calculated on a 12 monthly rolling cycle, this data is expected to become
accurate in Q2 of 2021. Ongoing conversations with HED continue, in order to get
this rectified.

A score of 100 means that the number of deaths is similar to what you would
expect. The Trust is within expected parameters. More detailed mortality data
and analysis is included in the quarterly mortality and learning from deaths
report. SHMI does not include patients with COVID.

The SHMI data compares satisfactorily with our peer organisations.

Pe
rf

or
m

an
ce

 T
re

nd
 -

EF
FE

CT
Great Care: Effective

Mortality
O

ve
rv

ie
w

Mortality

The Trust reported 101.54 for SHMI (Summary Hospital-level Mortality Indicator) as
at Jun 20 – May 21.

The Trust is within expected parameters for both mortality indicators.

The Summary Hospital-level Mortality Indicator (SHMI) reports on mortality at trust
level across the NHS in England. This indicator is produced and published monthly as
a National Statistic by NHS Digital, which is over six months behind in reporting.
The SHMI is the ratio between the actual number of patients who die following
hospitalisation at the trust and the number that would be expected to die on the
basis of average England figures, given the characteristics of the patients treated
there. It covers all deaths reported of patients who were admitted to non-specialist
acute trusts in England and either die while in hospital or within 30 days of
discharge.
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VTE risk assessments
The Trust has failed against the national standard of 95% against VTE assessment 
performance. 
Trust Performance for August was 89.2%.
Performance by site is broken down in the above chart.
The following actions will take place in order to improve compliance against the 
national target -
• Designating responsibility to a defined individual/role holder in each clinical area 

to ensure VTE assessments for every patient are completed by 17:00 each day
• Morning safety huddle with Whiteboard ward overview where all outstanding 

VTE assessments will be picked up
• Weekly reporting of VTE assessment performance via LIGHT report, with 

oversight and challenge from Thrombosis Group
• Communication from Divisional Medical Directors and instructions from Clinical 

Directors to junior docs regarding using clerking function to clerk patients in on 
ADT (To be co-ordinated by the VTE Clinical Lead).

• Switch on VTE and clerking forcing functionality – end of September.
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Infection Prevention and Control (IPC)
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Clostridium Difficile
• In August 21 there have been 15 cases of HOHA (Hospital-Onset Healthcare

Associated) and COHA Community-Onset Healthcare Associated) patients
reported across the Trust against the monthly goal of no more than 12.3 cases.
Cumulatively since April there have been 62 cases against a cumulative objective
of no more than 61.5.

Post infection reviews (PIRs)
PIRs are undertaken on all healthcare associated cases of C.difficile and GNBSI HOHA 
cases. Based on the outcome of the review they are categorised as the following; 
• Green - no lapses in care identified
• Amber - no lapses in care directly associated with the infection. 
Lessons learned not directly associated with the infection.
• Red - Lapses in care directly associated with the infection. 
Divisional trajectories have been set. Action plans are requested for amber and red 
PIRs and requested to be monitored as per IPC Governance Framework via the 
Divisional IPC Groups. 
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There were 0 cases of MRSA reported within August.

CDT 
(COHA and HOHA) 

Number of cases Themes 

Green 26 (42%) 
 

NA  

Amber 24 (38%) Delay in sampling and isolation, 
poor stool chart documentation   

Red 11 (18%) Delay in sampling and isolation, 
poor cleaning scores/ audits and 
link with another case  

PIR initial review awaited  
 

1 (2%) Awaited  
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Infection Prevention and Control (IPC)

In 72% of cases there were no lapses in care identified which could have contributed to the development of the 
bacteraemia. In 14% of cases there were lapses in care identified which were directly associated with the 
development of the bacteraemia. These include inadequate peripheral line care and urinary catheter management, 
inappropriate antibiotics.  Action plans were received from the areas concerned to address immediate concerns. 
Compliance with peripheral line and urinary catheter management insertion and monitoring is quarterly via the IPC 
audit schedule. 
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Measure Target Performance 
(in month)

Performance 
YTD

Trend (rolling 
4 months)

Benchmark  
month

FFT A&E NA * August 21

FFT Outpatients NA NA * August 21

FFT Inpatients NA NA * August 21

Complaints 576 (48) August 21

54.8%

92.6%
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Strategic Key Performance Indicators
GREAT CARE: Caring

90.9%

46

NA

173

* No trend available due to missing data in May
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Great Care: Caring

Friends and Family Test (FFT)
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FFT

The key issue in FFT performance in August 2021 was a further deterioration in the
ED satisfaction scores.

There was an increase in the Inpatient satisfaction score; however, there was a 
moderate drop in the Outpatient satisfaction score.

The FFT Satisfaction Score is the nationally recognised metric for measuring patient 
experience so that organisations can identify any trends or variations. The following 
SPC charts highlight performance in Inpatient, Outpatient and ED areas.

Response Rates
The Trust continues to monitor response rates to provide assurance that 
appropriate numbers of patients are being surveyed. 
Inpatient areas remained at similar response levels. Outpatient areas shown an 
increase, while A&E shown a decrease in response rates by nearly 5%, primarily at 
the Royal site hospital.
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FFT - Inpatients

Response rates across the Trust in June 2021 remained at similar levels to previous
months.

The Inpatient satisfaction score in August 2021 increased to 90.9% (89.1% for July). 
As can be seen from the above SPC chart, patient satisfaction in July moved back 
within lower control limit when monitoring performance historically.
Although there were many positive comments across Inpatient areas, constructive 
comments also included concerns about waiting times for procedures, operations 
being cancelled and delays with medication.
A lack of communication was also mentioned between patient family members 
based on restricted visiting and a patient being given bad news alone saying they 
felt isolated on how the news was explained. Communication issues were also 
highlighted between different departments 
Patients articulated some catering and cleanliness concerns on wards and 
commented on reduced staffing levels. 

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.65 of 222



Great Care: Caring

Friends and Family Test (FFT)
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FFT - Outpatients

Response rates across the Trust in June 2021 remained at similar levels to previous
months.

The Outpatient satisfaction decreased slightly in August to 92.6% (94.0% for July).
From the negative comments received, feedback remained extremely positive with 
high levels of free text comments being recorded. Key themes for constructive 
responses continued to be in relation to waiting times for appointments and some 
confusion with communications ahead of appointments and changes being made. 

Patients commented on telephone and video consultations being cancelled and 
their preferences for face to face appointments. 
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FFT - ED

The ED satisfaction score decreased again in August 2021 to 54.8% (58.3% for July). 
Performance remains below the lower control limit when monitoring performance 
historically. 
The overwhelming theme in ED was again in relation to increased waiting times, 
which is consistent when comparing to other waiting time performance metrics.
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Great Care: Caring

Friends and Family Test (FFT)
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Both four and twelve hour waiting times remain under pressure within the 
departments in addition to patients waiting over 60 minutes for ambulance arrival 
handovers. From a deep dive into comments, increased waiting times is the key 
theme to explain reduced levels of patient satisfaction.   

From the free-text feedback received in August, patients articulated waiting times 
between 4 and 20 hours, as well as a lack of provision of food and drink. Patients 
also mentioned communication issues linked to waiting times not being relayed to 
people in waiting areas. Communication was also linked to post clinical care and 
how questions were answered insufficiently and confusion with patients being 
overlooked.
Staff attitude remained to be a key theme in concerns from patients, with 
particular reference to reception staff and triage nurses. 
ED Performance continues to be fed back and discussed at the Patient experience 
functional and operational groups as part of the ED improvement plans and specific 
FFT & Patient survey data is routinely compared to other key metrics including 
complaints & incidents. 
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As part of the improvement piece of work, there is an ED Improvement plan that 
forms part of the CQC response. Supportive engagement has been provided, with 
enhanced senior presence within ED to listen to staff. 
There is also an enhanced focus on board rounds, intentional rounding and quality 
spot checks. There is also a key specific focus on the availability of performance and 
waiting data. A new ED Improvement dashboard to monitor operational 
performance can be found on LIGHT - https://light/Report/View/20901

Improvement plan

Local patient experience surveys have continued into August 2021. To focus on 
improving the delivery of patient and family centred care, each ward area has up to 
30 surveys completed depending on resource, ward capacity and acuity levels of 
patients. Questions include how effective communication is between patients and 
staff, medication and pain management in addition to environmental surroundings 
and discharge.  

These surveys are part of a rolling programme supporting Quality Improvement 
across Inpatient areas and driving a positive experience for patients & their 
families. 

Visual results have been collated to share with wards and the necessary folders 
have been created ready to add service users. This will allow them to add any 
relevant ward improvements, changes to practice or actions occurring as a result of 
the survey findings.
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Strategic contextual Key Performance Indicators
GREAT CARE: Safe

The data for July 2021 on the Royal Liverpool and Broadgreen sites shows, of the 39 areas reviewed (the
remit is for every inpatient designated ward to be included) there were 23 areas which had less than 80%
Registered Nurse fill rate identified across at least one shift (Day or Night), consistent with the previous
month.

For the same reporting period on the Aintree site, of the 30 areas reviewed, there were 23 areas that had
less than an 80% Registered Nurse fill rate, consistent with last month

For July 2021, the Royal Liverpool and Broadgreen sites reported a registered nurse fill rate of 86% during
the day and 82% during the night. Care staff fill rates were 100% during the day and 128% at night; all fill
rates were consistent with last month.

For July 2021, Aintree site reported a registered nurse fill rate of 73% during the day and 85% at night with
care staff fill rates being 99% during the day and 120% at night, all consistent with the previous month.

Care hours per patient day (CHPPD) data provide the Trust with information to show staffing levels in
relation to patient numbers on wards. 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 on Model Hospital enable Trusts to compare data with our peers. Data in Model hospital is reported
a couple of months behind the unify submission dates, however comparing the current published Trust
figure (from May 21) with our peers and the median set (9.1 CQC good), LUHFT is reporting a CHPPD of
8.6,which is consistent with our peers. CHPPD is also broken down to speciality level to enable comparison
again with our peers.

A breakdown of CHPPD to specialist level has also supported the control of safe staffing levels. In July 2021
the CHPPD for RN’s was 4.4 (from 4.3). Unregistered CHPPD for the same period was 3.8.
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Strategic contextual Key Performance Indicators
GREAT CARE: Safe

Within the last month the Trust has seen an increase in the number of staff being required to isolate which aligns
with the increased prevalence of Covid infections in the community. The Business HR team continue to monitor
their isolation periods to ensure that they remain in line with national guidelines and monitor any newly confirmed
cases. They support operational managers by regularly cleansing the system to ensure staff who are returning to
work are logged.

Absence figures relating to isolation have also increased with additional contact with staff from Track and Trace.
Consideration is being given regarding Public Health guidance relating to risk assessments. This will be fully
reviewed prior to changes made.

The HR Business Partners are aware of “hotspots” in the Divisions and are splitting data further to service level to
work on plans to support mangers with targeted interventions. Sickness meetings have been re-instated and non-
covid related absence is being managed through the policy.

Development sessions on absence management for managers are currently being reviewed and updated to ensure
they are fully supported and aware of the additional health and wellbeing support available following Covid i.e. for
long-covid and psychological support.

Weekly Assurance Group meetings will be continuing to support the Divisions with improving Mandatory and Role
Specific training compliance. Divisional trajectory reports have now been produced enabling the tracking of
progress towards compliance. The BI team are in the process of producing a new Compliance dashboard within
Light that will provide divisions with regular, accessible reports.

A number of new competencies went live in June which impacted on compliance, however the Learning &
Development admin team have received over 100 requests and made over 2,700 amendments to staff profiles as
part of our ongoing refinement of the competencies in ESR.

The monthly divisional Operation and Performance meetings are continuing to receive support from the Heads of
Education. In addition, reports that provide a more detailed breakdown of ‘hot spots, priority modules and staff
due to expire’ are sent weekly to divisions and HRBPs. These reports allow managers to focus their attention on the
areas that need it most, thereby maximising performance.

Regular communications continue promoting the Manager guides, videos etc on the HR Staff Hub.

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.69 of 222



Benchmarking : SHMI
GREAT CARE: Safe

Summary Hospital-Level Mortality Indicator 
(SHMI)

The Chart in figure 1 demonstrates trust wide SHMI compared to the national average and local network, figure 2 shows the organisation’s
SHMI over time and figure 3 compares the organisation’s SHMI with that of our peer group. SHMI for the organisation is currently 101.54
(HES dataset, Jun 20 – May 21).

Fig 1 Fig 2 Fig 3
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Measure Target

Performance 
In month 

(against previous 
month)

Performance 
Previous 

month

Trend (Rolling 12 
month) 

Benchmarking 
(In line with other 

organisations)
Range /Scale

Within 
Variation 

limits

Absences 5.30% 5.37% 5.78% Yes
4.13% 

>11.64% No

Sickness (1 
month)

5.30% 6.09% 5.64% Yes
4.36% 

>11.52% No

Sickness (12 
month rolling)

5.30% 7.09% 5.81% Yes
5.42% 

>7.09% No

Turnover 
excluding 
covid support 
staff

12.00% 11.81% 11.99% Yes
10.30% 

>11.99% Yes

Turnover 
including 
covid support 
staff

12.00% 12.68% 13.36% Yes
12.68% 

>14.89%
N/A

Mandatory Training Compliance 88.00% 87.06% 88.02% Yes
83.64% 

>88.02% Yes

Staff Engagement and 
Organisational Development

Appraisal rate 85.00% 42.32% 43.14% Yes
17.78% 

>47.18%
Yes

Treatment n/a 80.00% 80.00% Yes 75% >80% N/A

Place to work n/a 66.00% 60.00% Yes 60% >66% N/A

Registered fill 
rate

80.00% 52.41% 54.79% N/A
52.41% 

>73.06%
Yes

Unregistered 
fill rate

80.00% 72.33% 74.93% N/A
69.92% 

>88.46%
Yes
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Staff Movements – 
Turnover/Recruitment 

& Retention

Staff Friends and Family Test 
Score

Bank & Agency

Staff Overall Absence
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Great People: Workforce 
Staff Overall Absence 
Total staff sickness absence within the Trust was 6.09% during  
August 21, an increase from 5.64 % recorded in July 21. 
Sickness absence recorded in ESR is currently at 6.09%, while total absence recorded through Light 
is 5.37%. While the sickness figure from ESR is robust, the total absence figure from Light is under 
reported.  Work is underway with the Divisions to ensure managers are aware of the continued 
need to record all absences within the Light system. 

Recorded ‘in month’ sickness absence within the Trust increased from 5.64% in July 21 to 6.09% in 
August 21. It is important to note this does not include any absence due to Medical Suspension or 
Special Leave. 

Actual Sickness Absence – in month 

 

Comparison:  
When comparing the rolling 12 month figure with Model Hospital data, the Trust is reporting in line 
with its peers (see Appendix 1) although above the national median. To note: model hospital 
numbers haven’t been updated recently. 

 

Item Description Jul-20 Aug-21 
Peer Median  
(July 20)  

National Median 
(July 20) 

Rolling Sickness 
Absence (12m) 

5.64% 7.09% 3.95% 3.96% 

 
Sickness Absence 
Within the last month the Trust has seen an increase in the number of staff being required to isolate 
which aligns with the increased prevalence of Covid infections in the community. The Business HR 
team continue to monitor their isolation periods to ensure that they remain in line with national 
guidelines and monitor any newly confirmed cases. They support operational managers by regularly 
cleansing the system to ensure staff who are returning to work are logged. 

Absence figures relating to isolation have also increased with additional contact with staff from 
Track and Trace.  Consideration is being given regarding Public Health guidance relating to risk 
assessments. This will be fully reviewed prior to changes made. 

The HR Business Partners are aware of “hotspots” in the Divisions and are splitting data further to 
service level to work on plans to support mangers with targeted interventions. Sickness meetings 
have been re-instated and non-covid related absence is being managed through the policy.  

Development sessions on absence management for managers are currently being reviewed and 
updated to ensure they are fully supported and aware of the additional health and wellbeing 
support available following Covid i.e. for long-covid and psychological support.  

Check and Challenge meetings held 
Check and Challenge meetings were held internally in Business HR so as not to divert attention away 
from the clinical teams. This process encouraged a positive reduction in overall absences from 
5.78% at the beginning of August to 5.02% as at 27 August 21. Despite this positive progress 
following the recent return of schools, we have begun to see an increase in the number of staff 
absence resulting from staff being required to isolate with symptoms or being confirmed positive. In 
response to this the team continue to monitor staff isolation periods and to ensure that staff are 
being tested promptly, and if they are required to isolate that their isolation periods remain in line 
with national guidelines. The team continue to support operational managers by regularly cleansing 
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the system to ensure staff who are returning to work are logged and that accurate data is being 
reported.  

Hotspot areas 
The HR Business Partners are aware of “hotspots” in the Divisions and are splitting data further to 
service level to work on plans to support mangers with targeted interventions. The team have put 
particular focus on those areas where staff / ward areas may have been required to change in 
response to clinical demands appreciating the impact change can have on individuals and their 
teams. With regards to non-covid related absence sickness review meetings have been re-instated 
and absences are being managed through the policy.  

Absence Support Officers  
Recruitment of Absence Support Officers (temporary appointments) is progressing with the 
intention that these appointments will be allocated to designated wards/ areas/ departments to 
provide further support to operational and clinical managers. In addition, support for managers 
dealing with stress related absence is in place including psychological support in hot spot areas and 
stress management training for managers (in conjunction with Occupational Health) is being 
reinstated. Given staffing pressures across the Trust the HR Advisory Team are supporting managers 
in dealing with unpredictable / short term sickness and ensuring all episodes of sickness are 
recorded and managed within the agreed processes.  

Moving forwards 
Development sessions on absence management for managers are currently being reviewed and 
updated to ensure they are fully supported and aware of the additional health and wellbeing 
support available following Covid i.e. for long-covid and psychological support. An audit of return-
to-work interviews is to be conducted in line with the sickness absence improvement plan for 
assurance of policy compliance.  

 

 

 
 

Total Staff Absence – Daily position as at 6th September 2021(LIGHT DATA) 

 

Covid and non covid absence tracker (1July 20 –Present) LIGHT DATA 

 

COVID Vaccine  
The Trust has now vaccinated over 90% of staff. The Royal based hub has now closed, but the 
Aintree hub remains open and is providing vaccinations to both staff and the general public who 
meet the current JCVI criteria. The hub is also supporting the vaccination of eligible inpatients that 
are able to attend the hub when clinically well. The city centre hub was opened on 23 June 2021, in 
support of the younger JCVI cohorts and those who have been invited forward for earlier 
vaccination of second dose (over 16s). The National Booking System (NBS) remains in use and we 
have seen an increase from walk-ins as part of the Grab a Jab promotion. Both sites continue to 
offer walk in appointments 7 days a week. We are also continuing to support the CCG to support the 
clinical staffing of the mobile vaccine bus across Liverpool and Knowsley. We are now planning our 
Phase 3 support of COVID boosters and concurrent flu vaccination for JCVI cohorts 1-9 which are 
likely to commence around 20th Sept 21. This will mean that our workforce will be amongst the first 
to be vaccinated across the region for both Flu and Covid Booster. We hope this combined 
programme will see a great uptake of flu vaccination, especially given the presence of two co-
circulating respiratory viruses this winter.  

Covid Risk Assessments 
Risk Assessments continue to be reviewed in light of increased prevalence of Covid -19 and variants.  
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Staff Movements – 
Turnover/Recruitment & Retention 
Rolling 12 month turnover within the Trust has redcued from 
11.99% in July 21 to 11.81% in August 21 (excl covid support during 20/21) 
The turnover figure has been affected by the recruitment and termination of staff to support the 
Trust’s response to the covid pandemic. This has particularly affected the Additional Clinical Services 
staff group turnover %, inflating the rate from 11.81% (excluding Covid staff) to 13.91% (including 
covid staff), and an increase of 2.10% against the rolling figure.  

Nursing Turnover is currently 10.02%, which is a slight decrease from 10.64% last month. 

The Trust has recruited 2,289 staff since Aug 20, but 1,967 staff have also left the Trust in that time. 
These figures do include the rotational medics both starting (FY1) and leaving (FY2) and those 
recruited to support COVID.  

 

 

Comparison: Model Hospital – from ESR & influenced by short 
term contracts 

Please note: Model Hospital data is taken directly from our system nationally and therefore will 
include all temporary posts recruited to support the Covid pressures. This will be affecting all trusts 
who have recruited additional workforce to support Covid pressure. 

When comparing the staff retention data with Model Hospital (figs for Oct 20 are the latest 
available), the Trust is slightly worse than both its peer groups (by 1.70%) and the national median 
(by 1.30%).  

When comparing the staff retention data with Model Hospital (figs for Oct 20 are the latest 
available), the Trust is slightly worse than both its peers (by 1.70%) and the national median (by 
1.30%).  

 

Item Description LUH Peer 
Median National Median 

Nov 20 – Model Hospital 84.80% 86.50% 86.10% 

 
When comparing the ‘time to hire’ data with Model Hospital (figs for Oct 19 to Mar 20 are the latest 
available), the Trust is ahead of its peers by 38 days and the national median by 38 days.  

Item Description LUH Peer 
Median National Median 

2018/19 Model Hospital (latest available) 30 59 59 

 

‘Time to hire’ is the average number of working days (from advert close to start date) the 
organisation took to recruit a substantive member of staff, excluding overseas recruitment. 
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Turnover excl Covid Support Staff 

 

Turnover incl temporary Covid Support Staff (national initiatives) 

 

 Recruitment  
The nursing focus continues with the regional programme of international nurse recruitment 
through our partnership with NHS Professionals. Of the 280 nurses expected to have joined the 
Trust by the end of December 2021: 

• 49 have passed OSCE  
• 44 are booked to take OSCE by mid-October 
• 13 arrived w/c 6th September and are currently in quarantine; 

• 19 are due to arrive in the UK w/c 4th October and will enter quarantine; 
• 150 candidates are also scheduled to arrive in November and December with weekly 

interviews taking place throughout September to increase the pipeline. 

48 HCAs are due to start or are undergoing employment checks with a further 6.8 wte vacancies 
being advertised / interviewed for. Further interviews take place w/c 6/9/21 and a further advert is 
live with interviews w/c 20/9.  There are a further 13 B2 HCAs with start dates to join the staff bank 
and 62 successful applicants undergoing checks to join the bank. 

90 Newly Qualified Nurses (NQNs) are undertaking employment checks ready to commence in 
September and October. 

A Theatres open event took place on 5th September with 5 successful offers; 4 hold NMC and 1 
qualifies Spring 2022. 

RCN Job fairs are recommencing in the North of England in February 2022. Details from the RCN are 
to be released.  

Emergency Medicine are currently advertising 8 Clinical Fellows; Therapies have a number of 
adverts for Occupational Therapists and Therapy Assistants, the Dental service are recruiting to 10 + 
roles at bands 2-5 and the Stroke and Diabetes specialty are currently recruiting high numbers of 
Staff nurses.  

Whilst this significant activity goes some way towards filling the vacancies we have, the sickness and 
turnover rates weigh heavily on areas having effective staffing numbers and the requirement for 
temporary staffing and extra shifts continues. There are multiple reviews, particularly in Nursing, to 
assess the best way of dealing with the immediate staffing issues alongside developing longer term 
plans for each area. 
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Mandatory Training 
Rolling 12 month compliance within the Trust has increased from 
88.02 % in July 2021 to 87.06 in August 2021 
Mandatory Training compliance is currently 87.06% which shows continued improvement since 
February 21.  Mandatory and Role Specific training task and finish group is now underway. 

Compliance is reported on a weekly basis with L&D supporting regular meetings to achieve 
continued improvement. 

The L&D team are also hosting virtual ‘Managing Compliance’ sessions since March 21, 70 managers 
have attended providing positive feedback. 

 

Staff Education 
Assurance Group meetings will be continuing until the end of September to support the Divisions 
with improving Mandatory and Role Specific training compliance. Divisional trajectory reports have 
now been produced enabling the tracking of progress towards compliance. The BI team are in the 
process of producing a new Compliance dashboard within Light that will provide divisions with 
regular, accessible reports. 

Three new competencies, NGL3, APLS & ALS went live in August.  These had little impact on 
compliance as they were attached to relatively low numbers. During this period the Learning & 
Development admin team received over 224 requests and made over 4,600 amendments to staff 
profiles as part of our ongoing refinement of the competencies in ESR. This was more than double 
the amount of requests from June.  All requests have been actioned with none outstanding. 

The monthly divisional Operation and Performance meetings are continuing to receive support from 
the Heads of Education. In addition, reports that provide a more detailed breakdown of ‘hot spots, 
priority modules and staff due to expire’ are sent weekly to divisions and HRBPs. These reports 

allow managers to focus their attention on the areas that need it most, thereby maximising 
performance. 

Regular communications and updated guides, videos etc. are available to Managers on the Staff 
Hub. 

  

60.00%
70.00%
80.00%
90.00%

Co
m

pl
ia

nc
e 

%

Month

Trust Mandatory Training

Mandatory Training
Compliance %

50.00%

55.00%

60.00%

65.00%

70.00%

75.00%

80.00%

85.00%

90.00%

95.00%

100.00%

Staff Group Mandatory Training

Add Prof Scientific and Technic Additional Clinical Services Administrative and Clerical

Allied Health Professionals Estates and Ancillary Healthcare Scientists

Medical and Dental Nursing and Midwifery Registered

  

O
ve

rv
ie

w
 

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.77 of 222



Staff Engagement and Organisational 
Development 
Rolling 12 month overall Staff Engagement Score for the legacy 
Trusts is 7.0 and Q2’s Staff Friends and Family Test Score is 80% 
for recommending Treatment and 66% for recommedning as a 
place to work. 
 

The trust moved to a single apprasial system in August 20 which will support a consistent approach 
across the Trust. 

The appraisal compliance rate has reduced from 43.14% in July to 42.32% in August 2021. This is 
due to the new appraisal window opening 

Staff Engagement 
Throughout the pandemic the Trust has continued to undertake Staff Survey and Staff Friends & 
Family surveys.  The most recent figures, published in December, show that 80% of those staff 
returning a survey would recommend the Trust as a place for treatment to friends and family 
whereas only 66% of those returning a survey would recommend the Trust as a place to work for 
friends and family. 

Appraisal Window Extension 
Following concerns from managers about the ability to conduct quality appraisals by the end of 
October, the new appraisal window opened on the 7th of May after a refresh of the WorkPal system. 
Managers at band 7 and above should have their appraisal by end of September21, with all other 
non-medical staff having their appraisals during the remainder of the year.  This approach 
recognises the operational challenges we are all facing during the coronavirus pandemic and 
provides an opportunity for meaningful appraisals to be completed. 

Appraisals  
The Trust appraisal compliance target is 85% and it currently stands at 42.95% as at 26th August 
2021, slightly higher than July’s appraisal up-take of 42% although compliance has decreased in 
some areas where more than 12 months has passed since a staff member's last appraisal. This is the 
top reason cited for low up-take. 

 

Division  Available 
Staff  

Appraisals 
Held  Percentage Compliance   

ACHT  1696  651  38.38%  

Acute & Emergency Medicine  652  294  45.09%  

Corporate Services  2053  1059  51.58%  
Diagnostic & Support 
Services  2703  1596  59.05%  

Specialist Medicine  2323  747  32.16%  

Surgery  1674  421  25.15%  
 
Ranked highest to lowest, common cited reasons are:   

• Completed appraisal within the last 12 months  
• Impact of Paperlite rollout  
• Office 365 transition  
• WorkPAL new system release   
• Workload pressures and covid reset  
• Reduction in admin time amongst clinical duties  
• Completion of mandatory and role specific training took precedence.  

 
The most pressing deadline is for line managers who are band 7 or above to complete their 
appraisals by the end of September 2021.    
 
The OD team is working with the software provider on addressing the bugs from the new system 
release in May. Also work continues to highlight compliance, trajectories and to provide support to 
managers to complete the appraisals.  Compliance information is shared with divisions and Business 
HR on a weekly basis which supports targeted action 

 

  

  

O
ve

rv
ie

w
 

T
B

21
22

_6
4 

- 
IP

R
 U

pd
at

ed

Page 222.78 of 222



Bank & Agency 
Bank and Agency demand reduced in the month April and can be 
attributed to reducing patient numbers, but is also in line with 
normal seasonal variation. 
 

Bank and Agency usage across sites continues to be monitored and reported regularly. 

The Trust works to ensure a consistency of rates across the organisation following merger, along 
with working with Clinical teams to ensure that all Bank & Agency usage is kept to a minimum, while 
also ensuring consistency of care is provided to our patients. 

The data below shows the Bank & Agency usage trend across the last 13 months. There are clear 
peaks in usage caused by the Covid pandemic, although demand did increase as Liverpool City 
Region progressed through the pandemic.   

It is worth noting that although Bank demand reduced, Agency bookings remained fairly consistent. 
This is being investigated and challenged to ensure usage is only requested in essential 
circumstances. 

 

 

 

Comparison: Model Hospital 
The LUH ‘Average Agency Cost per Shift’ data is shown below compared with Model Hospital (figs 
for Jan 21 are the latest available). 

Item Description LUH Peer Median National Median 

Jan-21 £578 £540 £547 

 
The LUH ‘Average number of agency shifts used per week over the previous 4 weeks’ data is shown 
below compared with Model Hospital (figs for Jan 21 are the latest available). 

Item Description LUH Peer Median National Median 

Jan-21 559.30 476.30 409.50 

 

Allocate 
For Nursing areas the improvement of roster sign-offs at the 6 week point has addressed one 
element of roster planning however the focus is on the position at 1-3 weeks and last minute 
escalations as this is where the main staffing issues are highlighted. Training has been provided and 
there is a Roster Lead for each division to support the ward areas but there continues to be last 
minute staffing issues. This has been raised with senior Nursing and a number of actions are 
underway to support areas including more senior challenge. 

Implementation of Allocate HealthRoster across Medical staffing is continues, despite operational 
pressures as we have seen a benefit for areas seeing staffing collectively for their areas. Over the 
past month implementations in the Aintree site ED, AMU and General Medicine have taken place. 
The team are also currently developing the build for Trauma and Orthopaedics, for Gastro and 
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Respiratory Consultant leave and also for On Call shifts. This should be complete by the end of 
September. The workload has been extremely high throughout the summer managing these 
implementations alongside managing any issues arising during the Medical Rotation in August. In 
addition, the constant review and changes made to medical rates across the ED/AMU/Gen Med has 
added to the number of changes required in the systems to manage these accordingly. However a 
solution has now been implemented via the software provider for rates to now be visible for 
medical locum workers, which was a previous risk raised.  

A risk has been identified regarding the lack of information provided to the team by the Lead 
Employer and the lateness of receiving any information. This information has not been accessible 
since November 2020 due to an issue with processes at the Lead Employer. The Medical Compliance 
team are raising a formal compliant to Lead Employer. 

Job planning has been progressing but has been hampered in many areas by the operational 
pressures over the last few months. The original completion target for divisions of mid July has been 
extended to the end of September by the Medical Director. It is planned for the Medical Director’s 
team to review all plans across the Trust in the first two weeks of October, with full sign off by the 
end of October. Any outstanding changes to job plans will be actioned at that point and this will 
facilitate a full picture of activity across the Trust. This will be the baseline for the merged 
organisation. 

Workforce Efficiencies QEP Programme 
The divisional self-assessments are being monitored monthly through the FIP Board. These focus on 
Bank and Agency usage, overtime usage, long-standing vacancies, on call rota reviews and 
additional activity/WLIs.   

Whilst bank and agency use is monitored, further short-term incentives have been needed in 
specific areas to support staffing levels and increased activity. The divisional meetings were 
postponed in August due to operational pressures and leave so the focus for the September 
meetings will be key. Concerns regarding a lack of progress has been escalated to the HR Business 
Partners to raise at the Divisional Resource panels and also raised at the FIP Board. 

ESR housekeeping 
The hierarchy data within ESR is to be reviewed alongside Finance and any revised structures 
received from operational areas, in order to fully reflect the LUH structure. This is a significant piece 
of work and will need several iterations over the next year due to workforce changes, new build 
planning and clinical integration but it is fundamental to supporting divisions to manage their 
workforce and to support the HR function in achieving the People Plan objectives.  Resources 
needed and timelines were submitted to the I3 Innovation fund. No outcome from that process has 
been received to date and outcomes are not expected before mid-October. It is critical that 
increased capacity is supported, due to the pressures on the current team and the complexity of 
aligning systems and data. 
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COVER SHEET 
 

Agenda Item (Ref) TB21/22_65 Date: 28/09/2021 

Report Title  Covid-19 Health Care Associated Infection 

Prepared by  Dr Tim Neal Director Infection Prevention and Control  

Presented by  Colin Hont, Deputy Chief Nurse  

Key Issues / Messages • The trust has experienced a fourth wave of Covid-19 infections from late May 
21 

• The numbers have plateaued in July and August  
• There has been a rise in nosocomial infections.   

Action required  To Note  Funding Source (If applicable): 

• Nosocomial Oversight Group (NOG) has been re-established in addition to 
EOG. 

Supporting Executive: Dianne Browne, Chief Nurse  
 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☒ 

☐   
☐ 
☐ 

• Risk                                                          
• Compliance     
• Legal                                           

☒      

☐ 
☐ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

• Safe care                       ☒ • Provide a great staff 
experience                            

☐ • High quality research & 
innovation                      

☐ • Successful 
partnerships   

☐ 

• Effective care                ☐ • Become a great place 
for healthcare  
professionals to learn 
and work 

☐ • Widened access to 
research opportunities               

☐ • Sustainable 
Services      

☒ 

• Timely access to 
care   

☐ • Improve recruitment & 
retention rates                                      

☐ • Embedded culture of 
research and innovation    

☐ • Digitally enabled 
organisation                     

☐ 

• A great experience 
for our patients                 

☒     • Financial 
Sustainability    

☐ 

 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☐ No assurance 
No confidence in delivery  

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

Quality and Safety 
Committee  

25.09.21 Dr Tim Neal 
 

To present an update to the Trust Board  



 
  

 

 

 

EXECUTIVE SUMMARY 

1. Define the issue 
 
The Trust experienced its fourth wave of Covid-19 infections from May 2021 and numbers have 
plateaued in July and August. There has been a rise in nosocomial infections.   
 
The Trust records those who acquire Hospital Onset Covid-19 (HOCI) as determined by the duration 
of hospital stay prior to a positive Covid-19 result, numbers of nosocomial cases have increased in 
August.  
 

2. Key Findings 
 
Approximately 4% of Covid-19 infection were categorised as definite HOCI in July and 11% in 
August. The Trust position appears as an outlier in comparison to other local organisation in respect 
of nosocomial infections. 1 outbreak of Covid-19 infection was declared July and 5 in August.  
 

3. Solutions / Actions 

Actions are detailed, in addition the Trust has reinstated the Nosocomial Oversight Group to 
maintain a focus on reducing infection and protecting patients.  

 
4. Recommendations 

The Trust Board is asked to note the position in respect of the numbers and proportion of 
nosocomial infections and outbreaks. 

 

 

 

 

 

 



 
  

 

 

 

MAIN REPORT. 

 INTRODUCTION 

The Trust experienced its fourth wave of Covid-19 infections from late May 2021. Despite rapidly 
increasing community prevalence hospital admissions rose at a slower rate compared to earlier waves. 
Following a slow rise, numbers have plateaued at 80 – 100 admissions/week. Community rates have 
similarly plateaued at 350/100,000 population.   

In response to the increasing numbers the Trust moved its approach to triaging and streaming patients 
to ‘transition’ and then ‘surge’ on 2nd and 20th July respectively. 

Nosocomial Infection 

The trust has monitored hospital acquired infections since the advent of the pandemic and has adopted 
national definitions as they were constructed.  

Community-Onset (CO) - positive specimen date <=2 days after hospital admission or hospital 
attendance; 

Hospital-Onset Indeterminate Healthcare-Associated (HO.iHA) - positive specimen date 3-7 days after 
hospital admission; 

Hospital-Onset Probable Healthcare-Associated (HO.pHA) - positive specimen date 8-14 days after 
hospital admission; 

Hospital-Onset Definite Healthcare-Associated (HO.dHA) - positive specimen date 15 or more days after 
hospital admission. 

In all waves of the pandemic nosocomial infections have risen and declined in line with community onset 
disease, although in the fourth wave there has been a longer gap between the onset of the wave and the 
advent of nosocomial infection. There were no nosocomial infections identified between mid-May and 
mid-July. 

 



 
  

 

 

 

The majority of nosocomial Covid-19 infections in each wave have been categorised as definitely 
hospital acquired.   

 

Having reached a nadir in June nosocomial infections began to rise from mid-July. The proportion of 
patients with Covid-19 who were categorised as definitely hospital acquired in July was 3.9% (n=13), 
with a marked increase to 11% (n=31) in the first 3 weeks of August 

 

Outbreaks 

There were no reported outbreaks in May or June 2021. An outbreak was recognised on ward 9 
(Broadgreen) in July and 5 further outbreaks on the Royal site in August. The definite hospital acquired 



 
  

 

 

 

infections identified as part of outbreaks account for 81% of all the definite infections acquired in July and 
August. In the 4th wave the majority (70%) of patients with Covid-19 have been admitted to the Royal site 
and this has increased the risk of nosocomial infection on that site. 

 

Comparative Data 

National benchmarking data for nosocomial HOCI is not readily available however recent regional 
comparisons identify LUHFT as an outlier in respect of both nosocomial infections and numbers of 
outbreaks. 

 



 
  

 

 

 

ACTIONS  

All outbreaks have been notified to PHE, CCG and NHSE/I and managed in compliance with national 
guidance.  

The infection control team have continued to provide support to all wards to ensure compliance with 
policies and procedures to reduce the risk of nosocomial infection. 

All nosocomial infections and outbreaks have resulted in a Post Infection Review (PIR) to determine any 
themes and learning points for implementation. 

Themes from PIRs and Outbreaks include: 
 
• Nearly all the patients are asymptomatic and detected on routine screening  
• Screening compliance is good (17/08/21 - Day 0-93%, Day 3-83%, Day 6-90%, Day 13-91%) 
• Staff are very engaged at outbreak meetings 
 
• Bed occupancy is >95% 
• Bay bubbles are not being maintained 
• Staff compliance with LAMP testing is <20% (although there are few reports of any staff sickness in 

the context of outbreaks) 
• Staffing levels are challenging 
• Compliance by patients with face mask usage is generally poor and there are patients frequently 

leaving the wards 
• Management of the restricted visiting policy is not robust  
 

The emergency department have procured additional point of care testing devices to improve flow 

Divisional Teams monitor their compliance with a Board Assurance Framework and these are reported 
to Trust IPC Group. An aggregate Trust BAF is presented as Appendix 1, there is compliance with 99 of 
110 (90%) KLOE.  

The clinical pathways advisory group (CPAG) has continued to meet weekly and has advised the Trust 
on the need to flex its response to fluctuating community infection rates. 

Twice weekly Executive Oversight Groups (EOG) and Thrice weekly Tactical Control Groups (TCG) 
reconvened in the last week of July to oversee and monitor the Trust’s response to the initial increase in 
community cases and subsequent increase in nosocomial infection. 

At EOG on 20/08/21 the following additional actions were agreed and implemented: 

• Lock down of the site to reduce unnecessary traffic 
• Reinstatement of restricted visiting 
• Additional cleaning in the emergency department 
• Revised escalation process for positive patient isolation 
• As a consequence of increased nosocomial infection the Nosocomial Oversight Group (NOG) 

has been re-established in addition to EOG. 

