
 
 

Trust Board – Public Meeting 
 

Location  Aintree Hospital Boardroom 
Date 26 October 2021  
Time 10:00am – 12:20pm  

 
AGENDA  

 
Time Reference Item Lead Action 

PRELIMINARY BUSINESS 
10:00 TB21/22_77 Introduction, Apologies & Declaration of Interest S Musson N/A 

10:02 TB21/22_78 Patient Story  E Inglesby  Note 

10:25 TB21/22_79 Minutes of Trust Board meeting held on 28 
September 2021  S Musson Decision 

 TB21/22_80 Rolling Action Tracker  S Musson Note 

 TB21/22_81 Any Urgent Matters Arising 
 S Musson Note 

10:30 TB21/22_82 Chair’s Report and Opening Comments  S Musson Note 

10:35 TB21/22_83 Chief Executive’s Report   
 D Dalton Note 

GREAT CARE 
10:50 TB21/22_84 Integrated Performance Report Exec Leads Discuss 

11:05 TB21/22_85 Care Quality Commission (CQC) Inspection 
Update D Dalton Discuss 

11:20 TB21/22_86 
 

Complaints Annual Report  E Inglesby Decision  

GREAT AMBITIONS 
11:30 TB21/22_87 Our Future Together Strategy Q2 Progress 

Report C Morgan  Assurance  

11:40 TB21/22_88 Q2 Board Assurance Framework Report  D Scheffer Assurance  

GOVERNANCE 
11:50 TB21/22_89 

 
Board Sub-Committees Terms of Reference 
Update  D Scheffer Decision 

11:55 TB21/22_90 Corporate Governance Manual  
 D Scheffer Decision  

12:00 TB21/22_91 Committee Assurance Reports 
(a) Finance and Performance  
(b) Quality and Safety (Verbal) 
(c) New Hospital  
(d) Audit  
(e) Research & Innovation  
(f) Charitable Funds  

Non-Exec 
Chairs 

 

Assurance 
 



 
 

CONCLUDING BUSINESS 
12:15 
 

TB21/22_92 Key messages from the Board and Items for the 
Board Assurance Framework/Risk Registers S Musson Discuss  

12:20 TB21/22_93 Reflections on the meeting  S Musson  Discuss  

Finish Time: 12:20 
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, 28 September 2021 at 10am  

Boardroom, Aintree University Hospital 
 

Non-Executive Directors (NEDs) 
present: Executive Directors present: 
Sue Musson, Chair  Sir David Dalton, Interim Chief Executive  
Mike Eastwood, Non-Executive Director 
(Deputy Chair) Rob Forster, Chief Finance Officer  

Ibrahim Ismail, Non-Executive Director  Debbie Herring, Chief People Officer   
Tim Johnston, Non-Executive Director Beth Weston, Chief Operating Officer 
Sheila Samuels, Non-Executive Director  
Eustace de Sousa, Non-Executive Director   
Thomas Walley, Non-Executive Director  
Neil Willcox, Non-Executive Director  

Apologies for absence: 
Dianne Brown, Chief Nurse 
Tristan Cope, Chief Medical Officer 

In attendance:  
Paul Fitzpatrick, Deputy Medical Director  
Hollie Holding, Deputy Company Secretary (minutes) 
Colin Hont, Deputy Chief Nurse 
Chris Mawdsley, Director of Communications and Marketing  
Clare Morgan, Director of Strategy  
Daniel Scheffer, Associate Director of Corporate Governance/Company Secretary    
 
In attendance to present:  
Justine Hadcroft, Deputy Guardian of Safe Working (via Microsoft Teams) (Item TB21/22_66)  
Lorraine Heaton, Freedom to Speak Up Guardian (Item TB21/22_59) 
Greta Jones, Health Care Assistant (Item TB21/22_59) 
Mark McKenna, Head of Patient and Family Experience (Item TB21/22_60) 
Elizabeth O’Grady, AMD Professional Standards, (Item TB21/22_69) 
Mike Quinn, Divisional Director of Operations (TB21/22_60) 

 
Observers: 
Graham Kemp, Public Governor  
Fisayo Oke, Senior Corporate Governance Officer 
Brian Roberts, MEDITECH Representative  
Mike Owen, Member of the public 
 
Attendance 
2021/22 - Directors 
   

Apr May Jun Jul Sep Oct Nov Dec Jan Feb Mar 

Sue Musson             
David Dalton            
Steve Warburton             
Dianne Brown      A       
Tristan Cope  A   A       
Mike Eastwood             
Robert Forster            
Debbie Herring             
Ibrahim Ismail            
Tim Johnston             



          

 

 

Louise Kenny             
Sheila Samuels            
Eustace de Sousa            
Tom Walley             
Mandy Wearne     A        
Beth Weston             
Neil Willcox            

 
 
TB21/22_55 Introduction, Apologies and Declaration of Interest 

 
Sue Musson welcomed everyone to the meeting.  Sir David Dalton, Interim Chief 
Executive Officer and Ibrahim Ismail, Non-Executive Director were welcomed to 
their first Trust Board meeting.   
 
Apologies were received from Dianne Brown, Chief Nurse, and Tristan Cope, 
Medical Director.   
 
There were no declarations of interest.  

TB21/22_56 Minutes of the last meeting  
 
The minutes of the meeting held on 27 July 2021 were accepted as a true and 
accurate record of the meeting.  

TB21/22_57 Rolling Action Tracker  
 
The Board reviewed the action log. 
 
Robert Forster provided an update against action 24.  An update regarding 
business intelligence delivery had been presented to the Finance and Performance 
Committee in August 2021 which detailed a timeline for further development.  It was 
reported that the Trust had recruited four temporary senior consultants to undertake 
a deep-dive review across several areas to establish what further resource is 
required.   
 
The Board noted the update provided.  

TB21/22_58 Any Urgent Matters Arising 
 
There were no urgent matters arising. 

TB21/22_59 Staff Story  
 
Debbie Herring introduced Lorraine Heaton and Greta Jones to the meeting who 
were attending to present a staff story.  The staff story detailed Greta’s role as a 
Health Care Assistant, and the difficulties she faced on an occasion where she was 
working a nightshift and was asked to work on a ward which had been opened due 
to COVID-19 during the night.  Greta had felt that the ward had not been safe for 
patients and it had not been clear on the night who she could escalate the matter 
to. As a result, she contacted Lorraine as the Trust’s Freedom to Speak Up (FTSU) 
Guardian to raise her concern.   
 
The Board heard the steps taken throughout the process from the first instance 
where Greta raised her concern, the support she received throughout the process 
and the actions implemented to ensure patient safety was not compromised. 
 
The Board discussed how to promote Greta’s story as a positive advertisement for 
the FTSU service.  It was noted that October is FTSU awareness month, and the 
team were working with the Communications Team to increase awareness of the 
arrangements and build the confidence of other staff members to raise their 
concerns.   
 



          

 

 

The Board acknowledged the differences for members of staff who work a night 
shift, in particular the additional constraints that are in place.  Greta provided an 
overview of the specific constraints on the night in question and detailed how she 
did not feel that the circumstance could have been pre-empted.   
 
Greta informed the Board that she had a strong personal network and support group 
around her by way of her family and friends, and her colleagues.  The importance 
of building relationships and trust within a team was noted, as this allowed for staff 
to seek support from others who may have had similar experiences.    
  
The Board heard that the Trust had a helpline in place to allow for the appropriate 
escalation to be made during night shift hours.  It was agreed that better 
communication of the helpline was needed.   
 
It was confirmed for the Board that the Trust had developed a Standard Operating 
Procedure in circumstances where a ward is opened, and which details a checklist 
to ensure that the right things are in place to ensure patient safety including the 
correct equipment and skill mix of staff.   
 
Greta confirmed that she found the FTSU process accessible and easy to use.  She 
detailed how supported she had felt working with Lorraine. 
 
The Board noted the staff story and thanked Greta for attending to share her 
experience.  

TB21/22_60 Patient Experience in the Emergency Department 
 
Colin Hont introduced Mark McKenna and Mike Quinn to the meeting, who had 
attended to present an update on patient experience in the Emergency Department.   
 
The presentation described patient feedback, including the deterioration of patient 
satisfaction since April 2021, results from the 2020 National Urgent and Emergency 
Survey results, the operational impact on patient experience and the improvement 
actions in place across the fundamentals of care and system and flow. An overview 
of the support provided from KPMG to deliver improvements was provided.   
 
An update was sought about the issues that arose in the Emergency Department 
following the implementation of PaperLite. It was confirmed that a significant 
amount of the issues had been mitigated and that governance arrangements 
remained in place to progress the remaining issues.    
 
Clarification was provided that the implementation of ‘intentional rounding’ was 
expected to be a short-term safety measure.  It was expected that the need would 
lessen in line with a reduction in the length of admission times.   
 
The Board noted the update provided. 

TB21/22_61 Chair’s Report and Opening Comments 
 
Sue Musson presented the Chair’s report and provided an update on activities 
undertaken during the months of August and September 2021.  
 
A sincere thanks was extended to Steve Warburton, on behalf of the Trust Board 
and Liverpool University Hospitals NHS Foundation Trust (LUHFT), following his 
decision to stand down as the Trust’s Chief Executive Officer.  Sue described how 
Steve had provided dedicated leadership to both Aintree University Hospitals and 
LUHFT.    
 
Trust Board members were invited to the Trust’s Annual Members’ meeting 
scheduled to take place on the evening of 28 September 2021.   
 



          

 

 

The Board noted the Chair’s report.   
TB21/22_62 
TB21/22_63 

Chief Executive’s Report 
Care Quality Commission Inspection (July 2021) Update  
 
Sir David Dalton presented agenda items TB21/22_62 and TB21/22_63 as a single 
item.  The update detailed activities undertaken by the Chief Executive since 6 
September 2021, his priorities for the next six months and an update on the Care 
Quality Commission (CQC) Section 31 Enforcement Notice and inspection report.  
Sir David emphasised that the outcomes and improvements required were as a 
result of the systems and processes that were in place, and not individual staff 
members.   
 
Sir David gave a detailed overview of each of his priorities under the headlines as 
follows:  
 

• Purpose: to deliver outstanding healthcare, which is safe, effective, and 
caring,  

• People: to involve and support colleagues in leading the organisation to 
meet the Trust’s ambitions 

• Partners: to work together across with partners to develop united ways of 
working to improve the health and wellbeing of the people in the city region.   

 
In addition to the above, Sir David detailed his priority to support the process for 
readiness to open the new Royal Liverpool University Hospital in Summer 2022.   
 
The Board heard that the Trust had received an initial draft inspection report from 
the CQC and had commenced next steps to prepare a factual accuracy response.  
The Trust was developing a single improvement plan to focus on safety and patient 
flow, alongside a thematic review of governance, workforce, digital and integrated 
services across all sites.  
 
Sir David provided an update on activity under each of the Trust’s priorities; Great 
Care, Great People, Great Research and Innovation and Great Ambitions.   
 
The Board noted the update.  

TB21/22_64 Integrated Performance Report 
 
Sir David Dalton presented the Integrated Performance Report (IPR) which had 
been considered by the Trust’s Quality Committee and Finance & Performance 
Committee in advance of the Board.  The Board welcomed the update that work 
would be undertaken to produce an updated version of the IPR which would provide 
a focus on the key risks to delivery within operational performance and against 
constitutional standards.    
 
In response to a question raised regarding nosocomial infection rates, it was 
confirmed that at the time of the meeting less than 4% of COVID-19 positive patients 
at the Trust had caught the virus following admission.  Additional assurance was 
provided by way of an update that NHS England and Improvement (NHSE/I) had 
not raised any significant concerns following a review of the Trust’s management 
of COVID-19.  
 
NHSE/I had recently updated requirements for the Trust to report against klebsiella.  
It was confirmed that work is ongoing with the teams required to implement 
enhanced Infection Prevention and Control measures.   
 
The Board received the Integrated Performance Report.  

TB21/22_65 Infection Prevention and Control Board Assurance Framework  
 



          

 

 

Colin Hont presented the Infection Prevention and Control (IPC) Board Assurance 
Framework.  The Trust remained 90% complaint with the key lines of enquiry 
compliance within the Board Assurance Framework, and continued work to target 
the areas requiring improvement.   
 
Colin referred to the update discussed as part of the IPR and provided a verbal 
update regarding the improved position across the Trust regarding hospital onset 
COVID-19.   
 
A discussion took place regarding relaxation of the restricted visiting policy across 
the Trust, in particular the impact this could have on IPC and hospital acquired 
infections. Discussions were ongoing with system partners across the region to 
adopt a consistent approach and timing of a relaxation to visiting policies.   It was 
clarified that the visiting policy differed where patients are admitted to wards and 
where patients present at the Accident and Emergency Department who are 
accompanied by family or friends.    
 
The impact of the national relaxation of social distancing measures in hospitals was 
noted.  The Trust had agreed to review the introduction of new measures gradually 
with a view to understanding the implication of changes.   
 
The Board noted the IPC Board Assurance Framework.   

TB21/22_66 Guardian of Safe Working Quarterly Report  
 
Debbie Herring presented the Guardian of Safe Working Quarterly Update which 
highlighted issues in relation to the junior doctors’ hours and safe working and 
focused on exception report figures over the period July to September 2021.    
 
Debbie introduced Justine Hadcroft, the Deputy Guardian of Safe Working to the 
Board, who attended the meeting via Microsoft Teams.  Justine drew attention to 
the key findings within the update, including exception reporting, immediate safety 
concerns and the junior doctors’ forum.  
 
A discussion took place regarding post foundation fellows.  It was noted that a few 
of the Trust’s post foundation fellow appointments from 2020/21 had resigned early 
in the quarter, and whilst recruitment for 2021/22 had taken place, only a third of 
the vacant posts had been recruited to.  It was hoped that initiating the recruitment 
process earlier in-year would have higher success rates.   
 
The Board noted that the medical workforce strategy needed to be enhanced to 
incorporate a blended model to include nurses, pharmacists, allied health 
professionals and others.   
 
It was questioned whether the principles of the Guardian of Safe Working service 
could be applied to other members of staff from other disciplines within the Trust.  
Justine provided a view that the service supports the junior doctors and agreed that 
others may find it beneficial.    
 
In response to a question, it was anticipated that most of the exception reporting 
was made by foundation doctors in their first year (FY1s) as they work in a role 
which is often needed to stay beyond shift hours.  It was further noted that FY1s 
may be more likely to exception report given that they are newly inducted to the 
Trust, and exception reporting is a feature of the Trust induction.   
 
The key areas of discussion were summarised from the update as follows:  
 

• The need to start the recruitment process of post foundation fellows earlier 
in-year  



          

 

 

• Consideration of a blended approach when reviewing the medical workforce 
strategy  

• Benchmarking data for the Guardian of Safe Working across a similar size of 
trust. 

 
The Board noted the update.   

TB21/22_67 Safeguarding Annual Report 
 
Colin Hont presented the Safeguarding Annual Report.  Key areas for the Board’s 
consideration were outlined as follows:  
 

• The provision of a single service following merger, including the alignment of 
policies, governance and risk registers 

• Engagement between the Trust’s Safeguarding Team and the Clinical 
Commissioning Group  

• The impact on face to face delivery of safeguarding training throughout the 
pandemic, and the new virtual platform for training implemented to ensure 
compliance  

• Anticipated changes to the Deprivation of Liberty Safeguards legislation 
expected in 2022.  

 
The Board discussed how an increase in domestic violence was an issue across 
the region.  It was noted that the Police and Crime Commissioner for Merseyside 
Police had described the targeting of domestic violence as a key priority. The 
Safeguarding Service ensured regular attendance and participation at the Liverpool 
and Sefton Multi Agency Risk Assessment Conference process as part of the 
domestic violence agenda across the region.  Additional support for staff at the 
Trust who may be experiencing domestic violence was in place as part of the Trust’s 
ongoing wellbeing support.   
 
The Board approved the Safeguarding Annual Report.   

TB21/22_68 Charitable Funds Governance  
 
Robert Forster presented a review undertaken by Foursight into the governance 
arrangements for the Trust’s charitable funds.   
 
Following conclusion of the tender for the management of investment funds, a 
recommendation for the successful bidder was approved by the Charitable Funds 
Committee in September 2021.  A recommendation was made to rationalise the 
163 inherited charitable funds and align them with the Trust’s divisional structures.  
A letter was presented to the Board which would be issued to all fundholders setting 
out the approach taken.  
 
The Board noted the hard work undertaken by the team and the progress made on 
the action plan.   
 
The Board approved the proposal to rationalise the charitable funds and align with 
the divisional structures. 

TB21/22_69 Medical Appraisal and Revalidation Annual Report  
 
Paul Fitzsimmons presented the Medical Appraisal and Revalidation Annual 
Report.  The usual requirements of an annual appraisal and revalidation 
recommendation every 5 years were paused by the General Medical Committee 
and NHS England and Improvement (NHSE/I) in response to the COVID-19 
pandemic to allow clinical staff to concentrate on clinical work.  Clinical staff were 
encouraged to have an optional supportive appraisal after October 2020 to allow 
for a reflection on the impact of the pandemic, and mandatory appraisals were 



          

 

 

reinstated in April 2021.  Despite the clinical pressures of 2020/21, 55% of medical 
staff took the opportunity to complete an appraisal.   
 
Tom Walley declared an interest as an appraiser for academics at the University of 
Liverpool.  He detailed the delays caused by the inoperability of the two systems in 
place.   
 
The Board approved the Medical Appraisal and Revalidation Annual Report.  

TB21/22_70 
TB21/22_71 

Workforce Race Equality Standard 2021 Annual Assessment Update 
Workforce Disability Equality Standard 2021 Annual Assessment Update 
 
Debbie Herring presented agenda items TB21/22_70 and TB21/22_71 as a single 
item. The Workforce Race Equality Standard (WRES) 2021 Annual Assessment 
and the Workforce Disability Equality Standard (WDES) provided an update on 
actions and assurance in relation to the annual assessment of performance of each 
standard.   
 
The WRES 2021 assessment has shown slight improvements in workforce 
composition, recruitment, disciplinaries, non-mandatory training and the 
membership of the Trust Board, compared to 2020.  Greater improvements are 
required in areas of employee experience. 
 
The Board agreed a proposal that the annual action planning process for WRES 
and WDES be replaced with an integrated Workforce Race Equality Action Plan 
which will incorporate actions for the Globis Report and the WRES Model Employer 
alongside other requirements.  The Workforce Race Equality Action Plan will be 
presented to the Workforce and Education Committee.   
 
Board members noted the disappointing metrics in terms of staff feedback.  
Reference was made to the percentage of staff reporting experiences of 
harassment, bullying or abuse.  The work ongoing across the Trust to help staff feel 
confident in reporting and tackling abuse was discussed.  The need for clarity about 
the Trust’s zero tolerance approach was questioned.   
  
It was noted that further work could be undertaken to improve the diversity of senior 
leadership to represent the medical workforce.   
 
ACTION: The Workforce & Education Committee at its next meeting to review 
the robustness of the Trust’s integrated Workforce Race Equality Action Plan 
and provide assurance to the Board of Directors of the governance 
arrangements which enable improvements to be delivered 
 
The Board: 
 

• Noted the update provided 
• Approved publication of the 2021 WRES assessment on the Trust’s website 
• Approved publication of the 2021 WDES assessment on the Trust’s website 

TB21/22_72 National Institute for Health Research Clinical Research Network North West 
Coast – Statement of Compliance and Annual Report  
 
Clare Morgan presented the National Institute for Health Research Clinical 
Research Network North West Coast (CRN NWC) Statement of Compliance Annual 
Report and Annual Plan.  The CRN NWC supports patients, the public and health 
and care organisations across the region to participate in high-quality research.  
The Statement of Compliance Annual Report and Annual Plan was presented in 
line with the national requirement to present to the Trust Board.  
 
The Board approved the CRN NWC Statement of Compliance Annual Report and 
Annual Plan. 



          

 

 

TB21/22_73 Board Committee Terms of Reference Update  
 
Daniel Scheffer presented the Board committees’ Terms of Reference update.   He 
drew attention to the proposed amendments to the Terms of Reference for the New 
Hospital Committee and the Charitable Funds Committee. 
 
The Board approved the changes to the Terms of Reference.   

TB21/22_74 Committee Assurance Reports  
 
The Board noted the Committee Assurance Reports which had been circulated with 
the agenda, and detailed updates and assurance regarding the following 
Committee meetings: 
 

(a) Finance and Performance Committee – 22 July and 26 August 2021  
Attention was drawn to the need and challenge in order to harmonise 
workforce planning and the Trust’s pay expenditure plans.   
 

(b) Quality and Safety Committee – 23 July and 25 August 2021  
There was no further update to note.   
 

(c) New Hospital Committee – 5 August and 2 September 2021  
Whilst concern was raised surrounding a potential delay of materials related 
to cladding work, it was noted that any delay would not affect the readiness 
to move to the New Hospital.  Board members discussed additional 
concerns relating to risks about several services scheduled to move to the 
New Hospital. 
 
A workshop has been scheduled to take place in October for assurance to 
be presented about operational readiness for the move alongside 
anticipated workforce issues.  
 

(d) Workforce and Education Committee – 16 September 2021 
Matters for escalation from the Workforce and Education Committee were 
detailed as follows: 
• Low appraisal rates  
• The pressures faced by staff across the Trust, and concern over the 

frequency of being moved to cover other areas 
• The release of staff for COVID-19/Booster vaccinations  
• High level of staff leavers within 12 months 
• Requirement for timely approval of a workforce plan for the New 

Hospital.   

The Board noted the report. 
TB21/22_74 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_75 Reflections on the meeting 
 
There were no reflections to note. 

 
…………………………………………….    …………………………………..   
Chair         Date 
  
Date of next meeting:  Tuesday, 26 October 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 EIB January 2022 A 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  

EIB 
RF  
 

October 2021  
November 
2021 

A October 2021 
The Chair of the Audit Committee 
has advised Internal Audit (MIAA) 
to undertake an audit of both 
main theatres and 
Ophthalmology following Never 
Events and to provide assurance 
that immediate actions have been 
embedded and sustained. 
Recommendation will be picked 
up as part of the review due to 
take place October/November 
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 

December 
2021 

A September 2021  
An update will be presented to 
the Trust Board in January 
2022.   



 

Action Log  
Meetings of the Board held in public  

 

 
26 28-Sept-

21 
TB21/22_70 & 
TB21/22_71 

Workforce 
Race Equality 
Standard 2021 
Annual 
Assessment 
Update 

Workforce 
Disability 
Equality 
Standard 2021 
Annual 
Assessment 
Update 

To assure the Trust that the 
necessary actions have been 
captured and are being given 
scrutiny to deliver the necessary 
improvements which improve 
the experience for staff and 
patients 

The Workforce & Education Committee 
at its next meeting to review the 
robustness of the Trust’s integrated 
Workforce Race Equality Action Plan 
and provide assurance to the Board of 
Directors of the governance 
arrangements which enable 
improvements to be delivered 

Workforce & 
Education 
Committee 

DH November 
2021 

A October 2021 
A revised and integrated 
Workforce Race Equality Action 
Plan will be presented to the 
Workforce and Education 
Committee in November 2021.    

 

  



  
 
 
    

 
 

Trust Board 
  

COVER SHEET 
 

Agenda Item (Ref) TB2122_82 Date: 26/10/2021 

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 September and October 2021.  

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      ☐                                        

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 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 

 



  
 
 
    

 
 

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 28 September 2021. 
  

1. System Integration 
Health and Social Care partners have continued to work together to meet the needs of the communities 
we serve.  I participated in an NHS Reset Chairs Group meeting, when discussions focussed on anchor 
institutions, asking the question ‘how can boards ensure anchor work is relevant, prioritised and delivered 
in their organisation and the wider system?’  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.    
 
I joined an online NHS Confederation North West Wellbeing workshop dedicated to looking at alternative 
ways of reducing sickness absence levels by committing to a well-being approach that is person centred.  
This event provided an opportunity to question a panel including Danny Mortimer, Chief Executive of NHS 
Employers, Amanda Doyle, Regional Director NHS England/NHS Improvement - NW, Adrian Leather, 
Wellbeing Guardian at University Hospitals Morecambe Bay NHS Trust and Estephanie Dunn, Regional 
Director NW, Royal College of Nursing. 

I participated in a Good Governance Institute (GGI) webinar Annual Lecture 2021; this year’s theme being 
‘good governance because we can flip the script’ – turning thoughts and ideas on their heads, thinking 
about and seeing them differently. 
 
On 5 October, I undertook a visit to Stoddart – now Longmoor - House together with Beatrice Frankael, 
Chair, Mersey Care.  This facility is the product of effective partnership working between our two Trusts.  
The building has been refurbished to an excellent standard, and it was a great pleasure to meet with the 
staff and patients who are benefiting from high quality reablement services. We reviewed the performance 
and quality indicators for the service, discussed governance arrangements and identified additional areas 
for joint working. 
 

2. Board Development  
I have commenced the 2020/21 Appraisal process with non-executive directors, completing two to date 
with confirmed dates in the diary for all others. The outcome will be shared with the Council of Governors 
who provided helpful feedback in support of the appraisal process. 
  

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

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

 



  
 
 
    

 
 

I was delighted to welcome sponsors and guests to the annual hospital charity ball held at the Titanic Hotel 
on 1 October.  The fundraising team did a fantastic job in making the evening a great success, raising over 
£50,000 to support staff and patient experience. 
 

4. Council of Governors 
The Trust’s Annual Members’ Meeting took place on 28 September as a live streamed event. 
 
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 a Council of Governors’ 
Coffee Morning, 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.    
 

5. Consultant Appointments  
Since my last report I met with candidates and chaired the Advisory Appointments Committee (AAC) panel 
for the post of Consultant Rheumatologist.   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. 
 
 

RECOMMENDATION 

The Trust Board is asked to: 

• Note the contents of this paper. 
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Executive Summary

• Safe
– The Trust hit the monthly target for no more than three falls causing moderate to severe harm for the first time this year.
– There have been 45 Serious Incidents reported year to date, compared to 25 at the same point last year. 
– There have been 118 Cat 2 Hospital Acquired Pressure Ulcers (HAPU) reported year to date compared to 72 at the same point 

last year.
– 0 Cat 4 HAPU were reported.

• Effective
– Mortality remains within expected parameters.
– The Trust marginally missed out on Venous Thromboemboloism (VTE) assessment compliance.
– The Trust remain on target to hit the annual trajectory and national target for CDiff. 
– 0 MRSA reported within September.
– The Trust hit 2/3 targets for GNBSI (Gram Negative Bloodstream Infections).

• Caring
– The Trust were compliant against the complaints target for September. 
– For 2/3 FFT recommended rates, there were an improvement against the previous months for inpatients and outpatients. 



Measure Target (annual/monthly) Performance (in month) Improvement on 
previous month? Performance YTD

Serious Incidents N/A 3

Never events N/A 0

Falls causing harm N/A 32

Falls – Mod > 37 (3) 4

Category 2 – HAPU 143 (12) 17

Category 3 – HAPU 17 (1.4) Same

Category 4 – HAPU 0 Same
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Strategic Key Performance Indicators
GREAT CARE - September

Measure Target (annual/monthly) Performance (in month) Improvement on 
previous  month? Performance YTD

Mortality SHMI 100 NA

VTE Risk Asst 95% 89.2

Clostridium Difficile 148 (12.3) 15

MRSA 0 Same

COVID cases NA 388

Dementia Screening 90% 63.9%

Duty of Candour 100% 100%

FFT AED NA Same

FFT Outpatients NA 92.6%

FFT Inpatients NA 90.9%

Complaints 576 (48) 46
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Key Issues

There were 11 serious incidents declared during September, which is an increase from
the 3 declared in August. (Fig 1)
2 serious incidents met the Never Event criteria. These related to two nasogastric
incidents.
There were 6 incidents on the Aintree site and 5 incidents on the Royal site.
There were 2 SI investigation that concluded and submitted to the CCG during
September.
All 11 SIs were declared within the expected timeframe and a full investigation report
will be due in December. The Sis related to the following areas – paracetamol
overdose, missed left bundle branch block, low potassium, low potassium and ECG
changes, deteriorating patient, Nasogastric tube x2, pacemaker, failure in failsafe
process, lack of NIV (non-invasive ventilation) beds and AAA (abdominal aortic
aneurysm).