  



 
  

 

 

 

NHSE Visit/Inspection 

On Thursday 19th August the Trust hosted the NHSE/I IPC leads for a review of the premises and 
practices particularly in relation to IPC and patient flow. A formal report is awaited, however verbal 
feedback at the conclusion of the visit was generally positive.  

The following points were highlighted:  

• Staff were open, honest and engaged 
• PPE usage was appropriate and compliant in the majority of instances 
• Whilst acknowledging the challenges in ED there was noticeable improvement since the last visit 

particularly in respect of cubicle doors and ‘bare below the elbows’ compliance 
• The plan to improve and increase point of care testing in ED was noted as a positive and 

proactive approach. 
• Cleaning was satisfactory however some attention is needed for high touch points in ED 
• Outbreak reporting and management was prompt, thorough and informative 
• Their discussions with staff identified the pressure and fatigue that the staff feel and expressed 
• Challenging patient behaviours and attitudes were witnessed 
• Visiting did not conform with national guidance in all instances 
• Not all staff were familiar with their responsibilities in relation to IPC 

 

Summary 

The significant rise in community-onset Covid-19 from late May was followed by a slow rise in the 
number of patients admitted to the LUHFT with Covid-19 infection. The number of nosocomial infections 
then increased the majority of which were the result of ward outbreaks.  The IPCT are working with 
stakeholders to ensure robust management of outbreaks and identify themes and actions. The Trust has 
reinstated EOG and NOG to ensure an executive focus on nosocomial infection risk. A recent NHSE/I 
inspection noted areas of good practice and did not identify significant deficiencies in the Trust response. 

RECOMMENDATION                                      
 
The Board is asked to note the position in respect of the numbers of nosocomial infections.    



 
  

 

 

 

APPENDIX 1 – Aggregate Trust BAF 
 

 

NHSE developed the Covid 19 Board Assurance Framework to help providers assess themselves 
against the guidance as a source of internal assurance that quality standards are being maintained.  
Using the framework is not compulsory; however its use as a source of internal assurance may help 
support the organisation to maintain quality standards. 

Previously, version 1 and 1.2 of the Covid-19 BAF was undertaken corporately and presented to IPC 
Group and the Quality Committee. In October 2020, NHSE provided version 1.4 of the BAF and in order 
to provide more detailed and locally relevant information and assurance, the Divisional teams are 
responsible for completion and providing assurance to the IPC Group. Divisional BAFs have been 
received and reviewed and remain a standing item on the IPC Group agenda.   

In June 2021, version 1.6 was released; the clinical Divisions have presented their position against the 
framework to the IPC Group in July 21. This report provides an aggregated view of the Trusts current 
position.  

Key Findings 

Overall compliance with the BAF is good. In total there are 110 key lines of enquiry, however some of 
these are repetitive. The organisation is compliant with 99 (90%). 

Table 1 below provides a summary of the BAF and key actions within each section.  

Section 
 

Key lines of enquiry 
(KLOE) compliance  

Areas of focus  

Section 1  
Systems are in place to manage and 
monitor the prevention and control of 
infection. These systems use risk 
assessments and consider the susceptibility 
of service users and any risks posed by 
their environment and other service users 

23 KLOEs 
Compliance with 18 
(78%)  
  
 
 

To monitor triage compliance 
within AED. 
   
 
Continue to monitor and action 
areas for improvement regarding 
Covid mandatory training  
 
Staff lamp testing required 
improvement  

Section 2  
Provide and maintain a clean and 
appropriate environment in managed 
premises that facilitates the prevention and 
control of infections 

13 KLOEs 
Compliance with 13 
(100 %)  
 

To continue with ongoing 
monitoring and assurance via the 
IPC Practice and Environment 
Audits  

Section 3  
Ensure appropriate antimicrobial use to 
optimise patient outcomes and to reduce 
the risk of adverse events and antimicrobial 
resistance  

2 KLOEs 
Compliance with 2 
(100 %)  
 

To maintain oversight regarding 
antimicrobial usage  

Section 4  
Provide suitable accurate information on 
infections to service users, their visitors and 
any person concerned with providing further 
support or nursing/ medical care in a timely 
fashion 

5 KLOEs 
Compliance with 4 
(80%)  
 

To consider Supporting excellence 
in infection prevention and control 
behaviours Implementation Toolkit 
in updated staff communications 



 
  

 

 

 

Section 5  
Ensure prompt identification of people who 
have or are at risk of developing an 
infection so that they receive timely and 
appropriate treatment to reduce the risk of 
transmitting infection to other people  
 

14 KLOEs 
Compliance with 12 
(86 %)  
 

Revised internal and external 
patient communications in 
progress 
AED action plan to be monitored 
  

Section 6  
Systems to ensure that all care workers 
(including contractors and volunteers) are 
aware of and discharge their responsibilities 
in the process of preventing and controlling 
infection 

17 KLOEs 
Compliance with 15 
(88%)  
 

Continue to monitor and action 
areas for improvement regarding 
Covid mandatory training 
 
To continue with ongoing 
monitoring and assurance via the 
IPC Practice and Environment 
Audits and Hand Hygiene Audits  

Section 7  
Provide or secure adequate isolation 
facilities  

5 KLOEs 
Compliance with 5 
(100 %)  
 

 

Section 8  
Secure adequate access to laboratory 
support as appropriate  
 

11 KLOEs 
Compliance with 10  
(90.09%)  
 

BI support required regarding 
monitoring of MRSA and CPE 
screening compliance  

Section 9  
Have and adhere to policies designed for 
the individual’s care and provider 
organisations that will help to prevent and 
control infections 

4 KLOEs 
Compliance with 4 
(100 %)  
 

 

Section 10 
Have a system in place to manage the 
occupational health needs and obligations 
of staff in relation to infection  

16 KLOEs 
Compliance with 16 
(100 %)  
 

 

 

 

 

  



 
  

 

 

 

MAIN REPORT 

1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments 
and consider the susceptibility of service users and any risks posed by their environment and other service users  

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions 

RAG  

Systems and processes are in place to 
ensure: 

a) local risk assessments are based on the 
measures as prioritised in the hierarchy of 
controls. The risk assessment needs to be 
documented and communicated to staff; 

 

 
The principles embedded within the 
hierarchy of controls have been 
reflected within the Trust approach 
to Covid 19 from the outset of the 
pandemic. This includes;  
Restricting face to face meetings  
Improved ventilation particularly in 
areas of high risk  
Segregated patient pathways 
Social distancing of patient and 
staff   
Use of PPE  

None  None   

b) the documented risk assessment includes: 
 

a. a review of the effectiveness of the 
ventilation in the area; 

b. operational capacity; 
c. prevalence of infection/variants of 

concern in the local area.   

As above in addition Clinical 
Pathways Advisory Group (CPAG) 
meets weekly to review items b 
and c  

None  None  
  

c) triaging and SARS-CoV-2 testing is 
undertaken for all patients either at point of 
admission or as soon as possible/practical 
following admission across all the 
pathways; 

Triaging and testing is undertaken 
in line with the Trusts Coflow 
recommendations. 
ED patient management system 
has been updated to include 

Assurance regarding 
compliance with triage 
questioning.  

System 
introduced w/c 
09/08/21, plan in 
place for AED to 
audit compliance.  

 



 
  

 

 

 

 recording the triage questioning 
and outcome. Forcing function 
regarding swabbing pre ward 
transfer.  

d) when an unacceptable risk of transmission 
remains following the risk assessment, 
consideration to the extended use of 
Respiratory Protective Equipment RPE for 
patient care in specific situations should be 
given 

PPE policy in place None  None   

e) there are pathways in place which 
support minimal or avoid patient 
bed/ward transfers for duration of 
admission unless clinically imperative  

 
 

Pathways in place identified in 
Coflow guidance which reflects the 
phases of the pandemic.  
Advises on appropriate segregation 
of patients according to risk and 
minimal movement and maintaining 
‘patient bubbles’.   
 
Site teams have information 
regarding all patient moves. 

Increased capacity 
demands may affect 
inappropriate 
movement of patients.  

Inappropriate 
clinical moves are 
reported and 
investigated via 
datix, this is 
discussed in the 
bed meeting 
every morning. 
 

 

f) that on occasions when it is necessary to 
cohort COVID or non-COVID patients, 
reliable application of IPC measures are 
implemented and that any vacated areas 
are cleaned as per guidance 

IPC guidance followed regarding 
cleaning, evidenced in cleaning 
logs and also check lists for when a 
ward changes designation. 

None  None   

g) resources are in place to enable 
monitoring of IPC practices including; 
 

 

• staff adherence to hand hygiene? 
 
 

• patients, visitors and staff are able to 
maintain 2 metre social & physical 
distancing in all patient care areas, 

Resource for monitoring IPC 
practices in place on Perfect Ward.  
 
Results from July 21 audits include;  
 
Hand Hygiene compliance; 96% 
compliance  
 
 
Social distancing;  
Patients - 97% compliance  

 None 
 
 
 
 

None  
 

 



 
  

 

 

 

unless staff are providing 
clinical/personal care and are wearing 
appropriate PPE; 

• Staff adherence to wearing fluid 
resistance surgical facemasks 
(FRSFM) in clinical and non clinical 
areas  

• Monitoring of staff compliance with 
wearing appropriate PPE within the 
clinical setting  

Staff – 92%  
 
 
 
 
 
Staff surgical facemask – 95% 
compliance 
 
 
Wearing correct PPE 92% 
compliance  
 

h) That the role of PPE guardians/ safety 
champions to embed and encourage best 
practice has been considered  

PPE advisory team in place.  None  None   

i) Twice weekly lateral flow antigen testing 
for NHS patient facing staff has been 
implemented and that organisational 
systems in place to monitor results and 
staff test and trace  
 

Staff and family testing is available 
 

Occupational health provide 1-1 
advice to the employee and HR 
augment this with advice to the line 
managers on how best to support 
an effective return to work.  
 
Staff testing plan is in place via 
Lateral Flow Tests and LAMP.  
Registration – 68% 
Compliance – 20% 

 
Process is in place to respond to 
high levels of cases within an area.  

If staff or family 
members develop 
symptoms of Covid – 
19, reported on Light 
and a test is ordered 
within a timely manner 

Monitoring is 
conducted via 
Light system. 
 
Also monitored 
via HR 
 
Local records 
held for 
compliance of 
LAMP testing and 
results 
 

 

j) additional targeted testing of all NHS staff, 
if your trust has a high nosocomial rate, as 
recommended by your local and regional 
infection prevention and control/Public 
Health team  

Surveillance in place additional 
targeted testing as advised by IPC/ 
PHE. 
 

None  None   

k) training in IPC standard infection control 
and transmission-based precautions are 

In addition to IPC Mandatory 
training there is COVID mandatory 

Training compliance 
continues to be 

Continue to 
monitor and 

 



 
  

 

 

 

provided to all staff  
 

training for all staff;  
Level 1 – general awareness for all 
staff  
Level 2 – PPE for all clinical staff  
Level 3 – for all staff Band 6 and 
over. 
  
Covid Training Results:- 
Level 1 – 94.13% 
Level 2 – 91.48% 
Level 3 -87.82% 
 
All training is documented on staff 
records and monitored via 
Divisional IPC Groups and DAGs. 
Reports can also be accessed via 
Light. 

monitored. action areas for 
improvement 
Reports are sent 
to Managers 
detailing 
individual 
compliance status 
to ensure plans 
can be enacted to 
maintain and 
improve 
compliance. 
 
 

l) IPC measures in relation to COVID 19 
should be included within induction and 
mandatory training  

As above in 1k. As above in 1k. As above in 1k.  

m) all staff (clinical and non-clinical) are 
trained in putting on and removing PPE; 
know what PPE they should wear for each 
setting and context 

As above in 1k. 
PPE Advisors also support the 
wards and departments. 
‘IPC and Me’ resource packs are 
available on all wards and via the 
Covid Hub, this details PPE 
requirements in addition to seven 
minute IPC briefings for staff to use 
locally.  

As above in 1k. As above in 1k.  

n) all staff (clinical and non clinical) has 
access to PPE that protects them for the 
appropriate setting and context. 

Monitored via IPC Practice and 
Environment Audit.  
July 21 results - 98% of areas had 
access to appropriate PPE.  

None  None   

o)  there are visual reminders  
displayed communicating the 
importance of wearing face  
masks, compliance with hand 
hygiene and maintaining  

Visual reminders are in place 
(including posters and videos).  
Monitored via IPC Practice and 
Environment Audit.  
July 21 results;  

None  None   



 
  

 

 

 

physical distance both in and  
out of the workplace  

 

Posters on entry and exit to ward 
100% compliance   
Social distancing posters in place – 
98% compliance  

p) IPC national guidance is regularly checked 
for updates and any changes are 
effectively communicated to staff in a 
timely way 

National IPC guidance 
disseminated via SPOC and 
discussed at Tactical Control 
Group (TCG) 
IPC guidance reviewed and 
uploaded onto the COVID hub and 
communicated with staff via 
comms route.  

None None  

q) changes to guidance are brought to the 
attention of boards and any risks and 
mitigating actions are highlighted  

Governance process in place re 
management of COVID. 
Executive Oversight Group 
appraised of any mitigating actions 
as a result of guidance change, 
escalated to Quality Committee as 
required.  
Evidenced in papers and minutes 
of meetings. 

None None   

r) risks are reflected in risk registers and the 
board assurance framework where 
appropriate 

Trust wide COVID risks logged on 
Datix and linked to BAF.  
Monitored via the datix system, 
reviewed at IPC Group.  
Evidenced in papers and minutes. 

None  None   

s) robust IPC risk assessment processes and 
practices are in place for non COVID-19 
infections and pathogens  

Risk assessment and surveillance 
programme remains in place.  
Monitored via IPC Practice and 
Environment Audit; 
Results from July 21 - 98% 
compliance with isolating patients 
with known alert organisms  

 None None  

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


 
  

 

 

 

t) that Trust Chief Executive, the 
Medical Director or the Chief Nurse 
approves and personally signs off, all 
daily data submissions via the daily 
nosocomial sitrep. This will ensure 
the correct and accurate 
measurement and testing of patient 
protocols are activated in a timely 
manner. 

 

Process agreed for sign off of data  None  None   

u) This Board Assurance Framework is 
reviewed, and evidence of assessments 
are made available and discussed at Trust 
board  

 

Divisional BAFs discussed and 
presented at Divisional IPC Groups 
and Corporate IPC Group.  
Regular assurance regarding BAFs 
presented to Quality Committee.  

None  None   

v) The Trust Board has oversight of ongoing 
outbreaks and action plans  

 
 

Quality Committee receives 
updates on Covid 19 nosocomial 
position and outbreak summary.  

None  None   

w) there are check and challenge 
opportunities by the executive/senior 
leadership teams in both clinical and non-
clinical areas  

 

The Divisional Senior Leadership 
Teams perform regular walkabouts 
in the clinical and non-clinical 
areas, they take this opportunity to 
check and challenge. 

None None  

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control 
of infections  

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

Systems and processes are in place to 
ensure: 

a) designated teams with appropriate training 
are assigned to care for and treat patients 
in COVID-19 isolation or cohort areas 

Mandatory training for staff as in 
1k.   

  

None None  

b) designated cleaning teams with Trained designated cleaning teams None None  



 
  

 

 

 

appropriate training in required techniques 
and use of PPE, are assigned to COVID-
19 isolation or cohort areas. 

in place. PPE training provided  

c) decontamination and terminal 
decontamination of isolation rooms or 
cohort areas is carried out in line with PHE 
and other national guidance 

Cleaning undertaken in line with 
national guidance. Cleaning 
schedules in place. Cleaning 
scores are monitored via the 
Divisional and Corporate IPC 
Meeting. 

None  None  
 

 

d) assurance processes are in place for the 
monitoring and sign off following terminal 
cleans as part of outbreak management 
and actions are in place to mitigate risks 

Process agreed and in place. 
Managed within outbreak 
management process. Detailed in 
outbreak minutes.  

None  None   

e) cleaning is carried out with neutral 
detergent, a chlorine-based disinfectant, in 
the form of a solution at a minimum 
strength of 1,000ppm available chlorine as 
per national guidance. If an alternative 
disinfectant is used, the local infection 
prevention and control team (IPCT) should 
be consulted on this to ensure that this is 
effective against enveloped viruses.  

Chlorine-based disinfectant is in 
use in COVID areas. 
 
 

None None  

f) Manufacturers’ guidance and 
recommended product ‘contact time’ must 
be followed for all cleaning/disinfectant 
solutions/products as per national 
guidance  

Guidance followed regarding 
manufacturers advice. 
This is reiterated in local induction 
to the areas. Results from July 21 
IPC Practice and Environment 
audit indicates 88% of reusable 
equipment is stored appropriately 
and is visibly clean. 

None Ongoing support 
to ward from the 
IPC team to 
improve 
compliance  

 
 
 

 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


 
  

 

 

 

g) a minimum of twice daily cleaning of: 
• areas that have higher environmental 

contamination rates as set out in the 
PHE and other national guidance; 

• ‘frequently touched’ surfaces e.g. 
door/toilet handles, patient call bells, 
over bed tables and bed rails; 

• electronic equipment e.g. mobile 
phones, desk phones, tablets, 
desktops & keyboards;  

• rooms/areas where PPE is removed 
must be decontaminated, ideally timed 
to coincide with periods immediately 
after PPE removal by groups of staff 

All clinical areas are designated as 
high risk and appropriate cleaning 
schedules in place. Enhanced 
cleaning in place in outbreak 
areas/higher incident areas.  
Results from July 21 IPC Practice 
and Environment audit audits 
include;  
99% compliance with additional 
twice daily touch point cleaning 
89% compliance with disinfectant 
wipes available at work stations  

 
 
 
 
 
 
 

  
 

h) reusable non-invasive care equipment is 
decontaminated: 

o between each use 
o after blood and/or body fluid 

contamination 
o at regular predefined intervals 

as part of an equipment 
cleaning protocol 

o before inspection, servicing or 
repair equipment; 

Results from July 21 IPC Practice 
and Environment audit audits 
include;  
• 87% of commodes are visibly 

clean  
• 86% of glucometers are stored 

appropriately and visibly clean   
• 77% of ANTT trays are stored 

appropriately and visibly clean   
ATP testing monitored monthly on 
non-invasive care equipment.  

Results presented in 
Divisional IPC Groups 
and remain a 
continuous focus area 
for improvement.  

IPC Team 
supporting wards 
where 
improvement is 
required.  

 

i) linen from possible and confirmed COVID-
19 patients is managed in line with PHE 
and other national guidance and the 
appropriate precautions are taken 
 

Linen is managed as infectious 
linen in line with national guidance.  
Monitored via IPC Practice and 
Environment Audit, July 21 audits 
results indicate; 99% compliance 
with handling linen appropriately, 
90% compliance with correct 
bagging and storage of linen.  

None  None   

j) single use items are used where possible Single use items are used as single 
use.  

None 
 

None  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


 
  

 

 

 

and according to single use policy 

k) reusable equipment is appropriately 
decontaminated in line with local and PHE 
and other national guidance 

Trust guidance – disinfection wipes 
or Actichlor to be used.  
Results from July 21 audits as 2h. 

As 2h  
 
 

As 2h   

l) cleaning standards and frequencies are 
monitored in non-clinical areas with actions 
in place to resolve issues in maintaining a 
clean environment; 
 

Cleaning assurance report 
monitored via Divisional IPC 
Groups and Corporate IPC Group, 
assurance and mitigations/actions 
evidenced in agendas and minutes.  

None None  

m) where possible ventilation is maximised by 
opening windows where possible to assist 
the dilution of air.  
 

Additional extraction fans added to 
high risk wards, staff advised to 
open windows were available.   

None  None  

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and 
antimicrobial resistance  

 

 

Key lines of enquiry  
Evidence Gaps in Assurance Mitigating 

Actions RAG 

Systems and process are in place to ensure: 
a) arrangements around antimicrobial 

stewardship is maintained  

Antimicrobial management Group 
in place.  
Assurance reports received at IPC 
Group.  

None 
 
 

None  

b) mandatory reporting requirements are 
adhered to and boards continue to 
maintain oversight 

Mandatory Public Health England 
reporting maintained. Evidence of 
submission available via PHE Data 
Collection System (DCS) 
Performance re HCAI thresholds  
reported via the Quality 
Performance Report.  

None  None  

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with 
providing further support or nursing/ medical care in a timely fashion  

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

Systems and processes are in place to National guidance on visiting None None  



 
  

 

 

 

ensure: 
a) implementation of national guidance on 

visiting patients in a care setting 

patients incorporated into Trust 
Covid Family and Carer Visitor 
Policy and public information on 
website.  

b) areas in which suspected or confirmed 
COVID-19 patients are being treated are 
clearly displayed with appropriate signage 
and have restricted access  

Monitored via IPC Practice and 
Environment Audit.  
Results from July 21 audits 
indicate;  
100% compliance with entry exit 
signage to wards  
84% compliance with signage on 
entry to wards  

None  None   

c) information and guidance on COVID-19 is 
available on all trust websites with easy 
read versions 

Easy to read guidance available if 
required  

None None  

d) infection status is communicated to the 
receiving organisation or department when 
a possible or confirmed COVID-19 patient 
needs to be moved 

Verbal handover is given to the 
receiving ward and patient flow is 
managed appropriately.  
Covid status is also an alert on 
patient dashboard.   

None None  

 
e) there is clearly displayed and written 

information available to prompt patients’ 
visitors and staff to comply with hands, 
face and space advice.  

 

Signage and instructions at entry 
points.  
Video messages at some 
entrances  
Posters and a patient information 
booklets are available.  
Social distancing posters/ patient 
facemask posters in place – 98% 
compliance form July 21 audit 

None  None   

f) Implementation of the Supporting 
excellence in infection prevention and 
control behaviours Implementation Toolkit 
has been considered C1116-supporting-
excellence-in-ipc-behaviours-imp-
toolkit.pdf (england.nhs.uk) 

 

 None  To consider Supporting 
excellence in infection 
prevention and control 
behaviours 
Implementation Toolkit 
in updated staff 
communications 

Trust 
communications 
approach in 
place.  
Expectant 
behaviours 
outlined on Covid 

 

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/C0524-visiting-healthcare-inpatient-settings-5-June-2020.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/03/C1116-supporting-excellence-in-ipc-behaviours-imp-toolkit.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/03/C1116-supporting-excellence-in-ipc-behaviours-imp-toolkit.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/03/C1116-supporting-excellence-in-ipc-behaviours-imp-toolkit.pdf


 
  

 

 

 

Mandatory 
training  

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and 
appropriate treatment to reduce the risk of transmitting infection to other people  
 

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

Systems and processes are in place to 
ensure: 
a) screening and triaging of all patients as per 

IPC and NICE  Guidance within all health 
and other care facilities must be 
undertaken to enable early recognition of 
COVID-19 cases. 

Coflow and screening guidance in 
place regarding streaming – 
available on the COVID Hub  
 
Trust admission screening 
compliance  w/c 02/08/21 
Day 0 = 93.2% 
Day 3 = 83.33% 
Day 6 = 90.48%  
Day 13 = 91.28%  
(accessed from LIGHT 17/08/21)  
Screening compliance is monitored 
at TCG. Details on non-screened 
day 3,6,13 patients reviewed daily 
by the swabbing team in terms of 
appropriate reasons/ system errors 
affecting compliance 

 None  None  

b) front door areas have appropriate triaging 
arrangements in place to cohort patients 
with possible or confirmed COVID-19 
symptoms and to segregate from Non 
Covid-19 cases to minimise the risk of 
cross-infection as per national guidance  

Both ED’s have segregated areas 
in place  
 

None  None   

c) staff are aware of agreed template for 
triage questions to ask.  

Triage questions for appropriate 
Covid phase in place in both ED’s. 
As per 1c.  

None  None  

d) triage undertaken by clinical staff who are 
trained and competent in the clinical case 

Staff trained in triage questions and 
document outcome. 

None None  

https://www.nice.org.uk/news/article/nice-publishes-new-covid-19-rapid-guideline-on-arranging-planned-care-in-hospitals-and-diagnostic-services
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


 
  

 

 

 

definition and patient is allocated 
appropriate pathway as soon as possible  

e) face coverings are used by all outpatients 
and visitors 

Facemasks/ coverings are 
available at all site entrances. 
Posters and video messaging are 
available. 
Masks are advised for all patients 
when they are out of bed 
(exceptions apply according to 
government guidelines).  

None None  

f) individuals who are clinically extremely 
vulnerable from COVID-19 receive 
protective IPC measures depending on 
their medical condition and treatment 
whilst receiving healthcare e.g. priority for 
single room isolation; 

 

Patients are appropriately placed 
on the ward environment with the 
IPC protective measures in place.  

None  None   

g) clear advice on the use of face masks is 
provided to patients and all inpatients are 
encouraged and supported to use  surgical 
facemasks (particularly when moving 
around the ward) providing it is tolerated 
and is not detrimental to their (physical or 
mental) care needs; 

 

Posters and patient information 
booklet is available. 
 
Social distancing posters/ patient 
facemask posters in place – 98% 
compliance form July 21 audit 

None  None   

h) monitoring of inpatients compliance with 
wearing face masks (particularly when 
moving around the ward) providing it is 
tolerated and is not detrimental to their 
(physical or mental) care needs; 

Staff encourage patients to wear 
face masks when mobilising 
around the ward 
 

Some patients are 
exempt from wearing 
the masks and due to 
change in guidance 
outside of hospital it 
can be challenging to 
implement  

Revised internal 
and external 
patient comms in 
progress  

 

i) patients, visitors and staff are able to 
maintain 2 metre social & physical 
distancing in all patient care areas; ideally 
segregation should be with separate 

All wards and areas are risk 
assessed. 
Protective screens in place were 
practicable for reception staff. 

Patient compliance, 
inability to maintain 
social distancing in 
admission areas e.g. 

AED action plan 
in place.  

 



 
  

 

 

 

spaces, but there is potential to use 
screens, e.g. to protect reception staff.  

 
 

Stickers in place on waiting area 
chairs    
Privacy curtains used to minimise 
close in patient contact. Monitored 
via IPC Practice and Environment 
Audit July 21 results 82% 
compliance  

AED due to increased 
attendance and 
environmental capacity.  
 

j) isolation, testing and instigation of contact 
tracing is achieved for patients with new-
onset symptoms, until proven negative; 

IPC team monitor patient contacts 
in line with national guidance which 
is reflected in the Trust guidance 
for managing individual cases and 
outbreaks.  
Information regarding contact 
cohort bays is provided daily to the 
site teams. 

None  None   

k) patients that test negative but display or go 
on to develop symptoms of COVID-19 are 
segregated and promptly re-tested and 
contacts traced promptly  

 

Guidance included within the IPC 
Management And investigation of 
individual cases and outbreaks of 
COVID.  
Contacts traced – evidence within 
IPC systems. 
Patients who develop symptoms 
are clinically reviewed, 
documented in the notes and 
placed in the appropriate area with 
support from site teams. 
Isolation of positive patients 
advised within 2-4 hours, datix 
advised for after 4 hours (during 
8am – 10pm). 

Continue to monitor 
and incident report 

Patient flow to 
place patients in 
the appropriate 
area 
 
IPC to be aware 
of patients so that 
contract tracing 
can be conducted 

 

l) there is evidence of compliance with 
routine patient testing protocols in line with 
Key actions: infection prevention and 
control and testing document  

Patient testing protocol in place. 
Compliance as in 5a.  
 

None  None   

m) patients that attend for routine 
appointments who display symptoms of 
COVID-19 are managed appropriately  

Advice regarding Covid symptoms 
within admission letters and 
questioning undertaken a reception 
areas.  

None  None   



 
  

 

 

 

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their 
responsibilities in the process of preventing and controlling infection  

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

Systems and processes are in place to 
ensure: 

a) patient pathways and staff flow to minimise 
contact between pathways. For example, 
this could include provision of separate 
entrances/exits (if available) or use of one-
way entrance/exit systems, clear signage, 
and restricted access to communal areas  

Co-flow process and principles in 
place according to surge phases.  
 
Separate entrances and exits to 
the wards implemented on the 
Royal site, not practicable on other 
sites.  
 

None None  

b) all staff (clinical and non- clinical) have 
appropriate training, in line with latest PHE 
and other guidance, to ensure their 
personal safety and working environment 
is safe 

As above in 1k.   
 
 

As above in 1k  
 

Continue to 
monitor and 
action areas for 
improvement  

 

c) all staff providing patient care and working 
within the clinical environment are trained 
in the selection and use of PPE 
appropriate for the clinical situation and on 
how to safely don and doff  

 

d) a record of staff training is maintained   
e) adherence to PHE national guidance on 

the use of PPE is regularly audited with 
actions in place to mitigate any identified 
risk  

 As above in 1g and 1h   None None  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/877658/Quick_guide_to_donning_doffing_standard_PPE_health_and_social_care_poster__.pdf


 
  

 

 

 

f) hygiene facilities (IPC measures) and 
messaging are available for all 
patients/individuals, staff and visitors to 
minimise COVID-19 transmission such as:  
o hand hygiene facilities including 

instructional posters 

Instructional posters available and 
suitable hand hygiene facilities in 
place.  Monitored via IPC Practice 
and Environment Audit.  
July 21 IPC audit indicates;  
100% Hand gel available at the 
point of care  
Soap and paper towels are 
available – 99% compliance  
Sink areas were clutter free – 87% 
compliance  

None  
 
 

Continual review 
of practice at 
ward level 
 
 

 

o good respiratory hygiene measures Internal and external information on 
the Trust web pages  
Posters available at hospital 
entrances and clinical and non-
clinical areas.  

None  
 
 

None   

o maintaining physical distancing of 2 
metres at all times (unless wearing 
PPE due to clinical or personal care) 

Internal and external information on 
the Trust web pages  
Posters available at hospital 
entrances and clinical and non-
clinical areas. 
Posters available in clinical and 
non-clinical areas. 
Social distancing posters in place – 
98% compliance July 21 audit. 

None  
 
 

None 
 

 

 
o staff maintain social distancing (2m+) 

when travelling to work (including 
avoiding car sharing) and remind staff 
to follow public health guidance outside 
of the workplace  

Communications to be sent out to 
remind staff to comply with Public 
Health Guidance and in regards to 
car sharing 

Difficult to monitor and 
audit 

Ongoing 
communications 
to staff  

 

o frequent decontamination of equipment 
and environment 

As per section 2 As per section 2 
 

As per section 2   
 

 

o clear visually displayed advice on use 
of face coverings and facemasks by 
patients/individuals, visitors and by 
staff in non-patient facing areas. 

Patient information leaflet 
available, advice regarding face 
masks available for visitors on 
entrance to Trust, intranet and pre 

None  None  



 
  

 

 

 

admission letters.  
Posters available in clinical and 
non-clinical areas for staff, and on 
COVID hub. Video information in 
waiting areas.  

g) staff regularly undertake hand hygiene and 
observe standard infection control 
precautions  

 
 

IPC audit plan in place, including 
hand hygiene monitoring.   
Hand Hygiene compliance July 21; 
96% compliance  
 
 

Continued focus on 
compliance  

Maintain 
monitoring and 
actions via 
matrons and 
Divisional IPC 
frameworks 

 

h) the use of hand air dryers should be 
avoided in all clinical areas.  Hands should 
be dried with soft, absorbent, disposable 
paper towels from a dispenser which is 
located close to the sink but beyond the 
risk of splash contamination as per 
national guidance 

Hand driers not in clinical areas  None  None  

i) guidance on hand hygiene, including 
drying should be clearly displayed in all 
public toilet areas as well as staff areas 

Hand hygiene posters in place in 
majority of areas. 

None  None  

j) staff understand the requirements for 
uniform laundering where this is not 
provided for on site  

Information available on the Covid 
Hub. Refurbished staff changing 
areas are available  

None  None  

k) all staff understand the symptoms of 
COVID-19 and take appropriate action in 
line with PHE and other national guidance 
if they or a member of their household 
display any of the symptoms. 

Staff information is available, 
reiterated via comms updates and 
on the Covid Hub.   
Guidance is also available from 
Occupational Health  

None  
 

None  

l) a rapid and continued response through 
ongoing surveillance of rates of infection 
transmission within the local population 
and for hospital/organisation onset cases 
(staff and patients/individuals).  

The DIPC attends organisation is 
part of a multiagency meetings led 
by PHE. Output is fed into to the 
Clinical Advisory Pathway Group 
for review/actions and advises the 
Executive Oversight Group.   

None  None  

https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/


 
  

 

 

 

 
m) positive cases identified after admission 

who fit the criteria for investigation should 
trigger a case investigation. Two or more 
positive cases linked in time and place 
trigger an outbreak investigation. 

Included within outbreak SOP. 
Outbreaks reported to PHE. 
Evidence available in outbreak 
minutes and NHSE outbreak 
system. 

None  None  

n) robust policies and procedures are in place 
for the identification of and management of 
outbreaks of infection. This includes the 
documented recording of outbreak 
meetings. 

Included within the Management 
and investigation of individual 
cases and outbreaks of COVID 
SOP.  
Outbreaks reported to PHE. 
Evidence Available in outbreak 
minutes and NHSE outbreak 
system. 

None  None  

7. Provide or secure adequate isolation facilities  
 

 

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

Systems and processes are in place to 
ensure: 
a) restricted access between pathways if 

possible, (depending on size of the facility, 
prevalence/incidence rate low/high) by 
other patients/individuals, visitors or staff. 

Co-Flow process and principles in 
place. 
 
Designated areas for risk 
categorisation of patients in line 
with Co Flow Principles and 
pandemic phases. 

Increasingly 
challenging with 
increased capacity  

  

b) areas/wards are clearly signposted, using 
physical barriers as appropriate to 
patients/individuals and staff understand 
the different risk areas  

Co-Flow process and principles are 
in place. 
Designated areas for risk 
categorisation of patients  
Doors are closed wherever 
possible following a clinical 
assessment of the room. 
Posters in place to identify areas 
and appropriate PPE  

None  None 
 

 

c) patients with suspected or confirmed 
COVID-19 are isolated in appropriate 

Patient placement criteria in place 
for suspected and confirmed 

None  
 

None 
 

 



 
  

 

 

 

facilities or designated areas where 
appropriate 

cases. Monitored via IPC Practice 
and Environment Audit,  
July 21 results indicated 98% 
compliance with the appropriate 
management, patient placement  of 
patients  

 

d) areas used to cohort patients with 
suspected or confirmed COVID-19 are 
compliant with the environmental 
requirements set out in the current PHE 
national guidance 

Areas for cohorting suspected or 
confirmed COVID 19 patients are 
negative or neutral pressure. 
Additional HEPA filtration in place 
in some areas.  
Further improvements are planned. 

None  None  

e) patients with resistant/alert organisms are 
managed according to local IPC guidance, 
including ensuring appropriate patient 
placement  

 

Patient with resistant/alert 
organisms continue to be managed 
appropriately. Monitored via IPC 
Practice and Environment Audit,  in 
July 21 results indicated 98% with 
appropriate management of 
patients with other alert organisms  

 None  None  

8. Secure adequate access to laboratory support as appropriate  
 

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

There are systems and processes in place to 
ensure:  

a) testing is undertaken by competent and 
trained individuals 

Detailed guidance on testing is 
available on hub. Training provided 
by clinical skills department  

 

None 
 

 
 

None  

b) patient and staff COVID-19 testing is 
undertaken promptly and in line with PHE 
and other national guidance 

Processes in place.  
Staff- The results are sent directly 
to occupational health who then 
contact the employee and offer 
advice to both the employee and 
their household contacts in 
accordance with their swab 

None  None 
 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf
https://www.gov.uk/guidance/coronavirus-covid-19-getting-tested


 
  

 

 

 

outcome. 
 
Patient testing protocol in place – 
admission, 3, 6 and 13 day process 
on place. Swabbing team now in 
place to swab for Day 3, day 6 and 
Day 13 

c) regular monitoring and reporting of the 
testing turnaround times with focus on the 
time taken from the patient to time result is 
available 

Average lab turnaround times = 
5.34 hours  
Issues escalated to TCG were 
necessary.  

 None  
 
 
 
 
 

None  
 

 
 

 

d) Screening for other potential infections 
take place  

MRSA and CPE screening remains 
in place.  

Unable to monitor 
compliance  Awaiting BI 

solution regarding 
compliance 
monitoring   

 

e) That all emergency patients are 
tested for COVID-19 on admission 

 
 

Compliance monitored at TCG and 
EOG compliance as per 5a.  

None  None   

f) That those inpatients who go on to 
develop symptoms of COVID-19 after 
admission are retested at the point 
symptoms arise.  

 

Included in Coflow guidance and 
patient testing protocol  

None  None   

g) That those emergency admissions 
who test negative on admission are 
retested on day 3 of admission, and 
again between 5-7 days post 
admission.  

 

Patients tested on day 0, 3 ,6 and 
13 as per patient testing protocol. 
Compliance monitored at TCG and 
EOG. 

None  None   

h) That sites with high nosocomial rates 
should consider testing COVID 
negative patients daily. 

 

Surveillance would indicate if this is 
necessary.  

None  None   

i) That those being discharged to a 
care home are being tested for 
COVID-19 48 hours prior to 
discharge (unless they have tested 

Included in  patient testing protocol  None  None   



 
  

 

 

 

positive within the previous 90 days) 
and result is communicated to 
receiving organisation prior to 
discharge  

 

j) That those being discharged to a 
care facility within their 14 day 
isolation period should be discharged 
to a designated care setting, where 
they should complete their remaining 
isolation.  

 

Included in Co flow guidance None None  

k) That all Elective patients are tested 3 
days prior to admission and are 
asked to self-isolate from the day of 
their test until the day of admission.  

 

Included in  patient testing protocol 
In place for elective patients and 
included in patient information. 

None None  

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and 
control infections  

Key lines of enquiry Evidence Gaps in Assurance Mitigating 
Actions RAG 

Systems and processes are in place to 
ensure that: 

a) staff are supported in adhering to all IPC 
policies, including those for other alert 
organisms 

IPC available to support the ward 
staff 
Posters visible in the clinical area  
‘IPC and Me’ resource packs 
available for all wards.  

 None  None  

b) any changes to the PHE national guidance 
on PPE are quickly identified and 
effectively communicated to staff 

3 x weekly Tactical Control Group 
in place to disseminate guidance 
for action. IPC guidance uploaded 
onto the COVID hub appropriate. 
  

None None  

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe


 
  

 

 

 

c) all clinical waste  and linen/laundry related 
to confirmed or suspected COVID-19 
cases is handled, stored and managed in 
accordance with current national guidance  

Monitored via IPC Practice and 
Environment Audit, July 21 audit 
results 99% compliance with 
handling, storage and segregation 
of waste.  
 

 
   

d) PPE stock is appropriately stored and 
accessible to staff who require it 

 

PPE Policy in place. 
Monitored via IPC Practice and 
Environment Audit - PPE 
accessibility 98% in July 21.  
 
 

None  
 
 

None  
 
  

 

 
10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection  

 
Key lines of enquiry Evidence Gaps in Assurance Mitigating 

Actions RAG 

Appropriate systems and processes are in 
place to ensure: 

a) staff in ‘at-risk’ groups are identified    
using an appropriate risk assessment tool 
and managed appropriately including 
ensuring their physical and psychological 
wellbeing is supported holistically. 