Actions

A number of actions are being taken to address the backlog in the SI process.
Additional support for lead investigators is being facilitated that will allow them to
focus their efforts on the technical elements of the investigation while enhancing the
quality and consistency of reports. The Trust is also collating and validating the list of
trained investigators across all sites. This is in advance of delivering planned training
to support the “investigating well” regional training programme in the coming
months.

A focus is on the overdue investigations, with a recovery plan presented to CQPG in
October. Although NHS England have not required organisations other than the early
adopters to transition to the PSIRF yet, Liverpool University Hospitals want to begin
our plans for this change and to adopt the best practise that has been identified.

The Trust is therefore presenting in November 2021 an annual report and patient
safety incident response plan.
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Fig 1 – number of serious incidents reported

Fig 

Great Care: Safe
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Fig 2 – number of serious incidents by division

Target Performance Annual performance

NA 9 45
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Falls
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Fig3 – number of moderate and above falls per thousand bed days (PTBD)

Fig4 – number of falls with harm per thousand bed days (PTBD
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Key issues

The Trust hit the monthly target of no more than three falls causing
moderate/severe harms for the first time this year. These falls occurred on 2B,
ACCU and 17A. All falls will be subject to a concise investigation. The number of
falls causing moderate or severe harm per thousand bed days (PT BD) reduced
from 0.09 to 0.07. (fig 3). However, the number of falls reported causing harm
increased slightly from 0.78 PTBD in August to 1.3 in September (fig 4).
The number of reported falls PTBD increased slightly in September from 5.04 in
August to 5.58 in September.

Actions

• Standardised post falls evaluation (SWARM tool) deployed to facilitate
comprehensive holistic review for every fall and simple thematic analysis, to
target improvements

• The Specialist Medicine division fundamentals of care meeting has led to
producing a training needs analysis (TNA) of falls alarms, to ensure staff are
competent in applying falls alarms. There will also be ward focussed Quality
Improvement sessions completed.

• Focus to encourage reporting at all sites
• Falls information packs for staff and patients being standardised for LUHFT to

promote shared learning across all wards.
• FRAD (Falls Risk Assessment and Decision tool) being cleansed on PENS for

inpatient areas with different tool for ED
• FRAD to be built into ADT dashboard which will ensure improved accessibility

and compliance. Meeting commenced with IT and falls team
• FRAD assessment figures have improved across 7/9 indicators within Perfect

Ward. Work ongoing with ward teams and falls team to continue
improvement.

Target Performance Annual performance

37/3 3 36
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Fig 5 – number of Categor2 Hospital Acquired Pressure Ulcers PTBD 

.

Fig 6– number of Categor2 Hospital Acquired Pressure Ulcers by division
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Key issues

There was an increase in the number of reported Category 2 hospital acquired
pressure ulcers (HAPU) in September with 24 reported compared to 17 within
August. This equates to 0.39 PTBD in August to 0.61 in September (fig 5). There
were 13 Cat 2 HAPU reported at RLB site and 11 at AUH site.
3 Cat 3 HAPU were reported within September, which mirrored the number
reported in August. This equated to 0.07 Cat 3 HAPU PTBD.
There was 0 Cat 4 HAPU reported within September.
Of all the HAPU reported, 16 of these were device related.
Themes following analysis which can be used for ongoing learning included
waterlow assessment not filled in correctly, the repositioning of patients not
routinely taking place and staff reporting staffing levels and patient acuity high.

Actions

• Pressure ulcer prevention strategy in development, and will be rolled out next 
month

• Wound care formulary task and finish group set up.
• Process streamlined for referral to Tissue Viability Team (TVN) to promote 

autonomy for ward staff.
• Thematic analysis and learning being shared with the divisional teams.
• Intentional rounding principles being role modelled by the team requiring 

standardisation of practice within the trust. Senior team on board. 
Conversations commenced with ward managers.

• SEM (scanning electron microscope) Scanner signed off to buy for the team. 
Specific wards with high prevalence of PUs will be targeted.

• Waterlow assessment education continues for staff. Quality Improvement work 
to include all fundamentals of care

• Specialist medicine have focused wards sessions in DMOPs and 
Cardiorespiratory were higher incidences are occurring. 

Hospital Acquired Pressure Ulcers
Target Performance Annual performance

143/12 24 118
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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.
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Fig 7 – SHMI score

Great Care: Effective
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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.

Target Performance Annual performance

100 101.54 NA
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Fig 8  - VTE assessment compliance by site

Great Care: Effective

VTE risk assessments
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Key issues

The Trust has failed against the national standard of 95% against VTE assessment 
performance. 
Trust Performance for September was 90.7%, which was a slight improvement from 
August. 
Performance by site is broken down in the chart. (Fig 8).

Actions

• 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 – due to take place 4th October, and 
as a result it is anticipated there will be future improvement in compliance.

Target Performance Annual performance

95% 90.7% NA
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Great Care: Effective

Infection Prevention and Control (IPC)
Clostridium Difficile (Cdiff)/MRSA
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Fig 9 – no of reported cases of CDiff

Clostridium Difficile
• In September 21 there have been 8 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 70 cases against a cumulative objective of no more than
61.5. (Fig 9)

Post infection reviews (PIRs)
PIRs are undertaken on all healthcare associated cases of C.difficile and GNBSI HOHA cases. 
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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Fig 10– divisional breakdown of cases of Cdiff, Apr 21 – Sept 21

There were 0 cases of MRSA reported within September.

Target Performance Annual performance

148/12 8 70
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Infection Prevention and Control (IPC)
Gram Negative Bloodstream Infections (GNBSIs)
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In July 21 the IPC thresholds were released by NHSE. These included thresholds for 
C.diff and Gram Negative blood stream infections (GNBSI). The thresholds included 
all healthcare associated cases including;  
• Hospital onset healthcare associated (HOHA): cases detected in the 
hospital three or more days after admission
• Community onset healthcare associated (COHA): cases that occur in 
the community (or within 2 days of admission) when the patient has been an 
inpatient in the trust reporting the case in the previous 4 weeks

Divisional trajectories have been set and these are to be monitored via the Divisional 
IPC Groups. 

Fig 11 – number of E.Coli cases against trajectory
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Fig 12 – number of Klebsiella cases against trajectory

Klebsiella bacteria are normally found in the human intestines (where they do not cause
disease). In healthcare settings, Klebsiella infections commonly occur among vulnerable
patients who are receiving treatment for other conditions and can cause different types of
healthcare-associated infections, including pneumonia, bloodstream infections, wound or
surgical site infections, and meningitis.

In regards to blood stream infections, there have been 18 COHAs and 32 HOHA cases
indicating 36% of cases have been identified within 2 days of admission and have had
previous inpatient stay in the past 28 days. In 75% of the HOHA cases there were no lapses in
care identified which could have contributed to the development of the bacteraemia; in the
majority of these cases the bacteraemia was considered endogenous to the patient condition,
originating from the patients disease/condition as opposed to healthcare interaction

Action plans were received from the areas concerned to address immediate concerns.
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FFT
The satisfaction score for FFT in ED in September was consistent with the previous month,
however, remained significantly below the lower control limit.

There were increases in both the Inpatient & Outpatient satisfaction scores; both remain
within control limits.

All areas collectively reported increased Response rates across the Trust in September
2021. Historically, response rates remain at similar levels.

Response Rates
The Trust continues to monitor response rates to provide assurance that appropriate
numbers of patients are being surveyed.
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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 September 2021 increased again to 91.5% (90.9% for 
August). As can be seen from the above SPC chart, patient satisfaction in September has 
moved closer to average levels when monitoring performance historically.
Themes in positive feedback from patients were consistent with previous months, in 
particular compassionate care and support from staff. Themes from patients who were 
dissatisfied with their experience related to communication about their care and 
communication between staff and relatives.
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FFT - Outpatients

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

Similar to Inpatient areas, the Outpatient satisfaction score increased slightly in
September 2021 to 92.9% (92.6% for August).
The key themes in negative experience related to waiting times for appointments and
clinics and departments not always running to time, in addition to confusion over
appointments being made in the wrong areas or not being communicated. Preferences
were also made for some face to face services to return.
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FFT – ED

There had been a significant month-on-month deterioration in the ED satisfaction score
since April 2021, however, performance in September 2021 remained at the same level as
August 2021 (54.8%).

The overwhelming theme in ED remains patients reporting longer waiting times than
previously experienced within the departments. This is consistent when comparing to
other waiting time performance metrics. Although wider waiting time metrics have shown
marginal improvements, these are still at a much lower level than previously reported.

From a deep dive into comments provided by patients, increased waiting times continues
to drive reduced levels of patient satisfaction. From the free-text feedback received in
September, patients articulated the effectiveness of the triage system within the
departments, which led to lower satisfaction ratings.
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Friends and Family Test (FFT)
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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, surveys and incidents.

Since some specific targeted improvement actions recently, it is anticipated there will
be a reduction in the number of ‘long wait’ patients. With the introduction of
intentional rounding, the Trust will ensure those patients waiting in the department
are offered appropriate care and specific interventions in the department including
nutrition, hydration, pain relief.

Improvement Plan
FFT Performance Reporting:

The first draft of Friends & Family Test data was launched in September within the
Trust’s LIGHT system. This offers service users to view performance across the key
headline measures – Satisfaction scores and response rates/volumes. The patient
experience team continues to work with the Business Intelligence team to ensure the
report will work for everyone within the organisation. At the same time, access has
commenced to enable departments to view free text patient comments linked to their
areas and allow comments to be made if changes to practice have been made as a
result of the feedback received. A user guide has been compiled and the Patient
Experience Team will be supporting areas as roll out continues.

Reintroduction of visiting:

From Wednesday 13 October, a reintroduction of visiting will be made to most
Inpatient areas across the Trusts sites on a Rule of One basis (one visitor for one hour
per day). As a consistent theme in patient feedback during visiting restrictions has
been communication with relatives, it is anticipated that the reintroduction of visiting
will have a positive impact on experience of care on inpatient wards.



Strategic contextual Key Performance Indicators
GREAT CARE: Safe

The data for August 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 25 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 29 areas reviewed, there were 24 areas
that had less than an 80% Registered Nurse fill rate, consistent with last month

For August 2021, the Royal Liverpool and Broadgreen sites reported a registered nurse fill rate
of 83% during the day and 81% during the night. Care staff fill rates were 98% during the day
and 125% at night; all fill rates were consistent with the previous month.

For the same reporting period on the Aintree site, registered nurse fill rates were 73% during
the day and 82% at night, with care staffs fill rates being 99% during the day and 122% at night;
all fill rates were again 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; the data on Model
hospital has not been updated since last month. 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 August 2021 the CHPPD for RN’s was 4.1 (from 4.4). Unregistered CHPPD for the same period
was 3.6 (from 3.8).



Strategic contextual Key Performance Indicators
GREAT CARE: Safe

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. 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.
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GREAT Care:  Timely access to care
Performance Report for September 2021



Introduction and Summary
Timely Access to Care
Introduction:

This section of the Trust’s Integrated Performance Report, considers performance in 
September 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 September 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 
has 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: Available from September 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



Introduction and Summary
Timely Access to Care Outpatient Improvement : 

• Outpatient Transformation Improvement Director 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 improvement 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



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 (August 21) <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%

64.59% PA

PA

PA

PA

AA

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

58.72%

10.62%

93.19%

92.39%

54.74%

0.0%

94.69%

81.18%

98.19%

78.7%

81.82%
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4 hour Performance
• 4 hour performance for all types of patients has decreased in September to 64.59%; 

• Type 1 performance has decreased in month to 52.10% from 53.53% in August. 

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

Key areas of focus:

• AED Type 1 attendances have risen in month from 17,939 in August to 18,077 in 
September.  There has been a 40% increase since February when attendance levels 
were at 12,956.

• Time to senior review:  26.58% of patients seen within 60 mins of arrival

• Early Discharges:  14.86% of patients discharged before noon

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

Diagnostic Performance – August Position
Note: The diagnostic’s position has yet to be finalised in reporting August figures.
• 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 58.72% against 92% target

• Waiting list size has increased in month to  66,130 from 63,996  in August.  The 
number of patients waiting over 52 weeks has increased by 13.39% from 4,824 in 
August to 5,470 in September.

• Elective activity has been restricted in month due to staff sickness/absence.  
However, still delivered over 1,132 elective cases; 26.1% cancer, 69.3% clinically 
urgent and 4.6% long waiters and routine waiters.

Key Areas of Focus:

• Continued focus on clinical prioritisation and access to capacity through internal 
restoration of elective capacity, progress has been made this month with mutual 
aid, independent sector and waiting list initiatives.

Cancer Performance
• 2 week wait:   93.19% for August and projected to be 92.6% for September.  There is 

an increase in the number of breaches from 182 in July to 205 in August and 236 
predicted for September.

• 31 day target: Decline in performance in August  and reporting  92.39% against the 
96% target. Driven primarily by an increase in breaches for Breast, Urology, 
Colorectal and Upper GI.

• 62 Day target:  Declining performance 54.74% in August against the 85% target.  
Combined waiting list across sites. Haematology, Other, Skin and Testicular are the  
specialties to meet the standard.