 

Merseycare provides our staff 
counselling and EAP service and 
run an out of hour’s telephone 
hotline. The telephone line is open 
24 hours per day just call 0151 
3308103  
Staff Support Service: The Staff 
Support Service is provided by our 
own in house team of Occupational 
clinical psychologists who are 
offering a confidential support and 
advice service to all members of 
staff. Staff can self-refer into these 
confidential services. 
Headspace app: The popular 
Headspace app is free for all NHS 
staff this year 

None  None  

b) that risk assessment(s) is (are) undertaken 
and documented for any staff members in 
an at risk or CEV (shielding) groups, 

Risk assessments in place for all 
staff including BAME and 
pregnancy 

None None  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/881489/COVID-19_Infection_prevention_and_control_guidance_complete.pdf


 
  

 

 

 

including Black, Asian and Minority Ethnic 
(BAME) and pregnant staff 

 

All staff have completed a self Risk 
assessment and line managers 
have risk assessed staff in their 
clinical area 

c) staff required to wear FFP reusable 
respirators undergo training that is 
compliant with PHE national guidance and 
a record of this training is maintained and 
held centrally 

Fit testing is available for all 
relevant staff. Records are held 
centrally. 
All staff who perform AGP’s are FIT 
tested 
Staffs are re-tested if a different 
product/mask is provided. 
Some areas have designated FIT 
testers on the unit. 

 None None  

d) staff who carry out fit test training are 
trained and competent to do so  

All fit testers have completed the 
accredited course to become a 
Certified Face Fit Tester and carry 
out fit tests as per HSE 
Requirements  

None None 
 

 

e) All staff required to wear an FFP respirator 
have been fit tested for the model being 
used and this should be repeated each 
time a different model is used.  

Significant progress has been 
made to ensure all staff that require 
it, have been fit tested however, 
due to divisional structure changes 
with the identification of staff 
continues. 
Each clinical area have identified 
who should be FIT tested, they are 
re-tested if a new product/mask is 
provided. 

None None  

f) a record of the fit test and result is given to 
and kept by the trainee and centrally within 
the organisation. 

Process is in place, local and 
central records are available 

None None  

g) for those who fail a fit test, there is a record 
given to and held by trainee and centrally 
within the organisation of repeated testing 
on alternative respirators and hoods.   

Central process in place to retest 
as appropriate, mitigated by the 
use of re-usable respirators. 
 

None None  

h) for members of staff who fail to be 
adequately fit tested a discussion should 

Staff who fail the FIT test are 
provided with Hoods if they perform 

None None  

https://www.hse.gov.uk/coronavirus/ppe-face-masks/index.htm


 
  

 

 

 

be had, regarding re deployment 
opportunities and options commensurate 
with the staff members skills and 
experience and in line with nationally 
agreed algorithm.  

AGP’s. 
 
For those who are unable to wear 
hoods – a discussion is held 
regarding re-deployment 
opportunities. 

i) a documented record of this discussion 
should be available for the staff member 
and held centrally within the organisation, 
as part of employment record  

Process are in place and local 
records are held regarding 
management referral to 
Occupational health and the 
discussion with the Line Manager 

None None  

j) following consideration of reasonable 
adjustments e.g. respiratory hoods, 
personal re-usable FFP3, staff who are 
unable to pass a fit test for an FFP 
respirator are redeployed using the 
nationally agreed algorithm and a record 
kept in staff members personal record and 
referral to the Occupational health service 
if additional support is required.   

Processes are in place and records 
are held locally for staff who are 
redeployed. 

None None  

k) boards need to have a system in place that 
demonstrates how, in regard to fit testing, 
the organisation maintains staff safety and 
provides safe care across all care settings. 
This system should include a centrally held 
record of results which is regularly 
reviewed by the board. 

Process is in place to cascade 
training for FIT testing. 
These records are maintained 
locally and centrally. This is 
supported by health and safety.  

None None  

l) consistency in staff allocation should be 
maintained, reducing movement of staff 
and the crossover of care pathways 
between planned/elective care pathways 
and urgent/emergency care pathways as 
per national guidance  

Staff are redeployed depending the 
the Risk assessment completed. 
Also taken into consideration is any 
staff anxieties regarding Covid.  
Staff movement is kept to a 
minimum and discussed twice daily 
in the staffing huddle. 
Consideration is taken for staff 
working on a RED Covid ward and 
those working on a Silver ward. 

None None  

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


 
  

 

 

 

m) all staff should adhere to national guidance 
on social distancing (2 metres) wherever 
possible, particularly if not wearing a 
facemask and in non-clinical areas  
 

Social distancing posters in place 
 
 
 

None  
 

None  

n) health and care settings are COVID-19 
secure workplaces as far as practical, that 
is, that any workplace risk(s) are mitigated 
maximally for everyone 

 

The Ward risk assessment 
identifies any work place risks.  
Posters are displayed to ensure 
maximum people in a room to 
ensure socially distance is 
maintained. 

None None  

 

o) staff are aware of the need to wear 
facemask when moving through 
COVID-19 secure areas.  

 
 

Posters are displayed to remind 
staff to waer face masks when 
moving through COVID-19 areas. 
 
Staff are challenged if not adhering 
to this. 
 

None None  

p) staff absence and well-being are monitored 
and staff who are self-isolating are 
supported and able to access testing via 
the inhouse service for them and their 
household.  In view of the governmental 
changes that commenced on 16th Aug 
2021 staff can access the in house service 
for PCR if identified as a contact of a 
positive and they are no longer required to 
isolate if they are double vaccinated ( more 
than 14 days from contact with positive) 

 

Staff absence and well-being are 
monitored and staff who are self-
isolating are supported and able to 
access testing via the inhouse 7 
day service available for swabbing 
staff. The results are sent directly 
the individual and or their their 
household in accordance with their 
swab outcome 
Sickness and absence is monitored 
via the Light system 

None None  

q) staff who test positive have adequate 
information and support to aid their 
recovery and return to work 

Occupational health are able to 
provide 1-1 advice to the employee 
if their post covid recovery is not 
linear and HR augment this with 
advice to the line managers on how 
best to support an effective return 
to work, including amendments to 
shift patters for example or breaks 

None None  

https://www.gov.uk/government/publications/staying-alert-and-safe-social-distancing


 
  

 

 

 

in days worked to allow recovery 
and restoration to former functional 
capacity post virus. Staff who are 
identified to have enduring post 
covid health issues can be referred 
to the OH OT for support as part of 
the long covid group and a tailored 
programme of support initiated in 
relation to the employees functional 
restoration needs.   

 

 



Guardian of Safe 
Working Report –

Q1 April – June 2021 

Philip Weston & Justine Hadcroft
Guardians of Safe Working



Exception Reports 

2020 Qtr1 2020 Qtr2 2020 Qtr3 2020 Qtr4 2021 Qtr1 2021 Qtr2
AUH 58 17 27 62 33 23
RLH 79 9 54 107 44 44
Grand Total 137 26 81 169 77 67
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Exception Reports (ER) over past quarter 01/04/21 -
30/06/21

Site
AUH RLH

Total number of exception reports received 23 44
Number relating to immediate patient safety issues 2 3
Number relating to hours of working 18 42
Number relating to pattern of work 1 1
Number relating to educational opportunities 1 0
Number relating to service support available to the doctor 3 1



• Whilst a small number of Immediate Safety Concerns has been 
raised and investigated, none presented significant risks to patient 
safety.

• Individual departments provided short term solutions and are 
looking into whether changes need to be made in the longer term.

• In total 75,000 hours worth of shifts were booked via Bank and 
locum over the period. Emergency departments and AMU in both 
sites have been hit hard this quarter, with 25,000 hours of these 
bookings being for those departments. However, exception 
reporting for these areas is low. 

• The Guardians and Trust continue to encourage a culture of 
reporting and to attend the junior doctors forum. The forum has 
seen poor attendance recently, although this may be due to current 
service pressures meaning trainees cannot be released to attend.

Quarter 1 21/22 Update



• The majority of Aintree site ERs concern additional hours worked, with 
some relating to teaching sessions which were cancelled due to extreme 
pressures as a result of Covid. 

• The majority of Royal site ERs concern additional hours worked, and this 
seems to reflect a mixture of reduced staffing and increased intensity of 
work, again with Covid pressures contributing.

• A number of the Trust’s Post Foundation Fellow appointments from year 
20/21 resigned early in this quarter.  This again caused pressures on rotas 
by creating gaps these roles had been filling. Plans to recruit 30 WTE for 
August 2021 were unsuccessful, with only 13 WTE suitable for 
appointment. 

Quarter 1 21/22 - Issues



• Working with the GOSW and clinical leads to support rota queries, 
providing advice and support in building safe and effective rota’s whilst 
ensuring excellent training & education opportunities. 

• Supporting the trust in reviewing staff requirements with a key focus on 
medical associate professional (MAPs) support roles. These roles will 
not replace juniors but alleviate some of the work intensity, hopefully 
reducing need for working outside of rostered hours. 

• Build upon the support structures in place to ensure employees have a 
contactable team to offer advice and guidance; and review ways to 
improve forum attendance and maintain a positive reporting culture. 

Quarter 1 21/22 Mitigation
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EXECUTIVE SUMMARY  

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. 

 
2. Key Findings 

The report highlights issues in relation to the junior doctors’ hours and safe working and focuses on 
exception report figures over the past quarter.  

A small number of Immediate Safety Concerns has been raised and investigated. None presented 
significant risks to patient safety. Individual departments provided short term solutions and are looking 
into whether changes need to be made in the longer term. 

Emergency departments in both sites have been hit hard this quarter, evidenced in bank and locum 
bookings for the areas; although exception reporting for these areas is low. The Guardians and Trust 
must continue to encourage a culture of reporting.  

3. Solutions / Actions 

The Trust encourages Exception Reporting to enable the Guardians to understand trainees’ working 
environment and issues experienced in order to ensure that our patients and junior doctors are 
safeguarded from harm. The Guardian, Deputy Guardian and compliance team support a culture of 
exception reporting as much as possible within the Trust. It gives better visibility of problems and allows 
them to be addressed quickly and ensure both working compliance and appropriate trainee support. 

The Guardians are developing a series of emails containing information about various aspects of the 
2016 TCSs to trainees, consultants and managers to increase awareness of recommendations and 
requirements. 

 

4. Recommendations 

The Board is asked to note the contents of the report and the actions being taken to maintain high 
standards of education whilst supporting service delivery during the pandemic. 

 

 

 

 

 

 



 
  

 

 

 

 

MAIN REPORT 

INTRODUCTION 

It is a contractual requirement of the 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.  
 
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. 
 
 
Immediate Safety Concerns 
 
Immediate Safety Concerns are always reviewed taken very seriously and the Guardians ensure that 
they are investigated and resolved, with assurance that the likelihood of recurrence has been mitigated 
as far as possible. 
 
Submitted ISC’s related to low levels of staffing.  This has been exacerbated by covid and short notice 
absences due to isolation. Senior teams are actively working on options to ensure sustainable rotas that 
provide full support to trainees.  
 
 
High level data – Aintree Site  
 
Number of doctors / dentists in training (total):    288 
Number of doctors / dentists in training on 2016 TCS (total):  288 
Amount of time available in job plan for guardian to do the role:  3 PA (Across sites) 
Admin support provided to the guardian (if any):    Via Medical Compliance 
Amount of job-planned time for educational supervisors:   0.25 per trainee 

High level data – Royal Site  
 
Number of doctors / dentists in training (total):    348 
Number of doctors / dentists in training on 2016 TCS (total):  348 
Amount of time available in job plan for guardian to do the role:  3 PA (Across sites) 
Admin support provided to the guardian (if any):    Via Medical Compliance 
Amount of job-planned time for educational supervisors:   Currently included in Core 
SPAs or as additional to contract 

The Guardian, Deputy Guardian and compliance team support a culture of exception reporting as much 
as possible within the Trust. It gives better visibility of problems and allows them to be addressed quickly 
and ensure both working compliance and appropriate trainee support. 

This report is for the period April – June 2021. 

 

 

 



 
  

 

 

 

 

ANALYSIS 

The below graph shows the number of Exceptions reported for 2020 and 2021 by quarter. It is to be 
noted that a high level of reporting is a positive indicator of engagement and whilst this then requires 
intervention is something to be encouraged to allow appropriate support and remedial actions to be 
provided. 
 
The graph demonstrates exception reporting was less frequent in earlier quarters this corresponds with 
the waves of Covid and subsequent months. Exception reporting increased again though through 
second and third waves.  

 
 

 
 

Exception Reports (ER) over past quarter 01/04/21 - 
30/06/21 

Site 
AUH RLH 

Total number of exception reports received 23 44 
Number relating to immediate patient safety issues 2 3 
Number relating to hours of working 18 42 
Number relating to pattern of work 1 1 
Number relating to educational opportunities 1 0 
Number relating to service support available to the doctor 3 1 

 

The largest reportable reason for ER remains differences in hours of work, where trainees are having to 
stay late past their expected shift time to support the workload.  This time can be paid or taken as time in 
lieu, and the Trust is supporting the use of lieu time to ensure the trainees are getting adequate rest.   

 

 

 

2020 Qtr1 2020 Qtr2 2020 Qtr3 2020 Qtr4 2021 Qtr1 2021 Qtr2
Grand Total 137 26 81 169 77 67
RLH 79 9 54 107 44 44
AUH 58 17 27 62 33 23
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The below shows a comparison of exceptions received for Q1for 2021/22 by site, specialty, type and 
grade. 

LUH                   

Specialty Type FY1  FY2  CT1 ST1  ST3  ST5  ST6  
Grand 
Total 

Accident and emergency (AUH) Hours 1      1 2 
Cardiology (AUH) Hours 1       1 
General medicine (AUH) (AUH) Hours    4    4 

General medicine (AUH) 
Service 
Support  3    1  4 

General surgery (AUH) Educational 1       1 
General surgery (AUH) Hours 3       3 
General surgery (AUH) Pattern 1       1 

General surgery (AUH) 
Service 
Support 2       2 

Otolaryngology (ENT) (AUH) Hours 1       1 
Palliative medicine (AUH) Hours     3   3 
Rheumatology (AUH) Hours     1   1 
Trauma & Orthopaedic Surgery 
(AUH) Hours 7       7 
General medicine (RLH) Hours 28  2     30 
General surgery (RLH) Hours 12       12 
General surgery (RLH) Pattern 1       1 

General surgery (RLH) 
Service 
Support 1             1 

Total   59 3 2 4 4 1 1 74 
 

The majority of Aintree site ERs concern additional hours worked, with some relating to teaching 
sessions which were cancelled due to extreme pressures as a result of covid.  

The majority of Royal site ERs concern additional hours worked, and this seems to reflect a mixture of 
reduced staffing and increased intensity of work.   

The below shows the current status’s of ER reports for quarter 2. 

LUH          
Years Quarter State AUH RLH/BGH 
2021 Qtr2 Complete 4 25 
2021 Qtr2 Pending 10 7 
2021 Qtr2 Unresolved 16 12 
Grand Total     30 44 

 

The status of ‘Complete’ and ‘Unresolved’ within the E-Rota system can be categorised as closed whilst 
‘Pending’ is under review.  

The below shows the count of ER over the quarter by month and clearly defines a spike in May 21, this 
can be attributed to the implementation of new rota’s in April 21.  



 
  

 

 

 

 

 

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. 
 

b) Fines 
 

No fines have been levied in the last quarter 
 

 
Locum Bookings 

Medic Bank, April – June 2021 - The peak of bookings were across A&E and AMU on the AUH site. 
 

Rota No of 
Shifts 

No of 
hours 

Total 5056 41,534.85 
 
 

Medics Locum shifts (Via PlusUs system) - The peak of bookings were within General Medicine on-
call which covers AMU and Specialist Medicine specialties. 

 
Row Labels No of Shifts No of Hours 
Grand Total 5170 33754.72 

 
 

Medics Locum by grade - The peak of bookings are at F2 level grades. 
 

Row Labels No of shifts No of hours 

FY 1 317 975.00 
FY 2 3622 11155.35 

ST 1&2 96 290.53 
ST 3+ 225 486.75 

Grand Total 5170 13405.23 
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Summary and action taken 

a) Junior Doctors’ Forum & Guardian of Safe Working 
 
Virtual monthly Junior Doctors Forums have taken place in May of this quarter.  Attendance was 
very poor, but this may be due to intense activity on the wards preventing doctors being released 
for these meetings.  Several trainees have contacted via email to get issues addressed, 
particularly where there may be a risk of unsafe staffing or a potential contract breach as a result. 

 
b) Covid Update 

 
Covid cases are on the increase again as the government relaxes its response to the pandemic, 
which continues to impact rotas, with covid patient numbers once more increasing.  While there is 
feeling of a fourth surge, it is predicted this will be less intense than previous surges. However it 
remains and issue and the impact of increasing patients, as well as requirements for staff to 
isolate resulting in short notice rota gaps remains a significant issue. Accident and emergency 
has seen increasing numbers of both covid and long covid patients coming through.  
 
Covid has also impacted the timeliness of receipt of information from our stakeholders. As a 
result there are some delays in the issuing of rotas, work schedules and duty rosters as 
information about incoming trainees remains pending for a number of specialties.  

 
c) Exception Reporting 

 
We encourage trainees to submit Exception Reports as a way of understanding the pressures 
experienced by the trainees. Often, breaches occur as a result of events which cannot be 
anticipated and it is to the credit of the trainees that they will work beyond their contracted hours 
in order to provide the care required. Where themes have been identified, the Guardians 
encourage department leads and trainees to consider and implement any changes that could be 
made to minimise the likelihood of these issues recurring. 

 
 

d) Post Foundation Fellows 
 
A number of the Trust’s Post Foundation Fellow appointments from year 20/21 resigned early in 
this quarter.  This again caused pressures on rotas by creating gaps these roles had been filling.  
 
Post Foundation fellow recruitment for year 21/22 has taken place, with new PFF’s commencing 
in August 21. Unfortunately out of 31 posts, only 13 were suitable for appointment.  
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MAIN REPORT 

INTRODUCTION 

The Liverpool University Hospital NHS Foundation Trust corporate safeguarding team is a 
whole of life service which provides support, advice and guidance for all matters relating to: 

 
• Safeguarding adults at risk of abuse 
• Safeguarding children and young people 
• Mental Capacity Act 
• Deprivation of Liberty Safeguards 
 

This report covers the reporting period April 2020 ~ March 2021 and aims to give a broad 
overview of the service delivered by all aspects of the organisational safeguarding team. 

 
This report is to offer assurance to the Trust Board that Liverpool University Hospitals NHS 
Foundation Trust is meeting all safeguarding statutory duties and requirements. 
 
KEY AREAS FOR CONSIDERATION 
 
The Service - During 2020/21 it was identified as a priority to formally bring together the 
safeguarding teams from the Royal & Broadgreen Sites and Aintree Site into a single 
safeguarding service. Due to the implications and priorities associated with the Covid 19 
pandemic this work stream was postponed to ensure stability across safeguarding. 
Throughout the reporting period the safeguarding teams remained under site based joint 
leadership of the Associate Director of Nursing for Safeguarding (Aintree) and the Assistant 
Chief Nurse for Safeguarding (Royal & Broadgreen).  

 
Safeguarding Governance - The Trust Safeguarding and Vulnerable People Group was 
established during 2020/21, meeting bi monthly throughout the Covid 19 pandemic. Initially 
the group was established as a functional group of the Quality of Care Executive Led Group, 



 

 

 
 

however in Quarter 3 it became an Executive Led Group directly reporting into the Trust 
Quality Committee. 
 

Risk Register - The safeguarding risk registers were merged into a single risk register in 
quarter 3. At the end of the reporting period there are 9 risks on the safeguarding risk 
register, these can be seen in table 1 (page 5) 

 

MIAA Audit - MIAA commenced a safeguarding specific audit in quarter 4. At the end of the 
reporting period the audit had not been completed, however it is expected that 
recommendations will be made relating to training compliance and alignment of 
safeguarding service across the Trust. 

Training - During quarter 1, the safeguarding training needs analysis and training strategy 
was redeveloped and approved at Safeguarding and Vulnerable People Group. Due to the 
Covid 19 Pandemic, face to face training delivery was paused during quarter 1 and part of 
quarter 2, with training delivery being transferred onto a virtual platform during quarter 2. It 
was identified that this would impact the compliance of all levels of training and due to this 
the risk was incorporated within the safeguarding risk register. 
 
Safeguarding Adults - Safeguarding adult advice and support is provided by all members 
of the safeguarding team. Contact for advice and support can be received by telephone, 
email or when the safeguarding team are visiting the ward/department areas. Table 2 (page 
9) evidences the total number of safeguarding notifications made to the safeguarding team 
and the total number of referrals made to the relevant Local Authority for consideration of 
Section 42 enquiry. Chart 2 (page 9) provides the divisional breakdown of notifications to the 
safeguarding team.  
 
Section 42 Safeguarding Enquires Against the Trust - The process for managing a 
Section 42 enquiry was aligned through the development of a Trust Standard Operating 
Procedure. This ensures that all enquiries are now managed through the same process 
irrelevant of the site in which the concern relates. On receipt of the identified enquiry, the 
safeguarding administrator will log the concern onto the hospital incident reporting system 
(Datix). This ensures the risk and governance team along with the ward/department 
manager are aware of the allegation that requires investigation. Quarterly data relating to 
Section 42 enquiries per division across all sites can be seen in table 3 (page 10). 
 
Deprivation of Liberty Safeguards - Liverpool University Hospitals NHS Foundation Trust 
is a managing authority under Deprivation of Liberty Safeguards legislation. If a deprivation 
of liberty is identified, the organisation has a duty to make an application to the relevant 
Local Authority in which the person resides who act as the Supervisory Body. If a potential 
deprivation of liberty is identified, the ward staff are required to complete the relevant 
documentation self-authorising the deprivation for 7 calendar days. This completed form is 
then quality assured by the safeguarding team and forwarded via secure email to the 
relevant Local Authority.  In total the Trust made 2390 urgent authorisations and followed 
each of them up with a standard application to the relevant Local Authority. In comparison, 
2133 urgent authorisations were completed during 2019/20.  



 

 

 
 

 
Safeguarding Children - Following the identification of a potential safeguarding children or 
young person concern, front line practitioners complete a notification form. On receipt of the 
notification form, the safeguarding practitioners review and triage the information to identify 
the appropriate action required. This will include when appropriate liaising directly with the 
Local Authority to identify if the child / young person or family is already known to children’s 
social care. If identified that a child or young person required a referral to the Local Authority 
for safeguarding consideration, the safeguarding practitioner as part of the internal process 
would complete the appropriate multi agency referral form. The data relating to the number 
of safeguarding children notifications and the number of referrals to children’s social care 
can be seen in table 4 (page 17). 

 

Domestic Abuse - The domestic abuse agenda has remained a priority across Merseyside 
and the Safeguarding Service has ensured regular attendance and participation with both 
Liverpool and Sefton Multi Agency Risk Assessment Conference (MARAC) process. Data in 
chart 6 (page 20) identified the number of risk assessment tools completed during the 
reporting period and how many individuals were referred to MARAC. 

 

Safeguarding Priorities - A review of 2019/20 safeguarding priorities can be seen on page 
23 with the 2020/21 priorities identified on page 24. 
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Executive Summary: 

 

The Liverpool University Hospital NHS Foundation Trust corporate safeguarding team is a 
whole of life service which provides support, advice and guidance for all matters relating to: 

 

• Safeguarding adults at risk of abuse, 
• Safeguarding children and young people,  
• Mental Capacity Act 
• Deprivation of Liberty Safeguards 
 

This report covers the reporting period April 2020 ~ March 2021 and aims to give a broad 
overview of the service delivered by all aspects of the organisational safeguarding team. 

 

This report is to offer assurance to the Trust Board that Liverpool University Hospitals NHS 
Foundation Trust is meeting all safeguarding statutory duties and requirements. 

  



  
 
 
    

 
 

1. Introduction 
 

1.1 One of the fundamental responsibilities in providing quality healthcare services is to 
ensure that the public are protected whilst receiving care. This is an important 
responsibility for each member of staff, whatever their role, and for the Trust as a 
partner in the wider health and social care system. 
 

1.2 The 2020/21 Safeguarding Annual Report for Liverpool University Hospitals NHS 
Foundation Trust will reflect the safeguarding work undertaken by the organisation 
during the reporting period. 

 

1.3 The purpose of this report is to provide assurance to the Trust Board that the 
organisation is fulfilling its responsibilities to promote the safety and welfare of people 
and families who use our service. 

 

1.4 The Liverpool University Hospitals NHS Foundation Trust safeguarding service 
provides support, advice and guidance for all aspects of safeguarding including 
radicalisation, domestic abuse, and Mental Capacity Act / Deprivation of Liberty 
Safeguards. 
 

1.5 Safeguarding activity is underpinned by the statutory guidance outlined below, this is 
not an exhaustive list but outlines the key legislation and statutory guidance that the 
Trust is required to follow to ensure statutory safeguarding responsibilities are 
achieved. 
 

• Care Quality Commission Registrations Standards: Health and Social Care 
Act 2008 (Regulated Activities) Regulations 2014: Regulation 13 

• The Children Act 1989 / 2004 
• The Children and Social Work Act 2017 
• The Care Act 2014 
• The Mental Capacity Act 2005 
• The Mental Capacity Amendment Act 2019 
• Mental Capacity Act Deprivation of Liberty Safeguards 2009 
• Working Together to Safeguarding Children 2018 
• Promoting the  Health and Wellbeing of Looked After Children 2020 

 

1.6 The annual report outlines the work streams across the organisation during 2020/21 
in relation to all aspects of the safeguarding remit. 

 



  
 
 
    

 
 

1.7 The report provides the Board of Directors with assurance that the Trust is working 
towards having the required effective systems and processes in place to safeguard 
patients who access services in the Trust; and will be able to demonstrate that the 
Trust is meeting its statutory responsibilities in relation to safeguarding. 
 

2. The Service 
 

2.1 Liverpool University Hospitals NHS Foundation Trust Safeguarding Service  

2.1.1 During 2020/21 it was identified as a priority to formally bring together the 
safeguarding teams from the Royal & Broadgreen Sites and Aintree Site into a 
single safeguarding service. Due to the implications and priorities associated with 
the Covid 19 pandemic this work stream was postponed to ensure stability across 
safeguarding. Throughout the reporting period the safeguarding teams remained 
under site based joint leadership of the Associate Director of Nursing for 
Safeguarding (Aintree) and the Assistant Chief Nurse for Safeguarding (Royal & 
Broadgreen).  

 

2.1.2 With the post-merger development of wider services across the Trust, the 
responsibility for Learning Disability Services transitioned away from 
Safeguarding and the Lead Nurse for Learning Disability Transformation became 
part of a larger organisational wide Learning Disability Service.  

 
2.1.3 The site based team at Aintree Hospital Site had the opportunity to internally 

restructure. Due to recruitment opportunities following the restructure, the Aintree 
site based team now incorporates a positive skill mix of specialist nurses and 
practitioners from both health and social care. 

 
2.1.4 Utilising the safeguarding budget from the Aintree restructure, the Royal Hospital 

Site safeguarding team successfully recruited a senior safeguarding practitioner 
who commenced in post in quarter 4. 

 
2.1.5 Towards the end of quarter 4, the Assistant Chief Nurse for Safeguarding (Royal 

& Broadgreen) gave the Trust notice of her planned retirement. The Trust would 
like to acknowledge and thank her for her service to safeguarding over the past 5 
years. The Assistant Director of Nursing for Safeguarding (Aintree) is now the 
lead for the Trust Safeguarding Team with some further structural changes being 
planned to ensure the organisation has the correct resource to meet its 
requirements. 

 

 
 



  
 
 
    

 
 

2.2 Hospital Safeguarding and Vulnerable People Group 
 

2.2.1 The Trust Safeguarding and Vulnerable People Group was established during 
2020/21, meeting bi monthly throughout the Covid 19 pandemic. Initially the group 
was established as a functional group of the Quality of Care Executive Led 
Group, however in Quarter 3 it became an Executive Led Group directly reporting 
into the Trust Quality Committee. 

 

2.2.2 The agreed assurance schedule ensured members were presented with regular 
safeguarding reports, safeguarding audits and associated action plans, agreed 
safeguarding policy development for ratification and enabled dissemination of 
information from local safeguarding boards.  

2.2.3 During quarter 1 and 2, an exception overview report was presented to the 
Quality of Care Executive Led Group, with this report being provided directly to 
Quality Committee in quarter 3 and 4.  

 

2.2.4 Following a review of the Safeguarding and Vulnerable People sub groups, it was 
identified that the Ethics Committee was not appropriately aligned and its 
governance and reporting transferred in to the Clinical Standards Group.  

 

2.2.5 The Safeguarding and Vulnerable People Group has three sub groups which 
each meet bi monthly and provide an exception report on the work steams and 
actions taken within each sub group (see section 2.2.7 for sub group structure). 

 

2.2.6 Throughout the year, the sub groups have been impacted by the Covid 19 
pandemic with the paediatric Transition Group and the Mental Health Group 
postponing several meetings due to business continuity. The Operational 
Safeguarding Group has continued to meet throughout the year, with the 
exception on one meeting which was managed as a virtual meeting. 

 

 

 

 

 

 

 



  
 
 
    

 
 

2.2.7 At the end of the reporting period the governance structure for Safeguarding is: 
 
 
 
 
 
 

 
 

 

 

 

 

 

  

 

 

 

 

 

2.2.8 In addition to the Trust wide safeguarding governance structure, each division 
have been required to develop a divisional safeguarding group. At the end of the 
reporting period the development of the divisional groups remains in its infancy, 
however they have all developed terms of reference and ensure divisional 
oversight of safeguarding training compliance and the implementation and 
monitoring of recommendations and action plans following section 42 
safeguarding enquiries. 

 

2.3 Risk Register 
 

2.3.1 The safeguarding risk registers were merged into a single risk register in quarter 
3. At the end of the reporting period there are 9 risks on the safeguarding risk 
register, these can be seen in table 1. 
 

Trust Board 

 

Operational Safeguarding Adult and 
Children Group 

Strategic Mental Health  

G  

Paediatric Transition Strategic  

G  

Quality Committee 

 

Safeguarding & Vulnerable People 
Group 

 



  
 
 
    

 
 

Table 1: 

Safeguarding Risk Register  
Risk Number Risk Score Risk Level 

5644 Failure to adequately bridge the gap between 
mental health and physical healthcare across 
all Trust sites 

 
9 

 
High Risk 

5648 Delay in timely completion of Independent 
Mental Capacity Advocates assessments due 
to Covid 19 Pandemic 

 
6 

 
Medium 

Risk 
5640 Introduction of Liberty Protection Safeguards – 

and the requirement to develop robust 
governance arrangements required 

 
12 

 
High Risk 

5647 Failure to adequately complete Mental 
Capacity Assessments 

 
6 

Medium 
Risk 

5642 Inability to ensure applications for Deprivation 
of Liberty Safeguards are authorised due to 
Local Authority capacity to complete required 
assessment process 

 
10 

 
High Risk 

5646 Safeguarding service capacity to manage the 
expected increase  in child protection cases 
due to the Covid 19 Pandemic 

 
6 

 
Medium 

Risk 
5645 Safeguarding service capacity to manage the 

expected increase in domestic abuse cases 
due to the Covid 19 Pandemic 

 
8 

 
High Risk 

5641 Reduced training capacity in venues due to 
Covid 19 Pandemic leading to a reduction in 
training compliance for mandatory and role 
specific safeguarding training 

 
12 

 
High Risk  

5845 Non-compliance with safeguarding training 
requirements in line with commissioning 
requirements 

 
12 

 
High Risk 

 

2.4 Allegations Against Professionals  
 

2.4.1 If an allegation of abuse towards a child or adult is raised against any member of 
staff; Liverpool University Hospitals NHS Foundation Trust have an obligation to 
report the potential allegation. If the staff member has any contact in work with 
individuals under the age of 18 they must be referred to the relevant Designated 
Officer at the Local Authority. If the allegation relates to an individual who only 
works with adults this must be raised as a Safeguarding Adult concern with the 
Local Authority. 

 
2.4.2 During the reporting period, the criteria for referral to the Designated Officer at the 

Local Authority was extended to specifically include behaviour that may indicate a 
person may not be suitable to work with children. This would include allegations 



  
 
 
    

 
 

of domestic abuse in the private life of the individual, criminal offences relating to 
Class A drugs, sexual offences against adults and mental ill health in which the 
person presents at risk of harm. 

 
2.4.3 During the reporting period, Liverpool University Hospitals NHS Foundation Trust 

made five referrals to the Designated Officer at Liverpool Local Authority.   
• Cases 1 & 2 are under review from Merseyside Police, therefore Trust 

Disciplinary process cannot be concluded; 
• Case 3 is awaiting the outcome of the disciplinary investigation;  
• Case 4, the staff member resigned from post prior to disciplinary process 

being completed; 
• Case 5, no further action was required and the case was closed to the 

Designated Officer at the Local Authority. 
 

2.5 Commissioning Requirements 
 

2.5.1 Liverpool University Hospitals NHS Foundation Trust is commissioned by 
Liverpool Clinical Commissioning Group (CCG).  Monitoring arrangements by the 
CCG include a detailed quarterly Key Performance Indicator (KPI) submission, 
the annual submission of a self-assessment against the Safeguarding 
Commissioning Standards and a quarterly business meeting with the designated 
safeguarding nurses within the CCG. 

 
2.5.2 The KPI template was submitted in the month following the end of the Quarterly 

period, and requires evidence to provide assurance across multiple areas 
including (list not exhaustive): 
• Training needs analysis and training compliance 
• Policy and procedure 
• The Cheshire and Merseyside Safeguarding Commissioning Standards 
• Safeguarding Audit 
• Safeguarding Children referrals to the Local Authority 
• Safeguarding Adult referrals to the Local Authority 
• Deprivation of Liberty Safeguards Applications 

 
2.5.3 The CCG’s relaxed the requirement for formal Key Performance Indicator 

submission in quarter 1 due to the Covid 19 Pandemic, however submissions 
recommenced from quarter 2. 
 

2.5.4 At the end of the reporting period, feedback from the CCG has identified limited 
assurance relating to safeguarding training compliance due to the Trust not 
achieving 90% training compliance across all areas of training. However, the 



  
 
 
    

 
 

Trust received significant assurance for all other aspects of the KPI requirements 
including the overall summary analysis and actions. 

 

2.6 MIAA Audit 
 

2.6.1 MIAA commenced a safeguarding specific audit in quarter 4. At the end of the 
reporting period the audit had not been completed, however it is expected that 
recommendations will be made relating to training compliance and alignment of 
safeguarding service across the Trust. 
 

2.7 Safeguarding Training 
 

2.7.1 During quarter 1, the safeguarding training needs analysis and training strategy 
was redeveloped and approved at Safeguarding and Vulnerable People Group. 
The updated strategy merged the requirements of the Mental Capacity Act and 
Deprivation of Liberty Safeguarding into the Safeguarding Adult training and the 
requirements of domestic abuse and prevent basic awareness were incorporated 
within Safeguarding Children training.  
 

2.7.2 Due to the Covid 19 Pandemic, face to face training delivery was paused during 
quarter 1 and part of quarter 2, with training delivery being transferred onto a 
virtual platform during quarter 2. It was identified that this would impact the 
compliance of all levels of training and due to this the risk was incorporated within 
the safeguarding risk register. 

 

2.7.3 Safeguarding training was aligned during quarter 2 to ensure all staff received the 
same training package irrelevant of the site in which they were based. This 
enabled the delivery of the training to be streamline across the safeguarding 
service. 

 
2.7.4 A regional review of safeguarding training identified that local health organisations 

deliver level 2 training by e-learning. Within the Trust, we had planned to deliver 
Level 2 training as a face to face package. A review of the training occurred 
following the regional review and Level 2 e-learning packaged for both 
safeguarding adults and safeguarding children were developed and rolled out at 
the beginning of quarter 3.  

 
2.7.5 Due to the IT infrastructure within Learning and Development, Mental Capacity 

Act training data was captured from Quarter 2.  
 



  
 
 
    

 
 

2.7.6 The change in delivery of level 2 training has led to an improvement in 
compliance over quarter 3 and 4. 

 

2.7.7 A training trajectory is to be developed in early quarter 1 to identify when it is 
expected the Trust will achieve compliance across all level of safeguarding 
training. This will form part of the post Covid19 safeguarding recovery plan. Once 
developed the divisions will be required to report against the trajectory to 
Safeguarding and Vulnerable People Group. 

 

2.7.8 Full organisational safeguarding training data can be seen in chart 1. 
Chart 1:  

 

 
2.8 Safeguarding Policy Developments 

 

2.8.1 During the reporting period safeguarding policies have received review to ensure 
compliance with current statutory requirements and to align with any changes to 
organisational process. 

 

2.9 Safeguarding Service Support Through Covid 19 Pandemic 
 

2.9.1 At the start of the pandemic all non-patient facing clinical teams were approached 
to support the wider organisation, the safeguarding team were happy to support 
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and released staff work in front line roles during the peak of the pandemic 
following whilst maintaining a robust safeguarding service. 
 

3. Safeguarding Adults at Risk of Abuse 
 

3.1 Key Work Activities  
• Support and Advice  
• Training 
• Safeguarding Adult Section 42 Enquiries 
• Mental Capacity Act Implementation 
• Deprivation of Liberty Safeguards 
• Safeguarding Adult Boards 
• Domestic Homicide Reviews / Safeguarding Adult Reviews 
• Managing Allegations Against Professionals in a Position of Trust 
• Domestic Violence and Abuse  

 

 

 

 

3.2 Safeguarding Adult Support and Advice 
 

3.2.1 Safeguarding adult advice and support is provided by all members of the 
safeguarding team. Contact for advice and support can be received by telephone, 
email or when the safeguarding team are visiting the ward/department areas. 

  
3.2.2 The safeguarding team across both sites receive safeguarding notifications of 

concern from front line practitioners via the respective electronic systems. At 
Aintree Site, notifications are received via Sigma, and on the Royal and 
Broadgreen Site they are received via ICE. This process will be aligned in early 
2021/22 with the introduction of a Trust wide electronic patient record system. 

 

3.2.3 Table 2 evidences the total number of safeguarding notifications made to the 
safeguarding team and the total number of referrals made to the relevant Local 
Authority for consideration of Section 42 enquiry. Chart 2 provides the divisional 
breakdown of notifications to the safeguarding team.  

 



  
 
 
    

 
 

Table 2: Quarterly Breakdown of All Trust Safeguarding Notifications and Referrals to the 
Local Authority 

 Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total 
Total number of 
Safeguarding 

Adult Notifications 
to Safeguarding 

Team 

 
 

444 

 
 

556 

 
 

548 

 
 

541 

 
 

2089 

Total number of 
Safeguarding 

Adult Referrals  
to the Local 

Authority 

 
 

43 

 
 

45 

 
 

60 

 
 

102 

 
 

250 

 

Chart 2:  

 

 

3.2.4 The data collection is in line with the previous years reported figures in that the 
majority of alerts are made from within the Division of Acute and Emergency 
Medicine followed by Specialist Medicine.  

 

3.2.5 The data identifies that throughout a year which has been impacted by the Covid 
19 Pandemic, the number of safeguarding notifications raised by front line staff 
identifies that they have a good understanding about safeguarding.  

 

3.2.6 As a comparison, in quarter 4 2019/20, 478 notifications and 44 referrals were 
processed by the safeguarding team which is comparable to the 444 notifications 
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received and 43 referrals made in quarter 1 this year. Following quarter 1, the 
number of notifications increased and the number of referrals increased quarter 
on quarter throughout the reporting period.  

 

3.3 Safeguarding Adult Local Authority Enquiries 
 

3.3.1 The Care Act 2014 gives all Local Authorities the duty to either make a 
safeguarding enquiry or cause an enquiry to be made. These are known as 
Section 42 enquires due to the section of the Care Act. 

 
3.3.2 If a safeguarding concern is raised against care and/or treatment given by the 

Trust, the Local Authority will liaise directly with the safeguarding team and 
request the incident to be reviewed.   

 

3.3.3 The process for managing a Section 42 enquiry was aligned through the 
development of a Trust Standard Operating Procedure. This ensures that all 
enquiries are now managed through the same process irrelevant of the site in 
which the concern relates. 

 

3.3.4 On receipt of the identified enquiry, the safeguarding administrator will log the 
concern onto the hospital incident reporting system (Datix). This ensures the risk 
and governance team along with the ward/department manager are aware of the 
allegation that requires investigation. 

 

3.3.5 Quarterly data relating to Section 42 enquiries per division across all sites can be 
seen in table 3. 

 
Table 3: 

Division Quarter 1 Quarter 2 Quarter 3 Quarter 4 End of Year 
Total 

Acute and 
Emergency Medicine 

1 3 2 2 8 

Specialist Medicine 8 8 11 17 44 

Surgery 2 1 10 3 16 

ACHT 0 0 0 0 0 



  
 
 
    

 
 

Diagnostic & 
Support Services 

0 0 0 0 0 

 
Trust Total 11 12 23 22 68 

 

3.3.6 As can be seen from the data there was an increase in the number of 
safeguarding enquiries against the Trust in quarter 3 and 4. A high number of the 
enquiries related to discharge concerns and the number of safeguarding enquiries 
could potentially be connected to reduced visiting and therefore reduced levels of 
communication with family members. 
 

3.3.7 Data in Chart 3 identifies the outcome of the completed safeguarding enquiries 
 

Chart 3: 

 
 

Note: The outstanding safeguarding enquiries are due to: 

• 2 of the concerns are under a complaint investigation 
• 6 of the requests were received at the end of the reporting period and this Annual 

Report reflects the position on 31st March 2021. 
 

3.3.8 If the outcome of the enquiry is upheld or partially upheld, an action plan is 
developed by the person leading the enquiry to ensure any required changes are 
implemented.  
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3.3.9 The monitoring and oversight of the implementation of the actions is a 

responsibility of the Divisional Safeguarding Groups, and as the exception report 
to Safeguarding and Vulnerable People Group further develop in to Q1 2021/22 
they will incorporate and overview of the section 42 enquiries within the Division. 

 
3.3.10 As an organisation, the safeguarding service have identified the requirement to 

improve data collection relating to section 42 enquiries and future reports will 
provide themes and trends of all upheld and partially upheld section 42 enquiries. 

 

3.4 Mental Capacity Act   
 

3.4.1 The safeguarding service supports the continued implementation of the Mental 
Capacity Act into clinical practice. The Mental Capacity Act 2005 ensures that all 
adults are assumed capable of making a decision unless they have been deemed 
to lack capacity for a specific decision. 

 

3.4.2 Mental Capacity Act training is delivered with both Level 2 and Level 3 
Safeguarding Adult training (Training Data is reported within section 2.7).  

 

3.4.3 Alignment of the mental capacity assessment tool occurred during the reporting 
period, but roll out of a single organisational approach was postponed due to the 
delay in roll out of the trust wide electronic patient record system. It is planned 
that roll out of a single trust capacity assessment tool will occur in quarter 1.  

 

3.5 Deprivation of Liberty Safeguards 
 

3.5.1 Liverpool University Hospitals NHS Foundation Trust is a managing authority 
under Deprivation of Liberty Safeguards legislation. If a deprivation of liberty is 
identified, the organisation has a duty to make an application to the relevant Local 
Authority in which the person resides who act as the Supervisory Body. 

 
3.5.2 If a potential deprivation of liberty is identified, the ward staff are required to 

complete the relevant documentation self-authorising the deprivation for 7 
calendar days. This completed form is then quality assured by the safeguarding 
team and forwarded via secure email to the relevant Local Authority.   

 
3.5.3 Once received by the Local Authority, they are required to commission a Best 

Interest Assessor and a Mental Health Assessor who will complete the six 



  
 
 
    

 
 

assessments required to authorise a standard application. This assessment 
process should occur prior to the expiry date of the urgent authorisation. 

 
3.5.4 Due to demand and capacity affecting all Local Authorities, the Association of 

Directors of Adult Social Services have developed a triage tool to support 
prioritisation of cases by the Local Authority Deprivation of Liberty Safeguard 
teams. 

 

3.5.5 Chart 4 identifies the number of Deprivation of Liberty Safeguards Urgent 
Authorisations / Standard Application made to the Local Authority, and the 
number of standard applications approved by the relevant Local Authority in the 
reporting period.  

Chart 4: 

 

 

3.5.6 In total the Trust made 2390 urgent authorisations and followed each of them up 
with a standard application to the relevant Local Authority. In comparison, 2133 
urgent authorisations were completed during 2019/20.  
 

3.5.7 Of the 2390 applications made to the Local Authority a total of 8 authorisations 
were granted by the relevant Local Authority. In comparison 18 authorisations 
were granted during 2019/20. It is thought the reduced number of authorisations 
was due to the Covid 19 Pandemic and social workers not visiting the hospital site 
to undertake the assessment process of the Deprivation of Liberty Safeguards 
authorisation process. 
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3.5.8 Due to the low number of standard application approvals caused by Local 
Authority demand and capacity issues, Deprivation of Liberty Safeguards process 
has remained on the organisational risk register. 

 

3.5.9 The Trust must notify The Care Quality Commission on the completion of the 
Deprivation of Liberty Safeguards Process. This can be triggered by the person 
regaining capacity, the authorisation being approved by the Local Authority or if 
the patient is discharged prior to authorisation. This process is completed by the 
safeguarding team. 
 

3.5.10 As can be seen from the data relating to Deprivation of Liberty Safeguards, 
awareness in relation to making Deprivation of Liberty Safeguards applications is 
embedded across the organisation. Data relating to the division in which the 
referral was made is contained in chart 5. 

 

Chart 5: 

 

 

3.5.11 As can be seen the majority of urgent authorisations and standard applications for 
Deprivation of Liberty Safeguards are from ward areas within the Division of 
Specialist Medicine. This would be expected due to the care groups within the 
divisions across both sites such as Department of Medicine for Older People and 
Strokes. 
 

3.5.12 Due to the low number of standard application approvals caused by Local 
Authority demand and capacity issues, the Deprivation of Liberty Safeguards 
process has remained on the organisational risk register. 
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3.5.13 The 2019/20 annual report identified the requirement for the organisation to 
implement Liberty Protection Safeguards which was due to be implemented 
through legislation in October 2020. Due to the Covid19 pandemic the 
government delayed publication of the Code of Practice and the implementation 
has been postponed until April 2022. This will be a key work stream of the 
2021/22 year and will require additional resource to effectively deliver. 

 

3.6 Safeguarding Adult Boards 
 
3.6.1 The Merseyside Safeguarding Adults Board oversees safeguarding adult function 

on behalf of four Local Authority Areas, Liverpool, Sefton, Knowsley and Wirral. 
During the reporting period a decision was taken and agreed by board members 
that the Merseyside Board would be disbanded and replaced by Local Authority 
Safeguarding Adult Boards. In order for this to occur, each Local Authority Area 
were required to give 6 months’ notice to the Independent Chair of notice to 
leave. 
 

3.6.2 Notice was given by both Sefton and Liverpool Directors of Adult Social Services 
and both Local Authority areas developed Safeguarding Adult Governance Group 
to act as a Local Authority shadow Safeguarding Adult Board. The Trust were 
invited to be a member of both Governance Groups, with the plan for them to 
become formal Boards in quarter 1 2021/22. 

 

3.6.3 The Trust has been an active participant at both Sefton and Liverpool 
Safeguarding Adult Governance Groups and associated Board sub groups 
throughout the reporting period. 

 

3.7 Safeguarding Adult Reviews 
 
3.7.1 Local Authority Safeguarding Adult Boards have a duty to undertake 

Safeguarding Adult Reviews under Section 44 of the Care Act when the Board 
believe significant harm to an individual or the death of an individual has been 
caused through abuse, harm or neglect. 
 

3.7.2 The Merseyside Safeguarding Board Adult Review panel oversee all requests for 
information relating to Safeguarding Adult reviews. During the reporting period the 
Trust received 18 requests for information relating to safeguarding adult reviews.  

 



  
 
 
    

 
 

3.7.3 In total, Liverpool University Hospital NHS Foundation Trust returned relevant 
information on 14 cases. Not all of these proceeded to a commissioned 
Safeguarding Adult Review (SAR), and of those that did proceed the Trust were 
not required to send further information or provide representation at the SAR 
panel meetings. 

 

3.8  Domestic Homicide Reviews 
 

3.8.1 Domestic Homicide Reviews can be commissioned by the Home Office to identify 
if a death of a person over the age of 16 could have been prevented or foreseen 
and to identify any lessons that can be learnt. 
 

3.8.2 During the reporting period the Trusts received 10 requests to share information 
relating to potential domestic homicide reviews. Of which all 10 had individuals 
known to the Trust. 

 
3.8.3 Of those 10 requests, 2 proceeded to a full Domestic Homicide Review during the 

reporting period and a further 2 have reviews commissioned but they are due to 
start during quarter 1 2021/22. 

 
3.8.4 The two reviews that have commenced are in the final stages of approval at the 

end of the reporting period, and early learning has been identified relating to the 
continued implementation of routine enquiry for domestic abuse and the use of 
routine enquiry when an individual is in a same sex relationship. An action plan 
has been developed to ensure implementation of the required changes, with the 
action plan being monitored by Safeguarding and Vulnerable People Group. 

 

 

4. Safeguarding Children and Young People 
 

4.1 Key Work Activities 
• Support and Advice  
• Training 
• Child Protection   
• Supervision 
• Managing Allegations Against Professionals 
• Domestic Abuse 
• MASH  
• Safeguarding Children Boards 
• Serious Case Reviews 



  
 
 
    

 
 

 

4.2 Safeguarding Children and Young People Support and Advice 
 

4.2.1 The safeguarding team receive safeguarding children and young people queries 
following a ward or department having direct contact with the child or young 
person e.g. a 16 year old attending the Accident and Emergency department or if 
an adult attends who has a child or young person and concerns are identified in 
relation to immediate protection of the child or young person. 
 

4.2.2 The safeguarding team across both sites receive safeguarding children 
notifications of concern from front line practitioners via the respective electronic 
systems. At Aintree Site, notifications are received via Sigma, and on the Royal 
and Broadgreen Site they are received via ICE. This process we be aligned in 
quarter 1 2021/22 with the introduction of trust wide electronic patient record 
systems. 
 

4.2.3 Following the identification of a potential safeguarding children or young person 
concern, front line practitioners complete a notification form. On receipt of the 
notification form, the safeguarding practitioners review and triage the information 
to identify the appropriate action required. This will include when appropriate 
liaising directly with the Local Authority to identify if the child / young person or 
family is already known to children’s social care. 

 

4.2.4 If identified that a child or young person required a referral to the Local Authority 
for safeguarding consideration, the safeguarding practitioner as part of the 
internal process would complete the appropriate multi agency referral form.  
 

4.2.5 The data relating to the number of safeguarding children notifications and the 
number of referrals to children’s social care can be seen in table 4. 

 
 
 
 
 
 
 
 
 
 
 



  
 
 
    

 
 

 

Table 4: 

 Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total 
Total number of 
Safeguarding 

Children 
Notifications to 
Safeguarding 

Team 

 
 

235 

 
 

325 

 
 

211 

 
 

225 

 
 

996 

Total number of 
Safeguarding 

Children Referrals  
to the Local 

Authority 

 
 

39 

 
 

72 

 
 

57 

 
 

73 
 

 
 

241 

Total number of 
Safeguarding 

Children issues 
directly shared 

with Social Worker 

 
 

36 

 
 

94 

 
 

64 

 
 

54 

 
 

248 

 

4.2.6 Throughout the reporting period the number of safeguarding children notifications 
and onward referrals has remained consistent even with consideration of the 
Covid19 pandemic. This identifies that front line staff are able to identify 
safeguarding children concerns and take appropriate action in line with Trust 
safeguarding children policy. 
 

4.2.7 As a comparison in quarter 4 2019/20, 213 safeguarding children notifications 
were received with 33 referrals to the Local Authority. This increase in line with 
national expectation in quarter 2 with children returning to school following the 
initial closure of schools caused by the Covid 19 Pandemic.  
 

4.3 Multi Agency Safeguarding Hub – Information Sharing 
 

4.3.1 In addition to the safeguarding children notifications and referrals that are 
generated within the Trust, Liverpool University Hospital’s NHS Foundation Trust 
receives requests for information sharing from both Sefton and Liverpool 
Safeguarding Hubs. 
 

4.3.2 If the Local Authorities receive information relating to a potential safeguarding 
concern they are required to hold a strategy meeting to identify if the concerns 
meets the threshold for safeguarding enquiry under Section 47 of the Children 
Act. Prior to the strategy meetings, the Local Authority Safeguarding Hubs 



  
 
 
    

 
 

request information from all provider organisations which could include all 
members of the family (Parents / Grandparent / Siblings). 

 
4.3.3 Throughout the reporting period, requests for information were being managed by 

both site safeguarding teams due to the Hospital Sites having different electronic 
systems. The service plan to align the provision of information sharing in quarter 1 
2021/22 with the planned introduction of a single electronic patient record across 
all sites. 

4.3.4 Data relating to information sharing requests can be seen below in table 5 
 

Table 5: 

 Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total 
Aintree Site 

Number of 
individuals 
researched 

(Adults & Children) 

 
440 

 

 
395 

 

 
2306 

 
1932 

 
5073 

Royal Site 
Number of 
individuals 
researched 

(Adults & Children) 

 
1009 

 
1146 

 
2013 

 
753 

 

 
4921 

 

Note: Quarter 1 and2 figure for Aintree Site only captures the number of adults researched 
as part of MASH information sharing requests. Whole family data was captured from quarter 
3 to align with the data captured from the Royal Site Safeguarding Team. 

 

4.4 Safeguarding Supervision  
 

4.4.1 The provision of safeguarding supervision is essential in providing support and 
accurate direction for staff directly dealing with safeguarding and child protection 
cases. 

 
4.4.2 Supervision enables the practitioner to talk through the decisions made at a multi-

agency level. Supervision sessions enable discussions to occur to support the 
practitioner if they have concerns the multi-agency decision may not be in the 
best interests of the child or young person.  Escalation of concerns can be 
discussed at supervision, and if a decision is made to escalate a case, support 
will be given by the Safeguarding Specialist Nurse / Practitioner during this 
process. 



  
 
 
    

 
 

 

4.4.3 The Associate Director of Nursing for Safeguarding and the Assistant Chief Nurse 
for Safeguarding (Royal Liverpool and Broadgreen Site) received safeguarding 
supervision from the designated nurse team within the Clinical Commissioning 
Groups during quarterly business meetings. 

 
4.4.4 The Named Doctor’s for safeguarding children accesses safeguarding 

supervision from the Designated Doctor for Safeguarding within the Clinical 
Commissioning Group. 

 
4.4.5 Safeguarding supervision policy was developed and ratified at the Safeguarding 

and Vulnerable People group in quarter 1. The policy identifies the requirement 
for specific groups of staff to receive quarterly supervision which is provided by 
the safeguarding practitioner. 

 

4.4.6 Due to the Covid19 pandemic, safeguarding supervision was not provided in a 
group setting due to the requirements of social distancing however the 
safeguarding service adapted by utilising virtual methods and supervision 
recommenced in quarter 3 for sexual health practitioners. Moving into 2021/22 we 
aim to recommence in person safeguarding supervision in line with Covid social 
distancing requirement.  

 

4.4.7 Safeguarding supervision has also been offered to front line clinicians and 
professionals when requested as part of a complex case review and debrief. 

 

4.5 Female Genital Mutilation (FGM) 
 

4.5.1 In line with mandatory reporting requirements,  Liverpool University Hospitals 
NHS Foundation Trust are required to submit quarterly data relating to FGM to 
Information Standards Board for Health and Social Care 

  
4.5.2 The purpose of this data is to enable identification of the prevalence of FGM in 

order to improve the NHS response. There were no cases of historical FGM 
reported into the national reporting mechanism during 2020/21. A key work 
stream during 2021/22 will be to introduce routine enquiry for FGM into our first 
contact assessments.  

 

4.6 Local Safeguarding Children’s Boards/Partnerships 
 



  
 
 
    

 
 

4.6.1 Liverpool University Hospitals NHS Foundation Trust continue to be an active 
member of Sefton Local Safeguarding Children’s Board and Liverpool 
Safeguarding Children Partnership Board sub-groups. 

 
4.6.2 In addition to being a member of the Safeguarding Children’s Partnership Boards 

the Trust are also required to provide assurance to the partnership through 
completion of the Section 11 self-assessment tool.  The submission request this 
year was received in December 2020 with the self-assessment returned in 
January 2021.  

 
4.6.3 Section 11 of the Children Act requires each Safeguarding Children Board to 

monitor and seek assurance from all partners of the board in relation to 
implementation of the statutory duty to safeguard children. The Local Board’s 
agreed a partnership arrangement with Sefton Board having responsibility to 
review and quality assure the submission from Liverpool University Hospital’s 
NHS Foundation Trust.  

 
4.6.4 Feedback from the submission is expected in April 2021. 

 

4.7 Serious Case Reviews 
 

4.7.1 Within the reporting period, Liverpool University Hospitals NHS Foundation Trust 
has responded to all scoping requests for information from all associated 
Safeguarding Children Boards/ Partnership Boards. 
 

4.7.2 Throughout the reporting period, the Trust has attended Safeguarding 
Board/Partnership learning events to ensure relevant actions and lessons have 
been implemented.  
 

5. Domestic Abuse 
 

5.1 The domestic abuse agenda has remained a priority across Merseyside and the 
Safeguarding Service has ensured regular attendance and participation with both 
Liverpool and Sefton Multi Agency Risk Assessment Conference (MARAC) process. 

 
5.2 If an individual discloses domestic abuse front line staff are trained to compete a 

multi-agency risk assessment tool. The assessment tool utilised at Aintree Hospital is 
the CAADA DASH Risk Assessment Tool and staff at the Royal and Broadgreen 
hospitals utilise the MERIT Tool. It is planned to align the use of the tools as part of 
the roll out of a single electronic patient record in early 2021/22. 
 



  
 
 
    

 
 

5.3 Once complete the score of the questionnaire identifies the level of potential risk to 
the individual and if assessed as high risk the Trust will refer the individual into the 
Local Authority MARAC process. Consent is not required to make this referral due to 
the level of potential risk identified, although all individuals are informed of the referral 
process. 
 

5.4 Data in chart 6 identified the number of risk assessment tools completed during the 
reporting period and how many individuals were referred to MARAC. The completion 
of assessments and referrals to MARAC has remained consistent with previously 
reported data. For comparison, 40 risk assessments were completed and 17 referrals 
were made to MARAC in quarter 4 2019/20. 

 

Chart 6: 

 
 
5.5 In addition to the domestic abuse referrals made to MARAC by the Trust, the 

safeguarding service research all cases that are being presented at MARAC to 
support all partners build a picture of the case to identify the most appropriate 
support available to the individual and the wider family. 
 

5.6 Data relating to information sharing requests for MARAC can be seen below in Chart 
7. The Trust received an increase in requests for information from MARAC in both 
quarter 1 and 2 2020/21 when compared to quarter 4 in 2019/20 when we received 
requests relating to 2698 individuals. 
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Chart 7: 

 

 

 

6. Prevent 
 

6.1 Prevent is one of the four key strands of the government’s counter terrorism strategy 
known as CONTEST. Within CONTEST health services have been identified as a 
key partner in Prevent which encompasses all parts of the NHS. 
 

6.2 Prevent works in the ‘pre criminal’ space, and aims to identify people and behaviour 
before it becomes criminal. The purpose of the national Prevent strategy is to support 
effective information sharing and early intervention. 
 

6.3 The Home Office have identified Prevent priority areas across the country, of which 
the City of Liverpool is one.  This has led to Liverpool University Hospital’s NHS 
Foundation Trust having to provide quarterly data to the NHS England Regional 
Prevent co-ordinator.  This information relates to the number of referrals made by our 
staff each quarter and the total number of staff trained on the Prevent agenda (see 
section 2.7 for training figures). 
 

6.4 In total during the reporting period, the Trust made 3 prevent referral for police 
consideration. Two referrals occurred in quarter 1 and one referral occurred in 
quarter 4.  This is consistent with previously reported data (2019/20 2 referrals were 
made). 

7. Review of Priorities from 2019/2020 
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7.1 Align the safeguarding teams from both sites into a single safeguarding 
service. 
Due to the Covid19 pandemic work to align the safeguarding teams into a single 
safeguarding service has been delayed. Development of an aligned safeguarding 
structure commenced towards the end of Quarter 4 and it is expected that HR 
process required to complete alignment of the service including job descriptions will 
be completed by the end of Quarter 2 2021/22. 
 

7.2 Continue to support completion of the merger work streams including 
alignment of all remaining safeguarding policies. 
Alignment of systems, process and policies has continued throughout 2020/21. The 
Section 42 process was aligned across sites following the ratification of a standard 
operating procedure at Safeguarding and Vulnerable People Group. The following 
policies were re-developed as a single trust policy and received ratification from 
Safeguarding and Vulnerable People Group during the reporting Period: 

 

• Domestic Abuse Policy 
• Managing Allegations Against Professionals 
• Female Genital Mutilation 
• Safeguarding Supervision 

 

7.3 Develop a Liverpool University Hospitals NHS Foundation Trust safeguarding 
specific Training Strategy and Training Needs Analysis. 
A Liverpool University Hospital’s NHS Foundation Trust Training strategy and 
associated Training Needs Analysis were presented to Safeguarding and Vulnerable 
People Group for ratification in June 2020.  

 

7.4 Develop Trust wide training packages in line with the training strategy and all 
intercollegiate requirements. 
All levels of training were redeveloped in line with intercollegiate requirements to 
ensure all staff received relevant information dependent on the level of training 
required. 
 

• Level 1 training has continued to be delivered via e-learning and is now a 
single training package that provides very basic awareness covering both 
adult and children safeguarding. 

• Level 2 training was reviewed as part of the regional work stream and two 
separate e-learning packages were developed (safeguarding adults 
incorporating Mental Capacity Act / safeguarding children incorporating 
domestic abuse). 



  
 
 
    

 
 

• Level 3 training was developed into two separate ½ day training packages to 
be delivered face to face (or by virtual means) to covering safeguarding adults 
incorporating Mental Capacity Act / safeguarding children incorporating 
domestic abuse. 

7.5 Work in partnership with the IT teams to review and develop electronic 
systems to ensure safeguarding work streams are completed. 
Due to the Covid19 pandemic work to align IT systems were delayed. The 
Safeguarding team have worked in partnership with system developers to ensure the 
IT infrastructure relating to safeguarding is fit for purpose when transferred to the 
Aintree Hospital Site as part of the organisation single electronic patient record. 

 

7.6 Support the organisation to implement and embed the transfer of legislation 
from Deprivation of Liberty Safeguards to Liberty Protection Safeguards. 
(Currently scheduled in legislation for October 2020, however this date is 
dependent on the publication of the accompanying Code of Practice and is 
subject to change). 
Due to the Covid19 pandemic the national implementation of Liberty Protection 
Safeguard has been delayed. It is now expected that the code of practice will be 
published in summer 2021 with implementation planned for April 2022. This will be a 
significant work stream during 2021/22. 

 

7.7 Continue to support local safeguarding boards / safeguarding partnerships to 
embed identified priority work streams across both the safeguarding adult and 
safeguarding children agenda. 
Liverpool University Hospital’s NHS Foundation Trust has continued to support all 
local safeguarding adult and children’s boards participating in task and finish group, 
multi-agency audits and responding to information sharing requests. This work will 
continue throughout 2021/21 and will remain a Trust priority. 

 

7.8 Maintain Trust representation at Local Safeguarding Board/Partnership 
Meetings and the associated safeguarding sub groups. 
Due to the Covid19 pandemic all Local Safeguarding Board/Partnerships were 
maintained using virtual meetings. Liverpool University Hospital’s NHS Foundation 
Trust maintained regular attendance at the following Board/Partnership Meetings: 
 

• Sefton Safeguarding Children’s Board 
• Liverpool Safeguarding Adult Governance Group 
• Sefton Safeguarding Adult Governance Group 
• Sefton MCA / LPS Sub group 
• Sefton Health MASH meeting 



  
 
 
    

 
 

• Sefton MACE meeting 
• Knowsley Adult Board Partnership Learning Group 

 

It will be a Trust priority for 2021/22 to maintain Trust representation at Safeguarding 
Board/Partnership Meetings 

 

8. Conclusion 
 

8.1 Throughout 2020/21, the Safeguarding Team have continued to raise awareness 
of all aspects of safeguarding across the organisation which has maintained the 
level of demand on the service identified in 2019/20. This is evidenced through 
the consistent number of notification to the safeguarding service throughout the 
year in relation to both safeguarding adult and safeguarding children concerns. 

 
8.2 Throughout the reporting period the Assistant Chief Nurse for Safeguarding and 

Associate Director of Nursing for Safeguarding continued the implementation of 
the required actions to support the transition of safeguarding into Liverpool 
University Hospitals NHS Foundation Trust. This included the review and 
redevelopment of multiple safeguarding policies and the development of the 
training strategy and supporting training needs analysis. 

 

8.3 A post Covid19 safeguarding recovery plan for training compliance is to be 
developed in early quarter 1 2021/22 with a requirement for the divisions to 
monitored against the identified trajectories. 

 

8.4 The Trust has continued to have a presence at partnership meetings within the 
local area with both the Safeguarding Children Partnerships/Boards and the 
Local Safeguarding Adult Governance Groups including the associated sub 
groups. 

 

8.5 Safeguarding our patient population and our staff remains a high priority across 
the Trust, and alignment of the safeguarding service will be completed by the end 
of Quarter 2 2021/22. 

 

9. Priorities for 2021/2022 
 

• Redevelopment of the safeguarding service structure including alignment of job 
descriptions. 



  
 
 
    

 
 

• Develop a training trajectory as part of the Covid19 recovery plan to ensure the 
Trust can achieve safeguarding training compliance in line with commissioning 
requirements. 

• Develop safeguarding audit plan and undertake relevant audits to improve 
safeguarding provision across the organisations. 

• Work in partnership with the IT teams to further develop electronic systems to 
stream line safeguarding process across all sites. 

• Support the organisation to implement and embed the transfer of legislation from 
Deprivation of Liberty Safeguards to Liberty Protection Safeguards. (Currently 
scheduled in legislation for April 2022, however this date is dependent on the 
publication of the accompanying Code of Practice and is subject to change). 

• Continue to support local safeguarding boards / safeguarding partnerships to 
embed identified priority work streams across both the safeguarding adult and 
safeguarding children agenda. 

• Maintain Trust representation at Local Safeguarding Board/Partnership Meetings 
and the associated safeguarding sub groups. 

 

 

10. Recommendations 
 

10.1 The Committee is requested to receive and recommend approval of this annual 
report and on Trust Board Approval the report should be published on the public 
web site. 

 
10.2 Once approved this annual report will be submitted to the Liverpool, Sefton and 

Knowsley Safeguarding Children’s Board/ Partnership and the Merseyside 
Safeguarding Adult Board. 
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EXECUTIVE SUMMARY 

 
1. Define the issue 

A review of the governance arrangements for LUHFT’s charitable funds encapsulated 18 areas of 
governance, Foursight worked closely with operational teams across both sites, the findings identified 
there were zero areas highlighted as “high risk or being of a serious concern”, 3 highlighted of medium 
concern or priority, and 15 of low risk.   

2. Key Findings 
 

The new tender for the management of investment funds has been concluded, recommendations of the 
successful bidders was presented and approved by the September 2021 meeting of the Charitable Funds 
Committee.   
 
As a combined organisation Liverpool University Hospitals NHS Foundation Trust has inherited 163 
charitable funds and a recommendation was made to rationalise these funds and align them with the 
Trust’s divisional structures.  One of the most challenging elements is ensuring clinical and operational 
engagement and buy-in of the both the principles in relation to the rationalisation of funds and in the 
proposed changes in the operational management of funds going forward.  A letter (presented at Appendix 
1) has been drafted and will be sent out to fundholders to set out the approach taken. 
 
To support the change from the current charitable fund’s management arrangements, roles and 
responsibilities of fundholders/operational teams and governance arrangements in relation to fund 
management have been drafted and shared with the Executive Team for review.  They will then be 
launched with the operational and clinical teams from September 2021.   
 
Given the nature of the task we are anticipating having all the rationalisation and new operational 
management structures to be completed and in place by 31st March 2022.   

 
3. Solutions / Actions 

To support the change from the current charitable fund’s management arrangements, roles and 
responsibilities of fundholders/operational teams and governance arrangements in relation to fund 
management is detailed in Appendix 1. 

4. Recommendations 

The Trust Board is asked to approve the proposal to rationalise the charitable funds and align with the 
divisional structures. 
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Charitable Fund Fund-holders 
AUH, BGH & RLUH sites 

8th September 2021 

Dear Fund-holder, 

MERGER OF AUH & RLBUHT CHARITABLE FUNDS 

As you may be aware from the discussions at Medical Board earlier this year, new arrangements 
for the administration of our charitable funds are being proposed, which are in-line with the 
recommendations of the independent governance review undertaken earlier in the year.  As 
discussed at the Medical Board meeting on 13th May 2021 the plan is to make  significant 
progress on this process over the forthcoming months. This letter explains the  changes going 
forward.  

Background 
Following the merger of the two legacy organisations in October 2019, the newly established 
Liverpool University Hospitals Foundation Trust created a new Charitable Funds Committee to 
oversee the governance of the two existing NHS charities. One of the first actions is to create an 
umbrella LUHFT registered charity. 

As a combined organisation LUHFT currently has inherited 163 funds, the governance review 
commissioned by the Trust strongly recommended the need to consider the appropriateness of 
the existing fund classification in-line with DOH and Charities Commission guidance.  The 
Charitable funds committee has set a target of reducing this number to under 30.   

The current structure of funds is difficult to manage, ambiguous and diluted focus making spend 
objectives challenging to deliver. As a result many funds are dormant or slow moving. 

Foursight who undertook the review, recommended a more streamlined structure, with more 
funds “re-categorised” from restricted to unrestricted funds, thus allowing flexibility in the use of 

resources. 

ROYAL LIVERPOOL HOSPITAL 
CHARITABLE FUNDS SECTION 

Prescot Street 
Liverpool 

L7 8XP 

Direct Dial: 0151 706 2885 

Email: paul.jameson@liverpoolft.nhs.uk 
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Recommendations 
In March 2021, the Charitable Funds Committee were presented with the outputs, and 
recommendations of the review.   
 
A revised fund structure was also presented and approved by the Committee. The proposal 
advocated the alignment of funds with the operational divisional structure protecting speciality 
links of the existing funds thus supporting ownership.  This would also allow for further 
rationalisation as the Trust moves forward with its Charities strategy. We will therefore be 
consulting with the charity commission on removing all the separately registered special purpose 
funds that are currently held, with only one or two exceptions. In their place, designated funds at 
speciality level will be introduced within an overall divisional charity structure. Delegated powers 
of authority will be at divisional, as well as speciality level, to ensure governance of charitable 
funds is introduced at both a strategic, as well as an operational level. 
 
A completion timeframe of March 2022 has been set for the new arrangements to be fully in 
place, however we anticipate most individual directorate and divisional arrangements can be fully 
integrated before the end of the calendar year. 
 
One of the main areas of concern raised in the Foursight report was the inactivity of a significant 
number of funds. It has been proposed that inactive/dormant funds (funds that have been 
dormant for over 2 years) with balances below £5,000 on 31st August 2021 will be immediately 
ring-fenced and made available to our general funds. With regards to inactive/dormant funds with 
balances over £5,000, fund-holders will have the opportunity to submit robust spending plans to 
utilise these funds. The deadline for submission will be 30th November 2021. After this date these 
funds will also be ring-fenced and transferred to the Trust General Purpose funds.   Applications 
can continue to be submitted for funds following the transfer to the General-Purpose fund, which 
will be subject to review by either the Executives or the Charities Committee as appropriate.  
 
Active funds will simply be transferred across to their corresponding “new” designated directorate 

fund. It will be up to the individual directorates to agree that date of the fund transfer, but it must 
be no later than 31st March 2022. 
 
Discussions with divisions and directorates to shape the implementation process in their areas 
will begin this month. 
 
Yours faithfully 
 
 
Rob Forster 
Deputy Chief Executive & Chief Finance Officer   
(On behalf of the Charitable Funds Committee) 
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Introduction: 

The Framework of Quality Assurance (FQA) for Responsible Officers and 
Revalidation was first published in April 2014 and comprised of the main FQA 
document and seven annexes A – G.  

In 2019 a review of the Annual Organisational Audit (AOA), Board Report template 
and the Statement of Compliance concluded with a slimmed down version of the 
AOA (Annex C) and a revised Board Report template (Annex D), which was 
combined with the Statement of Compliance (previously listed as Annex E) for 
efficiency and simplicity. 

Annual Organisational Audit (AOA):  

At the end of April 2021, Professor Stephen Powis wrote to Responsible Officers 
and Medical Directors in England letting them know that although the 2020/2021 
AOA exercise had been stood down, organisations will still be able to report on their 
appraisal data and the impact of adopting the Appraisal 2020 model, for those 
organisations who have, in their annual Board report and Statement of Compliance.  

Board Report template:  

Following the revision of the Board Report template in June 2019 to include the 
qualitative questions previously contained in the AOA, the template has been 
further updated this year to provide organisations with an opportunity to report on 
their appraisal data as described in the letter from Professor Stephen Powis.  

A link to the letter is below: 

https://www.england.nhs.uk/coronavirus/publication/covid-19-and-professional-
standards-activities-letter-from-professor-stephen-powis/ 

The changes made to this year’s template are as follows: 

Section 2a – Effective Appraisal 

Organisations can use this section to provide their appraisal information, including 
the challenges faced through either pausing or continuing appraisals throughout 
and the experience of using the Appraisal 2020 model if adopted as the default 
model.  

https://www.england.nhs.uk/coronavirus/publication/covid-19-and-professional-standards-activities-letter-from-professor-stephen-powis/
https://www.england.nhs.uk/coronavirus/publication/covid-19-and-professional-standards-activities-letter-from-professor-stephen-powis/
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Section 2b – Appraisal Data 

Organisations can provide high level appraisal data for the period 1 April 2020 – 31 
March 2021 in the table provided. Whilst a designated body with significant groups 
of doctors (e.g. consultants, SAS and locum doctors) will find it useful to maintain 
internal audit data of the appraisal rates in each group, the high-level overall rate 
requested is enough information to demonstrate compliance. 

With these additional changes, the purpose of the Board Report template is to help 
the designated body review this area and demonstrate compliance with the 
responsible officer regulations. It simultaneously helps designated bodies assess 
their effectiveness in supporting medical governance in keeping with the General 
Medical Council (GMC) handbook on medical governance.1 This publication 
describes a four-point checklist for organisations in respect of good medical 
governance, signed up to by the national UK systems regulators including the Care 
Quality Commission (CQC). The intention is therefore to help designated bodies 
meet the requirements of the system regulator as well as those of the professional 
regulator. Bringing these two quality strands together has the benefits of avoiding 
duplication of recording and harnessing them into one overall approach.  

The over-riding intention is 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. Completion of the template will therefore: 

a) help the designated body in its pursuit of quality improvement,  

b) provide the necessary assurance to the higher-level responsible officer, 
and 

c) act as evidence for CQC inspections. 

Statement of Compliance: 

The Statement Compliance (in Section 8) has been combined with the Board 
Report for efficiency and simplicity. 
 
1 Effective clinical governance for the medical profession: a handbook for organisations employing, 
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org/-
/media/documents/governance-handbook-2018_pdf-76395284.pdf] 

https://www.gmc-uk.org/-/media/documents/governance-handbook-2018_pdf-76395284.pdf
https://www.gmc-uk.org/-/media/documents/governance-handbook-2018_pdf-76395284.pdf
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Designated Body Annual Board Report 

Section 1 – General:  

The board of Liverpool University Hospitals NHS Trust can confirm that: 

1. An appropriately trained licensed medical practitioner is nominated or 
appointed as a responsible officer.  

An appropriately trained Responsible Officer (RO) was appointed on 
01.11.2019.The RO is supported by an Associate Medical Director (AMD) 
for Professional Standards who has also completed RO training and is able 
to deputise in the absence of the RO.  

2. The designated body provides sufficient funds, capacity and other resources 
for the responsible officer to carry out the responsibilities of the role. 

Yes 
Comments: On October 1st 2019, the Revalidation and Appraisal Teams of 
AUH and RLUH merged to form the Professional Standards Team (PST) of 
LUHFT, managed by the Medical Director’s Office.  During 2020, a Trust 
Clinical Appraisal Lead and five Divisional Clinical Appraisal Leads were 
appointed. 
A workforce change process has recently concluded for the PST 
Managerial and Administrative staff, having been delayed by the pandemic. 
All members of this team (3.8 WTE) work across all LUHFT sites and 
continue to maintain a physical presence on both the Royal and Aintree 
sites.  
A new trust-wide electronic appraisal system (L2P) was procured and went 
live in September 2020. The L2P system has greatly improved the 
appraisal reminder system, particularly on the Royal site where the 
previous system relied on manual reminders by the PST administrative 
team. The new system also enables Key Performance Indicator (KPI) 
reports, previously manually produced on the Royal site by the Revalidation 
Manager, to be generated automatically.   
 
Action for next year: To complete the full integration of all functions across 
the merged organisation. 
 

3. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is always maintained.  
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The PST office team ensure the list of doctors with a prescribed connection to 
the Trust is kept up to date on GMC Connect by working with recruitment to 
monitor all starters and leavers.  

Actions for next year:  

To continue active management of the list of doctors on GMC connect, 
ensuring this is accurate and up to date. 

4. All policies in place to support medical revalidation are actively monitored and 
regularly reviewed. 

Comments:  
Following the recent completion of the workforce change process the 
Medical Appraisal and Revalidation Policy and accompanying SOP are 
under review to complete the harmonisation post-merger. 
Action for next year: 
To ensure the new policy and SOP are ratified and rolled out across the 
organisation. 
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5. A peer review has been undertaken (where possible) of this organisation’s 
appraisal and revalidation processes.   

Actions from last year: 
To consider peer review once merger and harmonisation of processes 
completed. 
Comments: This is a non-mandatory item which has not yet been carried 
out owing to the pressures of the pandemic. 
Action for next year:  
To consider and plan for peer review once clinical pressures allow. 

   

6. 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. 

All doctors including locums and short-term placement doctors are given 
the opportunity to complete an appraisal if their appraisal is due while they 
are employed by the Trust. The trust employs, for example, a number of 
Ministry of Defence doctors who are supported with an annual appraisal 
although the Trust is not their designated body.  
All new starters are contacted by the PST office team. If necessary, a 
meeting is arranged with the doctor to explain the appraisal and revalidation 
process and provide training on the appraisal system.   
Fixed term doctors are also eligible to apply for study leave.  
Action for next year:   
The office team will continue to contact all newly employed doctors and 
provide them with active support as required to achieve their revalidation 
requirements. 
The RO and team will re-instate the 6 monthly “Meet the RO and Team” 
welcome events for new starters in Autumn 2021. 

 

Section 2a – 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 
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information about complaints, significant events and outlying clinical 
outcomes.  For organisations that have adopted the Appraisal 2020 model, 
there is a reduced requirement for preparation by the doctor and a greater 
emphasis on verbal reflection and discussion in appraisal meetings. 
Organisations might therefore choose to reflect on the impact of this change. 
Those organisations that have not yet used the Appraisal 2020 model may 
want to consider whether to adopt the model and how they will do so. 