• Overall 2 week wait referrals have increased 23.63% from last month. We have 
received 3,871 more 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 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

Time to Decision to Admit <180
mins

Time from Decision to Admit to Admission <60 mins

100%

100%

100%

100%

100%

100%

45.45% AA

PA

PA

PA

PA

PA

95% 64.59% PA

56.29%

26.58%

7.97%

7.24%

Not 
Available

Not 
Available

Not 
Available

Not 
Available

Not 
Available

36.49%
NWAS

78.7%

1.26%
Medicine

Only
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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  mirror changed to National 
Reporting; Type 3 for Aintree was removed and the Royal continued 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  64.59% in
September  which is  a decrease of  1.44% from 66.03% in August. 

• There is a 28.56% 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 91 in September  to 
24,454 from 24,545 in August.

• September 2021  at 64.59%  falls  below performance levels pre COVID of  
87.54% in September 2019.
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4 Hour Performance – Type 1
Understanding how 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  September was  
52.10% a  1.43% decrease from August.

• Performance across sites shows a 11.29% variation; with Aintree at 45.57% and 
Royal  at 57.49%.

• 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  increased in  September  by 138  from  17,939 in 
August to 18,077 in September.

• September 2021 at 52.10%  falls  below performance levels pre COVID of 
76.18% in September 2019, a decrease of 24.08%.  Attendance levels  in  
September 19 were  253 patients below September 21 levels  at  18,077.

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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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  September was  25.21% ; an 
increase of 2.68% from 22.53% in August. Admitted performance can be 
impacted by a number of factors and most significantly the availability of 
beds.  

• Site performance  showed Aintree  increase from  25.39% in August to 29.60% 
in September, with the Royal remaining stable  from 18.94% in August to 
18.92% in September.  

• 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.

• September 2021  at 25.21%  falls  below performance levels pre COVID of  
70.69% in September 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 September 2021, only 26.58% , 4,462 patients, were seen within this  time. 
This compared to 24.79%, 4,107 patients, in August 2021.  The average time to 
see a clinician increased from 138 minutes in August to 147 in September.

• At 26.58%, September 21 performance falls  below performance levels pre 
COVID of 38.46% in September 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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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 September 21, only 7.24% of patients were moved within 60 minutes of the 
decision to admit being made, this compares to 5.67% in August.  
Performance across  sites shows a 1.98% variation; with Royal  at 6.27% and 
Aintree  at 8.25%.

• At 7.24% , September 2021 falls below performance levels pre COVID of  
20.69% in September 2019.
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Discharges by 12noon

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 15.52% of patients are discharged before 12 
noon and 9.51% are discharged before 10 am.  

• At the Royal site, this drops to 14.02% before 12 noon and 8.94% 
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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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 September; ranging from a net reduction of 27 beds on 24th

September (Friday)  to a net increase of 50 beds on 26th September (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  September, daily discharges have not exceeded the targeted levels for 
two of the four weeks and this has resulted in increased bed occupancy and 
increase in patients with >7 day LOS.

Discharges by Pathway & Bed Occupancy Net impact of Admissions & Discharges



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: (August 21)

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
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st
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0.0%

Not 
Available

Not 
Available

Not 
Available

Not 
Available

Not 
Available

In 
Development 

Delayed to 
October 2021

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
Please note: September data not available at time of this reports submission
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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 



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 referral to diagnostic test. 6 weeks

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%

53.0%

El
ec

tiv
e 

Ca
re

92% 58.72% PA

37%

TBA

61% -Not 
Available

-Not 
Available

-Not 
Available

-Not 
Available

-Not 
Available

-Not 
Available

81.82%
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Referral to Treatment Performance:  Within 18 weeks of Referral

CAUSE: RTT Performance & CAUSE:  RTT Waiting List
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RTT Performance
• The number of patients receiving treatment within 18 weeks of referral has 

decreased by 3.12% points from 61.84% in August to 58.72% in September.  
Performance at Aintree Site was 53.15% and the Royal site was 63.87%.

• Treatment clock starts are a measure of demand (additions to the waiting list).  
New patient 18 week referral to treatment clock starts increased in month; 
15,771 in September compared to 14,544 in  August.

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

• 10,382 patients received first definitive treatment on a non-admitted pathway in 
September 21 (compared to 8,173 in August)

• 904 patients received first definitive treatment on an admitted pathway in 
September 21  (compared to 795 in August)

• 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 2,134 

patients from  63,996 in August 21  to 66,130  in September an increase of  
3.33%.

• In comparison to pre COVID  September 21 waiting list is 35.2%  (17,229) above  
48,901 in September19.

• Outpatient referrals  month on month have increased by  2,737 (9.97%) from  
27,456 in August 21 to 30,193 in September 21. 

• September 2021 outpatient referrals remain below pre COVID levels  by  29.6% 
(12,673 ) from 42,866 in September 19 to 30,193 in September 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.

        

RTT Performance RTT Waiting List Size
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RTT Performance

CAUSE – Waiting List Profile and Patients Waiting over 52 weeks
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RTT Waiting List < 52 Weeks
• In September there were 27,299 patients waiting longer than 18 weeks for 

treatment; this equates to 41.28% of the total patients waiting. In August 
24,422 patients waited longer than 18 weeks for treatment.

• 46.85% of those waiting at the Aintree site have waited longer than 18 weeks 
and 36.13% of those at the Royal Liverpool site have waited longer than target. 

• 5,983  (9.05%) patients are waiting on an admitted daycase pathway, 1,605
(2.43%) are waiting on an admitted inpatient pathway and 53,072 patients are 
waiting on a non admitted pathway.

• The waiting list profile shows a lower number of patients waiting at week 39 
due to a reduction in referrals over Christmas Week and  further dip in patients 
waiting between 72 and 76 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 646; 

from 4,824 in August 21 to 5,470 in September.
• 1,566 patients (2.37%) are waiting on an admitted daycase pathway >52 

weeks, 648 (0.98% ) are waiting on an admitted inpatient pathway > 52 weeks  
and 3,256  (4.92%) of patients are waiting on a non-admitted pathway >52 
weeks.

• In total during September 92 patients were treated in excess of 52 weeks on 
an admitted pathway and 349 on a non-admitted pathway.  

• Largest number of patients waiting >52 weeks are T&0 (2,288), ENT (901), 
Other Surgical Services (635), General Surgery (605), Ophthalmology (328).

Patients waiting less than 52 weeks

Week 39
Christmas Week

Patients waiting more than 52 weeks

Week 72 to 76
COVID 1st Wave
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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.
• 78,568 outpatient attendances were delivered in  September 21 compared to 

80,189 in September 20 and 87,548 in September 19. 
• In September 21, 76% of outpatient appointments were face to face and  24% 

were virtual.  This  has  decreased  from August and is  not achieving the 25% 
ERF target.

• Work through the Elective Access Strategic Oversight Group and Outpatient 
Improvement Programme continues to 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 September and the 

prioritisation of patients on Cancer pathways and clinically urgent; 74.5% of 
patients were categorised at P2.

• 1,132 elective operations were completed during September which is  an 
increase of 190 operations  compared to August.

• 23.9% of patients treated had a  P2 cancer diagnosis and 2.2%  with a P3 cancer 
diagnosis.   50.6% were P2 clinically urgent  and  18.7% P3 clinically urgent.  4.6% 
were P4 patients.

95.2%

68.6%

32.7%

In Month Outpatient Appointments Elective Theatre Activity







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%

93.19%

45.45%

17.39%

73.25%

54.74%

92.39%

PA

PA

PA

NA

PA

AA

94.69%

98.19%

81.18%

79.15%

TBA

TBA
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Cancer

EFFECT:  2WW Performance &  CAUSE:   2WW Wait Referrals

Tr
en

ds
, D

riv
er

s a
nd

 R
isk

s

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 September 21 month on month referrals compared to August 21 increased 
by  23.63%.  Referrals to the Royal Site increased by 13.34%  and by 39.04%  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 to help remove 
barriers to delivery and / or reach out for support from Cancer Alliance.

• 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 August 93.19% was 
achieved. This is anticipated to deteriorate in September and is shown in the 
provisional September performance above. This is due to restricted capacity.

• Two specialties, Colorectal and Lung did not meet the standard for August.

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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EFFECT:  62 Day Performance & CAUSE:  Patients without a Decision to Treat

Tr
en

ds
, D

riv
er

s a
nd

 R
isk

s

62 Day Performance (From Referral to 1st Definitive Treatment)
• In August, 64.5 patients breached this standard; of which 47.5 patients were 

treated between 62 days and 104 days and  17 treated over 104 days.
• The majority of patients between 62 day and 104 days were in Urology, Lower 

Gastrointestinal, Upper Gastrointestinal, Breast, Head and Neck.
• For the 17 patients who received treatment over 104 days the specialties 

involved were Lower Gastrointestinal, Urology, Breast, Upper Gastrointestinal, 
Skin, Head and Neck. The longest waiter was 206 days (Lower GI).

• For all services, except Haematology, Other, Skin and Testicular 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 73.25% of urgent suspected (TWW) patients this month  which is 
an decrease from 76.15% last month ; 265 patients waited more than 62 days, 
133 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 4,424 patients actively being managed on a 62 day pathway. 

This has increased by 15 patients in a month.
• In August 2021 the Trust reported a total of 142.5 pathways for patients receiving 

first definitive treatments on a 62 day cancer pathway of which 64.50 (45.26%) 
waited longer than 62 days.

• By Tumour group, 21 on a Urology pathway, 19 .5 on a Lower GI pathway, 7 on a 
Breast pathway, 6.5 on a Upper GI pathway, 5 on a Head and Neck pathway, 3 on a 
Skin pathway, 1.5 on a Lung pathway, 1 on a Sarcoma pathway.

Risk: Sustained high volumes of 2ww referrals between February and September 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 pathwayCancer 62 Day Performance
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Great People: Workforce 
Staff Overall Absence 
Total staff sickness absence within the Trust was 5.84 % in 
month and 6.09 last month.  
Sickness absence is currently at 6.09%, with total absence recorded through Light at 
5.37%. Although 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 still aware 
of the need to record all absences within the Light system. 

Recorded ‘in month’ sickness absence within the Trust has increased from 5.64% in July 21 
to 6.09% in August 21. It is important to note this will 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.  As 
you will note throughout this report, model hospital numbers haven’t been updated 
recently. 

Item Description 
Current 
Month 

Previous 
Month 

Peer Median  
(July 20) 

National Median 
(July 20) 

Rolling Sickness Absence 
(12m) 

6.12% 7.09% 3.95% 3.96% 

 
Sickness Absence 
The Business HR team continue to monitor staff 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 recorded accurately.  

Absence figures relating to isolation have decreased in keeping with the reduced 
community prevalence of Covid 19 within the community during the month of September 
and the HR Business Partners have been supporting their Divisional teams promote the 
uptake of vaccination and completion of risk assessments that will continue this 
momentum reducing the number of staff required to isolate as we approach the winter 
months.  

Hotspot areas 
The HR Business Partners are aware of “hotspots” in the Divisions following internal check 
and challenge absence review meetings. To support those hotspot areas the team have 
agreed interventions that will be applied during the winter months that include 
management training, promotion of wellbeing initiatives and roster and temporary 
staffing for example. 

As part of those check and challenge reviews opportunities to progress with the 
management of those long covid cases have been considered. Those cases will be 
progressed where all national guidance has been followed and there has been 
consultation with the Occupational Health team. 

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). 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. 

Absence Support Officers  
To support the management of absences at ward level the Business HR team have been 
progressing with the recruitment of Absence Support Officers (temporary appointments). 
These appointments will be allocated to designated wards/ areas/ departments to provide 
further support to operational and clinical managers.  
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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 8th october  2021(LIGHT DATA) 

 

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

 

COVID Vaccine  
The Trust has vaccinated just short of 90% of staff. The Royal based hub has reopened to 
support phase 3 of the vaccination programme, that being the provision of COVID 
boosters to all staff.  This is being delivered in both the Aintree and Royal hubs and we are 
also offering concomitant administration of flu vaccines.  The Aintree hub also continues 
to support the vaccination of patients in cohorts 1-9 who have been identified as part of 
the phase 3 roll out as needing a booster.  We are also supporting the vaccination of third 
primary vaccinations for severely CEV patients who are identified as needing a further 
primary vaccine.  The hub is also supporting the vaccination of eligible inpatients that are 

able to attend the hub when clinically well.  Aintree hub remains the only hospital hub 
capable of offering enhanced monitoring for identified at risk patients from the wider 
community.  The city centre hub which opened on 23 June 2021, remains operational also 
and is focussed on the evergreen offer of vaccination along with the phase 3 delivery to 
the wider community using the National Booking System (NBS) and offering walk in 
appointments as clinical capacity allows.  As a Trust we are also continuing to support the 
CCG to support the clinical staffing and vaccine provision in support of the mobile vaccine 
bus across Liverpool and Knowsley. The commencement of the phase 3 booster 
programme and concomitant administration of flu from 27th September has started well 
and in the first 2 weeks of operationalisation we have vaccinated over 3500 of our 
workforce.  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.  We 
have now opened up single appointment sessions for COVID and or flu vaccines to ensure 
those staff who are not yet due their COVID booster are able to attend for flu 
administration only.  Both Aintree and the Royal sites are running a 7-day service.   

Covid Risk Assessments 
Risk Assessments continue to be reviewed in light of increased prevalence of Covid -19 
and variants.  



Staff Movements – 
Turnover/Recruitment & Retention 
Rolling 12 month turnover within the Trust has increased 
this month from 11.81% from  12.61 (exc covid).  
 

The turnover figure has been affected over the last 12 months by the recruitment and 
termination of staff to support the Trust’s response to the covid pandemic affecting, in 
particular, the Additional Clinical Services staff group turnover %, inflating the rate from 
11.81% (excluding Covid staff) to 13.91% (including covid staff), 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 1,994 staff since Sep 20 with 1,632 staff also departing. These 
figures 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 systems 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 peers (1.70%) and the national 
median (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 (1.70%) and the national 
median (1.30%).  

Item Description LUH Peer 
Median 

National 
Median 

Nov 20 – Model Hospital 84.80% 86.50% 86.10% 
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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. 

Turnover excluding Covid Support Staff 

 

Turnover including 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: 

• 87 have passed OSCE with a further 12 pending results and 14 exams booked in 
November 

• 129 appointees have arrived with 150 scheduled to arrive in November and 
December 

• Authorisation has been given to over-recruit by 15 to cover drop-outs. 

12 B2 HCAs will be starting next month, with 40 completing their employment checks. In 
addition, the Staff Bank has 8 new starters with a further 38 undergoing checks. There is 
another recruitment event for the Staff Bank on 19th Oct.  B3 HCAs on the Staff Bank will 
be reviewed for relevant competencies. 

90 Newly Qualified Nurses (NQNs) have started in September and October. The next 
advert is open for those qualifying in Spring 2022 and we already have 14 applicants. 
There is a RCN recruitment fair expected in February but we await details. 

Other recruitment activity includes: 

 20 Trainee Nurse Associate (TNA) roles in authorisation  
 10 Phlebotomist roles in authorisation 
 10 Band 3 Medical Laboratory Assistants (MLAs) in authorisation  
 Band 5 RGN vacancies being recruited to include – DME x 12 fte, SAU x 9 fte and 

Critical Care recently appointed 5 fte.  
 Therapies are recruiting to 10 fte B6 Musculoskeletal (MSK) physiotherapists 

and 8 fte B6 Senior Physiotherapists.  
 Winter pressure ward (9B) is recruiting 7 fte Band 3 HCA and 6.5 fte band 4 

Nurse Associates.  
 Anaesthetic Clinical Fellow X 6 fte are in authorisation 
 FY2 LAS - Emergency Department due to be interviewed w/c 18/10/21 to 

appoint x 5 fte 
 Consultants starting in October include GU Med and Colorectal Surgeon with a 

Respiratory Consultant confirming a start date in January 

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 87.60 % last month to 87.88 this month.  
Mandatory Training compliance is currently 87.88% which shows continued improvement 
since February 21.  Role Specific training is currently at 74.97%.  The Mandatory and Role 
Specific training assurance group runs fortnightly and is attended by the Divisional Leads. 
Compliance is reported on a weekly basis with L&D supporting regular meetings to 
achieve continued improvement. 
 
The L&D team are working with areas within the Trust in supporting them with their 
structures ensuring the correct competencies are attached to their teams.  These areas 
include the Dental Hospital, Sexual Health and Psychology team.  
 

 

Staff Education 
Assurance Group meetings have been extended until the end of October to support the 
Divisions with improving Mandatory and Role Specific (RS) training compliance. Divisional 
trajectory reports are being 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. 
 
The monthly divisional Operation and Performance meetings are continuing to receive 
support from the Heads of Education.  The detailed breakdown of hot spots, priority 
modules, 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. 
 
More recently, a mail merge was sent out to the 92 staff who had never completed any 
Mandatory or RS training drawing their attention to the support available to them.  The 
respective managers were also copied in.  Approx. 40% of these staff have now completed 
some of their training.   
 

Regular communications and updated guides, videos etc. are available to Managers on the 
Staff Hub. 
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Staff Engagement and Organisational 
Development 
Rolling 12 month overall Staff Engagement Score for the 
legacy Trusts is 7.0 out of 10.  Quarter 2 (2021/22) Staff 
Quarterly Pulse Survey (formerly Friends and Family Test) 
is 6.88 out of 10 for recommending Treatment and 6.04 for 
recommedning as a place to work. 
The trust moved to a single appraisal system in August 2020 which will support a 
consistent approach across the Trust. 

The appraisal compliance rate has reduced from 42.32% in August to  39.25% at the start 
of October 2021. This drop is largely due to more than 12 months elapsing since a last 
appraisal was undertaken. 

Staff Engagement 
The Trust has continued to undertake Staff Survey and quarterly Staff Pulse surveys.  The 
most recent figures, published August 2021, show that 6.88 / 10 of staff returning a survey 
would recommend the Trust as a place for treatment to friends and family and 6.04 / 10 
would recommend the Trust as a place to work. 

Appraisal Window Extension 
The appraisal window for line managers at bands 7 and above was further extended from 
in recognition of continued workload pressures. Estimated compliance for line managers 
is 36.86% in October 2021, an increase of 16.86% from August. Managers at band 7 and 
above should now complete their own appraisals by 31st October 2021, with all  other 
non-medical staff having their appraisals by end March 2022.   

Appraisals  
The Trust appraisal compliance target is 80% and it currently stands at 39.25% as at 14th 
October 2021.  The Nursing staff group have escalated the challenges they face in 
completing the three step appraisal process online and potential options to support them 
to complete their appraisals are being explored.  

 

 

Division  Available 
Staff  

Appraisals 
Held  Percentage Compliance   

ACHT  1706  596 34.94%  

Acute & Emergency Medicine  658 240 36.47%  

Corporate Services  2027  966 47.66%  
Diagnostic & Support 
Services  2667  1511  56.66%  

Specialist Medicine  2334  701  30.03%  

Surgery  1685  338 20.06%  
 
Ranked highest to lowest, common cited reasons for low compliance are:   

• Workload pressures  
• Appraisals rescheduled because self- or manager assessments not completed in 

time 
• Managers whose own appraisals not completed less likely to complete for team  
• Completed appraisal within the last 12 months (line managers) 
• WorkPAL user issues: difficulty logging in; unable to change own appraiser; 

password reset difficulties 
• Completion of mandatory and role specific training took precedence 
• Reduction in admin time amongst clinical duties 

 
The most pressing deadline is for line managers who are band 7 or above to complete 
their appraisals by the end of October 2021.    
 
The OD Team is reviewing processes and support available for completion of appraisals, 
including engaging with areas of high and low compliance to identify common barriers and 
how some areas are managing to overcome them to share best practise.  
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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 is monitored weekly and reported monthly. 

The Trust works to ensure a consistency of rates across the organisation, working with 
divisions 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 shows Bank & Agency usage trend across the last 13 months. There are clear 
peaks in usage caused by the Covid pandemic, with demand also increasing as the 
Liverpool City Region progressed through the pandemic.   

Long standing and high cost agency workers are being addressed directly with divisions 
examining exit plans where possible. 

 

 

 

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. 

Other areas across the Trust are also lined up for Allocate roll-out and this is progressing 
in areas such as Sexual Health & Woodlands, Imaging, T&O admin and Pharmacy. 

Implementation of Allocate HealthRoster across Medical staffing continues despite 
operational pressures, as we have seen a benefit for areas being able to view staffing 
collectively for their areas. Recent implementations have been in ED & AMU and General 
Medicine on the Aintree site. The team are developing the build for Trauma and 
Orthopaedics, for Gastro and Respiratory Consultant leave and also for On Call shifts. 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 and delay of information from the Lead 
Employer. This information has not been accessible since November 2020 due to an issue 
with processes at the Lead Employer. The Medical Compliance team have raised a formal 
complaint. 

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 was extended to the end of September by the Medical Director but 
has subsequently been extended to end of October. It is planned for the Medical 
Director’s team to review all plans across the Trust in November, with full sign off by the 
end of the month. 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, additional activity/WLIs and overpayments.   

Whilst bank and agency use is monitored, there is a concern that the divisional targets are 
not being met given the divisional autonomy now in place. This has been raised at the FIP 
Board. Additional detail and support will be provided to support the budgetary challenge. 

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 probably 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.  It is critical that increased capacity is 
supported, due to the pressures on the current team and the complexity of aligning 
systems and data. Discussions are underway to facilitate this project with both resources 
and a methodology in order to baseline the data and support budget setting next year. 

 

O
ve

rv
ie

w
 



 
 
Finance Performance Report   
October 2021 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
Great Ambitions - Finance 
Integrated Performance Report – Month 6 2021/22 



 
Executive Lead: Robert Forster, Deputy CEO / Chief Finance 
Officer 
 

 CFO COMMENTARY – Month 6 
 
Reported surplus of £0.2m (M5: £0.4m deficit). Key highlights: 
 

• H1 Financial target has been achieved by the Trust. 
• Key drivers for performance remain activity performed, pay costs incurred and efficiency achieved. 

 

• Activity levels remain below plan and thresholds set to achieve Elective Recovery Fund (ERF) which 
increased to 95% of 19/20 values in Q2. Total ERF receipts in H1 was £6.5m, ERF income in Q2 was 
negligible and limited. 

• Underlying non-pay spend is trending below plan, reflecting lower activity throughput, cost pressures 
identified at Budget and requiring action is offsetting some of this benefit. 

 

• Pay spend is above plan and significantly above pre-COVID levels. Month 6 includes the pay award for 
H1. This is matched by accrued income (national directive for H1), however initial indications suggest 
there is may be a significant shortfall which will be quantified and impact in H2. 

 

• At the end of month 6 Efficiency savings to the value of £2.4m have been recognized, most of which are 
non-recurrent. Efficiency requirement significantly increases in the second half of the year.  

 

• Capital expenditure at month 6 is £68.5m, which includes £61.5m  on the New Hospital development.  
• Cash balance at the end of September was £113m which is forecast to reduce by year end as capital 

creditors are settled and will be negatively impact through any deficit performance in the second half of 
the year.. 
 

 
 
• The organizational budget agreed, forecast a significantly increased challenge in H2 and whilst the 

system allocation remains to be validated all indicators point towards this remaining the case. 
  

Finance Regime, ICS System and Plan Update 

• C&M system for H1 has also achieved breakeven, as detailed below : 

 
• Guidance relating to H2 has confirming continuation of block arrangements, albeit at reduced values 

compared to H1. This includes core efficiency requirement of 0.82%, plus additional cip for challenged 
systems of at least  0.5%, together with a reduction to COVID funding (6% reduction) and non-contract 
income support (25% reduction).  Overall efficiency required in the second half of the year whilst still being 
computed is expected to be c.4%. 

• Elective recovery Fund (ERF) remains however with set performance targets for completed patient 
pathways higher than those achieved in H1 if additional funds are to be earned.  



• Additional capital resource has been released to the ICS system for H2 to support elective recovery 
including digital innovation. LUHFT has submitted bids in excess of £10m relating to priority areas.  

• LUHFT and the ICS achieved H1 financial targets and the Trust continues to work with the ICS to assess 
the detailed impact of the H2 finance regime which both are likely to find more challenging. 

 I&E Analysis 
 

The breakdown of variance against plan is shown in the table below. 

 
 

Key issues: 
 

• Pay overspends within AED and the main bed holding specialties driven by additional workforce (beds, 
enhanced rota’s, vacancies and sickness rates), exacerbated by premium rate cover (Agency, enhanced 
bank rates and WLIs). Run rate SPC charts on spend and WTE worked since Apr 19 shown below. 
 

  
 

• Non-pay underspent overall, with ACHT significantly down reflecting reduced throughput through 
theatres against baseline plan. 

• CIP shortfall of £6.6m to M6. £1.3m relates to divisional areas with recurrent scheme identification 
progressing slowly associated with operational / organizational pressures. £5.3m of the shortfall 
maintained within central delivery and reflects inability to drive additional ERF income in Q2 above plan 
as activity improvement towards 2019/20 outturn slowed and the national change in target threshold. 

• Activity delivery against contractual plan (baseline budgets set on 19/20 actual throughput) down across 
all modalities, excepting AED footfall which is 2.9% up on 19/20 levels. 

• Income above plan supplemented by central reserve slippage and re-profiling. 

Non 
contract 
income Pay

Nonpay 
(excl CIP) CIP

Net 
variance Trend in net variance

Movement 
in month

Acute & Emergency 
Medicine £m 0.03 -2.65 0.02 -0.20 -2.80 -0.13 

Specialist Medicine £m 0.57 -6.42 0.11 -0.64 -6.38 -0.93 

ACHT £m 0.19 0.86 1.77 -0.57 2.25 0.85

Surgery £m -0.65 -1.90 0.37 -0.46 -2.64 -0.33 

DSS £m 0.10 1.78 -0.57 0.10 1.41 0.47

LCL £m 0.12 0.63 0.21 0.42 1.38 0.44

Corporate £m -0.06 1.05 -0.96 0.00 0.03 0.03

Hosted services £m 2.93 -1.40 -1.72 0.00 -0.19 -0.06 

Central & Income £m 2.64 1.53 8.29 -5.34 7.12 -1.34 

Total £m 5.87 -6.52 7.52 -6.69 0.18 0.23
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• Outturn for H1 is a breakeven position for LUHFT, meeting HCP system commitment and NHSE/I 
requirement. 
 

 Capital 
 
The approved programme approved by the Board of Directors and submitted and accepted by NHSE/I is 
£149.1m.  
Progress against the programme is shown in the table below 

 

 

Funding issues: 
 

• New Hospital Construction £108.1m – approved, signed MOU in place;  
• RAAC £1.2m, formal notification of allocation received, signed MOU in place; 
• Aintree UEC £7.5m, business case approved, signed MOU in place; 
• Surgical robot £1.6m, business case in preparation for submission to Charitable Funds Committee  
 
Progamme issues: 
 

• The performance to Month 5 is an underspend of c£6.7m (m5 £2.7m) 
• With the exception of the NR Cardiology all underspending schemes are forecasting to spend in full for 

the year. 
• The New Royal Trust funded construction scheme relating to Cardiology (c£6m of the £7.2m) will 

underspend in 2021/22 by c£4m-£5m and will create a need for equivalent spend in 2022/23 if the 
scheme proceeds. 

• The variances relating to the phasing of the other estates schemes in the base programme are expected 
to deliver in full in 2021/22. 