Comments:  
The Trust adopted the 2020 appraisal model during the 2020/21 appraisal 
year. Many doctors have embraced the reduced requirements, especially for 
verbal rather than written reflection, but some have preferred to continue in 
the established format.  
The Appraisal 2020 model allowed many doctors to complete an appraisal 
that they found useful and supportive, concentrating on their most pressing 
concerns (such as the impact of the pandemic on their wellbeing, including 
working outside their usual place of work) whilst ensuring they were not 
overwhelmed by the need to provide full written evidence usually required. 
Action for next year: 
To continue to support doctors who choose to use the Appraisal 2020 model, 
especially in light of the continuing clinical pressures of COVID and the 
resultant backlog of other work. 
To explore with doctors the options for which appraisal model will be used in 
the longer term and provide feedback to the GMC and NHS England. 

 
2. Where in Question 1 this does not occur, there is full understanding of the 

reasons why and suitable action is taken.  

The reason for not completing an appraisal is recorded in the Revalidation 
Management System (L2P).  
Action from last year: 
Comments:  In line with national guidance all appraisals were cancelled from 
16th March 2020 to September 30th 2020. From 1st October 2020 until the 
end of the appraisal year, 31st March 2021, doctors were actively 
encouraged to have an appraisal. However, owing to the significant ongoing 
clinical pressures and the need for doctors to familiarise themselves with a 
new appraisal system, the Trust took the decision to make appraisal optional 
during the 2020 /21 appraisal year. 
Action for next year: All medical and dental staff have been notified that the 
need to complete an annual appraisal has been re-instated. However, we 
remain aware of the need for ongoing flexibility and that enhanced support 
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will be required by some doctors owing to the extreme personal impact of the 
pandemic on their wellbeing and practice. 

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:  
Review of the Medical Appraisal and Revalidation Policy and SOP post-
merger has been delayed owing to the pandemic. 
Comments: 
The updated Medical Appraisal and Revalidation Policy and SOP will be 
submitted for review in the near future. 
Action for next year:   
Ensure revised Medical Appraisal and Revalidation Policy and SOP are 
ratified. 

 
4. The designated body has the necessary number of trained appraisers to carry 

out timely annual medical appraisals for all its licensed medical practitioners.  

Yes 
Comments: The Trust currently has 183 appraisers; another 8 have 
recently been recruited to attend appraiser training in the near future. 
Action for next year: 
Ensure adequate numbers of appraisers are recruited and trained in  
departments with too few appraisers.   

 
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 Appraisers2 or equivalent).  

Action from last year:  
Comments:  
Trust-wide appraiser forums occur every two months chaired by the Trust 
Clinical Appraisal Lead.  

 
2 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
 

http://www.england.nhs.uk/revalidation/ro/app-syst/
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Several update sessions were delivered by the AMD via TEAMS, covering 
the new appraisal system and the Appraisal 2020 requirements ready for the 
re-starting of appraisals in October 2020. 
Action for next year:  
The Divisional Lead appraisers will undertake a “Train the Trainers” appraisal 
course. 
Existing appraisers will be expected to attend externally facilitated update 
training sessions, in addition to attending regular in house appraisal forums. 
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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: 
Comments: All completed appraisals are reviewed to ensure they meet the 
minimum expected standards. 
Where available, feedback from doctors has been provided to appraisers for 
their own development to be uploaded at their own appraisal. 
Action for next year: 
To encourage all doctors to provide feedback for their appraiser and consider 
how to provide more detailed quality assurance feedback to appraisers.  

 
 

Section 2b – Appraisal Data 
 

1. The numbers of appraisals undertaken, not undertaken and the total number 
of agreed exceptions can be recorded in the table below. 
 

  
Name of organisation:  
 

 

Total number of doctors with a prescribed connection as at 31 March 
2021 

1075 

Total number of appraisals undertaken between 1 April 2020  
and 31 March 2021 

590 

Total number of agreed exceptions 
 

485 

 

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: 
Comments:  
All recommendations were made in a timely manner. 
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The GMC paused revalidation processes during the pandemic to allow 
doctors to concentrate on clinical activity. These processes were restarted in 
October 2020. 
34 doctors were recommended during the year. No deferrals or referrals for 
non-engagement with the process were made. 
Action for next year: 
The pause in appraisals resulted in a significant increase in the number of 
doctors due to be recommended for revalidation during the 2021-22 year. 
The RO and AMD will ensure all recommendations are made in a timely 
manner despite the increased volume.  

 

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: 
Comments:  
The RO or AMD notifies all doctors personally of their recommendation to the 

GMC.  If a deferral is planned the reasons for this and any action required 
to support the doctor in obtaining the required supporting information is 
discussed with the doctor. 

Action for next year:   
To continue the above practice.  

 

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 readily available to doctors in advance of their appraisal and 
doctors are expected to discuss these at appraisal and provide written 
reflections about lessons learnt, shared learning and resulting changes in 
practice.  
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The PST ensures that reflections on incidents, claims and complaints are 
included at appraisal as part of the quality assurance process. 
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.  
Action for next year:   
To continue to ensure doctors reflect on incidents, claims and complaints at 
appraisal and ensure lessons are learnt to continually improve patient care. 
To challenge doctors who do not use the Datix system to engage with the 
process appropriately to improve patient care.  

 

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 
problems related to medical staff. Educational Supervisors manage 
concerns regarding doctors in training. Concerns regarding doctors not in a 
training grade are handled locally if possible by Clinical Leads, Clinical 
Directors, Care Group Leads and Divisional Medical Directors in turn with 
escalation to the RO, AMD for Professional Standards or Medical Director 
when necessary.   
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. 
Monthly meetings, chaired by the RO are convened with the Medical 
Director, AMD for Professional Standards and Senior HR staff, to ensure all 
concerns are actively managed.  
The RO and AMD discuss any relevant issues with the Trust’s GMC 
Employment Liaison Advisor (ELA) and with the Trust’s NHS Resolution 
Advisor (from PPA) on an ad hoc basis as appropriate. Scheduled quarterly 
meetings are held with the GMC ELA attended by the RO, AMD, MD, and 
senior members of HR. Similar meetings are held with PPA to discuss 
doctors under investigation.  
Action for next year:  
Continue to strengthen the links between the PST and HR. 
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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: 
Comments:  
The  Managing Concerns about Doctor’s and Dentist’s Conduct, Capability 
or Health Policy was updated post-merger. 
Action for next year:  
To ensure this policy is reviewed regularly to ensure alignment with all other 
trust policies and national guidance.  

 

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 doctors.3 

Action from last year: N/A 
Comments:   
An annual summary report is compiled and presented by the RO. 
Actions for next year:   
The system for responding to concerns about a doctor will be subject to a 
quality assurance process.  Each case will be reviewed when it is closed so 
that lessons can be learnt and shared. 

 

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 

 
3 This 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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places, and b) doctors connected elsewhere but who also work in our 
organisation.4 

Action from last year: 
Comments:  
The PST is responsible for pushing RO to RO information to a doctor’s new 
organisation. 
Where any concerns are raised the RO and/or AMD ensure that a doctor’s 
other employers are made aware that concerns have been raised. 
Action for next year: Continue current practice. 

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: 
Comments: 
The Trust’s Policy is in line with national guidance (MHPS) and has 
undergone an Equality Impact Assessment. 
All doctors undergoing formal investigation are supported by a named Non-
Executive Director charged with overseeing the process. External advice is 
regularly sought from both the GMC ELA and from PPA. 

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. 

Comments:  
Recruitment team routinely check all doctors’ GMC registration as part of 
pre-employment checks. 
Recruitment processes have been updated to ensure all higher 
qualifications are checked at interview. 
RO to RO transfers of information are monitored by the PST to ensure 
completion. 
Action for next year: Ensure recruitment process is audited regularly. 

 
4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 

http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Section 6 – Summary of comments, and overall 
conclusion 
 
It was encouraging that 55% of our doctors had an appraisal during 2020/21 even though it was 
not mandatory and despite the disruption caused by the pandemic.   Feedback regarding the 
supportive approach taken by the Trust was overwhelmingly positive.  
The introduction of the new appraisal system in September 2020, even though it caused new 
challenges at the time, was welcome as it immediately harmonised the appraisal process across 
all sites. 
The appointment of the Trust Clinical Appraisal Lead and Divisional Clinical Appraisal Leads has 
improved knowledge of, and engagement with, the appraisal process.   
Review of the Medical Appraisal and Revalidation Policy and SOP is underway and will be 
finalised in the near future. 
A new Locum Consultant Policy has been agreed and introduced to strengthen the recruitment 
process for locum consultants.  From now on, appointments of locum consultants not on the 
Specialist Register will be for a maximum of one year with a review at six months. An extension 
for up to a maximum of one further year, to allow doctors who have not completed a GMC-
approved programme to apply for a Certificate of Eligibility for Specialist Registration (CESR), 
must be agreed with the Medical Director. 

New Actions: 
• Cross-site appraisals have already begun and will be actively encouraged to support the 

integration of teams across sites. 
 

• To challenge doctors who do not use the Datix system to engage with the process 
appropriately to improve patient care. 
 

• A systematic process of quality assurance of appraisals with regular feedback to doctors 
and appraisers will become embedded practice. 
 

• The Medical Appraisal and Revalidation Policy and SOP will be finalised in the near future. 
 

• To embed the new Locum Consultant Policy and ensure doctors undergoing the CESR 
process are actively supported. 
 

• To review the Managing Concerns about Doctor’s and Dentist’s Conduct, Capability or 
Health Policy and revise as appropriate. 
 

• The system for responding to concerns about a doctor will be subject to a quality 
assurance process.  Each case will be reviewed when it is closed so that lessons can be 
learnt and shared. 

Overall conclusion: 
Robust clinical governance processes and policies underpin the revalidation process at LUHFT. 
The new actions planned will enhance the value and effectiveness of the revalidation process. 
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Section 7 – Statement of Compliance:  

The Board of Liverpool University Hospitals NHS FT 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 

[(Chief executive or chairman (or executive if no board exists)]  

 

Official name of designated body: _ _ _ _ _ _ _ _ _ _ _ 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 
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Workforce & Education Committee 
 

COVER SHEET 
 

Agenda Item (Ref) TB21/22_69 Date: 28/09/2021 

Report Title  Medical Appraisal and Revalidation Annual Board Report 

Prepared by  Eileen Marks, Responsible Officer, and Elizabeth O’Grady AMD Professional Standards 

Presented by  Tristan Cope, Medical Director 

Key Issues / Messages In line with national guidance, the need for a completed appraisal was made optional 
for the 2020-21 appraisal year.55% of medical staff completed an appraisal.  
A new appraisal system was procured and successfully deployed across the merged 
organisation in October 2020. 
 

Action required  Choose an item.  Funding Source (If applicable): 

For the Committee to accept the report 
For the Chief Executive to sign the Statement of Compliance and for this to be 
submitted to NHS England before 8th October 2021.  

Supporting Executive: Tristan Cope, Medical Director 
 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☒ 

☐   
☒ 
☒ 

• Risk                                                          
• Compliance     
• Legal                                           

☐      

☒ 
☐ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

• Safe care                       ☒ • Provide a great staff 
experience                            

☒ • High quality research & 
innovation                      

☐ • Successful 
partnerships   

☐ 

• Effective care                ☒ • Become a great place 
for healthcare  
professionals to learn 
and work 

☒ • Widened access to 
research opportunities               

☐ • Sustainable 
Services      

☐ 

• Timely access to 
care   

☐ • Improve recruitment & 
retention rates                                      

☒ • Embedded culture of 
research and innovation    

☒ • Digitally enabled 
organisation                     

☐ 

• A great experience 
for our patients                 

☐     • Financial 
Sustainability    

☐ 

 
 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☐ No assurance 
No confidence in delivery  

 

REPORT DEVELOPMENT: 

Committee or meeting Date Lead Outcome 



 
  

 

 

 

report considered at: 
Workforce and Education 
Committee  

16.09.21 
 

Tristan Cope To be presented to the Trust Board  



 
  

 

 

 

EXECUTIVE SUMMARY 

The usual requirements of an annual appraisal and a revalidation recommendation every 5 years 
were paused by the GMC and NHS England in March 2020 in response to the pandemic to allow 
medical staff to concentrate on clinical work.  All medical and dental appraisals were therefore 
cancelled until October 2020.  Between October 2020 and the end of the appraisal year on 31st 
March 2021 medical and dental staff were encouraged to have a supportive appraisal to allow 
reflection on the impact of the pandemic on their practice, but this was optional.   

To support appraisals across the merged organisation a new trust wide Medical Appraisal 
management system was procured and then implemented in October 2020.  

Despite the unprecedented clinical pressures of the past year, 55% of medical staff took the 
opportunity to complete an appraisal.  From 1st April the requirement to complete an annual appraisal 
has been reinstated, but in light of the ongoing clinical pressures a flexible supportive approach will 
be employed.   

The GMC revalidation process has also restarted.  In the year 2020-21 34 doctors were 
recommended for revalidation; it was not necessary for the Responsible Officer (RO) to make any 
referral to the GMC for non-engagement during this time and no deferrals were needed. 

1. Define the issue 

In response to the pandemic all Medical Appraisal and Revalidation activity was halted nationally 
from March 2020 for approximately 6 months.  This interruption, and the pandemic itself, resulted in a 
delay to the integration of processes across all sites of the trust in relation to Appraisal and 
Revalidation. 

The Trust took the decision to restart appraisals from 1st October 2020.  In light of the ongoing severe 
clinical pressures this was made optional.  The trust was not an outlier in the region in this respect– 
some trusts halted all appraisals until 1st April 2021, and a minority of others continued with normal 
appraisal activity throughout the pandemic despite the national guidance. 

The RO is required under normal circumstances to provide an Annual Organisational Audit (AOA) 
and an Annual Board report for the Board to agree and be submitted to NHS England.  As a 
consequence of the pauses to normal Appraisal and Revalidation activity the usual external reporting 
of appraisal activity by quarterly reports to NHS England and the Annual Organisational Audit were 
cancelled for this year.  The attached NHS England Annual Board Report proforma (see appendix) is 
therefore the only formal external report by the Trust for this 2020-2021 appraisal year. 

 
2. Key Findings 

Appraisal 

A new appraisal system was procured and deployed ready for the restart of appraisals in October 
2020.  This replaced the two legacy systems in place on the two main sites. 

Revised national guidance for appraisal in the time of the pandemic (Medical Appraisal Guide -
MAG2020) was implemented by the Trust. 

Appraisers were updated on these developments by training sessions delivered via TEAMS. 



 
  

 

 

 

Doctors were provided with written guidance, and had access to training videos embedded within the 
new appraisal system. 

It is a reflection of the hard work of both doctors and their appraisers that 55% of doctors completed 
an appraisal for the 2020-21 appraisal year. 

44% of doctor’s appraisals were cancelled in line with national guidance.  

In November 2020 a Clinical Lead Appraiser and five Divisional Lead Appraisers were recruited to 
the Professional Standards Team, to assist in delivering support and training to all doctors and 
dentists and their appraisers across this large organisation.   

Revalidation 

All revalidation recommendations were paused for a period of approximately 6 months from March 
2020.   

Once the process recommenced a total of 34 doctors had a recommendation made to the GMC 
during the remainder of the year, all of which were accepted.    

All recommendations were made in a timely manner. 

 
3. Solutions / Actions 

The RO and the Professional Standards Team will continue to build on the progress made to date 
with integration of processes across the merged organisation. 

All appraisers will be expected to attend half day refresher training, for their own personal 
development and to foster a common approach to appraisal and revalidation across all sites. 

Cross-site appraisals have begun and will be encouraged to support the integration of teams across 
sites. 
A systematic process of quality assurance of appraisals with regular feedback to doctors and 
appraisers will become embedded practice. 
The Medical Appraisal and Revalidation Policy and SOP will be finalised in the near future 

 
4. Recommendations 

The Trust Board is asked to note and agree the content of this report. 

The Chief Executive is asked to sign the embedded Certificate of Compliance contained in the NHS 
England which is due to be submitted to NHS England by 8th October 2021. 



 
  

 

 

 

Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB2122_70 Date: 25/02/2020 

Report Title  Workforce Race Equality Standard 2021 Annual Assessment Update  

Prepared by  David Codner – Associate Director of Equality, Diversity and Inclusion  

Presented by  Debbie Herring – Chief People Officer  

Key Issues / Messages This report provides the Trust Board with an update and assurance in relation to the 
annual assessment of performance in relation to the Workforce Race Equality 
Standard 

Action required  To Note  Funding Source (If applicable): 

• The Board is asked the note the content of this report. 
• Approve the publication of the 2021 WRES assessment on the Trusts external 

website.  
• The Board seek assurance from the Workforce and Education Committee that the 

Integrated Workforce Race Equality Action in place by the 31 October 2021. 
Supporting Executive: Debbie Herring – Chief People Officer 

 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☐ 

☐   
☒ 
☒ 

• Risk                                                          
• Compliance     
• Legal                                           

☐      

☒ 
☐ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

• Safe care                       ☐ • Provide a great staff 
experience                            

☒ • High quality research & 
innovation                      

☐ • Successful 
partnerships   

☐ 

• Effective care                ☐ • Become a great place 
for healthcare  
professionals to learn 
and work 

☒ • Widened access to 
research opportunities               

☐ • Sustainable 
Services      

☐ 

• Timely access to 
care   

☐ • Improve recruitment & 
retention rates                                      

☒ • Embedded culture of 
research and innovation    

☐ • Digitally enabled 
organisation                     

☐ 

• A great experience 
for our patients                 

☐     • Financial 
Sustainability    

☐ 

 
 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☒ No assurance 
No confidence in delivery  

 

 

 



 
  

 

 

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

Workforce and Education  16/09/21 David Codner The report contents were noted 
 

EXECUTIVE SUMMARY 

1. Define the issue 

1.1 The (NHS) Workforce Race Equality Standard (WRES) is a set of 9 indicator/metrics designed to 
measure aspects of workforce race equality. NHS provider trusts are contractually required to 
annually assess themselves against the (WRES) and publish their result of their assessment.   

1.2 The WRES focuses on the composition of the workforce, employee relations and staff experience 
comparing ethnic minority staff and white staff in most of indicators. Workforce composition data is 
taken from the Trust’s Electronic Staff Record (ERS) system, employee relations data is recorded 
held by Human Resources and employee experience data is drawn from the result of the Annual 
Staff Survey. Provider trusts are also required to develop an action plan in relation to their 
assessment to improve performance. The latest LUFHT annual assessments were submitted on 31 
August 2021. WRES action plans need be submitted by 31 October 2021 to NHS England. 

2. Key Findings 
 
The WRES 2021 assessment has shown some improvements in all indicators where we have data 
from 2020 to compare to. The improvements are in workforce composition, recruitment, 
disciplinaries, non-mandatory training and the membership of the Trust Board.  There was a 0.6% 
increase in the number of ethnic minority staff within the Trust’s workforce. In 2020 National Staff 
Survey data was not required to be submitted by trusts and therefore was not analysed for the 
WRES and we cannot compare our 2021 position with that of last year’s. Overall performance is 
mixed but improving. Greater improvements are required in the areas of employee experience. 
 

3. Solutions / Actions 

It is proposed that the current WRES annual action planning process be replaced with an integrated 
Workforce Race Equality Action Plan which will operate on a three year rolling basis. The integrated 
action plan will also incorporate actions for the Globis Report, the WRES Model Employer and other 
workforce race equality requirements. Having a three year span will enable the Trust to focus on the 
more deep-rooted issues and alignment with the forth coming EDI strategy 

4. Recommendations 

4.1 The Board is asked the note the content of this report. 

4.2 Approve the publication of the 2021 WRES assessment on the Trusts external website.  

 4.3 The Board seek assurance from the Workforce and Education Committee that the Integrated 
Workforce Race Equality Action in place by the 31 October 2021.  

 



 
  

 

 

 

 

MAIN REPORT 

INTRODUCTION 

This report provides the Board with a progress update on the Workforce Race Equality Standard 
(WRES) following submission of the data to NHS England ahead of 31st August 2021 deadline. 

The (WRES) is based on a set indicators/metrics designed to measure aspects of workforce equality in 
relation to race/ethnicity. The indicator metrics compare ethnic minority and White staff within the 
workforce. As an NHS provider the Trust is contractually required to assess ourselves against the 
indicators within the WRES, report to NHS England and publish the results on our website on an annual 
basis. The WRES indicators cover: 

• Workforce composition by band/grade and is analysed in terms of the non-clinical, clinical and the 
medical workforce; 

• Shortlisting and appointment 
• Employee relations (disciplinaries)  
• Staff accessing non-mandatory training 
• Staff experience, in terms of – 

o Harassment, bullying and abuse  
o Staff belief in the trust offering equal opportunities 
o Staff experience discrimination at work 

• The Trust Board Composition (by ethnicity).  

Workforce composition data is taken from information held on ESR, employee relation data is produced 
by the Business HR Team and employee experience data is taken from the National Staff Survey. NHS 
organisations are expected to produce an action plan to improve their performance in relation to the 
WRES indicators.  

ANALYSIS 

The table below summarises the 2021 WRES assessment. Overall we can see that there have been 
improvements in performance against all indicators where 2020 data is available.  WRES data in relation 
to the indicators taken from the Staff National Survey is not available for 2020 as this was not required to 
be submitted for the 2020 WRES. 

Performance is mixed. The number of ethnic minority staff within the workforce has increased (0.6%). 
However ethnic minority staff remain under-represented from band 7 upwards for clinical staff and under-
represented in all grades for non-clinical staff. Ethnic minority staff are not under-represented in our 
medical and dental workforce, however this is lower proportion amongst the senior consultants and the 
medical leadership. The areas that require the most improvement are staff experience in relation to 
harassment, bullying and abuse and also staff experience discrimination at work.  

 

 

 



 
  

 

 

 

 

Workforce Race Equality Standard (WRES) Summary  
No Indicator  2021 Assessment Change  RAG 
1 The Workforce Profile  Ethnic minority staff comprise 10.9% of the 

workforce. This is an increase of 0.6% or 145 staff. 
Ethnic minority non-clinical staff are under-
represented in all AfC bands and VSM. For clinical 
staff under representation is from Band 7 upwards. 
There is good representation in our medical and 
dental workforce. 

  

2 Relative likelihood of 
staff being appointed 
from shortlisting 
across all posts 

White staff are 2.66 times more likely to be 
appointed from shortlisting compared to ethnic 
minority staff. This is a slightly improved position. 
The 2020 rate was 2.87. 

  

3 Relative likelihood of 
staff entering the 
formal disciplinary 
process as measured 
by entry into a formal 
disciplinary 
investigation. 

Ethnic minority staff are 0.4 times less likely to enter 
the disciplinary process. This is an improvement on 
the 2020 position of 1.05 times more. 

  

4 Relative likelihood of 
staff accessing non-
mandatory training 
and CPD 

White staff are 0.95 times less likely to access non-
mandatory training. This is an improvement from 
when White staff are 1.07 times more likely to 
access non-mandatory training 

  

5 Percentage of staff 
experiencing 
harassment, bullying 
or abuse from 
patients, relatives or 
the public in the last 
12 months 

24.9% ethnic minority staff reported that they had 
experienced harassment, bullying or abuse form 
patients, relatives or the public compared to 21.7% 
of White staff. The gap is 3.2%. Data is not available 
for 2020.  

  

6 Percentage of staff 
experiencing 
harassment, bullying 
or abuse from staff in 
last 12 months 

28.9% ethnic minority staff reported that they had 
experienced harassment, bullying or abuse from 
staff compared to 21.7% of White staff.  The gap is 
7.2%. Data is not available for 2020.  

  

7 Percentage believing 
that the Trust 
provides equal 
opportunities for 
career progression or 
promotion 

64.7% of ethnic minority staff believes that the Trust 
provides equal opportunities for career progression 
or promotion compared to 85.2% of White staff. This 
is a gap of 17.3%. Data is not available for 2020. 

  

8 Percentage of staff 
experienced 
discrimination from 
manager/team leader 
or other colleagues in 
the last 12 months 

17.9% of ethnic minority staff reported that they had 
personally experienced discrimination from a 
manager/team leader or colleague within the last 12 
months compared to 5.8% of White staff. This rate is 
three times higher for ethnic minority staff. Data is 
not available for 2020. 

  

9 Percentage difference 
between the 
organisations’ Board 

Board ethnic minority representation is 3.8% below 
the overall workforce representation. This has 
improved from 10.3% below.  

  



 
  

 

 

Workforce Race Equality Standard (WRES) Summary  
No Indicator  2021 Assessment Change  RAG 

voting membership 
and its overall 
workforce 

 

 

 

 

The WRES data was considered in detail at the Workforce and Education Committee meeting of the 16 

September 2021.  

It is proposed that the current WRES annual action planning process be replaced with an integrated 
Workforce Race Equality Action Plan which will operate on a three year rolling basis. The integrated 
action plan will also incorporate actions for the Globis Report, the WRES Model Employer and other 
workforce race equality requirements. This will provide the advantage of having all the workforce race 
equality action in a single place making them easier to link and track providing better oversight and 
scrutiny. Having a three year span will enable the Trust to focus on the more deep-rooted issues and 
alignment with the forth coming EDI strategy. The integrated action plan should be signed off by 
31October 2021 and be received at the November meeting of the Trust Board. 

 
RECOMMENDATION                                      
 

(1) The Board is asked the note the content of this report. 

(2) Approve the publication of the 2021 WRES assessment on the Trusts external website. 

(3) The Board seek assurance from the Workforce and Education Committee that the Integrated 
Workforce Race Equality Action in place by the 31 October 2021. 



 
  

 

 

 

Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB21/22_71 Date: 25/02/2020 

Report Title  Workforce Disability Equality Standard 2021 Annual Assessment Update 

Prepared by  David Codner – Associate Director of Equality, Diversity and Inclusion  

Presented by  Debbie Herring – Chief People Officer  

Key Issues / Messages This report provides the Trust Board with an update and assurance in relation to the 
annual assessment of performance in relation to the Workforce Disability Equality 
Standard 

Action required  To Note  Funding Source (If applicable): 

• The Board is asked the note the content of this report. 
• Approve the publication of the 2021 WDES assessment on the Trust’s external 

website.  
• The Board seek assurance from the Workforce and Education Committee that the 

Workforce Disability Equality Action in place by the 31 October 2021. 

Supporting Executive: Debbie Herring – Chief People Officer 
 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☐ 

☐   
☐ 
☒ 

• Risk                                                          
• Compliance     
• Legal                                           

☐      

☐ 
☐ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

• Safe care                       ☐ • Provide a great staff 
experience                            

☒ • High quality research & 
innovation                      

☐ • Successful 
partnerships   

☐ 

• Effective care                ☐ • Become a great place 
for healthcare  
professionals to learn 
and work 

☒ • Widened access to 
research opportunities               

☐ • Sustainable 
Services      

☐ 

• Timely access to 
care   

☐ • Improve recruitment & 
retention rates                                      

☒ • Embedded culture of 
research and innovation    

☐ • Digitally enabled 
organisation                     

☐ 

• A great experience 
for our patients                 

☐     • Financial 
Sustainability    

☐ 

 
 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☒ No assurance 
No confidence in delivery  

 

 



 
  

 

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

Workforce and Education  16/09/21 David Codner The report contents were noted 
 

EXECUTIVE SUMMARY 

1. Define the issue 

1.1 The (NHS) Workforce Disability Equality Standard (WDES) is a set of 10 indicator/metrics designed 
to measure aspects of workforce disability equality. NHS provider trusts are contractually required to 
annually assess themselves against the (WDES) and publish their result of their assessment.   

1.2 The WDES focuses on the composition of the workforce, employee relations and staff experience 
comparing Disabled staff and non-disabled staff in most of indicators. Workforce composition data is 
taken from the Trust’s Electronic Staff Record (ERS) system, employee relations data is recorded 
held by Human Resources and employee experience data is drawn from the result of the Annual 
Staff Survey. Provider trusts are also required to develop an action plan in relation to their 
assessment to improve performance. The latest LUFHT annual assessments were submitted on 31 
August 2021. WDES action plans need be submitted by 31 October 2021 to NHS England. 

2. Key Findings 
 
The WDES 2021 assessment show that there was limited progress made in most of the indicators 
(where there is comparison data available from 2020).  It should be noted that there was a 0.5% 
increase in the number of staff with recorded disabilities on ESR. Like the WRES no data from the 
National Staff Survey was available for comparison.  Improvement to performance is required in 
most areas is required. Like most NHS trusts there is a considerable under-reporting of disability on 
the (ESR). Only two of the WDES indicators show that performance is good.  
 

3. Solutions / Actions 

It is proposed that a three year rolling action planning process is adopted to allow the Trust to take a 
more long term approach and tackle deep rooted problems that cannot be addressed in a 12 month 
cycle. This will also enable our action planning process to be aligned to the form coming Equality, 
Diversity and Inclusion Strategy and refreshed Equality Objectives. The action plan should be 
presented to the Workforce and Education Committee. 

 
4. Recommendations 

4.1 The Board is asked the note the content of this report. 

4.2 Approve the publication of the 2021 WDES assessment on the Trust’s external website. 

4.3 The Board seek assurance from the Workforce and Education Committee that the Workforce 
Disability Equality Action in place by the 31 October 2021. 

 

 



 
  

 

 

MAIN REPORT 

INTRODUCTION 

This report provides the Board with a progress update on the Workforce Disability Equality Standard 
(WDES) following submission of the data to NHS England ahead of 31st August 2021 deadline. 

The (WDES) is based on 10 indicators/metrics designed to measure aspects of workforce equality in 
relation to disability. The indicator metrics compare Disabled and non-disabled staff within the workforce. 
As an NHS provider the Trust is contractually required to assess ourselves against the indicators within 
the WDES, report to NHS England and publish the results on our website on an annual basis. The 
WDES indicators cover: 

• Workforce composition by band/grade and is analysed in terms of the non-clinical, clinical and the 
medical and dental workforce; 

• Shortlisting and appointment 
• Employee relations (capability)  
• Staff experience, in terms of – 

o Harassment, bullying and abuse  
o Staff belief in the trust offering equal opportunities 
o Staff feeling under pressure to come to work despite not feeling well enough 
o Disabled staff who feel that they have an adequate reason adjustment(s) in place to enable 

them to carry out their work 
• The Trust Board Composition (by disability).  

ANALYSIS 

The table below summarises the 2021 WRES assessment. There has been an improvement in the 
number of disabled staff declaring that they have a disability or disabilities on the ESR system to just 
2.65%; this is still below the NHS average of 3.5%. Most indicators show the need for improvement in 
relation disabled staff equality within the workplace.  

Workforce Disability Equality Standard (WDES) Summary  
No Indicator  2021 Assessment Change  RAG 
1 The workforce profile 

by disability. 
2.65% staff have a recoded disability on 
the ESR system. This is an increase from 
2.15% in 2020. This is significantly lower 
level than is recorded in the staff stating 
that have a disability in the Staff Survey.  

  

2 Relative likelihood of 
Disabled staff 
compared to Non-
Disabled staff being 
appointed from 
shortlisting across all 
posts. 

Non–Disabled staff are 1.3 times more 
likely to be appointed than Disabled staff. 
There has been no change in the 
position from 2020. 

  

3 Relative likelihood of 
Disabled staff 
compared to non-
disabled staff entering 
the formal capability 
process, as measured 
by entry into the 

There is no difference between Disabled 
and non-disabled staff entering the 
capability process. There has been no 
change in the position from last year.  

  



 
  

 

 

Workforce Disability Equality Standard (WDES) Summary  
No Indicator  2021 Assessment Change  RAG 

formal capability 
procedure. 

4a 
(i) 

Percentage of staff 
experiencing 
harassment, bullying 
or abuse from 
patients, relatives or 
public in the last 12 
months.    

26.7% of Disabled staff reported 
experiencing harassment, bullying or 
abuse from patients, relatives or public in 
the last 12 months compared to 20.9% 
non-disabled staff.  The current 
difference is 5.8%. The data for 2020 in 
not available. 

  

4a 
(ii) 

Percentage of staff 
experiencing 
harassment, bullying 
or abuse from a 
manager in the last 
12 months.    

18.2% of Disabled staff reported 
experiencing harassment, bullying or 
abuse from a manager last 12 months 
compared to 9.5% non-disabled staff. 
The rate is more than double for 
Disabled staff. The data for 2020 in not 
available. 

  

4a 
(iii) 

Percentage of staff 
experiencing 
harassment, bullying 
or abuse from other 
colleagues in the last 
12 months.    

25.9% of Disabled staff reported 
experiencing harassment, bullying or 
abuse from another colleague last 12 
months compared to 15% non-disabled 
staff.  The gap is 10.9%.The data for 
2020 in not available. 

  

4b Percentage of staff 
saying that the last 
time they experienced 
harassment, bullying 
or abuse at work, they 
or a colleague 
reported it.     

44.5% of disabled staff reported that the 
last time they experienced harassment, 
bullying or abuse at work, they or a 
colleague reported it; this compared 
42%. The data for 2020 in not available. 

  

5 Percentage of staff 
who believe that their 
organisation provides 
equal opportunities 
for career progression 
or promotion 

77.4% of Disabled staff believed that the 
Trust provides equal opportunities for 
career progression and promotion. This 
is compared 84.7% of non-disabled staff. 
The gap is 7.3%. The data for 2020 in 
not available.  
 

  

6 Percentage of staff 
who have felt 
pressure from their 
manager to come to 
work, despite not 
feeling well enough to 
perform their duties. 

36% of disabled staff reported that they 
felt pressure from their manager to come 
to work, despite not feeling well enough 
to perform their duties compared to 
25.5%.  The gap is 13.5%.The data for 
2020 in not available. 

  

7 Percentage of staff 
satisfied with the 
extent to which their 
organisation values 
their work.   

35.7% of Disabled staff reported that 
they were satisfied with the extent to 
which their organisation values their 
work; this compared with 47.7% of non-
disabled staff. The current gap is 
12%.The data for 2020 in not available.  

  

8 Percentage of staff 
Disabled staff saying 

73.4% of Disabled staff said that the 
Trust has made adequate adjustment(s) 

  



 
  

 

 

Workforce Disability Equality Standard (WDES) Summary  
No Indicator  2021 Assessment Change  RAG 

their employer has 
made adequate 
adjustment(s) to 
enable them to carry 
out their work   

to enable them to carry out their work. 
This is just under three-quarters of 
disabled staff.  

9b Has your Trust taken 
action to facilitate the 
voices of Disabled 
staff 
in your organisation to 
be heard? (Yes) or 
(No) 

Yes. This was the same as last year.    

10 Percentage difference 
between the Trusts 
Board voting 
membership and its 
organisations overall 
workforce.   

The percentage difference between the 
Board’s voting membership and the 
overall workforce has increased by 1% 
because there has been an increase in 
the number of staff with recorded 
disabilities. The difference between the 
executive membership is -3%. As above 
the increased by 1% is for the same 
reason.  

  

 

RECOMMENDATION                                      
 

(1) The Board is asked the note the content of this report. 

(2) Approve the publication of the 2021 WDES assessment on the Trust’s external website. 

(3) The Board seek assurance from the Workforce and Education Committee that the Workforce 
Disability Equality Action in place by the 31 October 2021. 



 
 

Trust Board – Public Meeting 
 

Location  Aintree Hospital Boardroom   
Date 28 September 2021  
Time 10:00am – 12:30pm  

 
AGENDA  

 
Time Reference Item Lead Action 

PRELIMINARY BUSINESS 
GOVERNANCE 

12.00 TB21/22_72 
 

National Institute for Health Research Clinical 
Research Network North West Coast – Statement 
of Compliance and Annual Report 
 
Appendices attached for information:  
 

i - CRN North West Coast 2020_21 LCRN 
Annual Report Final 
 
ii - Annual Plan template CRN North West 
Coast 

 

C Morgan  
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CRN North West Coast 2020/21 LCRN Annual Report  
 

 
1 

 
Section 1. The LCRN’s contribution to  3 Category 1A or Category 1B Priority studies   

 
CPMS ID 45551 - Oxford/AZ Vaccination Study (COV-002) 
 
The network set up the NWC Vaccine Alliance to support delivery of vaccine studies across the geography. 
This inclusive approach included high level buy-in from CEOs, Directors of Public Health and Research 
Leaders across the patch. The Vaccine Alliance took overall oversight of this programme of work, 
supporting EOI submission, and investment in sites to ensure readiness to deliver vaccine studies.  
 
The network facilitated and supported a collaboration between Liverpool School of Tropical Medicine 
(LSTM) and Partner Trusts to set up and deliver the Oxford Vaccine Study. 
 
Liverpool delivered the highest total recruitment of all UK sites and increased recruitment into older age 
groups when other sites across the country were unable to meet their local targets. Key to achieving this 
success was the variety of marketing channels used to support recruitment into this trial, this included; 
local TV,radio and newspaper advertising, SMS messaging, internal promotion across local hospital 
Trusts, and the use of the national vaccine registry. A system wide approach across Liverpool Trusts RD&I 
was also adopted to support trial follow up. LSTM developed structured processes for all participants to 
demonstrate their vaccine status which could be potentially helpful in obtaining vaccine passports for trial 
participants. The network also worked with the national Vaccine Taskforce on case studies aimed at a 
more inclusive, community driven approach to recruitment. Here is Satya’s plea: A vaccine for every 

community, every country.  
 
The structures set up as part of the Vaccine Alliance allowed the network to share information and best 
practice across the region and went on to support the successful delivery of Novavax, COMCOV, 
COMCOV2 and readiness to deliver the Valneva study. 
 
CPMS ID 45457 - PRINCIPLE  

 
PRINCIPLE opened nationally on the 1st April 2020. The network received the green light for the 1st site, 
Layton Medical Centre, on the 16th April 2020 and recruited the first patient at the site the next day on 
17th April 2020. This study has required a unique approach by the network to work at pace, responding 
quickly to changes in study design and COVID-19 outbreaks across the region. The initial wave of site 
recruitment involved setting up 57 individual practices in the first two months.  
 
At the end of May 2020, the change in study design meant the study was accessible to all potential 
participants to self refer. A change in approach was needed with various strategies adopted to support 
recruitment including; local leaflet drops at testing sites, use of social media, advertising in local 
newspapers and supporting self-referral via GP practice websites. Examples of best practice were shared 
between sites and a promotional video was produced with Shifa practice in Blackburn, (a GP surgery in a 
hot spot with the highest recruitment nationally for PRINCIPLE study)  Here is a short film about how Shifa 
Surgery were able to deliver the PRINCIPLE study.  
 
The network utilised local intelligence, COVID-19 case data and GP systems to target localities with high 
prevalence. Network resource was targeted accordingly to maximise recruitment opportunities and support 
for research naive GP practices that wouldn’t have been involved otherwise.  
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As a result of this solution-focused and flexible approach, the network was the highest recruiting LCRN for 
the PRINCIPLE study, having recruited 604 patients up to 31st March 2021.  The network also had four of 
the top 10 recruiting practices in the North West Coast region. The PRINCIPLE study has allowed the 
network to link with many research naïve GP surgeries and in turn this has impacted positively on HLO 6C 
with 245 GP practices (42%) engaged with NIHR portfolio research.  
 
CPMS ID 45906 - SIREN  

 
The network took a pragmatic approach to the delivery of SIREN in the region resulting in the recruitment 
of 4,016 participants, making a significant contribution to the national total. Collaboration in the region was 
key to this success. In the Liverpool City Region, the members of Liverpool Health Partners and the 
network formed a group to develop a Healthcare Workers Framework to ensure that all eligible participants 
across all sites were given the opportunity to take part.  
 