 
 
 
 

2021/22 CAPITAL PROGRAMME
TOTAL BUDGET SPEND VARIANCE

BUDGET 30 Sept21 30 Sept21 At Month 6
£000

Estates Schemes:
New Royal Hospital - Construction - PDC 108,100 61,510 61,332 178
New Royal Hospital - Construction - Trust F 7,230 3,129 56 3,073
New Royal - Development Team Costs 2,400 1,200 128 1,072
Estates (Backlog / H&S / Environment) 2,733 0 1,685 (1,685)
Aintree - UEC - Phase 2 5,450 2,550 0 2,550
Critical Infrastructure Risk 1,350 1,350 240 1,110
Aintree - Tower Block Cladding 5,617 3,009 2,280 729
Aintree - Tower Block RAAC Roof 300 84 0 84
Aintree - Stoddard House 420 420 275 145
Aintree - Critical Care Department 2,500 0 529 (529)
Aintree - Critical Care - RAAC roof 2,000 390 550 (160)
Aintree - Maternity Block Extension 0 0 0 0
Aintree - Ward Updgrades (Cov19 Safety) 1,292 0 4 (4)
Aintree - Estates schemes completion 0 0 0 0
Royal - Dental Ventilation (Cov19 saftey) 800 0 0 0
Total Estates Schemes 140,192 73,642 67,078 6,564

Equipment Schemes:
Medical Equipment - general 2,476 326 20 306
Total Equipment Schemes 2,476 326 20 306

IT Capital Schemes:
IT General 2,390 0 89 (89)
New Royal - IT 1,573 0 727 (727)
LIMS - Pathology system 254 254 0 254
Total IT Schemes 4,217 254 816 (562)

Other Capital Schemes:
Divisional & Minor Other Schemes 1,264 200 558 (358)
Surgical Robot (donated) 1,600 800 0 800
Total Other Schemes 2,864 1,000 558 442

TOTAL 149,749 75,222 68,473 6,749



 Risk 
 

Key financial risks to delivery 2021/22 

• The outturn position for H1 shows a breakeven position, which is in line with the plan. 
• H2 position holds significant risk: 

- Guidance has been issued, and indicative funding allocations have been shared.  
- Workforce: Continued pressure on pay budgets, with spend increasing due to additional staffing above 

establishment and use of premium rate back fill. 
- Pay award potentially underfunded by over £2m. 
- Rising energy costs could be significant through H2 and are being assessed. 
- Elective recovery in H2 will place additional costs into the system. ERF income may offset costs if 

activity targets are met, this is being assessed through H2 planning. 
- Delivery of activity plans are challenged and will require a step change in performance. 

• Cash position should be sufficient for H2. Cash risk scenarios shows this holds true under a variety of 
downside assumptions. However unaddressed provides a risk during 2022/23. 

 

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. 

 

Key financial risks to delivery  

 



 Better Payment Practice Code 
 
Key issue 

• Action plan for improved performance submitted to NHSE/I in August. 
• Trajectory to improve in month performance to 90% by Q4 and to 95% by end of March 22. 
• Plan accepted by NHSE/I 
• Full briefing to Audit Committee in October. 
• Actual performance against improvement trajectory will be monitored over remainder of the year. 
• Graph below shows expected improvement trajectory being delivered 
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Introduction 
This section of the Trust’s Integrated Performance Report, considers performance for September 2021 against the three R&I Success Measures.  It considers 
trends, risks and actions being taken mitigate to risks. The indicators are described within this paper for each of the three R&I Success measures and where 
data already exists to articulate performance, this is included.  Where available the internal and external targets/benchmarks are highlighted.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Governan
ce and 
Assurance: The oversight of research performance and governance is being driven through the Research Steering Group led by the Associate Medical 
Director of R&I, Associate Director of R&I and the Assistant Director R&I.  The RSG reports to the Exec Led Group and up to the R&I Exec Committee. 

Great Research & Innovation - Research 
Great Research & Innovation 

 
To become an outstanding centre for research and 
Innovation we will:- 

• Deliver high quality research and innovation 
• Widen access for research opportunities 
• Embed a culture of research and innovation 

 

Our strategic 
objectives 

Our measures of 
success 

Year 1 Y1 Q1 Y1 Q2 

High Quality 
Research and 
Innovation 

Increased number of 
active clinical research 
studies  

10% increase in active clinical 
research studies.  

This equates to a target 286 NIHR 
CRN open and recruiting studies. 

Year 1 Target= 286 

Actual for Q1=196 

Year 1 Target =286 

Actual for Q2 = 211 

Widened 
Access to 
Research 

Patients are offered 
the opportunity to 
participate in clinical 
research studies 

20% of patients are offered the 
opportunity to participate in 
clinical research studies. Data not 
yet available 

Data not yet available as change is 
being implemented in ERP to 
capture if patients offered research 
as a treatment option 

Data not yet available as change is 
being implemented in ERP to capture if 
patients offered research as a 
treatment option 

Embedded 
Culture 

Increased number of 
research active 
clinicians  

5% increase in the number of 
research active clinicians. This 
equates to 338 Principal/Chief 
Investigators [PI/CI] 

Target for Y1 = 338 

Actual for Q1= 328 

Target for Y1 Q2 = 338 

Actual for Y1 Q2=337 



 
 

 
Strategic Key Performance Indicators September 2021 
GREAT RESEARCH AND INNOVATION: High Quality Research and Innovation

 
              *Baseline = 2020/21 performance  

Operational Delivery Performance Baseline* Target

No. of High Quality Research Studies 166 182 166 208 196 206 211

No. of Commercial Studies 66 NA 66 76 67 71 73

No. of Interventional Studies 192 NA 192 223 200 212 216

% of Expression of Interest returned 60% 80% 60 52 40 34 70

% of Studies Reaching Time to Target [PID] TBC 80%

% of Studies Recruiting 1st Patient within 62 Days [Non-
Commercial] - 9B

25% 80% 25% 28% 30% 33% 30%

% of Studies Recruiting 1st patient within 80 days 
[Commercial] 9A

55% 80% 55% 55% 57% 55% 66%

Mean time taken [Days] to set up studies within 40 day 
[Date Site Selected to Confirmation of Capacity and 
Capability]

27 40 27 36 39 36 41

% of Studies Recruiting Time to Target [T2T] [Non-
Commercial]

66% 80% 66% 66% 88% 71% 43%

% of Studies Recruiting  Time to Target [T2T] 
[Commercial]

66% 80% 66% 66% 66% 81% 80%

*NIHR Studies Open and Recruiting

** Metrics reported quarterly due to l imited change in one month

Performance

Latest reporting period is Q4 20/21  - 66% 



 
 

Strategic Key Performance Indicators September 2021 
GREAT RESEARCH AND INNOVATION: High Quality Research and Innovation 
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In May 2021 LUHFT had open/follow up 473 studies.  166 were defined 
as high quality research studies and adopted onto the National Institute 
of Health Research CRN portfolio.  As with all research portfolios the 
number of open studies fluctuates on a daily basis. During September 
the number of NIHR CRN studies was 211.                                            

Commercial Portfolio –there has been an increase in commercial 
studies from May - September. Our NIHR CRN commercial portfolio 
remains stable at approximately 20% of overall portfolio. Our ambition 
is to grow this 20%  year on year, delivered via the R&I business 
development plan which is being finalised. 



 
 

Strategic Key Performance Indicators September 2021 
GREAT RESEARCH AND INNOVATION: Embed a Culture of Research & Innovation 

 

Operational Delivery Performance Baseline Target

No. of LUHFT Active Chief Investigators/Principal 
Investigators

322 386 339 337

No. of Expressions of Interest 29 TBC 33 29

No. of Clinical Research Leads across LUHFT TBC TBC TBC TBC

No. of Champions Identified from Job Planning TBC TBC TBC TBC

No. of Active Research Allied Health Professions 12 TBC TBC TBC

Performance
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The strategic objective of increasing the Chief 
Investigator/Principal Investigator [PI/CI] workforce 
by 5%, 13% and 20% over a 3 year period is a 
measure of success.  

The baseline in May 2021 is 322.  While there has 
been a slight decrease in the number of PI/CI in 
September. The Strategic Target in Year1 target is 
5% [338], which we are track to deliver. The 
increase in the number of PI/CIs will lead to an 
increase in the number of studies that are open 
across the Trust.  

The Trust received 31 expressions of interest in 
September 2021; these are studies to be considered 
opening by the Trust, either commercial or non-
commercial.  Out of these 31 the Trust only 
accepted 6 studies, 16 declined and 9 gave no 
response.  If we are to increase the portfolio and the 
number of PI/CIs we need to review why this uptake 
is low. This piece of work is reviewed through the 
RSG on a monthly basis in collaboration with the 
divisional leads. Further updates will be provided in 
the next IPR and mitigations have been provided in 
the Exception Report. 

One of our strategic objectives is to increase the 
number of research active Allied Health 
Professionals [AHP]. There are currently 12 non 
medic Allied Health Professionals across the Trust. 

We are aiming to raise the profile and impact of 
research across the Trust by sharing the successes 
of research with our clinical colleagues by working 
with the Ward Boards and ward staff. 

  

  



 
  

 

 

 

Strategic Key Performance Indicators September 2021 
GREAT RESEARCH AND INNOVATION: Widen access to Research across the Trust 

 
         Number of patients recorded on a monthly basis  

  

Operational Delivery Performance Baseline Target

No.of Patients Recruited into Research Studies 311 NA 376 374 648 640 584

No. of Screened Patients 430 NA 465 485 795 886 686

No. of Patients Offered Research 3-5% 80% 4% 4% 4% 4% 4%

No. of Patients Enrolled on the Research Database 
[C4C]*

12,945 NA NA NA NA NA NA

No. of Patients/Volunteers Identified from Research 
Database*

150 NA 150 NA NA NA NA

* Reported quarterly due to limited change in 1 month

Performance
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Performance Reports – Summary Position Divisional Level 

  

 

LUHFT high quality research portfolio.  

To achieve our strategic objective of growth each Division must 
contribute to the balanced portfolio of clinical research studies that 
increase by 10% from baseline in Year 1, 25% in Year 2, and 45% in 
year 3. The focus in 20/21 has been on COVID research in line with 
DHSC guidance, however the focus or restart and growth of the 
research portfolio is a priority in 21/22 

Spotlight on Divisional Research 

Dr Cyril Sieberhagen is the PI/Generic Team on Aintree site  

MICHAH study – LUHFT – Aintree site were the top recruiter for this 
study in the last quarter.  

The purpose of this study is to investigate how mortality can be 
reduced in patients with alcoholic hepatitis. Samples and data are 
collected from patients with Alcoholic Hepatitis [AH] and acute 
decompensation of cirrhosis [DC]. The samples and data will be 
used to investigate whether a blood test can diagnose AH and so 
avoid the need for liver biopsy. It will also study tests to predict 
disease outcome, infection and kidney damage. 

Transgene Study – Prof Terry Jones is the PI/Shirley Pringle 

This study featured in the Liverpool Echo and on Radio 
Merseyside. 

The first human trials for a ground-breaking 'vaccine for cancer' have 
begun in Liverpool with the first patients recruited.  LUHFT have so 
far recruited 5 patients of the Target Recruitment of 30 for the whole 
trial. 

A team of cancer researchers from Liverpool Head & Neck 
Centre, Liverpool University Hospitals NHS Foundation Trust, 
Clatterbridge Cancer Centre and The University of Liverpool are 
trialling new vaccines that aim to harness a patient’s own immune 
system to fight cancer.  Head and neck cancers, which include 
mouth, throat, tongue and sinus cancers, are particularly difficult to 
treat and carry a high risk of returning even after successful 
treatment. 

            



 
  

 

 

 

 Grant Applications – Funding Bodies 

 

   

  
 

Grant applications for LUHFT are supported by Liverpool Health Partners and may either relate to LUHFT sponsor activity or that 
Liverpool Health Partners University of Liverpool.   

A number of grant awarding bodies require an NHS entity to hold the grant in cases when the Chief Investigator is a UoL employee 
under a sub contract LUHFT will support.  

 

 

 
  



 
  

 

 

 

Sponsorship 

LUHFT gives a full sponsorship support service to its non-academic Chief Investigators (CIs). This includes utilizing the Liverpool Health Partners 
Joint Research Office sponsorship committees for study review and adoption. The current portfolio includes device, drug, novel intervention & non-
interventional studies both NIHR portfolio and commercially funded. 
 
The Sponsorship team support the strategic objectives of High Quality and Embedded Culture of research by contributing to the total number of 
studies undertaken within the trust and development of new CIs, especially in the areas of Nursing and professions allied to Medicine. Present 
challenges to this aspiration are the new Health Research Authority student research guidance and to a certain extent loss of CIs to other 
academic institutions. LUHFT still benefits from some of this academic CI activity via the choice of LUHFT as a host site for Higher Education 
institution research. 

 
 
 
 
 
 
 
 
 



 
 

Board of Directors 
 

COVER SHEET 
 

Agenda Item (Ref) TB2122_86 Date: 26/10/2021 

Report Title  Complaints Annual Report 

Prepared by  Helen McGuire and Niall Ballinger, Complaints Managers 

Presented by  Elaine Inglesby-Burke, Interim Chief Nurse 
 

Key Issues / Messages • COVID-19 has had a significant operational impact on the Trust, and key partners, 
during 2020-21. This has in turn affected our ability to progress complaint 
investigations, particularly during the height of the pandemic. 

• The Patient Advice and Complaints Team handled 298 formal complaints and 
4,945 informal concerns during 2020-21.  

• A key focus for 2021-22 is strengthening how learning from complaints is acted on 
and embedded 

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

Funding Source (If applicable): NA 

Supporting Executive: Elaine Inglesby-Burke, Interim 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 

Patient Experience Group Sep 
2021 

AD Quality 
Governance 

Report noted and recommended for approval 

Quality Committee Sep 
2021 

Director of 
Quality 
Governance 

The Committee noted the report and 
recommended it be approved pending minor 
amendments. They asked that the section 
relating to the Trust Strategy be strengthened 
to reflect the links between the report and 
achieving the Trust’s objectives. They also 
asked that the expected timescales be 
clarified. 