In addition, agreements were put in place so that participants could be followed up at any site signed up 
to the Healthcare Worker Framework. Staff supporting the study were able to work across any site to 
support demand. To complement the existing workforce and to free up research nurses to support the 
more complex UPH portfolio, the network recruited and employed a cohort of phlebotomists and Health 
Care Assistants into its agile workforce. This enabled SIREN follow up appointments to be delivered 
efficiently across all  sites signed up to the framework.  
 
The introduction of new roles into the network's agile workforce has demonstrated the advantages of 
adding a different skill mix into the team. This diversification has formed the basis to the design of the 
Direct Delivery Team. The Healthcare Worker Framework also offers the potential to work across 
organisational boundaries to support delivery of future priority area research.    

 
Section 2. Challenges recruiting to Urgent Public Health (UPH) Prioritised studies 
 
The network quickly pivoted to support delivery of UPH studies establishing a weekly ‘Coordinating Covid 

19 Research’ meeting, chaired by the Infectious Diseases Specialty Research Lead (SRL) and included a 

wide spectrum of SRLs, PIs and research leads across primary and secondary care. This meeting 
supported a quick review of each study to support early signposting to the relevant Partner as well as 
highlighting key issues for delivery. In addition, a weekly R&D Managers Forum was introduced to ensure 
rapid dissemination of information and best practice sharing as well as troubleshooting or resolving 
queries. established to enable discussion on challenges and best practice in set up and recruitment to 
UPH studies. It was an effective and efficient means to share key information from the CRNCC and UPH 
study meetings. Partners collaborated and supported each other, redeploying CRN funded research 
resources to areas of most need. The entire team worked flexibly towards a common purpose, crossing 
organisational boundaries and stepping out of usual roles and geographical areas to deliver UPH studies. 
An example of this was the (CPMS ID: 45932) Moonshot evaluation at Liverpool John Lennon Airport 
testing centre which was set up in less than a week, completed promptly and successfully. The network 
agile workforce also supported studies like (CPMS ID: 45953) Vivaldi in care homes.  
 
To meet the recruitment target of 10% of hospital admissions into (CPMS ID: 45388) RECOVERY, a 
weekly ‘Regional Investigators’ forum was established. Data was analysed to establish areas of most need 
and highest COVID-19 hospital admissions and thereby redeploy resources appropriately. Funding  
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was also identified to pay for additional staff and to support weekend working. The coordination, 
cooperation and flexibility of the network proved to be highly effective and efficient for overcoming the 
recruitment challenges to UPH studies. Here is a case study of Antonica, a COVID-19 patient who took 
part in the RECOVERY Trial.  
 
Mental health / community Trusts and some specialist Trusts could not always contribute to a varied 
portfolio of UPH studies. However, all partners worked collaboratively flexing staff resources to support 
areas of capacity.  
 
Section 3. Workforce 
 
The network adopted a multi-pronged approach to build capacity, some of which was necessitated by the 
third wave of infection that peaked in October in the North West. Those approaches included; Bank Staff 
to supplement existing workforce, utilising retired and returned Research Nurses, Increasing the hours of 
staff within Trusts, funding overtime or weekend working, funding staff from Well Travelled Clinic (as 
subsidiary of LSTM) employing HCAs and phlebotomists as part of the network’s agile workforce and 

employing registrars or research fellows to support UPH studies. In addition, the network's core team was 
flexed to support delivery in Partner Trusts. Redeployment of staff,  and staff sickness rates across 
Partners was closely monitored and issues escalated accordingly. Training was provided to new starters, 
and training packages were developed alongside shadowing and support on the job.  
 
One of the reasons for the network's success in delivery of UPH studies, was the network's agile workforce 
which could be moved quickly based on competing priorities. Consideration of skill mix was also another 
key area for development, being able to train up new staff up and release capacity from our much stretched 
nursing workforce to ensure skill sets where matched to study complexity. Learning from the Covid 
response has been embedded into the development of the network's Direct Delivery Team structure. 
Finally, collaborative working with Partners has been instrumental, ensuring greater input of Partners in 
helping  to shape and guide future initiatives, which will be crucial to deliver the network's new strategy.  
 
Section 4. Restart and Partner organisation engagement 
  
Whilst most of the portfolio was suspended the network managed to maintain a small proportion of non-
COVID studies in line with the national priority framework.  The key focus was on ensuring continuation of 
trial treatments for safety reasons and to offer first line treatments where there was no other treatment 
option. The network has a high number of specialist centres, most of which were able to continue a limited 
portfolio of research based on clinical need and capacity demands.  
  
The network also worked with partners to identify studies that could still be delivered using staff who were 
self-isolating (i.e. follow up telephone calls from home, remote data entry etc). This was important to not 
only ensure that the participants could continue with any treatment regime directed by the protocol, but 
also reducing footfall within hospitals and therefore risk of transmission. A further opportunity became 
available by identifying studies that would reduce or remove the need for participants to visit hospital 
settings. These studies included:  (CPMS ID: 44748) NHS 111 Online Study recruiting 680 participants, 
(CPMS ID: 40136) GLAD recruiting 228 participants, (CPMS ID: 35043) ContactME-IBS recruiting 133 
participants and (CPMS ID: 42279) FRONTIER - recruiting 45 participants 
 
Section 5. Patient and Public Involvement and Engagement (PPIE) 
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CRN North West Coast 2020/21 LCRN Annual Report  
 

 
4 

The network supported public involvement in UPH and vaccine studies by forming a steering group to 
deliver a more inclusive approach and provide better equity of access to trial recruitment for ethnic 
minorities.  This included a community mapping exercise across the region and a national collaborative 
project with the DHSC Vaccine Task Force to create case study content to address poor representation of 
ethnic minorities in the Oxford vaccine trial recruitment.   
 
The Participant Research Experience Survey was adapted within the context of COVID-19 to specifically 
respond to stakeholders concerns that staff had reduced time for PRES. The 20/21 PRES included the 
launch of thank-you cards designed specifically for Partner Organisations with QR codes included. This 
allowed the PRES project to roll-out, driving efficiencies and delivering a 20/21 return that was almost 
double to the 19/20 return.  The Research Champions (RCs) programme was also adapted within the 
context of COVID-19, this included identifying a RECOVERY trial participant to become a RCs for long 
COVID. Other measures included providing RCs with remote access so they can continue their work such 
as the development of a mental health research strategy and a staff thankyou project for Mid-Cheshire 
Hospital Trust.  

 
Section 6. Selected non-COVID-19 LCRN achievement 
 
Despite the organisational pressures due to the pandemic the network was still able to make significant 
changes to improve the long term delivery of research to the region’s population. This included successfully 

recruiting a new leadership team consisting of a Chief Operating Officer, a Deputy Chief Operating Officer, 
a Clinical Director and a Deputy Clinical Director.   
 
The Network was also able to design and implement a Research Delivery Strategy 2020 - 2023 which 
brings together strategic objectives and working principles that will deliver long term success for the 
organisation. People and infrastructure have been re-organised around this new strategy and it has been 
endorsed by the network’s Partnership Group and wider stakeholders.  
 
Alongside the launch of the strategy and recruiting a new leadership, the network has maintained a 
commitment to workforce development across the region. The Research Scholars Programme  recruited 
into cohort 3, the Clinician Research Programmes and Clinical Fellows Programme were also launched 
and are now fully appointed to. Network staff have also benefited from newly launched refreshed digital 
platforms designed to streamline business processes such as an internal microsite for all staff needs from 
induction, host trust information, learning and development and refreshed Standing Operating Procedures 
(SOPs.) 
 
With new leadership, strategy, and an annual plan for 2021-22 now in place, the Clinical Research 
Network: North West Coast is well positioned to deliver another successful annual performance and realise 
our vision to make research an integral part of healthcare for all those who live in our region.  
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Please refer to the current working draft of the Performance and Operating Framework (v0.4) when completing this template. [Updated]:This is the 
version that was shared via Issue 173 of the CRN Bulletin (22 October 2020) and is linked from Cell D4.

Link to POF

4. LCRN initiatives [Updated]: Section 4 should be used to detail local initiatives and projects to be delivered in 2021/22 that the LCRN 
would like the CRNCC and other LCRNs to be aware of, including those to be delivered in collaboration with other parts of the NIHR CRN 
/ NIHR or other organisations. In the case of Supra-network projects or collaborative projects with other LCRNs, the project should be 
included in the Annual Plan of each participating LCRN. Two additional columns have been added (as columns B&C) at the suggestion of 
one of the LCRNs; please use these to identify Supra-network projects and cross-reference (where applicable) to the relevant sub-
section of Part C of the POF. 
Optionally, should LCRNs wish, links can be included in column F to other plans or relevant documents. Also optionally, LCRNs may 
choose to complete and link to a copy of the A3 CRN Initiatives template (as used in last year's plans). Please see cell D15 for link.

Link to A3 
CRN 
Initiatives 
template 
(optional)

1. Contract Compliance: Section 1 of the template should be used to provide the LCRN's RAG status against the mandatory requirements of each 
section of Part C of the 2021/22 Performance and Operating Framework (POF). [Updated 9/04/21]: Following discussion at the 8 April Operational 
Delivery meeting, a 'Comments' column has been added. Commentary would be particuarly welcome for 'Amber' or 'Red' rated compliance and is also 
welcome for 'Green' rated compliance should the LCRN wish.

2. CRN High Level Objectives [Updated]: This tab has now been populated by the CRNCC Performance Management Team. However, please note the CRN 
High Level Objectives (HLOs) have yet to be confirmed with the DHSC, so this tab could still be subject to change. Section 2 should be used to detail the 
projects to be delivered in 2021/22 against the HLOs. Optionally, should LCRNs wish, links can be included in column J to other plans or relevant documents. 

3. CRN National Priorities [Updated 9/04/21]: This tab has now been populated by the CRNCC Performance Management Team. Section 3 should be used to 
describe any planned contributions (where known) to the listed CRN National Priorites. Optionally, should LCRNs wish, links can be included in column D to 
other plans or relevant documents. As discussed at the 8 April Operational Delivery meeting, all projects relating to the (CRN) Direct Delivery Team and the 
£12.5m of the additional £30m LCRN funding for 2021/22 should be added under Section 3.4  Review and Refresh Research Delivery. 

2 Annexes [Reference Only]
Annex 1. High Level Objectives Calculation Notes                        
Annex 2. CSDs: This reference tab has been included to provide ready access to the LCRN Contract Support Documents for 2021/22. This tab will 
provide the links to the finalised Contract Support Documents and will be updated by the CRNCC Performance Management team as soon as the 
documents become available, and we will also provide notification via the CRN Bulletin of newly added links. 

1 How to complete the Annual Plan

Submission of Annual Plan 

Tab-by-tab guidance is provided below:
Coverpage: Please add the 'Date of Annual Plan submission'.

Guidance to support completion of 2021/22 LCRN Annual Plan

Introduction
Guidance on expectations and completion of the Template is provided below. 

Please ensure that edit permissions for 'LCRN Support' and 'PM Team' are not amended locally. If you make local copies of this Template, please ensure that 
this information is communicated.

Please direct any queries on this Template or the 2021/22 Annual Plan to crncc.performance@nihr.ac.uk
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Clinical Research Network
CRN North West Coast

2021/22 Annual Plan

Date of Annual Plan submission: 28th May 2021

Host Organisation Approval
No
July 2021
No
July 2021

If this Annual Plan has not been approved by the LCRN Host Organisation Board at the time of submission to CRNCC, then the 
LCRN Host Organisation Nominated Executive Director should provide that confirmation by email to the CRNCC once the Board 
has approved the Plan, to crncc.performance@nihr.ac.uk

Confirmation that this Annual Plan has been reviewed and agreed by the LCRN Partnership Group:
Date of the LCRN Partnership Group meeting at which this Annual Plan was agreed:
Confirmation that this Annual Plan has been formally approved by the LCRN Host Organisation Board:
Date of the LCRN Host Organisation Board meeting at which this Annual Plan was (or will be) approved:
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Plan 
Ref

RAG Comments

1.1 C.2. General Management Green Compliant
1.2 C.3. Financial Management Green The network is not currently compliant in the areas detailed below but will 

be in during 2021/2022 (see actions below):
Mandatory Requirement 3:  Local Funding Model publicly available.
Mitigating Action:  Full details of the networks funding model for 2020/21 
will be added to CRN NWC webpage by the end of Q1.
Mandatory Requirement 8: Financial Declaration provide by all Partner 
Organisations (POs).
Mitigating Action: Finance Declarations are being prepared and will be sent 
out to all Category A POs by the end of May. 
Mandatory Requirement 11: Internal Audit conducted every three years.
Mitigating Action: The network is currently compliant. However, an Internal 
Audit is due in Q3. In addition, Mersey Internal Audit are currently carrying 
out a supportive review of the networks finance function to ensure this 
meets the business needs of the network. This review was instigated via 
the networks leadership team, PG Chair and Host Trust Executive. 

Amber
Red Not compliant with any of the mandatory requirements within 2021/22

POF Section

Section 1. Contract Compliance
Section 1 of the template should be used to provide the LCRN's RAG status against the mandatory requirements of the 
Performance and Operating Framework

RAG Status
Colours in the RAG column are automated. Please select Green, Amber or Red from the drop-down menu in column D and 
the colour will update automatically.
Green Fully compliant with all mandatory requirements within 2021/22

Compliant with some but not all mandatory requirements within 2021/22
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Plan 
Ref

RAG CommentsPOF Section

1.3 C.4. CRN Specialties Green The network is not currently compliant in the areas detailed below but will 
be in during 2021/2022 (see actions below):
Mandatory Requirement 1: SRL vacancies for Surgery, Hepatology, Oral 
and Dental, Injuries and Emergencies & Health Services Research.
Mitigating Action: The network Leadership team are planning to change 
the Clinical Leadership Structure, to re-instate Clinical Leads to support our 
Community / Divisional Structure. These roles are due to go out to advert 
shortly.  In addition, a number of vacancies (detailed above) occurred in 
2020/21, these vacancies will be advertised shortly. Contact has also been 
made with the relevant NSRL so they are aware. 
Mandatory Requirement 4: Health disparaties and research alignment.
Mitigating Action: This work has been taken forward for a number of key 
specialties (and also driven by some national funding calls). However, this 
work is not being done consistently across all specialties. In Q1-2 work will 
be undertaken to develop heat maps to support our SRLs & POs. In 
addition, an SRL  Objectives Plan is being development to support 
implementation of our Strategy, this will include succession planning, 
building capacity and health inequalities / regional health need. 

1.4 C.5. Research Delivery Green The network is not currently compliant in the areas detailed below but will 
be in during 2021/2022 (see actions below):

         1.5 C.6. Information and Green Compliant 
1.6 C.7. Communications Green Compliant  
1.7 C.8. Patient and Public 

Involvement and 
Engagement (PPIE)

Green The network is not currently compliant in the areas detailed below but will 
be in during 2021/2022 (see actions below):
Mandatory Requirement 2: 1.0 WTE PPIE Support.
Mitigating Action: A new PPIE Strategy is in development that will be taken 
to the Partnership Group in July. As part of our wider planning 1.0 WTE 
PPIE Lead and 2.0 Engagement Officers will be recruited into the Core 
Team to support PPIE and EDI. A targetted approach will be taken to 
support priority areas and out of hospital settings to support seldom heard 
communities to take part in research. 
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Plan 
Ref

RAG CommentsPOF Section

1.8 C.9. Health and Care 
Services Engagement

Green The network is not currently compliant in the areas detailed below but will 
be in during 2021/2022 (see actions below):
Mandatory Requirement 1: Local Engagement Plan.
Mitigating Action:  A  local Engagement Plan will be developed that is more 
inclusive of broader healthcare settings. A targetted approach will be taken 
to support priority areas and out of hospital settings to support seldom 
heard communities to take part in research. 

1.9 C.10. Workforce Learning 
and Organisational 
Development

Green The network is not currently compliant in the areas detailed below but will 
be in during 2021/2022 (see actions below):
Mandatory Requirement 4: LCRN staff opportunity to input into workforce 
function.
Mitigating Action:  The network is now piloting a shared workforce function 
with CRN GM (detailed in Section 4 Local Initiatives) with key posts now 
recruited into. Plans will be developed in Q1 to involve our CRN funded 
workforce more in the development of learning opportunities. A Delivery 
Lead  Forum is in development with PO Lead Nurse acting as Chair of the 
group to take a community development approach.  Plans will also include 
ALP Alumni in the region. 

1.10 C.11. Business Development 
 

Green Compliant
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Pla
n 
Ref

Measure Ambitio
n

LCRN 
Target

How 
target 
has been 
determin
ed and 
supportin

 

Title of 
Project

Expected outcome(s) as a 
numbered list

(1) Proportion of new 
commercial contract studies 
achieving or surpassing their 
recruitment target during their 
planned recruitment period, at 
confirmed CRN sites

80% N/A N/A Deliverin
g to Time 
& Target

1. Assist the NIHR CRN CC 
in ensuring the most 
approriate NWC sites 
(relating to patient 
population) are targetted. 
2. Continue to support POs 
to achieve RTT  
3. CRN NWC is redefining 
some roles within the team 
structure to have Research 
Facilitators which will provide 
greater support for 
commercial studies teams 
whether they are the study 
teams or the delivery staff at 
POs. The new structure will 
mean that points of contact 
for all will be simplified. 

(2) Proportion of commercial 
contract studies in the managed 
recovery process achieving or 
surpassing their recruitment 
target during their planned 
recruitment period

80% N/A N/A Recovery 
Resilienc
e and 
Growth

1. Working with POs and 
provided steer on the studies 
which need to be focused on 
and possible additional 
resource or support activity 
to contribute to achieving the 
target.

Section 2: High Level Objectives 
Objective 

2.1 Efficient 
Study 
Delivery

Deliver NIHR 
CRN Portfolio 
studies to 
recruitment 
target within 
the planned 
recruitment 
period
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Pla
n 
Ref

Measure Ambitio
n

LCRN 
Target

How 
target 
has been 
determin
ed and 
supportin

 

Title of 
Project

Expected outcome(s) as a 
numbered list

Objective 

(3) Proportion of non-
commercial studies in the 
managed recovery process 
achieving or surpassing their 
recruitment target during their 
planned recruitment period

70% N/A N/A Recovery 
Resilienc
e and 
Growth

1. Working with POs and 
provided steer on the studies 
which need to be focused on 
and possible additional 
resource or support activity 
to contribute to achieving the 
target.

(1) Proportion of NHS Trusts 
recruiting into NIHR CRN 
Portfolio studies

99% N/A N/A Widening 
Research 
Participat
ion

1. 100% of NHS POs 
recruiting into NIHR CRN 
Portfolio Studies.

(2) Proportion of NHS Trusts 
recruiting into NIHR CRN 
Portfolio commercial contract 
studies

70% N/A N/A Widening 
Research 
Participat
ion

1. Linking closely with POs 
and anticipating that the 
target will be achieved as 
organisations restart their 
portfolio studies and an 
expectation that by the end 
of 21/22 pre covid 
proportions (approx 80%) will 
be achieved. 

2.2 Provider 
Participatio
n

Widen 
participation 
in research by 
enabling the 
involvement 
of a range of 
health and 
social care 
providers
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Pla
n 
Ref

Measure Ambitio
n

LCRN 
Target

How 
target 
has been 
determin
ed and 
supportin

 

Title of 
Project

Expected outcome(s) as a 
numbered list

Objective 

(3) Proportion of General 
Medical Practices recruiting into 
NIHR CRN Portfolio studies

45% N/A N/A Widening 
Research 
Participat
ion - 
Primary 
Care

1. Aim to maintain 42% (245 
practices) and strive to meet 
the 45% target. 
2. Primary Care team will 
identify, open & support all 
potential PC studies suitable 
for the NWC population 
needs.  
3. Increase understanding in 
primary care settings of what 
infrastructure and support is 
available when involved in 
research whether at the level 
of  an individual clinician or 
at an organisation level. 
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Pla
n 
Ref

Measure Ambitio
n

LCRN 
Target

How 
target 
has been 
determin
ed and 
supportin

 

Title of 
Project

Expected outcome(s) as a 
numbered list

Objective 

2.3 Participant 
Experience

Demonstrate 
to people 
taking part in 
health and 
social care 
research 
studies that 
their 
contribution is 
valued

Number of NIHR CRN Portfolio 
study participants responding to 
the Participant Research 
Experience Survey, each year

12,000 TBC TBC PRES 
21/22: You 
Said We 
Did

1. PRES Thank you card 
project rolled out.
2. PRES dashboard 2021/22 
relaunch.
3. PRES Continual 
Improvement Project.
4. PRES Results publicised 
during Be Part of Research 
campaign.
5. PRES to aid CQC visits 
and Trust board meetings to 
drive internal Trust research 
engagement via POs 
research infrastructure.
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Plan 
Ref

Priority Activity Description of any planned contributions (where known) Link (optional)

3.1 Deliver new and 
existing activities 
relevant to the 
research response 
to the COVID-19 
pandemic
a) COVID-19 
Vaccine studies
b) COVID-19 Non-
Vaccine studies

COVID-19 Vaccine Studies
1. Continue to link in with National Vaccine Operations and Strategy meetings to maintain 
awareness of new studies and opportunities that can be delivered in the region.
2. Maintain and utilise the NWC Vaccine hub structure and leadership group that has served 
the LCRN well during the pandemic for future vaccine studies.

COVID-19 Non Vaccine Studies  
1. Maintain the collaborative working that was instrumental in delivering COVID 19 studies and 
continue with  SRL Co-ordination Group which is chaired by CRN NWC Infection lead, with 
representatives  from Respiratory,  Critical Care, Anaesthesia and Primary Care from across 
the region. 
2. Continue (as long as required) with regional investigator meetings for COVID 19 studies .

Prioritisation 
of COVID-19 
Studies       

3.2 Deliver the CRN 
activities in the 
DHSC Recovery, 
Resilience and 
Growth Programme

In order to support the activities in the DHSC Recovery, Resilience and Growth Programme as 
well as supporting the DHSC vision for the future of UK clinical research delivery, CRN NWC 
will be implementing a Portfolio Management Framework that help the CRN achieve the aims 
of both the National and NWC strategies and meeting the health needs of our regional 
population.

Portfolio 
Management 
Framework

 Section 3: CRN National Priorities 

COVID-19 Research

Recovery, Resilience and Growth of Clinical Research

NIHR CRN Strategic Improvement Priorities
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Plan 
Ref

Priority Activity Description of any planned contributions (where known) Link (optional)

3.3 Primary Care 
Research 
Engagement

The primary care team working alongside other network colleagues will work to maintain the 
42% engagement achieved in 20/21 and aim to increase and build on it. The team will:
1. Operationalise the national Primary Care strategy to form local NWC aims and objectives 
that dovetail with the CRN NWC strategy for 2020/23.
2. Link across the wider health and social care landscape at all opportunites and utilise the 
additional non NHS setting roles that will form part of the network team to assist with this. 
3. Utilise the newly established DSRL group  as a working group to assist  NWC to identify key 
priorities for primary care and contribute to local plans for primary care activity including 
engagement with PCNs accross their localities.
4. Link with PCN structures at CD level to encourage embedding research within PCN 
structures. 
5. Link with CCGs  for those that have research incorporated at a  CCG strategic level ie  
Liverpool CCG, St Helens CCG and Blackburn & Darwen CCG  plan how opportunties to 
engage, promote and be actively involved in research can be maximised. 
6 . Utilise the Research Facilitators within the team to  examine study pipelines to indentify 
studies that could open in the region, they may be primary care studies or those that fall within 
broader primary care settings.
7. Work closely with the CRN NWC communications (including PPIE) team to clearly 
disssemination  information team around such things as state sponsored indemnity, IT 
solutions, Be Part of Research & JDR that help wider stakeholders understand  national 
commitment and initiaitives that relate to primary care are shared widely.  
8. Work closely with the CRN NWC BI team  to understand and review digital technologies that 
may impact on increasing efficiencies to processes relating to and supporting recruitment to 
studies. This may include recommendations for investment into appropriate infrastucture that 
supports new study designs and delivery of  remote primary care research.
9. Work closely with CPRD and RCGP to support and maximise opportunities of studies 
coming via these channels,  including increasing the percentage of NWC GP practices that are 
part of CPRD and RCGP. 
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Plan 
Ref

Priority Activity Description of any planned contributions (where known) Link (optional)

3.4 Review and 
Refresh Research 
Delivery (including 
Direct Delivery 
Team)

1. For 21/22 the CRN NWC has plans in place to recruit staff into a new non NHS setting DDT 
team posts. These roles will have a broad skill set and be able to support research delivery and 
engagement within the  wider community and non NHS settings. It is anticpated that it will be 
end Q2 before all posts are filled and new starters are in place. These roles will be advertised 
in via NHS jobs but also other platforms that will promote the vacancies to those usually based 
in non traditional NHS settings. 
2. Work to identify  a pipeline of studies that are designed to recruit in the broader non NHS 
setting and triage to see what  would fit in with NWC population health needs. 

https://docs.go
ogle.com/docu
ment/d/1C2-
NTX6WR5d4O
C6vBw0aErTB
02_7vQZ-
k9MgaHjLHoQ/
edit
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Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.1 No C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Workforce Recognition 
Campaign to replace 
cancelled NIHR 
Research & Innovation 
2021 Awards  

1. Social Medial Campaign to recognise outstanding 
contribution across our 450 NIHR funded staff.
2. Renewed staff motivation to help deliver Research 
Restart Framework.

 
https://drive.
google.com/
drive/folders
/1Y5texpuZ
DKwsrIaL9k
HMmvQ_6vt
cxgr-

Section 4: LCRN Initiatives
Section 4 of the template should be used to detail local initiatives and projects to be delivered in 2021/22, that the LCRN would like the 
CRNCC and other LCRNs to be aware of. Please include local network projects and activities, projects to be delivered in collaboration 
with other LCRNs (as part of regional LCRN-Supra-network collaborative activities or other LCRN collaborations), and projects to be 
delivered nationally/CRN-wide led locally by the LCRN. Projects to be delivered in collaboration with other parts of the NIHR and/ or other 
external organisations should also be included.

In the case of Supra-network projects or collaborative projects with other LCRNs the project should be included in the Annual Plan of 
each participating LCRN.

 CRN NWC Strategy 2020-2023 aims to support the network and its Partners to reach the NIHR High Level Objectives. This will be 
achieved by aligning the work of the network with that of the wider research infrastructure in the region and collaborating more effectively 

with Partners. The Strategy sets out a ambitious programme of work to transform current performance. The Local initiatives section of 
this Annual Plan  forms the operational detail of the strategy and has been developed based on  six strategic objectives. 

Reset the conversation and improve Partner Engagement
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Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.2 No C.9. NHS Engagement Inaugural 2021/22 
NIHR North West 
Coast Clinical 
Research Conference  

1. Opportunity to bring the entire NIHR funded 
workforce together to collaborate on collective research 
priorities.  
2. Much more focused events programme that will 
support priorities such as  under served communities, 
mapping population health needs.

4.3 No C.5. Research Delivery Combined Intelligence 
for Population Health 
Action (CIPHA)     

1. Meet the aims of the DHSC Saving and Improving 
Lives: the future of UK clinical research delivery policy; 
Streamlined, efficient and innovative research, and 
Research enabled by data and digital tools.
2. Post funded in CIPHA by CRN NWC to ensure 
research is embedded.
3. Improved recruitment into NIHR Portfolio studies, and 
better long-term follow-up data.

https://www.
cipha.nhs.u
k/

4.4 No C.9. NHS Engagement Enabling Integrated 
Care Systems to 
influence the 
'Research Landscape'   

1. ICSs to become  valued and highly active members 
of Partnership Group.
2. Shared funded roles across ICSs & LCRN to help 
deliver Research Delivery Strategy 2020-2023.
3. Aligning Research to ICSs priorities.

https://drive.g
oogle.com/file
/d/1dgTdwAL
eDBCmUd-
EPa1UHTWJ
qAcFauQt/vie
w?usp=sharin
g

Collaborate and Align 
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Supra-
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POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.5 No C.5. Research Delivery CRN NWC Portfolio 
Management 
Framework

Using learning from guidance around the management 
of Urgent Public Health (UPH) studies, the key aims of 
the framework are to guide:

1. The restart of paused NIHR research that was 
underway in the health and care system prior to the 
COVID-19 ‘surge’.
2. The commencement of ‘new’ NIHR research.
3. The alignment of resources in the NIHR Clinical 
Research Network (CRN) and NIHR infrastructure to 
support the CRN NWC Strategy.

Portfolio 
Manageme
nt 
Framework

4.6 Yes C.9. NHS Engagement Northern Health 
Science Alliance  

1. Initiate a supra regional meeting with LCRN 
colleagues, convened by the NHSA to seek to agree 
some joint Marketing and Business Development 
support that the NHSA can provide to the CRN across 
the North of England.
 2. Agree a pilot proposal of joint work.
 3. Evaluate the outcomes of the project and seek to 
further identify joint working opportunities and national 
marketing supported by NHSA.
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POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.7 Yes C.11. Business 
Development and 
Marketing

Developing a 
marketing profile  for 
Northern LCRNs 

1. Explore opportunities for joint marketing and 
Business Development across the northern region. 
 2. Develop standardised local marketing materials 
which can be edited and tailored to specific sites, 
teams, specialties or initiatives, depending on the area 
of LSI we would like to target. 
 3. Target business development locally and regionally 
in identified areas of Targetted Health Need (THN) 
where there is an existing portfolio to access and where 
there is capacity to increase the research portfolio within 
the specialty group/PO.

4.8 No C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

North West Coast 
Research Careers 
Website         

1. Increase number of applications into all four of the 
networks career development schemes (ECRP, RSP, 
CRP & CRFP).
2. Increased quality of applications.
3. Subjective feedback from target audience regarding 
usefulness of website.

annual report 
additional info 
careers road 
map website 
2021/22 - 
Google Docs

Build Capacity and Capability
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4.9 No C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Clinical Research 
Fellows - Supporting 
RRG and Regional 
Health Needs

Clinical Research Fellows will be employed via Liverpool 
University Hospitals NHS Foundation Trust (Host Trust) 
but based at key Partner Trusts within the region:

1.Blackpool Teaching Hospitals NHS Foundation Trust 
– Cardiovascular.
2. Clatterbridge Cancer Centre NHS Foundation Trust - 
Cancer.
3. Merseycare NHS Foundation Trust -Mental Health.
4. University Hospitals of Morecambe Bay NHS 
Foundation Trust -Respiratory.
5. Warrington and Halton NHS Foundation Trust- multi-
morbidity (inc Long-Covid).
6. Liverpool University Hospitals NHS Foundation Trust 
/ Liverpool. School of Tropical Medicine - Vaccine 
research and respiratory diseases.

It is hoped that the scheme will support RRG and 
support Partners to expand research across the 
networks priority areas. The scheme will be evaluated 
as detailed in 4.10.

Clinical 
Research 
Fellow 
(jobs.nhs.uk)
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4.10. Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Evaluation of Clinical 
Fellows Scheme in 
collaboration with 
LCRN North East & 
North Cumbria

CRN NWC and CRN NENC have both launched 
different Clinical Research Fellow Schemes for 2021/22. 
The networks will work together to:
1) Set shared KPIs to support joint evaluation.
2) Evaluate the impact and cost effectiveness of the 
schemes working in conjunction with Partners.
3) Consider continuation of the scheme for future years 
as part of wider capacity building initiatives.

Project Brief
4.11 Yes C.10. Workforce 

Learning and 
Organisational 
Development (WLOD)

Launch of the NMAHP 
Research Strategy

CRN NWC and CRN GM have worked with HEE and 
R&D North West to launch an regional NMAHP 
Research Strategy (launched in May 2021)
1) The networks will work with stakeholder to support 
implementation of this strategy.
2) The networks will work together for cohort 2 of the 
ECRP programme for NMAHPS.
3) The networks will work with regional Chief Nurses to  
raise awareness of NMAHP research careers.

Project Brief
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POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
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CRN GM & 
NWC WF POF 
response

1. Continue to foster healthcare professional interest in 
the role of PI. We provide a PI pathway & share our 

plans for PI development with our POs & SRLs, to be 
cascaded. 

2. Associate PI programme will continue to be promoted 
within the designated specialty groups (and if studies 

are aligned to a CTU). 
3. Additionally, as a joint venture between the L&D 
team, specialty leads & aRDM/RDM group, we will 

continue to support clinical training time, usually at NW 
Deanery level, holding conversations at induction to 

specialty, at roughly 6-12 months and then at PI 
development stage (ie GPST3 as they are about to 

complete their training & enter into GP practice). 
4. Again, utilising aRDM/RDM/SRL groups, we hope to 
support PI in non-NHS settings. As a PI is identified, we 
will set out - as settings & studies can be quite different - 

each time to use our SRL induction/action plan & an 
assessment tool such as the IWF to develop a tailored 
programme until we understand more and can develop 

themes. 
5. As part of the NW WL&D team work, we will 

assess/evaluate current NWC new to 
research/PI/clinician researcher/NMAHP schemes with 

a view to potential deployment in GM. 
6. Utilising the enhanced skillset within the NW WL&D 

team, we aim to refresh our plans for PI engagement as 
they are potentially an extremely large community, yet 

may not identify as connected to the LCRN. 
      

       
        

        
  

Developing PIs / 
working with national 

associate PI 
programmes

C.10. Workforce 
Learning and 

Organisational 
Development (WLOD)

Yes4.12
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POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
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4.13 Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

NMAHP Early Career 
Researcher 
Development 
Programme

1. CRN NWC will continue to provide a NMAHP ECR 
development programme (piloted through 20-21). CRN 
GM have agreed to support a number of place on the 21-
22 programme also. This is externally provided by NHS 
R&D NW. 
2. Following on from the pilot, the programme has been 
adapted to also incorporate focus on research delivery 
as a career aspiration. The NW WL&D Team will 
support NHS R&D NW in delivery of the programme & 
lead on research delivery related aspects. 
3. The University of Liverpool will shortly confirm that 
they will award 20 M level credits on completion of all 
assignments.

Project Brief

        
            

           
 

         
        

     
         

        
         

       
         

         
        

        
           

             
          

          
        

 
           

     
    

       
         

           
        

        
7. Support development of Clinician Researcher 

Initiatives. NWC will launch their planned programme 
this year. MFT/UoM & partners currently bidding to 
provide NIHR PgCert ClinRes as part of Clinician 

Researcher Credentials Framework.
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4.14 Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

North West Research 
Workforce Team 
(LCRNs GM & NWC)

1. CRNs GM & NWC will work together to provide a 
shared workforce function. WL&D Lead role will be 
provided by GM & NIHR Learn administrator provided 
by NWC. 
2. Recruit/appoint Workforce Learning & Development 
Manager (NWC) & a Learning Technologist (GM) in Q1.
3. To begin working together as a single team by 1st 
July 2021 – according to a project brief, action plan, 
memorandum of understanding & LCRN WF POF 
plans. Linked to 4.25, 4.26, 4.27, 4.31, 4.32

Project Brief
4.15 Yes C.10. Workforce 

Learning and 
Organisational 
Development (WLOD)

Revision of Workforce 
Plan and Associated 
Workstreams

1. Revision of workforce plan according to CRN CC 
WLOD plans/timeline - but as a supra-network. 
2. Continue to drive a Partner Organisation-inclusive 
agenda, aligned to POF, Workforce Plan and supra-
regional plans (NWLOD), assuring that the delivery 
workforce have the required knowledge/skills/support & 
environment to deliver high quality research care whilst 
remaining responsive / flexible. To revise both networks 
current processes for involving PO in prioritising WF 
issues - and to move towards a CI-focused, best-
practice sharing, information exchange & community of 
practice - ensuring PO involvement & engagement is 
prioritised.

Project Brief
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4.16 Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Learning Programme 
Revision

1. To have an updated joint LCRN learning & 
development offer for the research workforce in its 
broadest sense and to enhance engagement with 
potential learners. 
2. To develop joint learning programme/training 
brochure. 
3. Review programme in accordance with LCRN 
CSD025 & 026 to ensure the programme offered 
remains current, relevant. 
4. To utilise NW teams enhanced skill set to assess & 
evaluate most appropriate learning platform (ie virtual vs 
face to face). 
5. To scope potential for alternative learning provision in 
areas of growth - ie. PC strategy/non-NHS settings. 

Project Brief
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4.17 Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Preparing our future 
workforce

1. When available for implementation from CC WLOD 
Team, and where needed, liaise with local Professors of 
Nursing Research to develop a planned approach & if 
necessary, train a small team of Under-Graduate 
Nursing Engagement Facilitators who will deliver small 
bite-sized sessions and promote NIHR research at 
events such as employability days; research interest 
groups. 
2. To progress with newly-forged Manchester Medical 
School relationship & agreement to develop a pilot for 
medical student placements. To scope the Liverpool 
Medical School offer & if not in motion, develop plan for 
approaching when Manchester pilot is complete. 
3. Continue to work with Specialty Leads/RDM teams to 
support Specialty trainee research training/engagement 
events & to promote an incremental pathway approach 
to integrating research into your clinical career.

Project Brief
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4.18 Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Supporting the 
development of 
effective networking 
leaders

For a range of leadership programmes to be made 
accessible, both generic & research-specific - where 
this would be beneficial for enhancing research delivery. 
1. To continue to promote Boundary Spanning 
Leadership as indicated within the NIHR CRN IWF & 
encourage leaders to access coaching/mentorship 
opportunities when appropriate. 
2. Develop matrix of expected 
knowledge/skills/behaviours vs learning opportunities 
for those in roles that include/lead to people 
management (using IWF as baseline model) - plus be 
able to signpost to coaching/mentoring programmes. 
3. Explore support available via LCRN Hosts & NHS 
Leadership Academies. 
4. To continue to support 70@70 nurses and Northern 
Hub facilitator where appropriate. 
5. To continue to support related initiatives such as 
NWC Scholars Programme – and from a GM 
perspective - to ascertain if this programme should be 
offered within GM also. 
6. To support and contribute to WF Leads workstreams 
related to this topic. 7. See 4.27 also.

Project Brief
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4.19 Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Clinical Research 
Practitioner 
Registration

1. For the CRN GM / NWC workforce to understand the 
new professional identity of CRP and how a member of 
staff becomes an accredited CRP. 
2. For research delivery leaders to understand the 
necessary preparation/adaptations for their organisation 
and potential implications for the organisation, their 
teams and individual CRPs.

4.20. Yes C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Workforce Availability To build upon joint experiences in this area and to 
continue:
1. To develop GM Research Workforce Hub project 
further and scope for NWC.
2. To work with the LCRN Matrons in a national WF 
Lead workstream related to workforce planning/C&C to 
ensure we adopt informed practices around 
employing/deploying a flexible workforce. 
3. To participate in UK Gov Kickstart programme, 
exploring development of new B2 pre-CTA role.
 4. To explore 'try before you buy' approach for both 
employer & employee - work with NHS employers to 
trial short work placement, which can tie into recruitment 
drives for specific roles.

Address the regions health needs through research
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4.21 No C.5. Research Delivery Broader Healthcare 
Settings for priority 
specialities (including 
multimorbidity / long 
COVID)    

1. Shared/ funded roles across both NWC ICS, LA and 
PH to understand the landscape and opportunities for 
engagement. 
2. Expansion of EDI work with recruitment of PPIE lead, 
2 x engagement officers, joint initiatives within the NWC 
footprint with POs who are also developing wider 
engagement plans for 21/22. 
3. Embed use of heat maps in scoping and EOI 
processes, in communications with study teams and in 
developing targeted funding calls with funders. 

4.22 No C.8. Patient and Public 
Involvement and 
Engagement (PPIE)

Involving underserved 
and ethnic minority 
communities in 
research  

1. Research Champions will include representatives 
from underserved communities/groups.
2. Increased number of participants recruited into NIHR 
portfolio studies in the North West Coast from 
underserved communities/groups. 
3. Increased involvement of underserved communities 
in all aspects of NIHR research.
4. Research that is conducted is relevant and pertinent 
to the needs of the population in the North West Coast.
5. Community Engagement officers to reach into 
underserved groups across the NWC.
6. Collaborative approach to involving underserved 
communities across the NWC, working with ARC NWC, 
Innovation Agency, LHP.

NIHR CRN 
NWC 
Involving 
Underserve
d Groups in 
Research 
Steering 
Group 
Terms of 
Reference 
12th May 
2021 V4
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4.23 No C.4. CRN Specialties Mental Health 
Research Strategy 

A Mental Health Research Strategy  will be developed in 
conjunction with our Partners and working closely with 
Liverpool Health Partners. Mental health is a significant 
healthcare challenge (as evidenced by the recent RfPB 
targeted call for the North of England). This strategy will 
provide a critical mass of research staff to address the 
regional MH care needs. This includes: 
1. To establish a baseline of current/ previous activity.
2. To ensure that MH studies are placed in relation to 
disease prevalence. 
3. To ensure  service users and carers are involved in 
determining where research needs to be focused and in 
study design.
4.  To promote use of technology  and informatics in 
developing new research methods to reach a more 
diverse research community.
5. To ensure greater collaboration of MH research 
activity between organisational boundaries in the NW.
6. To build research capacity and capability in MH 
research and collaborative working between physical 
and Mental health.

https://docs.
google.com/
document/d/
1VqTQzRzS
TM4066Txa
RT8nqTD-
NHSdjqEYT
AxiVXAogs/
edit
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4.24 No C.4. CRN Specialties Cancer Research 
Strategy

Align Cancer strategy to the wider CRN NWC strategy 
by:

1. Focussing on smoking related tumours e.g. Lung, 
Head and Neck, Bladder etc. and those that involve 
populations with comorbities such as COPD, hyper-
tension, heart attack.
2. Establish CRN-wide Cancer Research Partnership 
Group with focus groups for above tumour groups to;
    2.1 Learn how we target hard to reach groups better
    2.2 Role of social media in trial recrutiment
    2.3 Identify barriers to recruitment
    2.4 Involve local and national support charities
3. Cancer specific research survey to complement 
PRES. Involving a clinical section looking at numbers of 
eligible patients and oportunities.

T
B

21
22

_7
2 

ii 
A

nn
ua

l P
la

n 
te

m
pl

at
e 

C
R

N
 N

or
th

 W
es

t C
oa

st

Page 33 of 52



Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.25 No C.4. CRN Specialties Cardiovascular 
Research Strategy 

1. To develop a strategy for research in Cardiovascular 
disease in the NW coast in collaboration our Partners 
and in conjunction with Liverpool Health Partners. 
2. To establish the current landscape of research 
activity as a baseline from which to determine CRN 
impact 
3.  Conduct a mapping exercise of disease prevalence 
and specific hot spots to ensure that research is 
focused where it is most needed.
4.  Continue activity in existing research communities/ 
clinical study groups with associated specialities 
(Stroke, Renal, Surgery) to promote and develop the 
portfolio of studies in Cardiovascular disease. 
5. Ensure patients and carers are involved in the focus 
and design of Cardiovascular research to ensure that 
studies are relevant and pertinent to the local 
population.
6. Include use of technology, informatics and virtual 
populations both as a way to reach under-served 
populations, and to facilitate follow up of participants.
7. Greater co-ordination of research between 
organisational boundaries ( CRN NWC Partner 
Organisations, Higher Education Institutes, Integrated 
Care Systems, ARC).
8. Build capacity and capability in Cardiovascular 

h i  / t i i  t  b  CRN 
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4.26 No C.4. CRN Specialties Respiratory Disorders 
Research Strategy 

1. Establish a NWC Respiratory Research Collaborative 
with a view to developing a Respiratory Strategy for the 
region. 
2.Utilise existing data to place COPD studies in areas of 
most need.
3. Involve patients and public in the design and delivery 
of COPD research and ensure representation from 
under-served groups. 
4. Identify and utilise COPD Champions to promote 
research 
5. Increase the use of technology and informatics in 
design and delivery of COPD research.
6. Collaborate with CRN NWC Partners, Universities, 
ARC NWC, Integrated Care System, Industry, 3rd 
Sector etc.
7. Build capacity and capability in COPD research.

https://docs.
google.com/
document/d/
1FZP4Fbs5
NnNAGybfn
Ag-
blXiJ4fm94u
TsMNE_f4x
1CI/edit
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4.27 Yes C.5. Research Delivery Funder engagement 
programme 

Supranetwork project with CRN GM, CRN NWC & CRN 
NENC.
1. Explore opportunities to have NIHR funder 
programmes/charities research focussed towards 
funding health priorities of the northern population. 
Included in this explore opportunities with funders to 
support research by building capacity and stipulating 
early career researchers in bids within these specialty 
specific calls for the 4 regions.
2. Expect to engage with 1 NIHR programme and 3-5 
charity funders across the North to influence funding 
calls.
3. Explore opportunities to raise the profile of 
opportunities for citizens from ethnic minority 
communities to be part of research design and delivery 
by encouraging funders to specify attention to these 
issues in their application documentation and approvals 
processes.
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4.28 Yes C.5. Research Delivery North West Ambulance 
Service Strategy 

North West Ambulance Service NHS Trust is a provider 
of emergency responders services, patient transport 
providers & NHS 111 urgent care & advice providers for 
the North West England region. Their footprint covers 
GM and NWC CRN geographies. In 2021/22 GM and 
NWC LCRNs will support NWAS to increase research 
engagement across their services and help facilitate 
research opportunities for their service users to take 
part in portfolio research. This will be facilitated as part 
of a wider Northern supra-network project to strength 
the research delivery of portfolio research across all 
Northern Ambulance Services.

1. Increased engagement with North West Ambulance 
Service teams and increased understanding of what 
support CRN GM can offer; measured through number 
of engagement events/opportunities & feedback.
2. Increased overall recruitment from 19/20.
3.Increased number and range of studies recruiting 
from 19/20.
4. A developed video across GM and NWC LCRNs to 
showcase North West Ambulance Service NHS Trust 
research capabilities and assets. This material will 
support an increased awareness with study sponsors 
and Chief Investigators.

North West 
Ambulance 
Service 
Strategy

Improve Participation 
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Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.29 No C.5. Research Delivery Direct Delivery Team 1. Increased research activity in Non NHS settings.
2. Increase research engagement from underserved 
communities.
3. Increase the research portfolio for the CRN.
4. Increase CRN NWC understanding and knowledge 
around delivery of research in a non NHS setting. 
5. Increase research engagement in NON NHS 
settings.
6. Refine our CRN offering to our NON NHS partners.

https://docs.
google.com/
document/d/
1C2-
NTX6WR5d
4OC6vBw0a
ErTB02_7v
QZ-
k9MgaHjLH
oQ/edit

4.30. No C.5. Research Delivery Business Development   1. Work with NIHR CC Business Analysts to understand 
changes to portfolio in priority areas and other areas of 
opportunity.
2. Focus on and increase opportunities for CRN NWC 
priority areas.
3. Support and develop the pipeline of studies for the 
Blackpool PRC, Halton Research Unit and other NHS 
Partners in the region.
4. Align local activities to meet Recovery, Resilience 
and Growth objective with respect to commercial 
studies.  Re-engage commercial sponsors and form 
close links with their operations teams.
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Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.31 Yes C.8. Patient and Public 
Involvement and 
Engagement (PPIE)

Exploring ways to 
understand 
populations involved in 
research

1. Analysis across the North (and the other LCRNs 
nationally) to establish work which has already been 
undertaken to map research participants under 2 of the 
EDI areas - ethnicity and social deprivation.
2. Establish at least 1 research study wherein use of 
NHS number can be explored as a gateway to 
accessing and understanding the populations involved 
in research.
3. Work with data colleagues e.g. Newcastle Data 
(Newcastle University) to understand data wrangling 
techniques required to establish links between data sets 
via NHS number.
4. Link with National SGL for HSR and MH in GM to 
understand commonly collected identifiable data from CI-
led studies within the North to understand whether there 
are data gaps or opportunities.
5. Present back to CRN CC EDI group a pilot project 
report to understand better the ways to support this 
work going forward in the future for CRN locally and 
nationally (links already made with John Castledine and 
EDI project group).
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Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.32 Yes C.5. Research Delivery Increasing Research 
Access

1. Work across the North to consider tools and 
collaborations which aim to increase research 
opportunities for local communities. Local regular 
meetings will take place throughout 2021/22 with Chief 
Operating Officers from GM, NENC, NWC and Y&H to 
ensure sharing of local assets to enhance regional 
research delivery, especially in areas with high disease 
prevalence.
2. Understand how tools such as COVID and me and 
Research for the Future can be used to make research 
more accessible to regional underserved populations 
through PPIE initiatives and engaging proactively with 
community leaders. The Northern Supra Networks will 
pilot interventions together to increase the research 
access for local citizens and provide a centralised local 
interface for Investigators to collaborate with the local 
community.
3. Explore methods of digital approaches to citizens 
who have expressed an interest in being contact about 
future research opportunities. This proactive work will 
seek to encourage engagement and retention of 
citizens to better connect them with ways to get involved 
in the Northern research ecosystem.

Improve Efficiencies 
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Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.33 No C.5. Research Delivery Expressions of Interest 
Digital Portal 

1. Streamlined, consistant service to partners allowing 
autonomy for R&D departments to scope their interests 
and manage EOIs. 
2. Release capacity in CRN NWC team to dedicate 
additional resource to priority areas (CVD, Respiratory, 
Mental Health, Cancer).

4.34 No C.5. Research Delivery Local Authorities 
Research Engagement 
Plan

1. CRN NWC are committed in 21/22  to work 
collaboratively with our ICSs providing funded roles in 
these structures to build research understanding and 
opportunity.
2. DoPH and practitioner - 1 year social care funding . 
This project will look  to build research understanding  
and potentially capacity within the 9 local authorities in 
Cheshire and Merseyside.
3. CRN NWC will look to recruit into the DDT from LA 
settings who have a unique skill set that may be more 
sutable to the type of studies that come though the non 
NHS portfolio  (see link below).
4. Link  at every opportunity with key new potential 
partners that can assist us with potential engagement 

http://www.l
scpinfo.co.u
k/home
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Plan 
Ref

Supra-
network

POF section(s) Title of Project Expected outcome(s) as a numbered list additional 
links 

4.35 Yes C.4. CRN Specialties Cancer Follow Up  
Burden

Project to assess and address the burden of Cancer 
follow up across the northern supranetwork region.

1. Baseline survey to confirm number of patients on 
follow up in Cancer studies.  
2. Evaluate the cost and time resources taken up with 
follow up.
3. Implement interventions designed to streamline and 
reduce the cost and time taken up with Cancer follow 
up.
4. Repeat survey to assess impact.

4.36 No C.10. Workforce 
Learning and 
Organisational 
Development (WLOD)

Developing a microsite 
for the core team to 
support agile working 

1. Better navigation for staff when finding key 
documents and links . 
2.  Streamlining platforms and moving to one google 
drive and leaving host trust drives to make IT more 
simple and efficient.
3. Improve business continuity to support agile working 
approaches.

Hub & Spoke 
Microsite 
(google.com)
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Annex 1 [Reference only]: High Level Objectives Calculation Notes
Efficient Study Delivery Ambition value is either 70% (the 2020/21 value). ‘New’ indicates opened on or after 1 April 2021 and 

closed to recruitment on or before 31 March 2022
Provider Participation (A) Ambition value is 99% (the 2020/21 value)

Provider Participation (B) Ambition value is either 70% (the 2020/21 value) or the annual out-turn for 2020/21, whichever is lower

Urgent Public Health

Recovery, Resilience and 
Growth (A)

Recovery, Resilience and 
Growth (B)

Ambition value is the annual out-turn for 2020/21 + 10%. This is a new HLO, similar to HLO1 as appeared in 
the 2019/20 Performance and Operating Framework, and excludes recruitment to Urgent Public Health 
(UPH) studies and non-UPH COVID-19 related studies on the NIHR CRN Portfolio

Ambition value is the annual out-turn for 2020/21 + 10%. This is a new HLO, similar to HLO1 as appeared in 
the 2019/20 Performance and Operating Framework, and excludes recruitment to Urgent Public Health 
(UPH) studies and non-UPH COVID-19 related studies on the NIHR CRN Portfolio

Provider Participation (C) Ambition value is either 45% (the 2020/21 value) or the annual out-turn for 2020/21, whichever is lower

Provider Participation (D) Ambition value is either 2,250 or the annual out-turn for 2020/21, whichever is lower

Participant Experience Ambition value is either 12,000 or the annual out-turn for 2020/21, whichever is lower

Ambition value 9 working days. This HLO was introduced in 2020/21. The Ambition value was determined 
by experience setting up Urgent Public Health Studies in early 2020/21
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Document Document Link Contract Support Document POF Section 
Loading...

Annex 2 [Reference only]: LCRN Contract Support Documents 
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Pla
n 
Ref

Measure Ambition LCRN 
Target

How 
target has 
been 
determine
d and 
supportin
g 
rationale

Title of 
Project

Expected outcome(s) 
as a numbered list

2.1 Efficient 
Study 
Delivery

Deliver NIHR CRN 
Portfolio studies to 
recruitment target 
within the planned 
recruitment period

Proportion of new 
commercial contract 
studies achieving or 
surpassing their 
recruitment target 
during their planned 
recruitment period, at 
confirmed CRN sites

70% N/A N/A Delivering to 
Time & Target 

1. Assist the NIHR 
CRN CC in ensuring 
NWC sites achieve 
RTT and therefore the 
study passes RTT.   
CRN NWC is 
redefining Research 
Facilitator rolls which 
will provide greater 
support for commercial 
studies.

2.2 (A) Proportion of NHS 
Trusts recruiting into 
NIHR CRN Portfolio 
studies

99% N/A N/A Widening 
Research 
Particiapation - 
NHS Trusts 

1. 100% of NHS 
Partners Trusts 
recruiting into NIHR 
CRN Portfolio Studies 

D
Objective 

Provider 
Participati
on

Widen participation in 
research by enabling 
the involvement of a 
range of health and 
social care providers
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Pla
n 
Ref

Measure Ambition LCRN 
Target

How 
target has 
been 
determine
d and 
supportin
g 
rationale

Title of 
Project

Expected outcome(s) 
as a numbered list

Objective 

2.3 (B) Proportion of NHS 
Trusts recruiting into 
NIHR CRN Portfolio 
commercial contract 
studies

Either 70% or 
the

annual out-
turn for 

2020/21, 
whichever
is lower

N/A N/A Widening 
Research 
Particiapation - 
Commercial  

1. On target to meet 
70% for 2021/22 
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Pla
n 
Ref

Measure Ambition LCRN 
Target

How 
target has 
been 
determine
d and 
supportin
g 
rationale

Title of 
Project

Expected outcome(s) 
as a numbered list

Objective 

2.4 (C) Proportion of 
General Medical 
Practices recruiting 
into NIHR CRN 
Portfolio studies

Either 45% or 
the

annual out-
turn for

2020/21, 
whichever
is lower

N.A N.A Widening 
Research 
Particiapation - 
Primary Care 

1. Primary Care Team  
are striving for 42% 
(245) or as high a % as 
possible for GPs to be 
involved with research.                                                                 
2. Primary Care will ID, 
open & support all 
potential PC studies 
sutable for their 
population needs                                                                                                                     
3. Increase 
understanding in PC of 
what infrastructure and 
support is available 
when involved in 
research as an 
individual clinician and 
an organisation
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Pla
n 
Ref

Measure Ambition LCRN 
Target

How 
target has 
been 
determine
d and 
supportin
g 
rationale

Title of 
Project

Expected outcome(s) 
as a numbered list

Objective 

2.5 (D) Number of non-
NHS sites recruiting 
into NIHR CRN 
Portfolio studies

Either 2,250 
or the

annual out-
turn for

2020/21, 
whichever
is lower

N/A N/A Widening 
Research 
Particiapation - 
Non NHS sites 

1. Successful launch of 
Non - NHS sites 
Engagement Team to 
identify key sites and 
meet 2,250

    
   

    
    
  

T
B

21
22

_7
2 

ii 
A

nn
ua

l P
la

n 
te

m
pl

at
e 

C
R

N
 N

or
th

 W
es

t C
oa

st

Page 48 of 52



Pla
n 
Ref

Measure Ambition LCRN 
Target

How 
target has 
been 
determine
d and 
supportin
g 
rationale

Title of 
Project

Expected outcome(s) 
as a numbered list

Objective 

2.6 Participant 
Experienc
e

Demonstrate to 
people taking part in 
health and social care 
research studies that 
their contribution is 
valued

Number of NIHR CRN 
Portfolio study 
participants responding 
to the Participant in 
Research Experience 
Survey, each year

Either 12,000 
or the

annual out-
turn for

2020/21, 
whichever
is lower

1500 2019/20 
PRES 
total was 
1296 so 
the figure 
of 1500 
represents 
a 
improved 
return and 
is 
approxima
tely 8.6% 
of 
anticipated 
total 
recruits in 
21/22. 

PRES 21/22: 
You Said We 
Did

1. PRES Thank you 
card project rolled out           
2. PRES dashboard 
2021/22 relaunch                        
3. PRES Continual 
Improvement Project                    
4. PRES Results 
publicised during Be 
Part of Research 
campaign                                                                            
5. PRES to aid CQC 
visits and Trust board 
meetings to drive 
internal Trust  research 
engagement 

2.7 Urgent 
Public 
Health

Minimise set-up times 
for NIHR CRN UPH 
Portfolio studies 

Study site set-up time 
(working days)

9 N/A N/A Reducing 
Study Set Up 
Time 

1. Target set at 9 days 
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Pla
n 
Ref

Measure Ambition LCRN 
Target

How 
target has 
been 
determine
d and 
supportin
g 
rationale

Title of 
Project

Expected outcome(s) 
as a numbered list

Objective 

2.8 (A) Number of 
participants recruited 
to commercial NIHR 
CRN Portfolio studies 
(excluding UPH studies 
and non-UPH COVID-
19 related studies)

Annual out-
turn for

2020/21 + 
10%

N/A N/A Commercial 
Recovery, 
Resilience and 
Growth

1. Support provided for 
NIHR Managed Restart 
process for commercial 
studies.
2. Support the restart 
and delivery of the 
wider commercial 
portfolio to increase 
recruitment compared 
to FY 20/21.

2.9 (B) Number of 
participants recruited 
to non-commercial 
NIHR CRN Portfolio 
studies (excluding UPH 
studies and non-UPH 
COVID-19 related 
studies)

Annual out-
turn for

2020/21 + 
10%

N/A N/A Recovery 
Resilience and 
Growth

1. LCRN North West 
Coast target for 
particiapants set at 
19,126 (17,388 plus 
10%) *Data Cut 
14/05/21

Recovery,
Resilience
and 
Growth

Demonstrate 
recovery, resilience 
and growth by 
delivering increased 
recruitment to
NIHR CRN Portfolio 
studies, excluding (i) 
all Urgent Public 
Health (UPH) studies, 
and (ii) all non-UPH 
COVID-19 related) 
studies
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Plan 
Ref

Measure Ambitio
n

LCR
N 
Targ
et

How target has 
been determined 
and supporting 
rationale

Title of 
Project

Expected 
outcome(s) 
as a 
numbered list

Link 
(optional)

(1) Proportion of new commercial contract 
studies achieving or surpassing their 
recruitment target during their planned 
recruitment period, at confirmed CRN 
sites

80% N/A N/A 

(2) Proportion of commercial contract 
studies in the managed recovery process 
achieving their refreshed  and agreed 
recruitment target within the newly set 
time period

80% N/A N/A 

(3) Proportion of non-commercial studies 
in the managed recovery process 
achieving their refreshed recruitment 
target within the newly set time period

70% N/A N/A 

(1) Proportion of NHS Trusts recruiting 
into NIHR CRN Portfolio studies

99% N/A N/A 

(2) Proportion of NHS Trusts recruiting 
into NIHR CRN Portfolio commercial 
contract studies

66% N/A N/A 

(3) Proportion of General Medical 
Practices recruiting into NIHR CRN 
Portfolio studies

45% N/A N/A

2.2 Provider 
Participati
on

Widen 
participation in 
research by 
enabling the 
involvement of a 
range of health 
and social care 
providers

Section 2: High Level Objectives 
Objective 

2.1 Efficient 
Study 
Delivery

Deliver NIHR 
CRN Portfolio 
studies to 
recruitment target 
within the planned 
recruitment period
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Plan 
Ref

Measure Ambitio
n

LCR
N 
Targ
et

How target has 
been determined 
and supporting 
rationale

Title of 
Project

Expected 
outcome(s) 
as a 
numbered list

Link 
(optional)

Objective 

2.3 Participan
t 
Experienc
e

Demonstrate to 
people taking part 
in health and 
social care 
research studies 
that their 
contribution is 
valued

Number of NIHR CRN Portfolio study 
participants responding to the Participant 
Research Experience Survey, each year

12,000 TBC TBC
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Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB2122_72 Date: 28/09/2021 

Report Title  CRN NWC Annual Plan and Annual Report  

Prepared by  Dr Chris Smith 

Presented by  Clare Morgan, Director of Strategy   

Key Issues / Messages As part of the contract with DHSC to host CRN NWC LUHFT Board is required to 
formally approve the network Annual Plan and Annual Report.  
This sits separately from the Trusts RD&I Committee as there is a conflict of interest 
as the Trusts acts as both a Partner (in receipt of funding) and a host of the regional 
service.  
The Host Trust Executive have previously approved the networks Annual Plan and 
Annual Report as has the networks Partnership Board 

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

Funding Source (If applicable): 
N/A 

 For Approval 

Supporting Executive: Clare Morgan, Director of Strategy 
 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☐ 

☐   
☐ 
☐ 

• Risk                                                          
• Compliance     
• Legal                                           

☐      

☐ 
☐ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

• Safe care                       ☒ • Provide a great staff 
experience                            

☒ • High quality research & 
innovation                      

☒ • Successful 
partnerships   

☒ 

• Effective care                ☒ • Become a great 
place for healthcare  
professionals to learn 
and work 

☒ • Widened access to 
research opportunities               

☒ • Sustainable 
Services      

☒ 

• Timely access to 
care   

☒ • Improve recruitment 
& retention rates                                      

☒ • Embedded culture of 
research and 
innovation    

☒ • Digitally enabled 
organisation                     

☒ 

• A great experience 
for our patients                 

☒     • Financial 
Sustainability    

☒ 

 
 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☒ No assurance 
No confidence in delivery  

 



 
  

 

 

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

CRN NWC Partnership 
Group 

15/07/2021 
 

Jane Tomkinson 
(Chair) 

Approved  

 



 
  

 

 

 

EXECUTIVE SUMMARY 

Background & Introduction 

The NIHR Clinical Research Network North West Coast (CRN NWC) supports patients, the public and health and 
care organisations across the region to participate in high-quality research. The network covers Cheshire, Merseyside 
Lancashire and South Cumbria supporting research across 20 NHS Trusts, 17 CCGs and across broader healthcare 
setting. The network has an annual budget of £17.7 million that is used to fund a research workforce of approximately 
450 full and part time staff. Providing infrastructure to support R&D set-up, research delivery and support service 
staff. The network also provides a range of local resources and activities that support health and care organisations, 
staff, and patients and service users to be research active, such as specialist training, information systems to manage 
and report research, patient and public involvement, engagement initiatives, and communications expertise.  

 

NIHR CRN NWC is hosted by Liverpool University Hospitals NHS Foundation Trust, as part of Hosting Arrangements 
the Host Trust has appointed a Leadership Team consisting of a Clinical Director (Professor Enitan Carrol) and Chief 
Operating Officer (Dr Chris Smith). In addition, the network has a Partnership Board (Chaired by Jane Tomkinson, 
OBE, Chief Executive Officer at Liverpool Heart and Chest Hospital NHS Foundation Trust) The Partnership Board 
is part of the governance structure of the network, ensuring oversight of network business, decision making and 
approval of Annual Plans, Annual Reports and distribution of funding. As part of the contract with DHSC to host CRN 
NWC LUHFT Board is required to formally approve the network Annual Plan and Annual Report. This sits separately 
from the Trusts RD&I Committee as there is a conflict of interest as the Trusts acts as both a Partner (in receipt of 
funding) and a host of the regional service. The Host Trust Executive have previously approved the networks Annual 
Plan and Annual Report as has the networks Partnership Board.  

Annual Plan  
The Annual Plan provided forms part of a national reporting template. It’s recognised that this template is largely 
operational in nature and not user friendly. As part of our Strategy and Annual plan the network has set forth an 
ambitious programme of work with 36 unique projects that align to our strategy. A public facing version of the 
networks Annual Plan can be found here: Link to Annual Plan. The Annual Plan details the compliance of the 
network and the Trust with the hosting contract, the network is compliant with all indicators. 

A key focus for the year ahead is to work with Partners, to learn the lessons from the pandemic which has brought 
about a step change in performance and restart paused non-COVID research. The pandemic has also highlighted 
issues around equity of access to research and health inequalities. Focusing on four main priority areas pertinent to 
population health need (Cancer, COPD, Mental Health and Cardiovascular Disease) the network has devised a 
number of projects to build capacity and also broaden access to research outside hospital settings in these areas. 
These projects will act as an exemplar for how we plan to address other regional health challenges in the future 

System wide collaborative working are key areas of opportunity and expansion. A number of crucial projects like 
working with regional ICSs and utilising digital tools (CIPHA) to support innovative trial recruitment are also key parts 
of our plan for 2021/22.  

Annual Report  

The Annual Report provided forms part of a national reporting template and is mandated across LCRNs. A more 
public facing document can be found here: Link to our Annual Report 

The NIHR Clinical Research Networks played a crucial role in the research response to COVID-19. Supporting a 
range of key Urgent Public Health studies across primary and secondary care to understand the transmission of the 
virus, to develop treatments for patients admitted to hospital with COVID and the development of an effective 
vaccine for COVID-19. In 2020/21, over 75,000 participants in the region took part in health research with over 
56,000 of those participants taking part in COVID-19 Urgent Public Health studies. 

http://nihr.co.uk/annual-plan-2021-2022/
http://nihr.co.uk/annual-report-2020-2021/


 

  

Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB22/21_73 Date: 28/09/2021 

Report Title  Board Committees Terms of Reference Update  

Prepared by  Sharon Balmer, Senior Corporate Governance Officer 

Presented by  Daniel Scheffer, Associate Director of Corporate Affairs / Company Secretary 

Key Issues / Messages This report proposes amendments to the terms of reference for two of the Trust Board’s 
Committees, which are the Charitable Funds Committee and the New Hospital 
Committee.  The terms of reference for the Research Development & Innovation 
Committee are to be considered by the Committee prior to presentation to the Trust 
Board in October 2021.  
 
A process was undertaken to review the effectiveness of the committees which 
generated the proposed changes to the terms of reference.  The relevant committees 
have reviewed and endorsed the changes prior to presentation to the Trust Board. 
 
The main changes seek to bring the Terms of Reference in line with the Trust’s Strategy 
‘Our Future Together’ with clarity on the committees’ responsibility in terms of 
monitoring delivery of the enabling strategies. Where changes are proposed, these 
have been initially reviewed by the individual committees prior to seeking formal 
approval from the Trust Board.  
 

Action required  For decision 
  

Funding Source (If applicable): N/A 

The Trust Board is asked to approve the amendments to the Terms of Reference for 
the: 

• Charitable Funds Committee 
• New Hospital Committee 

 

Supporting Executive: Sir David Dalton, Interim Chief Executive Officer 
 

Impact (is there an impact arising from the report on the following?)  

• Quality                                                                                                    
• Finance    
• Workforce       
• Equality                                        

      ☒ 

☒   
☒ 
☒ 

• Risk                                                          
• Compliance     
• Legal                                           

☒      

☒ 
☒ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  

• Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

• Safe care                       ☒ • Provide a great staff 
experience                            

☒ • High quality research & 
innovation                      

☒ • Successful 
partnerships   

☒ 

• Effective care                ☒ • Become a great 
place for healthcare  

☐ • Widened access to 
research opportunities               

☒ • Sustainable 
Services      

☒ 



 
 

 

 

professionals to learn 
and work 

• Timely access to 
care   

☒ • Improve recruitment 
& retention rates                                      

☒ • Embedded culture or 
research and 
innovation    

☐ • Digitally enabled 
organisation                     

☒ 

• A great experience 
for our patients                 

☒     • Financial 
Sustainability    

☒ 

 
 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☐ No assurance 
No confidence in delivery  

 

REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

Terms of Reference have 
been considered at the 
respective Committees 

August / 
September 
2021 

Associate 
Director of 
Corporate Affairs 
/ Company 
Secretary 

Recommended to Trust Board for formal approval 

 

  



 
 

 

 

EXECUTIVE SUMMARY  

1. INTRODUCTION 

The Constitution and Corporate Governance Framework Manual for Liverpool University Hospitals NHS 
Foundation Trust (LUHFT) states that the Terms of Reference for Board Committees should be approved 
by the Board of Directors on an annual basis. The purpose of this report is to present proposals to amend 
elements of the Terms of Reference of the Board Committees listed below:  

• Charitable Funds Committee 
• New Hospital Committee 

 
The terms of reference for the Research Development & Innovation Committee are to be considered by 
the Committee prior to presentation to the Trust Board in October 2021. 
 
2. BACKGROUND 

In order to assess the effectiveness of the Trust’s Board Committees, annual effectiveness reviews were 
introduced earlier in 2021. The reviews were undertaken via surveys and took place for each committee 
with input from all Committee members (Executive and Non-Executive Directors) together with individuals 
who attend on a regular basis.  

The outcomes of the individual reviews were subject to discussions with the individual Non-Executive 
Director Chair of the Committee and Executive Director Lead. These discussions helped determine the 
proposed changes to the Terms of Reference and the activity schedules which set out the business 
undertaken by the Committee.   

With regard to the New Hospital Committee, informal and formal Board discussions about the new hospital 
fed in to the review process and recognised a need for more oversight of the operational preparedness for 
the move to new hospital, identified a need for the New Hospital Committee to shift its focus to the 
operational, workforce and quality readiness for moving in to the new building, whilst maintaining oversight 
of the construction of the building and legal / financial / contractual matters. 

In advance of presenting the changes to the Trust Board, the draft terms of reference have been reviewed 
and endorsed by the relative committees. The Terms of Reference for the Charitable Funds Committee 
will be presented to the Committee on the 24 July 2021.  Should additional amendments be identified by 
the Committee, these will be provided to the Board by way of a verbal update.   

3. PROPOSALS 

A number of changes are proposed to the Terms of Reference for each of the Committees and the table 
below sets out the details.  

Committee 
 

Proposed changes  Date 
approved 
by 
Committee 

Charitable 
Funds 
Committee 

• Responsibilities chart added to Authority / Constitution 
section. 

• Duties of the Committee amended to include: 
o Proactive management of the pipeline of 

funding applications. 
o Requirement for the establishment and 

monitoring of a charitable funds risk register. 

To be 
reviewed at 
the meeting 
scheduled 
for 
24/09/2021 



 
 

 

 

o Delegated authority to approve charitable 
funds expenditure. 

o Responsibility for ensuring that expenditure is 
aligned with the Trust’s strategic priorities. 

• Membership updated to include additional Non-
Executive Director 

• Requirement for divisional representatives to attend 
meetings at the request of the Committee. 

• Minor amendments to branding, job titles, formatting 
and grammatical issues. 
 

New Hospital 
Committee 

• Duties revised to reflect changing focus of the 
Committee from the construction of the building to 
operational and workforce readiness for the move to 
the new hospital 

• Membership updated to require attendance by 
Executive Director leads for quality and workforce 

• Minor amendments to branding, job titles, formatting 
and grammatical issues. 
 

02/09/2021 

 

The updated Terms of Reference are included as appendices to this report. 

Appendix A – Charitable Funds Committee 
Appendix B – New Hospital Committee 
 
RECOMMENDATION 

• The Trust Board is asked to formally approve the proposed amendments to the Committee Terms of 
Reference. 

  



 
 

 

 

 

Appendix A 
 
 
 

CHARITABLE FUNDS COMMITTEE 
 

TERMS OF REFERENCE 
 

Authority/Constitution 
  
1. The Committee is constituted as a standing committee of the Trust’s Board of Directors.  Its 

constitution and terms of reference shall be as set out below, subject to amendment at future Board 
of Directors’ meetings.  

 
2. The Committee is authorised by the Board to act within its terms of reference.  All members of staff 

are directed to co-operate with any request made by the Committee.  
 
3. The Committee is authorised by the Board of Directors to instruct professional advisors and request 

the attendance of individuals and authorities from outside the Trust with relevant experience and 
expertise if it considers this necessary or expedient to the carrying out of its functions. 

 
4. The Committee is authorised to obtain such internal information as is necessary and expedient to 

the fulfilment of its functions.  
 

 
  

• Board of Trustees
• Approves Charitable Funds Committee terms of reference, 
Annual Report and Financial Statements

Board of 
Directors

• Ensures the requirements of the Charity Commission and other 
relevant regulatory and statutory frameworks are complied with

• Ensures charitable donations are administered efficiently and 
appropriately

• Approves grant applications of more than £5000

Charitable 
Funds 
Committee

• Treasurer to the Charitable Funds Committee
• Ensures management and accounting arrangements are 
compliant with legislation

Chief Finance 
Officer



 
 

 

 

Purpose 
 

5. To ensure the requirements of the Charity Commission and other relevant regulatory and statutory 
frameworks are complied with and to ensure that charitable donations are administered efficiently 
and legally and directed promptly towards appropriate charitable activity in accordance with the 
donor’s wishes. 
 

6. The Committee will ensure that risks relevant to the Committee’s purpose are minimised through 
the application of the Trust’s risk management system.   This will include but not be restricted to 
the consideration of significant risks to the delivery of the Trust’s strategic objectives, through 
review and scrutiny of the relevant risks from the BAF and the divisional/corporate risk registers 
requiring consideration in accordance with the risk management policy. 

 
Duties 
 
6. In order to fulfil its role, the Committee will undertake the following: 
 

• Maintain and approve appropriate policy documents to ensure that the legal and administrative 
duties of the Corporate Trustee are met on behalf of the Board of Directors. 

• Monitor charitable funds, approve the creation of new funds within the umbrella fund and ensure 
a periodic review of existing funds takes place.  

• Ensure appropriate procedures are in place to control expenditure and ensure it is in 
accordance with the objectives of the funds. 

• Establish a strategy for charitable funds and, on the basis of professional advice, determine an 
investment policy within this strategy. 

• Review the Annual Report and Financial Statements and ensure consistency with the Charity 
Commission’s Statement of Recommended Practice. 

• Receive the auditors’ report on the Annual Report and Financial Statements and recommend 
their formal approval to the Board of Directors. 

• Oversee the administration of the Charity and ensure its spending is in accordance with the 
objectives set by the Board of Directors as Corporate Trustee and supports the delivery of the 
Trust’s strategic priorities: Great Care; Great People; Great Research and Innovation; and 
Great Ambitions. 

• Ensure proactive management of the pipeline of funding applications and that the Charity’s 
income does not accumulate unless there is a specific future use in mind. 

• Act in the best interests of the Charity and in such manner as meets the requirements of the 
Charity Commission. 

• Establish and maintain a charitable funds risk register. 
• Authorise charitable funds expenditure over £5000. 
• Refer any matters of concern to the Trust’s Board of Directors. 

 
7.  Whilst the Committee has been established by the Board of Directors to carry out specific functions 

as noted in this document, it is important to note that the Trust retains ultimate responsibility, via 
its Board of Directors, for discharging it duties and responsibilities as the Charity’s Corporate 
Trustee.  To that end, the Board of Directors has absolute discretion over the activities and 
decisions of the Committee.  



 
 

 

 

 
Membership 
 
8. The Committee shall be composed of the following members:  

 
• Non-Executive Director (Chair) 
• Non-Executive Director 
• Chief Finance Officer 
• Chief Nurse/Medical Director (shared membership) 

 
9. The following are required to attend and participate in the meetings of the Committee in a non-

voting capacity: 
 

• Director of Communications 
• Director of Strategy (or representative from Research and Innovation) 
• Finance Manager (Charitable Funds) 
• Head of Fundraising 
• Divisional representative (at the request of the Committee) 
• Professional Investment Advisor/Manager (at the request of the Committee) 
• Internal or External Audit (at the request of the Committee) 

 
10. The Committee will be deemed quorate when 2 out of 3 members including the Non-Executive 

Director (chair) are present (tele-conferencing will be permitted, if necessary).   
 
11. Members of the Board of Directors to attend one meeting a year as a minimum ex officio. 
 
11. Other management or clinical staff may be co-opted or requested to attend for specific agenda 

items as necessary. 
 
Requirements of Membership 
   
12. Members of the Committee must attend at least 75% of all meetings each financial year but should 

aim to attend all scheduled meetings.  Attendance at the Committee will be recorded and 
monitored.   

 
Equality Diversity & Inclusion 
 
13. In conducting its business, the Committee will at all times seek to promote its commitment to 

equality and diversity by the creation of an environment that is inclusive for both our workforce, 
patients and service users including those who have protected characteristics and vulnerable 
members of our community 

 
Reporting 
 
14. The minutes of all meetings of the Committee shall be formally recorded and submitted to the 

following meeting for approval.   



 
 

 

 

 
15. The Committee will report to the Board of Directors after each meeting via an assurance report 

which will provide an overview of the discussions at the meeting, details of any matters in respect 
of which actions or improvements are needed and decisions taken. 

 
16. The Committee will report annually to the Board of Directors in respect of the fulfilment of its 

functions in connection with these terms of reference. This will include an evaluation of its 
performance according to a standardised framework and process. 

 
Administration of Meetings 
 
17. Meetings shall ordinarily be held quarterly with additional meetings held on an exceptional basis at 

the request of the Chair. 
 
18. The Associate Director of Corporate Affairs/Company Secretary will make arrangements to ensure 

that the Committee is supported administratively.  Duties in this respect will include taking minutes 
of the meeting and providing appropriate support to the Chair and Committee members. 

 
19. Agendas and papers will be circulated at least 5 working days (or 4 working days plus a weekend) 

in advance of the meeting.  
 
20. Minutes will be circulated to Committee members as soon as is reasonably practicable.  
 
Review 
 
21. The Terms of Reference of the Charitable Funds Committee shall be reviewed by the Committee 

and submitted to the Board of Directors for review and approval at least annually. 
 
Version Control Schedule 

Date Version no Main changes proposed Date 
approved by 
Committee 

Date ratified by 
Board (thereby 
come into force) 

27.10.20 2.0 Responsibilities chart added to Authority / Constitution 
section. 
Duties of the Committee amended to include: 

• Proactive management of the pipeline of funding 
applications. 

• Requirement for the establishment and 
monitoring of a charitable funds risk register. 

• Delegated authority to approve charitable funds 
expenditure. 

• Responsibility for ensuring that expenditure is 
aligned with the Trust’s strategic priorities. 

Membership updated to include additional Non-Executive 
Director 
Requirement for divisional representatives to attend 
meetings at the request of the Committee. 
Minor amendments to branding, job titles, formatting and 
grammatical issues. 