 
  

 

  

EXECUTIVE SUMMARY 

1. Define the Issue 

This report provides an overview of the Trust complaints function in 2020-21. It also identifies and 
triangulates key themes and trends raised by those who use our services, providing assurance that 
changes to practice have been implemented as a result.   
 

2. Key Findings 

In 2020-21, the Trust responded and adapted to changes brought about by the COVID-19 pandemic. 
From a complaints perspective, this meant making rapid changes to embrace technology and providing 
support in different ways, prioritising the support central teams could offer to clinical colleagues 
 
The Trust reduced the number of formal complaints and increased the number of concerns addressed at 
source during the year. This was a planned approach to address concerns for patients and families as 
quickly as possible in the way that works best for them. 
 
The Patient Advice and Complaints Team handled 298 formal complaints. This compared to 429 in 
2019-20. The Patient Advice and Complaints Team handled 4,945 informal concerns. This compared to 
3,796 in 2019-20. 
 
There were 13 new Parliamentary and Health Service Ombudsman (PHSO) referrals raised. This 
compared to 12 in 2019-20. A total of 3 complaints were re-opened. This compared to 19 in the previous 
year. 
 

3. Solutions/Actions 

While 2020-21 has been an extremely difficult period, recovering from these challenges will mean 2021-
22 continues to be a period of unprecedented demand in relation to complaints. The complaints team 
have worked with divisional colleagues to create governance recovery plans and to address long 
standing complaints. 
 
A great deal of system work is ongoing with a view to improving the way in which learning from 
complaints is acted on and embedded. This includes working alongside the wider governance function to 
learn thematically and consider opportunities for auditing to test the sustainability of change.  At the 
forefront is the introduction of divisional Practice Improvement and Lesson Learning reports, to 
supplement the Trust report, which will focus in greater detail on local opportunities to improve patient 
care and experience. 
 
4. Recommendations 

The Board is asked to: 
• Approve the 2020-21 Annual Report 
• Note the significant challenges that will remain during 2021-22 and the plans in place to address 

them 
• Agree to publish the report on the Trust website 



 

 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
At Liverpool University Hospitals we welcome all feedback from patients and 
their families about their experiences of our care.  Feedback is extremely 
valuable to us as it gives us the opportunity to review services and make 
changes where appropriate. In 2020-21, our workforce responded and adapted 
to the changes brought about by the COVID-19 pandemic. From a complaints 
perspective, this meant moving rapidly to make fundamental changes to the 
way we work, including using technology and providing support in entirely 
different ways. 
 
In doing all of this, we prioritised the support the central teams could offer to clinical 
colleagues. As the largest employer in the Liverpool City Region this needed to 
happen in a way that supported the wellbeing of employees as they juggled caring 
responsibilities, illness and the same anxieties being experienced by people across 
society. Despite the many challenges that the pandemic presented, we maintained 
a full service on both sites throughout the year to support complainants, progressed 
almost 300 complaint investigations, trained staff appointed to key operational roles 
in the new structures and worked with divisions to improve the focus on learning from 
patient’s experiences.  
 
COVID-19 has had a significant operational impact on the Trust, and key partners, 
which has in turn affected our ability to progress complaint investigations, particularly 
during the height of the pandemic. Added to the personal impacts that patients, their 
families and our own employees were experiencing, these challenges resulted in 
difficulties in maintaining the timeliness of investigations.  
 
While 2020-21 has been an extremely difficult period, recovering from these 
challenges will mean 2021-22 continues to be a period of unprecedented demand in 
relation to complaints. However, given how staff across the Trust responded in the 
last 12 months there is no doubt of the commitment and dedication of LUHFT staff 
to deliver the best possible outcomes for patients and their families. 
  



 
 

 
 
The Trust’s strategic framework was approved in July 2020 and sets out the 
importance of sustainability to delivering our vision to create Healthier, 
Happier, Fairer Lives.  
 

 
 
The complaints function supports delivery of this strategy by ensuring we consider 
each complaint or concern raised as an opportunity to learn from experiences and 
improve our patients’ journeys.  



 
 
We view complaints and concern as being extremely valuable intelligence. The 
community we serve rely on our services and share their experiences with each other 
so when we are able to address feedback and provide a quick resolution we know 
we are likely to be reaching more than one patient or family. Responding effectively 
and efficiently therefore has a significant impact on the wider perception of the Trust 
and the confidence our communities have in us. 
 
Furthermore, we know that concerns and complaints are a source of insight on those 
areas of the organisation that pose a risk, that need improvement support or where 
our staff require additional support. By looking closely at key themes we can also 
often identify new good ideas for improving our service that had not been previously 
identified. 
 
The Trust, as is common in NHS organisations, has a number of policies and 
procedures in place to keep patients safe and deliver effective care. However, we 
don’t always know if they are working as intended and provide a good experience to 
our patients and their families. Complaints and concerns often highlight flaws in our 
internal processes and contain themes that identify what is not working or is unclear 
to patients. By analysing this information, alongside positive feedback, incident 
forms, claims and staff experience, the Trust will be able to assess which procedures 
need improving and which may be obsolete. 
 
Having an open channel of communication where patients and their families can 
report problems with our service or bad experiences will support delivery of the 
overall Trust strategy. By ensuring we can deliver consistently Great Care the Trust 
will continuously improve and fulfil our vision of creating Healthier, Happier, Fairer 
Lives. 
 
 
Trust Values 
 
The Trust’s values, developed in collaboration with staff, are deeply embedded in the 
investigation and learning process:- 
 

• We are Caring: We treat people equitably and value their different 
experiences 

• We are Fair: We are good role models (to each other and the public we 
serve), being accountable for what we do and how we behave  

• We are Innovative: We work as one team to deliver, improve and transform 
care through continuous improvement  



 
 

 
 
In 2020-21, the Trust reduced the number of formal complaints and increased 
the number of concerns addressed at source. This was a planned approach to 
address concerns for patients and families as quickly as possible in the way 
that works best for them. 
 
The Patient Advice and Complaints Team handled 298 formal complaints. This 
compared to 429 in 2019-20.  
 
The Patient Advice and Complaints Team handled 4,945 informal concerns. This 
compared to 3,796 in 2019-20. 
 
There were 13 new Parliamentary and Health Service Ombudsman (PHSO) referrals 
raised. This compared to 12 in 2019-20.  
 
 

Background 
 
Complaints management is undertaken in accordance with the NHS 
(Complaints) Regulations 2009.  Complaints and concerns are regarded as an 
important source of intelligence on the quality of service provision.  The 
Patient Advice and Complaints Team (PACT) manages this service in close 
liaison with the divisions and care groups to ensure that, where appropriate, 
there are changes to practice and lessons are learned and shared. 
 
The aim of this report is to identify and triangulate the themes and trends raised by 
those who use our services and provide assurance that changes to practice are 
implemented as a result. 
 
A single complaints process exists across all Trust sites, which sets clear processes 
for complaints and concern handling. The Trust addresses complaints through two 
distinct processes in line with the regulations. These are:  
 

• A concern – these are normally received in person, by telephone or email and 
managed at a local level, with the involvement of the PACT where support is 
required. Where a concern has been taken or shared with PACT, the concern 
and outcome will be logged on Datix for trending analysis. It is LUHFT’s 
expectation that all concerns will be addressed within 5 working days. 



 
 
 
 
 

• A formal complaint – a complaint is more complex and multi-facetted, it may 
involve a single care group, multiple care group or even multiple 
hospitals/agencies (cross boundary). It will be investigated and a formal 
response shared with the complainant which will have Trust Executive 
oversight. The process identifies different timeframes for addressing 
complaints depending on complexity. The timeframe for complaints single 
Trust complaints is 35 working days, for cross boundary complaints (a 
complaint involving multiple external agencies or multiple care groups with 
complex concerns) it is 60 working days. There was close liaison with patients 
and families during peaks in COVID-19 pressures to mutually agree to extend 
deadlines. 

 
Delivery 
 
298 formal complaints were received compared to 429 in 2019/20 across all sites. 
 
4,945 informal concerns were addressed at source compared to 3,796 in 2019/20 
across all sites. 
 

 
 
It should be noted that the year saw exceptional circumstances during the COVID 19 
pandemic which reduced the clinical activity at the trust. This was particularly the 



 
 
case with attendances at the Emergency Departments and with the number of 
outpatients’ appointments. There was therefore significant differences between 
months depending on COVID-19 prevalence and restrictions in place nationally. 
 
The regulations require that complaints are acknowledged within 3 workings days. 
For the 298 new complaints, the Trusts met the 3 working day target on average 94% 
of the time, a slight decrease from 95% in the previous year.  
 
The Trust policy requires that concerns are responded to in 5 days. This happened 
92% of the time in 2020-21. There was a particular fall in compliance during Quarter 
4 which corresponded with the implementation of business continuity plans during 
Wave 3 of COVID-19.  
 
The Trust policy requires that formal complaints are responded to in either 35 or 60 
days depending on complexity. The response fell during the year from 79% in 
Quarter 1 to 31% in Quarter 4. There have been significant challenges facing 
clinicians and operational managers during the year that had a detrimental impact 
on the timely investigation of complaints.  
 
A total of 3 complaints were re-opened. This compared to 19 in the previous year. 
 
Outcomes and key themes 
In 2020/21 the top 3 themes from complaints accounted for 44% of upheld/partially 
upheld complaints: 
 
• 84 complaints concerned patient care (28% same as last year).   
• 33 complaints concerned communication (27% an increase from 18%)  
• 12 complaints concerned access to treatment or medication (9% a decrease 

from 23%) 
 
65% of all complaints found failings in our treatment and care. We upheld the full 
complaint in 71 cases and partially upheld the complaint in 124 cases. 
 
26% (76 cases) were not upheld; 2% (6 cases) withdrew their complaint and 5% (15 
cases) remain open.  
 
 
 



 
 
Quarter 1  
Quarter 1 saw a decrease in complaints and concerns as the first wave of COVID-
19 continued The Trust adopted PHSO guidance encouraging complainants to have 
their complaints addressed as concerns wherever possible 
 
The top 5 themes were Communications, Patient Care, Trust Administration Policies 
and Procedures, Appointments and Access to Treatment or Medication. 
 
 
Quarters 2 and 3 
Quarters 2 and 3 were reported together due to the business continuity 
arrangements in respect of the COVID-19 Pandemic. Although there was an 
increase in complaints from Q1, lower numbers were received than previous years.  
 
The top 5 themes were the same as Q1, Communications, Appointments, Patient 
Care, Trust Administration Policies and Procedures, and Access to Treatment or 
Medication. Appointments were a greater concern as pressures on seeing patients 
face to face escalated. 
 
Quarter 4 
Quarter 4 saw a decrease again in the number of complaints and concerns. Efforts 
remained focussed on reducing the burden on clinicians who were dealing with 
significant COVID-19 admissions. Business continuity arrangements deferred the 
investigation of many complaints during February and March as part of these efforts. 
 
A summary of lessons learned are demonstrated in the PILL Quarterly reviews and 
are detailed in the Learning section of this report.  
 
Parliamentary and Health Service Ombudsman 
The Parliamentary and Health Service Ombudsman (PHSO) helps to resolve 
complaints about the National Health Service. They are the final stage in the NHS 
complaints process. 
 
There were 13 new Parliamentary and Health Service Ombudsman (PHSO) referrals 
raised following the completion of the Trust’s formal complaints process compared 
to 12 in the previous financial year. 7 were on the Royal site, 6 on the Aintree site 
and 1 on the Broadgreen site.  
 



 
 
Two PHSO cases were closed during the year with no further action, and two were 
partially upheld. One case was due to the failing of a recording device in a complaints 
meeting and the second was due to delays to treatment following the cancellation of 
an appointment that was not communicated to the patient, this case required the 
patient being compensated for the sum of £100. 
 
The Trust moves into 2020/21 with 9 open undecided PHSO referrals. 
  



 

 
 
Once complaint investigations are completed the local care groups work to 
deliver the agreed actions. This is triangulated by the Governance Team with 
key learning from incidents, claims, mortality reviews and external reports. 
Trust wide learning from other divisions or departments is disseminated 
through the Divisional Group meetings to ensure it is shared widely and 
properly embedded. 
 
This report demonstrates progress made during the year. It highlights specifically 
where outcomes from complaints have been recognised to improve patient care and 
experience and how this was recorded in the quarterly Practice Improvement and 
Lesson Learning reports that are produced. 
 
Division of Acute and Emergency Medicine 
 
Acute Medicine  

• To ensure the early involvement of spinal input in the management of 
patients with pathological fractures, a spinal pathway has been developed 
giving clear guidance for contacting the Spinal Team. MRI scanning hours 
have also been extended at both hospital sites. Complaint responses are 
being used as an example in ongoing departmental teaching of junior 
doctors and allied health professionals.  

• A ward move checklist is being completed for any internal patient transfers, 
with audit taking place of its use.   

• If a patient in the department is requiring collection at discharge, the patient 
is now assessed and asked if they would like someone to wait with them 
outside to support their discharge. 

 
Emergency Department  

• Further checks have been introduced to ensure patients understand and 
have confidence in their care plan.  

• Risk assessments of the environment have taken place with cubicles 
available at times of surge  

• Senior staff held discussions with administration staff to educate them on 
the importance of ensuring information is available on electronic systems 
and the effect on patients when it is not.  

• A joint session with the Social Services team was held  to ensure patients 
receive consistent information regardless of the member of staff they see. 



 
 

This has been supported by wider adoption of the “#hellomynameis 
campaign”. 

• Staff undertook training to ensure they are aware of the impact of 
cannulation on a patient prescribed Warfarin, and know what to do if the 
patient’s cannula fails.  

 
 
Division of Specialist Medicine 
 
Nephrology 

• Patient experiences have been shared at the ward meeting. This has helped 
to ensure concerns around mental health /cognitive impairment are referred 
in a more timely manner to the Hospital Mental Health Liaison Team.  

• Dementia training has taken place across the care group, following a 
complaint, to ensure an improved patient experience for patients with 
dementia in the department. 
 