22 October 
2020 

27 October 2020 
Item TB20.21_146 

 
  



 
 

 

 

Appendix B 
NEW HOSPITAL COMMITTEE 

 
TERMS OF REFERENCE 

 
Authority/Constitution 
  

1. The Committee is constituted as a standing committee of the Trust’s Board of Directors.  Its 
constitution and terms of reference shall be as set out below, subject to amendment at future Board 
of Directors’ meetings.  
 

2. The Committee is authorised by the Board to act within its terms of reference.  All members of staff 
are directed to co-operate with any request made by the Committee.  
 

3. The Committee is authorised by the Board of Directors to instruct professional advisors and request 
the attendance of individuals and authorities from outside the Trust with relevant experience and 
expertise if it considers this necessary or expedient to the carrying out of its functions. 
 

4. The Committee is authorised to obtain such internal information as is necessary and expedient to 
the fulfilment of its functions. 

 
Purpose 
 

5. The Committee will provide assurance to the Board in relation to the plans, projects, systems and 
processes in place to ensure operational, workforce and quality readiness for the move to the new 
Royal Hospital. 
 

6. The Committee will ensure that risks relevant to the Committee’s purpose are minimised through 
the application of the Trust’s risk management system.   This will include, but not be restricted to 
the consideration of significant risks to the delivery of the Trust’s strategic objectives, through 
review and scrutiny of the relevant risks from the BAF and the divisional/corporate risk registers 
requiring consideration in accordance with the risk management policy.   

 
Duties 
 

7. The Committee will seek assurance and support, challenge and advise on: 
 

a. The delivery of the operational planning and new hospital readiness programme, including 
(but not limited to) oversight of the: 
• Service reconfigurations and clinical models that impact significantly on the new 

hospital programme. 
• Application of the principles of the Quality Strategy to deliver safe, effective and caring 

services from day one. 
• Preparedness of the workforce for the move including organisational development, 

staff engagement, workforce capacity and capability, people processes and ways of 
working. 



 
 

 

 

• Development and delivery of an integrated communications plan to ensure a joined up 
approach across the programme’s workstreams. 

• Development and delivery of the New Hospital Digital Programme. 
 

b. The delivery of the construction programme, including (but not limited to): 
• Compliance with the business case approval conditions and scheme of delegation set 

by the Department of Health. 
• Construction and site logistics. 
• The development of legal claims, including the potential impact on the supply chain and 

the recoverability of funds against expected legal costs in order to make a 
recommendation to the Trust Board for approval.   

Membership 
 

8. The Committee shall be composed of the following members:  
• Chair (who must be an independent Non-Executive Director) 
• Non-Executive Directors (x 2) 
• Chief Operating Officer (Lead Executive) 
• Chief Executive 
• Chief Finance Officer / Deputy Chief Executive 
• Chief Nurse 
• Chief People Officer 

 
9. The following are required to attend meetings of the Committee in a non-voting capacity: 

• Associate Director of Corporate Affairs/Company Secretary 
• Director of Finance (Strategic Capital/Programme Senior Responsible Officer) 
• Director of Estates & Facilities 
• Director of Operational Planning / Integration (x2) 

 
10. The Committee will be deemed quorate when three members are present, including at least one 

Non-Executive Director. 
 

11. Non-Executive Directors that are not formal members of the Committee may attend meetings at 
their discretion or where the focus of the agenda falls within the remit of their responsibilities. 

 
12. Other management or clinical staff may be co-opted or requested to attend for specific agenda 

items as necessary. 
 
Requirements of Membership 
 

13. Members of the Committee must attend at least 75% of all meetings each financial year but should 
aim to attend all scheduled meetings.  Attendance at the Committee will be recorded and 
monitored.   

 
Equality Diversity & Inclusion 
 



 
 

 

 

14. In conducting its business, the Committee will at all times seek to promote its commitment to 
equality and diversity by the creation of an environment that is inclusive for both our workforce, 
patients and service users including those who have protected characteristics and vulnerable 
members of our community 

 
Reporting 
 

15. The minutes of all meetings of the Committee shall be formally recorded and submitted to the 
following meeting for approval.   

 
16. The Committee will report to the Board of Directors after each meeting via an assurance report 

which will provide an overview of the discussions at the meeting, details of any matters in respect 
of which actions or improvements are needed and decisions taken. 

 
17. The Committee will report annually to the Board of Directors in respect of the fulfilment of its 

functions in connection with these terms of reference.  This will include an evaluation of its 
performance according to a standardised framework and process.  

 
18. The Committee will receive assurance reports from the groups falling under the remit of its 

responsibilities, including: 
a) New Hospital Steering Group 
b) New Hospital Executive Led Group 
c) New Hospital Project Board 

 
Administration of Meetings 
 

19. Meetings shall be held monthly with additional meetings held on an exceptional basis at the request 
of the Chair or any three members of the Committee.  

 
20. The Director of Corporate Affairs/Company Secretary will make arrangements to ensure that the 

Committee is supported administratively.  Duties in this respect will include taking minutes of the 
meeting and providing appropriate support to the Chair and Committee members. 

 
21. Agendas and papers will be circulated least 5 working days (or 4 working days plus a weekend) in 

advance of the meeting.  
 

22. Minutes will be circulated to Committee members as soon as is reasonably practicable.  
 
Review 
 

23. The Terms of Reference of the New Hospital Committee shall be reviewed by the Committee and 
submitted to the Board of Directors for review and approval at least annually.  

 
Date Version no Main changes proposed Date 

approved by 
Committee 

Date ratified by 
Board (thereby 
come into force) 



 
 

 

 

07.07.21 2.0 Revised to reflect changing focus of the Committee from 
the construction of the building to operational and 
workforce readiness for the move to the new hospital 

  

   
 



 

 

 
 
 

Agenda Item (Ref) TB21/22_74 Date: 28/09/2021 

Report Title  Committee Assurance Report 

Prepared by  Corporate Governance Team 

Presented by  Non-Executive Directors 

Key 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 paragraph 
5.3 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.   
 

Key Areas for 
Escalation 
[Brief summary of any 
current/potential areas of 
concern requiring 
escalation to the Trust 
Board] 

Finance & 
Performance 
Committee 
(August 2021) 

The Board should note that: 
• Accident & Emergency Department (AED) remains significantly 

challenged. 
• Performance against five out of six constitutional standards is 

deteriorating. 
• The is significant need and challenge in order to harmonise 

workforce planning and the Trust’s pay expenditure plans. 
Quality & Safety 
Committee 

The Board should: 
• Receive a current progress update on the CQC report and 

actions.   
• Receive a presentation on patient experience of A&E and how 

the information is used to improve patient experience and 
safety.   

New Hospital 
Committee 

No matters of escalation. 

Workforce & 
Education 
Committee 

The Board should note that: 
• Appraisal rates remain at a low level and are not increasing. 
• Staff still under pressure and concerned about frequency of 

being moved to cover other areas. 
• Need to manage release of front line staff for Covid Booster/flu 

jab without negatively impacting on safe staffing levels. 
• High level of staff leavers with the first 12 months and a large 

percentage indicating that they wouldn’t return. 
• Requirement for timely approval of a workforce plan to enable 

reconfiguration and resourcing for New Hospital. 
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: Daniel Scheffer, Associate Director of Corporate Affairs/Company Secretary 
 

Impact (is there an impact arising from the report on the following?)  
• Quality                                                                                                    
• Finance    

      ☐ 

☐   

• Risk                                                          
• Compliance     

☐      

☐ 

COVER SHEET 

Trust Board 
 



 

 

• Workforce       
• Equality                                        

☐ 
☐ 

• Legal                                           ☐ 

Equality Impact Assessment (if there is an impact on E&D, an Equality Impact Assessment must accompany the 
report)  
Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 
Great Care Great People 

Great Research & 
Innovation 

Great Ambitions 

Safe care                       ☒ Provide a great staff 
experience                            

☒ High quality research & 
innovation                      

☒ Successful 
partnerships   

☒ 

Effective care                ☒ Become a great place 
for healthcare  
professionals to learn 
and work 

☒ Widened access to 
research opportunities               

☒ Sustainable 
Services      

☒ 

Timely access to care   ☒ Improve recruitment & 
retention rates                                      

☒ Embedded culture of 
research and innovation    

☒ Digitally enabled 
organisation                     

☒ 

A great experience for our 
patients                 

☒     Financial 
Sustainability    

☒ 

 
  
 

LEVEL OF ASSURANCE: 

☒ Acceptable assurance 
General confidence in delivery 
of existing mechanisms/ 
objectives  

☐ Partial assurance 
Some confidence in delivery 
of existing mechanisms / 
objectives  

☐ No assurance 
No confidence in delivery  

 

REPORT DEVELOPMENT: 

Committee or meeting report 
considered at: 

Date Lead Outcome 

The report summarises the discussions held at Board Committees 
 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

Board Committee Assurance Report  

Report to Board of Directors  

Date 28 September 2021 

Committee Name Finance and Performance Committee 

Date of Committee Meeting 22 July 2021 

Chair’s Name & Title Mike Eastwood, Non-Executive Director 

Executive Lead Rob Forster, Chief Finance Officer / Deputy Chief 
Executive 

 
The outcomes of the July 2021 meeting were reported in a verbal update to the Trust Board 
meeting on 27 July 2021 because of the timing of the Committee meeting in relation to the 
publication of the papers for the Trust Board.  This report is provided for completeness of the 
record.  
 
Matters for Escalation 
No matters for escalation. 
 
Key Issues 
Operational Performance 

a) Reset Plan 
An update was provided on the restoration of the elective programme and performance 
against local and national targets for operational reset. Local and national targets had 
been achieved in the last week of June 2021, however day case activity had been 
compromised because of staff absences and the complexity of cases presenting at 
hospital.  Mutual aid arrangements were being explored to respond to challenges in 
orthopaedics and general surgery. 
 
The Trust had moved to surge phase and had re-established the surge governance 
arrangements in response to the increases community prevalence of Covid-19 and 
associated hospital admissions. 
 
NHS England / Improvement (NHSE/I) had increased recovery trajectories from 85% 
of activity delivered in 2019 to 95% in July 2021 which will impact on the Trust’s ability 
to access Elective Restoration Fund. 
 

b) Operational Performance 
The Trust was reporting an improvement in two of the six constitutional standards 
(elective access and cancer access) and deterioration in the remaining four.  A review 
of improvement actions was to be undertaken to ensure they reflected the changing 
and complex challenges in the system.   

 



 

 

Finance 
a) Financial Performance Report M3 2021/23 

The Trust was reporting a £1.5 million deficit against a planned deficit of £1.4 million.  
It was expected that a breakeven position would be achieved by the end of the first 
half of the year (H1). Capital expenditure was at £31.7 million which was slightly behind 
plan (as expected for the time of year) and the cash position had stabilised with £118 
million in the bank. 
 
The financial regime for H2 was not expected to be issued until the end of September 
2021, however funding will flow through the ICS and it is expected that a 3% efficiency 
will be required. 
 

b) Capital Programme Update 
The Committee received good assurance on the delivery of the 2021/22 programme 
and noted that a further plan was under development to mitigate the gap in the five-
year plan for 2022/23. 
 

c) Cost Improvement Plan (CIP) Update 
It was reported that the CIP programme was behind plan because of operational 
pressures caused by the latest wave of Covid-19 and the inspection undertaken by the 
Care Quality Commission (CQC). 
 

Financial Reporting Analysis 
The Committee received a presentation on the outcomes of the work undertaken to 
understand the causes of the Trust’s £46 million deficit.  The review looked at sector structural 
deficits, Trust specific tariff issues and the Trust’s structural costs.  The Committee welcomed 
the whole picture presented which set out the challenges from operational, CIP and capital 
perspectives.  It was requested that future iterations of the CIP report be disaggregated in line 
with the financial analysis to support the identification of areas that require oversight. 

Outpatient Strategy – Interim Update 
An update on the development of the Outpatient Transformation Strategy, including an outline 
of governance arrangements, strategic drivers and the timeline for completion.  A further report 
on the strategy is scheduled for the September 2021 meeting. 
 
Paperlite Update 
The Committee received a presentation on progress with the implementation of the PaperLite 
system on the Aintree site which continued to present challenges.  An external review had 
been commissioned to look at Accident & Emergency Department patient flows and optimal 
pathways as well as a strategy for digital support.  
 
Future reporting on digital matters to the Finance & Performance Committee and Quality and 
Safety Committee will be aligned to support triangulation between clinical, nursing and digital 
matters.  
 
NHS Premises Assurance Model / Estates Return Information Collection Report 
The annual returns for 2020/21 for the NHS Premises Assurance Model (PAM) self-
assessment and Estates Return Information Collection (ERIC) for 2020/21 were presented to 



 

 

the Committee.  The Committee welcomed the level of assurance provided by the reports and 
noted that future iterations will have a more developed section on environmental sustainability. 

Board Assurance Framework / Risk Register 
The Committee received the Q1 updates to the four strategic risks in the Board Assurance 
Framework (BAF) that fall under the remit of the Committee, for review and comment prior to 
formal presentation to the Trust Board. No changes were proposed to the risk scores. 

Assurance Reports 
Assurance reports were received from the Operations and Performance Executive Led 
Group and the Digital Oversight Committee. 
 
Finance & Performance Committee Terms of Reference 
The Committee reviewed the draft terms of reference which had been revised as part of the 
annual review of committee effectiveness. A recommendation was made to the Trust Board 
to approve the terms of reference, subject to consideration of the inclusion of a requirement 
for monitoring and oversight of delivery plans. 
 
Decisions Made 
None. 
 
Recommendation 
The Board is asked to: 

• Note the report; and 
• Approve the draft Finance & Performance Committee Terms of Reference, subject to 

consideration of the inclusion of a requirement for monitoring and oversight of delivery 
plans.. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 

Board Committee Assurance Report 

Report to Board of Directors  

Date 28 September 2021 

Committee Name Finance and Performance Committee 

Date of Committee Meeting 26 August 2021 

Chair’s Name & Title Mike Eastwood, Non-Executive Director 

Executive Lead Rob Forster, Chief Finance Officer / Deputy Chief 
Executive 

 
Matters for Escalation 

• Accident & Emergency Department (AED) remains significantly challenged 
• 5 out of 6 constitutional standards deteriorating 
• Significant need and challenge to harmonise people planning and pay expenditure 

 
Key Issues 
Operational Performance 

c) Covid Response and Elective Recovery 
It was reported that increasing infection rates, accident and emergency department 
(AED) attendances, Covid cases in hospital, bed occupancy, critical care occupancy 
and staff absences had all impacted on the delivery of the organisational reset and 
elective recovery programme 
 

d) Operational Performance 
July 2021 was reported as a challenging month as described under the previous item 
and whilst there has been an impact on performance in some areas, the Trust has 
maintained performance on a number of metrics and has seen an improvement in 18 
weeks and cancer 62 days performance. 

Accident & Emergency Department (AED) Stabilisation Update 
The Committee received a presentation on the work undertaken to stabilise AED performance 
in relation to waiting times, time to see clinician and the length of time patients wait for bed 
allocation.  The implementation of PaperLite continues to have an impact on AED 
performance, in particular because of process changes, however there had been 
improvements with the system’s performance and consistency/stability. 
 
Finance 

d) Financial Performance Report M4 2021/23 
It was reported that reported that the Trust was on track to achieve a breakeven 
position for the first half of the year (H1).  There was not yet an established financial 
regime for H2, however it was expected that there would be a requirement for a 3% 
efficiency. 



 

 

 
Pay expenditure has been identified as the key driver for the pressures in the budget 
and there is a need to control the increase in staff whilst continuing to ensure there is 
capacity to deliver safe services. 
 

e) Capital Programme Update 
The capital programme remains on plan with an underspend of £5.5million year-to-
date.  The Committee received a report on the plans to meet the capital challenges in 
2022/23. 
  

f) Cost Improvement Plan (CIP) Update 
The Trust has achieved savings of £600,000 at month 4 against a projected year-end 
figure of £1.1 million. The programme was significantly behind on the maturity of the 
schemes and there were challenges with capacity in the divisions to deliver 
efficiencies. 
 

g) Procurement Update Q1 
A summary of procurement activity in the first quarter of the year was provided, 
including an overview of the Procurement Department and performance against 
national metrics and internal measures.  The Committee thanked the Procurement 
Department for their contribution through the pandemic and noted that the team had 
achieved Level 1 accreditation to the NHS Standards of Procurement. 
 

Business Intelligence Delivery and Development Plan 
An outline was provided of the process followed to understand the issues with the business 
intelligence (BI) service, which includes a series of workshops and stakeholder meetings held 
to develop short and medium-term deliverables. 

Sustainability Annual Report and Strategy Review 
The Committee received the Sustainability Annual Report and noted the work undertaken in 
2020/21 by the Energy and Sustainability Team.  The Trust’s Sustainability Strategy has been 
reviewed against the Green Plan agenda published by NHS England/Improvement. 
Assurance was provided that whilst the Trust’s Sustainability Strategy did not align directly 
with the guidance, the outstanding elements will be addressed in a carbon management policy 
which is under development. 
 
National Cost Collection (NCC) Process (2020/21) 
The Committee approved the costing process that would support the submission of the 
mandated national cost collection for Patient-Level Information and Costing Systems (PLICS). 
 
Assurance Reports 
Assurance reports were received from the Digital Oversight Committee and the Financial 
Improvement Programme. 
 
Cycle of Business 
The Committee noted its cycle of business for 2021/22. 
 
Decisions Made 



 

 

The Committee approved the costing process that would support the submission of the 
mandated national cost collection for Patient-Level Information and Costing Systems (PLICS). 
 
Recommendation 
The Board is asked to note the report. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Board Committee Assurance Report  

Report to Board of Directors  

Date 28 September 2021 

Committee Name New Hospital Committee 

Date of Committee Meeting 5 August 2021 

Chair’s Name & Title Tim Johnston, Non-Executive Director 

Executive Lead Beth Weston, Chief Operating Officer 
 
Matters for Escalation 
There were no matters for escalation to the Board. 
 
Key Issues 
Operational Commissioning & New Hospital Readiness 
An update was provided on the operational commissioning and new hospital readiness 
programme for the Clinical Sciences Services Building (CSSB) and the main hospital building.  
This included an outline of the planned assurance flows for the programme which are to 
commence in September 2021. 
 
A peer review process has been undertaken with Dumfries & Galloway NHS Trust (D&GT) 
who have delivered a new hospital programme of comparative scale.  The Committee received 
assurance that no gaps had been identified in the review of the programme plan against D&GT 
plans. 
 
The Committee requested that additional external assurance be sought for the reconfiguration 
programme. 
 
The Committee received updates for three areas of work: Workforce; Communications; and 
Safe and Effective Care Readiness. 
 
New Hospital Digital Programme 
Procurement processes have commenced for a number of digital solutions for the new hospital 
including wayfinding, real-time location services, infotainment and a digital critical care 
solution. 
 
Programme Director’s Report 
It was reported that the construction programme was on track to deliver to schedule. 
 
Cost Management Update  
The programme was forecast to deliver within the budget, after mitigations.   
 
Update on Phases 2 and 3 



 

 

The Committee noted that a full business case had been submitted to NHS England / 
Improvement for Phase 2 works.  A meeting was scheduled with the regional team on 25 
August 2021 to review the proposals and finalise the case. 
 
Assurance Reports 
Assurance reports were received from the New Hospital Executive Led Group and the New 
Hospital Project Board. 
 
Review of Committee Effectiveness 
The outcomes of the review of committee effectiveness and the proposed changes to the 
terms of reference were presented to the Committee. 
 
The Committee endorsed the proposed changes to the terms of reference and made a 
recommendation to the Trust Board to approve, subject to the addition of the newly established 
groups reporting in to the Committee and an additional responsibility to seek external 
assurance where appropriate. 
 
Decisions Made 
None. 
 
Recommendation 
The Board is asked to: 

• Note the report; and 
• Approve the draft New Hospital Committee Terms of Reference. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 

Board Committee Assurance Report 

Report to Board of Directors  

Date 28 September 2021 

Committee Name New Hospital Committee 

Date of Committee Meeting 2 September 2021 

Chair’s Name & Title Tim Johnston, Non-Executive Director 

Executive Lead Beth Weston, Chief Operating Officer 
 
Matters for Escalation 
There were none. 
 
Key Issues 
Operational Commissioning & New Hospital Readiness 
An update on the operational readiness programme was presented to the Committee. 
 
Non-Executive Directors will be briefed on the seven reconfiguration schemes to understand 
the next steps required and receive assurance on the process.   
 
Patient Safety and Nursing Model 
A presentation was received on the patient safety and nursing model and monthly reports will 
be provided in future to ensure the Committee is fully briefed on emerging issues.   
 
Workforce, Organisational Development and Engagement 
The Committee received an update on the approach for assessing the readiness of workforce 
measures as part of the plans to move to the New Hospital.  
 
Project Director’s Report 
The Committee received an update from the Project Director on the construction programme. 
 
Cost Management Update  
The programme was forecast to deliver within the budget, after mitigations. 
 
Change Request Authorisation Process 
A review of the change request authorisation process had not identified any items of 
immediate concern in testing undertaken to date. 
 
Access and Egress Deep Dive  
A presentation was received on access and egress arrangements for the new hospital through 
phases 1, 2 and 3 of the programme. 
 
Assurance Reports 



 

 

The Committee received an assurance report from the New Hospital Executive Led Group. 
 
Decisions Made 
None. 
 
Recommendation 
The Board is asked to note the report. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 



 

 

 

Board Committee Assurance Report  

Report to Board of Directors  

Date 28 September 2021 

Committee Name Workforce & Education Committee 

Date of Committee Meeting 16 September 2021 

Chair’s Name & Title Sheila Samuels, Non-Executive Director 

Executive Lead Debbie Herring, Chief People Officer 

 
 
Matters for Escalation 

• Appraisal rates still low and not increasing  
• Staff still under pressure and concerned about frequency of being moved to cover other 

areas 
• Need to manage release of front line staff for Covid Booster/flu jab without negatively 

impacting on safe staffing levels 
• High level of staff leavers with the first 12 months and a large percentage indicating 

that they wouldn’t return 
• Requirement for timely approval of a workforce plan to enable reconfiguration and 

resourcing for New Hospital  
 
Key Issues 
People Plan Strategy Update 
The Committee received an update on progress made on the delivery of the priorities set out 
in the People Plan for 2021/22.  The Committee is scheduled to review the plan in detail at its 
meeting in November 2021.  
 
Covid-19 Workforce Impact 
Absence levels were reported as at approximately 5% which had been supported by new 
processes to support staff to return to work earlier from self-isolation.  There remain challenges 
in the system which has impacted on the delivery of the elective programme and staff morale 
because of the continued requirement for redeployment.  In addition, the agreed annual leave 
accrual is presenting challenges around workforce planning as staff take the leave owed to 
them.  
 
Flu and Covid Booster Plan 
The Committee was advised that it is the expectation that all staff will be offered the flu vaccine.   
 
The Committee approved the alignment of the Flu Delivery Plan with the Phase 3 Covid 
booster vaccination plan and endorsed the proposals for additional resources to support the 
work.  The Committee noted the need to balance releasing staff for their vaccinations with 
safe staffing levels. 



 

 

 
Workforce Dashboard 
The Committee received the workforce dashboard which showed a deterioration in overall 
absence rates compared with the previous month.  A taskforce has been established to 
address the issues in advance of the winter period.  Work is ongoing to improve compliance 
with mandatory training requirements and the uptake of appraisals. 
 
Employee Relations Activity Report 
An update was provided on the employee relations activities undertaken since the last 
meeting.  Assurance was sought and received that the cases that are ongoing for more than 
12 months are accounted for by special circumstance and are not because of process failures. 
 
Annual Leave Accrual 
The policy for the accrual of annual leave when working overtime or through the bank is being 
reviewed and aligned across the sites.   
 
Freedom To Speak Up Update 
A summary was provided of the themes and actions falling out from the work undertaken by 
the Freedom To Speak Up (FTSU) service in the period since the last report.  34 cases of 
concern had been raised in Q1 2021/22 which is a 17% increase on the previous year. 
 
The Committee supported a proposal for the Trust Board to undertake a workshop in October 
2021 to review the FTSU Self Review Tool. 
 
Draft Workforce Plan 2021/22 
The Committee received and commented on a presentation outlining the draft Workforce 
Plan for 2021/2022.  Once approved by the Trust Board, the Committee will receive regular 
updates on the plan which will articulate the key risks to delivery and the actions in place to 
mitigate the risks.  The Committee noted that the plan will support the service reconfiguration 
work for the move to the new hospital. 
 
 
The presentation included an analysis of turnover revealing a high number of leavers within 
the first 12 months. 50% of leavers indicated that they would not return. This would be the 
subject of further analysis and focus.  
 
 
Staffing Current Risks and Pressures 

a) Nurse Staffing 
There has been an increase in staff turnover and short-term sickness.  There are 
schemes in the pipeline to address the nursing workforce challenge in order to maintain 
fill rates and deliver safe services, in particular for night shifts.  The bi-annual safe 
staffing report will be presented to the Trust Board in October 2021. 

b) Medical Staffing 
There is a shortfall in junior doctors and a recruitment process for F3 doctors has been 
unsuccessful, which has been mitigated by the use of locum doctors.  A longer-term 
plan is being developed to reduce the Trust’s reliance on the junior medical workforce. 

c) Clinical and Non-Clinical Support Staff 



 

 

An update was provided on the experience of Allied Health Professionals (AHPs) 
transitioning organisations to Stoddart House. 

 
Education 
A summary was provided of the external stakeholder visits to the Trust for the undergraduate 
and postgraduate services.  Feedback from both visits was positive and no concerns were 
raised. 
 
Medical Appraisal and Revalidation Annual Report 
The Committee reviewed and commented on the annual report.  The appraisal process had 
recommenced on an optional basis in October 2020 and there was a 55% completion rate.  
The majority of revalidations had been halted because of the pandemic, however 34 had been 
undertaken in the reporting period. 
 
The Committee welcomed the positive feedback on the new appraisal system and endorsed 
the report for presentation to the Trust Board for approval. 
 
Guardian of Safe Working 
There has been a decrease in exception reporting in Q1 and Q2 of 2021, most of which 
relate to staying on after a shift ends.  Junior doctors are being encouraged to take time off 
in lieu rather than payment to ensure they are getting the rest they need. 
 
Equality and Diversity WRES / WDES 
The Committee received the annual assessment of the Trust’s performance against the 
Workforce Race and Disability Equality Standards (WRES and WDES).  There has some 
improvement in all the WRES indicators where comparison is possible.  There has been 
limited progress with the WDES indicators, however there has been a 0.5% increase in the 
number of staff recorded as having a disability.  It was requested that an analysis of how the 
Trust’s demographic compares with the population representation of the Liverpool City Region 
once the 2021 census data is available. 
 
The Committee made a recommendation for the Trust Board to approve the annual Equality 
and Diversity WRES / WDES and approved a proposal for the development of a single three 
year rolling action plan for workforce equality to be updated annually. 
 
Wellbeing Update 
An update on the development of the Health and Wellbeing Plan was provided which has been 
developed in line with National People Plan.  The outline plan will be presented to the 
Committee at its meeting in November 2021. The Committee agreed on the need to develop 
a mechanism to evaluate the success of the programmes and the actual impact on staff 
wellbeing. 
 
Internal Audit Actions Update 
Assurance was provided that the outstanding internal audit actions had been completed and 
were awaiting sign-off by the auditors.  A theme around job planning was identified and will 
be scheduled for review at a future meeting of the Committee. 
 
Cycle of Business  



 

 

The Committee noted its cycle of business for 2021/22. 
 
Workforce Executive Led Group (ELG) Assurance Reports 
The Committee received and noted assurance reports from the Staff Experience and 
Resourcing ELG and the Education Governance ELG. 
 
Decisions Made 
The Committee: 

• Approved the alignment of the Flu Delivery Plan with the Phase 3 Covid Booster 
Vaccination Plan and endorsed the proposals for additional resources to support the 
work. 

• Approved a proposal for the development of a single three year rolling action plan for 
workforce equality to be updated annually. 

 
 
Recommendation 
The Board is asked to: 

• Note the report and matters for escalation; 
• Approve the Medical Appraisal and Revalidation Annual Report; and 
• Approve the Equality and Diversity WRES / WDES Annual Report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 



 

 

Board Committee Assurance Report  

Report to Board of Directors 

Date 28 September 2021 

Committee Name Quality and Safety Committee 

Date of Committee Meeting 23 July 2021 

Chair’s Name & Title Eustace de Sousa, Non-Executive Director 

Executive Lead Dianne Brown, Chief Nurse 
 
Matters for Escalation 
 
Not applicable.  
 
Key Issues 
 
Emerging Concerns 
The Committee noted concerns regarding the COVID-19 Surge Plan in light of the increased 
community infection rates. The Committee noted the impact of increased infection rates on 
capacity across the Royal and Aintree sites. The Surge Plan, as agreed with the Clinical 
Commissioning Group, was to safely manage anticipated elective and non-elective demand. 
A report will be presented to the Committee in August 2021 detailing the measures to be taken 
to maintain quality and safety for all hospital patients. 

Board Assurance Framework and High Level Risk Register 
The Committee noted the progress made with the risk owners, and the Value Circle to ensure 
continued improvements in the quality and level of assurance provided by the Board 
Assurance Framework. The Committee noted the actions being taken to mitigate the highest 
rated risks and the upcoming inclusion of a summary of key issues to enhance action tracking.   

The high level risk register would be presented during quarterly reporting.    

Aintree PaperLite Implementation Update 
The Committee was alerted to the impact of implementation of Paperlite in the Accident and 
Emergency Department as a driver for performance deterioration. In response to the 
challenges highlighted the Committee noted the executive oversight structure and work of 
digital services and the operations team on risk mitigation to address the concerns. Linked to 
the organisational development strategy to support the Accident and Emergency workforce, 
communications would be issued to restate the Trust’s commitment to enabling patient safety 
and positive experience.   

It was expected that following implementation of the guidance received from NHS Track and 
Trace, informed by a review of 10-day isolation period requirements for staff, services would 
realise an improvement in staff capacity because of a decrease in absences.  

The progress report to be presented at the August 2021 meeting was to include insight into 
the impact on patient and staff experience. 



 

 

Gastroenterology Update 
The Committee were provided with an overview of the progress of actions taken to ensure that 
all patients would have had clinical validation. The Committee noted the initiatives in place to 
prioritise patients, and to maintain active management of patients, whose health needs could 
change whilst awaiting treatment.  

The Committee noted the implementation of organisational development actions to support 
the integration of clinical teams and an upcoming commissioned external review. Work was 
underway to recruit clinicians to better manage capacity and a detailed report on the topic 
would be presented to the Committee in October 2021.  

Quality and Safety Strategy  

The Committee received the Quality and Safety Strategy for approval subject to amendments 
that would secure improved flexibility on review points and improvement projects, outline clear 
targets and progress monitoring arrangements and enhance diversity.    

The Committee approved the Strategy and recommended same to the Trust Board subject to 
the amendments discussed.  

Quality Performance Report M03 
The Committee noted the presented quality performance data and challenges in some areas 
of Trust activity with an increase in serious incidents under review. The Committee expressed 
concerns regarding the upward trend in Serious Incidents at the Royal site and the low 
compliance rate with duty of candour, pressure ulcers and dementia screening. The 
Committee noted the actions taken to date and agreed that a detailed report on Serious 
Incidents covering 2020/21 and early 2021/22 would be presented to the Committee in 
September 2021.  

Controlled Drugs Annual Report 
The Committee received assurance of the effective processes in place across the Trust. The 
Committee approved the Annual Report to be presented to Trust Board, subject to inclusion 
of clarification of the reference to ‘consider resource for the future’. The Committee noted the 
progress made during 2020/21 and the ongoing actions to continue improvements in 2021/22. 

Face Fit Testing Report 
The Committee noted the actions taken by the Trust to ensure the policy and monitoring of 
face fit testing was compliant with national standards. It also noted arrangements regarding 
the use of Respiratory Protective Equipment and received assurance on the adequacy of 
existing measures. It was confirmed that in response to the recommendations from internal 
auditors, Mersey Internal Audit Agency (MIAA), the Health and Safety team had been trained 
to conduct face fit testing and an evidentiary update had been provided to MIAA.    

Compliance Around Mandatory/Role Specific Training  
The Committee noted the positive progress regarding mandatory and role specific training with 
the Trust meaning that mandatory training compliance target would be increased. Action was 
to be taken by managers to ensure increased compliance for role specific training.  The need 
for clinical compliance, particularly in areas that impacted patient safety, was emphasized.   

 
 



 

 

Clinical Audit Plan (2021/22)  
The Committee noted the high priority projects and nationally mandated audits outlined in the 
Clinical Audit Plan for 2021/22 which were expected to be triangulated with the Innovation 
Programme.   The Committee requested that the plan to include areas of concern raised by 
the Care Quality Commission (CQC) / regulators and planned learning to be disseminated 
across Trust. The Committee stated the importance of clearly linking clinical audit and the 
Trust Quality and Safety Strategy following launch of the latter, as part of the Trust’s 
continuous improvement and learning approach.  

Care Quality Commission Update 
The Committee received the CQC Update report pertaining to the unannounced inspections 
conducted during June 2021 and July 2021 and the well-led and NHSE/I use of resources 
inspections conducted during July 2021.  The CQC had issued a letter to the Trust in early 
July 2021 seeking assurance on issues identified during unannounced inspections which had 
been responded to promptly.    

The Committee noted the planned improvement work to be conducted in response to feedback 
provided by the CQC. 

ELG Chairs Assurance Reports  
• Quality of Care Executive Led Group 
• Infection Prevention and Control Executive Led Group 

 
The Committee noted the reports and agreed that a fire safety update would be reported back 
to the Committee.   
 
Decisions Made 

• Approval of the Quality and Safety Strategy subject to inclusion of the amendments 
discussed by the Committee.  

• Approval of the Controlled Drugs Annual Report subject to inclusion of clarification of 
the reference to ‘consider resource for the future’. 

Recommendation 
 
The Board is asked to note the summary report. 
 
 
 
 
 
 
 
 
 

Board Committee Assurance Report 



 

 

Report to Board of Directors 

Date 28 September 2021 

Committee Name Quality and Safety Committee 

Date of Committee Meeting 25 August 2021 

Chair’s Name & Title Eustace de Sousa, Non-Executive Director 

Executive Lead Dianne Brown, Chief Nurse 
 
Matters for Escalation 
 
The Board should: 

• Receive a current progress update on the CQC report and actions.   
• Receive a presentation on patient experience of A&E and how the information is used 

to improve patient experience and safety.   
 
Key Issues 
 
Emerging Concerns / Infection Prevention and Control (IPC) Board Assurance 
Framework (BAF) / Aintree Paperlite Implementation Update and Accident & Emergency 
Department Stabilisation / Care Quality Commission (CQC) Update 
The Committee noted the reported increase in nosocomial COVID-19 infections and ward 
outbreaks as a consequence of high occupancy rates across the Trust.  However, the IPC 
BAF highlighted that the overall number of COVID-19 cases had plateaued throughout July 
2021 and August 2021.  The Committee noted the actions to be taken to manage COVID-19 
within the hospital. The Committee also noted the commendation from NHSE/I following a visit 
that observed improved flow, clinical activity and compliance. It was agreed that the Trust 
Board would be presented with a COVID-19 IPC BAF report in line with national 
recommendations subject to the report being updated to reflect Committee feedback.    

The Committee reviewed details of the recent CQC inspections, including the issuing of a 
Section 31 letter of intent and a Notice of Decision to impose conditions on the Trust’s 
registration.  In response to concerns raised by the CQC, the Committee received Trust 
reports which set out the immediate actions taken and the longer-term improvement plans. 
The Committee requested that further work be undertaken to clarify the actions pertaining to 
CQC specific concerns and that the actions reflect required urgency and audit.  The 
Committee requested that the report be presented to the Trust Board to elevate visibility on 
quality and safety and resource requirements.  

The Committee received an update on the current pressures in the Accident & Emergency 
(A&E) Department across the Trust detailing a deterioration in performance targets during July 
2021 and August 2021. The Committee received details of the cause for deterioration and the 
actions being taken to improve performance. The Committee scrutinised the detail and 
timeliness of actions in advance of presentation of the report to the Trust Board.  

The Committee noted the update pertaining to a letter received by the Chief Executive and 
Medical Director regarding respiratory medicine.  A working group had been established to 
review and respond to the issues relating to access to patient records.  



 

 

Board Assurance Framework and High Level Risk Register 
The Committee noted the progress made with the risk owners, and the Value Circle to ensure 
continued improvements in the quality and level of assurance provided by the Board 
Assurance Framework. The Committee noted the actions being taken to mitigate the highest 
rated risks and the upcoming inclusion of a summary of key issues to enhance action tracking.   

The high level risk register would be presented during quarterly reporting.    

Quality Performance Report M05 
The Committee noted the ongoing challenges reported from certain areas of the Trust’s with 
regard to quality performance.  Further assurance and clarity was sought by the Committee in 
relation to falls, fill rates, and the Friends and Family Test. The Committee requested that a 
report be presented to the Committee at a future meeting on the effectiveness of the Falls 
Action plan and that the Workforce and Education Committee’s forthcoming report to the Trust 
Board on fill rates and staff consider quality and safety implications. 

Gastroenterology Update 
The Committee was pleased to note the continued positive progress against actions to 
address previously identified issues in Gastroenterology.  A final report would be presented to 
the Committee in November 2021 which would set out the results of the review and 
sustainability plans for the service to meet projected demand. The Chairs of the New Hospitals 
Committee and Workforce & Education Committee would be invited for the item. 

Learning from Deaths Quarterly Report / COVID-19 Mortality Report 
The Committee noted the Learning from Deaths quarterly report regarding performance of the 
Learning from Deaths programme and Medical Examiner program.  

The Committee noted the findings of the COVID-19 Mortality report with an unadjusted 
mortality rate of which was slightly higher than the national range. Mortality review findings 
continue to inform clinical practice.  The Committee asked that consideration be given to 
working with academic health and public health agencies in the City to utilise data to improve 
patient outcomes and minimise inequalities. A further report would be presented to the 
Committee in November/December 2021 and the Committee asked that the mortality report 
read across health inequalities.  

Quality Impact Assessment (QIA) & Equality Impact Assessment (EIA) Process insight 
2021-22 
The Committee reviewed the methodology implemented to ensure that cost improvement 
programmes are fully considered in respect of quality as well as equality and diversity issues. 
It was highlighted that a risk assessment should be incorporated as part of the scheme review 
process.  

Patient Experience Quarterly Report  
The Committee noted the patient feedback summary, specifically the significant decrease in 
Friends and Family Test satisfaction rates in the A&E Departments that coincided with 
significant service pressures.  The Committee noted the proposed actions and recommended 
that the Trust Board receive a presentation on patient experience of A&E and how the 
information is used to improve patient experience and safety.  The Committee also 
recommended that the Council of Governors be invited to a more active role in patient 
experience and engagement work. 



 

 

It was agreed that future reports should include patient demographic and equality information, 
and patient experience in a wider selection of service areas.  

Quality Governance Update  
The Committee received assurance that the majority of the Phase 1 actions had been 
completed and Phase 2 of the quality governance review was in progress. A report would be 
presented to the Committee in six months outlining the next phase. The Committee agreed to 
extend the length of its next meeting to give sufficient time to consider a number of quality 
governance topics in depth.   

ELG Chairs Assurance Reports  
• Quality of Care Executive Led Group 
• Infection Prevention and Control Executive Led Group 

 
The Committee noted the reports and agreed that a fire safety update would be reported back 
to the Committee.   
 
Decisions Made 

None. 

Recommendation 
 
The Board is asked to note the summary report. 
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