Thoracic 
• There have been reductions in the length of wait in Emergency Department 

for a pain assessment or analgesia 
• All staff are now fully trained to mobilise a patient with an IV drip in situ. 
• More consistent checks are taking place to ensure all patients have a call 

bell within reach. This was discussed at the Ward Safety and Governance 
meeting and spot checks introduced. This will be monitored through Perfect 
Ward, to maintain compliance. 

• There has been improved communication relating to informing relatives 
about changes in medication. Clear reasons for medication changes are 
now more clearly documented which has improved the level of clarity 
regarding care and improved patient experience 

 
Palliative Care 

• The Team are supporting ward staff to ensure patients at risk of falls have 
an up to date plan of care. 

• Further support has been provided on the importance of completing a risk 
assessment and plan of care for patients at risk of falls.  

 
Infectious Diseases 

• The ward are ensuring patients are not ‘labelled’ on admission and that all 
patient social and medical histories reflect issues such as alcohol intake 



 
 

accurately. Patient experience is now highlighted to clinicians as part of the 
education programme. 

 
Diabetes and Endocrinology  

• To improve communication in the department and to ensure patients and 
their relatives are kept fully informed of any diagnosis and treatment plan, 
hospital staff are now routinely contacting relatives with updates. This has 
been well received and is monitored via the daily ward assurance checklists 
and spot checks by Matrons.  

• To support bereaved families compassionately, a suitable private area for 
relatives has been identified. 

• A session has been held to educate staff on use of the hearing loop for 
patients who are hard of hearing, particularly when wearing face masks.  

 
Division-wide 

• Delays in rapid swab results are being escalated more quickly to ensure 
results are returned to the wards in a timely manner. 

 
 
Division of Surgery 
 
Upper GI Surgery 

• To further develop minimally invasive cancer surgery at the Trust, and to 
further reduce serious complications of Upper GI resectional surgery 
compared to national outcomes, there will be consistent pairings of 
consultant surgeons for minimally invasive cases.  

• Awareness has been raised between all staff regarding access to cot 
bumpers and staff informed of how to locate bumpers from other wards 
where required. 

 
Vascular 

• Introduction of a nutrition link worker, per shift, who will be responsible for 
distributing snacks to patients to ensure all patients are offered regular 
snacks.  

• A local induction checklist has been introduced that is specifically relevant 
to bank staff working on the ward to ensure they are familiar with IPC 
processes / procedures of the ward.   

• Delivered face-to-face training with all ward staff to ensure admission 
documentation is not created in advance. The ward are now conducting 



 
 

regular reviews of admissions documentation to ensure the correct process 
is being followed. 

 
General Surgery 

• Refresher training by Information Governance for medical secretaries to 
ensure no clinical information is given to patients over the telephone unless 
by a clinical member of staff. 

• To ensure patient comfort whilst in assessment areas, a review is to take 
place of available furnishings, with Procurement and IPC, to purchase new 
IPC compliant furnishings. 

 
Emergency Surgery 

• Clarity in communicating and recording the type of respiratory system in use 
by patients is ensuring that an appropriate feeding tube is always utilised. 

 
Trauma and Orthopaedics 

• A session was held to portray to staff how their attitudes and behaviours can 
be perceived by patient and relatives.  

• Additional focus has been given to the importance of accurate discharge 
letters and providing details of follow-up appointment dates and venues. 
This has been audited to ensure the improvement has been delivered. 

• A review of short notice appointments has been conducted with the Trauma 
Secretaries, PAC and Clinic Clerks, so that when postal appointments may 
not be received by patients in a timely manner,  patients are informed of 
changes to appointments via alternative methods.  

• An audit has been undertaken to ensure that changes to the tracking of 
patients’ medications when they move wards or are discharged have been 
embedded.  

 
Gastroenterology 

• A safe has been acquired to safely store patients’ belongings.  
• Improvements have been made to the monitoring of pain scores with Ward 

Managers conducting audits to ensure the effects of analgesia are being 
captured so patients can receive the correct analgesia to manage their pain. 

 
 
 
 
Colorectal Surgery 
 



 
 

• Bowel Dysfunction Nurse are now taking the lead and linking in with clinical 
teams to provide pre-operative telephone advice for patients who are 
undergoing an ACE procedure. This is ensuring patients are fully prepared 
pre-operatively. 
 
 

Division of Anaesthesia, Critical Care, Head and Neck and Theatres 
 
Theatres and Anaesthesia 

• Audits are taking place to ensure broken equipment is taken out of service 
to keep environments safe. 

 
Critical Care 

• The name of the consultant in charge of ITU is being displayed on a 
whiteboard on the unit. If a surgeon is not available to speak to family after 
a patient is admitted the consultant in charge will ensure family are 
communicated with. 

 
Head and Neck  

• The department are proactively communicating to patients in a timely 
manner, if there are any known delays within clinic. The Outpatients 
Department Manager has revised the formal process for this. 

 
Dermatology 

• A review of the Dermatology service across Aintree and Broadgreen sites 
has been conducted with the view of Dermatology referrals relating to Head 
and Neck being undertaken on Aintree site with a direct link to the regional 
Head and Neck Centre.  

• All staff in Dermatology have been provided with a copy of the local surgical 
handbook to support patients to breastfeed and improve communication of 
this between staff and patients prior to surgery.  

 
Dental Hospital 

• The Hospital has ensured Dental Therapist involvement in MDTs to provide 
co-ordination between Clinical Team and scheduling of appointments. This 
will improve co-ordination of joint clinic patients to mitigate changes of 
appointments being made incorrectly.  

 
 
 



 
 
Ophthalmology  
 

• The department are ensuring all needles or syringes are fully tightened 
before being used and ensure specific RC Ophthalmology guidance (2018) 
is followed. There was also a safety forum, discussing specific complaints 
and relating 7 safe steps for surgery for this procedure, to ensure a reduction 
in the chance of the needle unlocking from the syringe and preventing 
posterior capsular tear. 

• The Deputy Head of Operations has completed a deep-dive review of 
Ophthalmology administrative processes, including referrals and follow-ups 
and clinic templates. The Failsafe Team are conducting an audit of all 
patients who attended clinic between set-dates, who left clinic without an 
appointment and remain waiting an appointment, to ensure no patient is 
“lost to follow-up” within that timeframe. All Macular repeat appointments 
are to be booked on the day of the consultation, to ensure patients leave 
with their next appointment booked and avoids any potential appointments 
being “lost to follow-up”. 

 
Division of Diagnostic and Support Services 
 
Therapies 

• Importance of good communication of discharge planning and 
arrangements has been discussed as a team. Cancellations or changes are 
being more clearly discussed with families, particularly where changes have 
occurred.  

• Monitoring arrangements for the provision of therapeutic equipment on 
discharge are being revised.  

• A system has been developed to ensure goods are clearly marked when 
they are judged to be no longer suitable to meet clinical needs by marking 
goods and evidencing this on PENS. The team have also developed a 
system of checking goods on receipt in the department to ensure an 
Orthotist or Technician checks them on delivery to reduce the pathway time 
to patients receiving their goods. 

 
 
 
 
 
Corporate Services 
 



 
 
Finance 

• Belongings had previously always been listed and sent to General Office; 
however, at the beginning of a pandemic this was not possible as infection 
control had advised property needed to be isolated for 72 hours. This meant 
that property had to be stored locally and there was little or no provision 
made for this process in emergency circumstances. We now have a new 
process in place where General Office are accepting property and isolating 
it in their department for 72 hours.  

 
 

Priorities for 2021-22 
 
As was highlighted earlier in this report, the COVID-19 pandemic had a significant 
impact on the organisation during 2020-21. This impact, along with the 
postponement of the PHSO’s new three-year strategy until 2022-23, means the Trust 
will use the forthcoming 12 months as a period of recovery and stabilisation from 
COVID-19 and its effect.  

 
The three key objectives for 2021-22 are: 

• Objective 1: Support divisions to manage the ongoing impact of COVID-19 on 
their complaints and concerns. This includes supporting them to deliver their 
Governance Recovery Plans  

 Timescale for completion: December 2021 
 
• Objective 2: Delivering training to staff who have responsibility for writing 

complaints to ensure the investigations are thorough and factual with a cover 
letter that is suitably empathetic and, where necessary, apologetic. 
Timescale for completion: February 2022 

 
• Objective 3: Develop an audit programme for complaints to establish how well 

embedded actions are, how satisfied complainants are and inform our future 
strategy. 
Timescale for completion: March 2022 
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EXECUTIVE SUMMARY 

1. Define the issue 

The purpose of this report is to provide the Board with an update on: 

• the progress made against the Our Future Together strategy programme; 
• the progress made towards delivery of the year one measures of success and associated activity and risks at Q2; the detail in this 

update is aligned with the Board Assurance Framework. 
 

2. Key findings 

Our Future Together – Strategy Programme Update 

• Focus on development & sign off of the four ‘great’ programmes to ensure programme governance and plans are in place. The level of 
maturity of each programme is variable and this will be resolved in Q3 to bring all of the four ‘great’ programmes up to the same standard.   

• Of the seven enabling strategies referenced in the Our Future Together Strategy, five have been approved by the Board. However, two 
of the five are due to return back to the Board with revisions/amendments. A summary of all the enabling strategies due to return to the 
Board are summarised in the main paper.  

• Communications and Engagement  
o The Our Future Together strategy was launched to LUHFT senior leaders in late July, as the first in a series of events to provide 

afocused opportunity to think and work through our collective about our ambitions as an organisation. Leaders were asked to 
cascade and share the detail of the strategic intent teams, using the resource packs supplied on the day. A request has been 
made to those senior leaders to understand what conversations have happened; collating feedback on staff engagement in 
embedding the strategy and understanding the role we all play in deliveryoing our Future toether. The engagement plan will be 
updated in Q3 to incorporate feedback and target areas and staff groups which we are not reaching. A full day session for senior 
leaders in September focused on Great Care and the culture and priorities we need to embed throughout the organisation to have 
the best safety culture in the NHS. 

o In addition we started the Our Future Together strategy roadshows; twelve virtual or face to face roadshow events were held in 
September and October. While attendance has been limited (< 80 in the 12 sessions and predominantly been from corportate 
teams) the feedback has been positive and has provided useful feedback to act upon. 94% of staff who attended a roadshow 
agreed the event had helped them to better understand the direction of LUHFT and 74% responded to say that the session had 
helped them to understand how they contribute towards delivering our strategy. We have been liasing with ward managers, 



 

 

matrons and education leads to understand other opportunities to gain further traction with clinical staff and the plan will be in 
enacted in Q3. 

o Feedback from engagement and communication activity will inform a re-developed plan, to continue to move through the ‘raising 
awareness’ into ‘embedding’ phase throughout 2021/22 and then through to 2024. 
 

Our Future Together – Four ‘Great’ Priorities Quarter 2 Update 

RAG ratings have been assigned against progress towards the Year 1 targets and associated activities agreed in the Our Future Together 
strategy. Full details are defined in the main report, however the Board should note the following risks are at greatest risk of delivery against the 
year 1 measures of success.  

Our strategic 
objectives 

Our measures of success Year 1 target RAG 

Caring Be a top performing Trust for Inpatient survey 
results 

Achieve an improvement against baseline for Acute 
Trusts in National Inpatient Survey for overall 
experience of care  

 

Great Staff 
Experience 

Improved staff engagement score in the staff 
survey 

Achieve an improvement in staff engagement score to 
7.0 

 

 

3. Solutions / Actions 

The Strategy and Planning Office continues to work with the Executive SROs and Operational Leads to review the programme governance 
arrangements in place for their respective programmes. Specifically, Programme Leads are asked to ensure: 

• an Executive led group or equivalent has been identified to undertake the role of programme team meeting. As a minimum, we would expect 
the group to meet on a monthly basis to review progress against plans; 

• the Executive SRO for each programme has signed off the ‘great’ programme overviews and Project Initiation Documents for projects under 
the umbrella of their programme, this includes the baselines, measures of success and data targets for year 1-3. 
 

4. Recommendations 

The Board are asked to note:  

• the progress made against the Our Future Together strategy programme; 



 

 

 

• the progress made towards delivery of the year one measures of success and associated activity and risks at Q2; the detail in this 
update is aligned with the Board Assurance Framework. 

  



 

 

 

MAIN REPORT 

1. Background 

The purpose of this report is to provide the Board with an update on: 

• the progress made against the Our Future Together strategy programme; 

• the progress made towards delivery of the year one measures of success and associated activity and risks at Q2; the detail in this update 
is aligned with the Board Assurance Framework 

2. Our Future Together Programme Update 

2.1 Our Future Together Programme 

This quarter, the Strategy and Planning Office has worked with the programme leads for each of the four ‘great’ programmes to assess the 
strength of the programme governance and plans in place. Some programmes are more mature than others and the Strategy and Planning Office 
have offered support to help fill the gaps. After a quality assurance exercise, final amendments are being made to the data definitions tables for 
the measures of success, the team are now focussed on ensuring robust governance and reporting arrangements are in fully place for each of 
the programmes in Q3. 

2.2 Our Future Together Enabling Strategies 

A summary on the progress of each of the Trust’s enabling strategies can be found below. 

No  Enabling Strategy Strategy Owner  Support to 
Owner  

Date submitted to Trust 
Board   Update @ Qtr 2 (31/09/21)  

1  People  Debbie Herring  
Elaine 
Butchard/Jason 
Brannan   

October 2020   Signed off 2020-21   

2  Quality & Safety  Elaine Inglesby-
Burke 

Siobhan Moran   
Colin Hont   

  
1st version approved: July 
2021 

Strategy signed off by Trust Board July 21. 
However, further changes to the strategy are 



 

 

 

2nd version: TBC  

planned; awaiting confirmation of 
resubmission date.  

3  Clinical Services  Tristan Cope  Carwyn Langdown TBC  

The clinical services strategy has been 
defined to date as the clinical integration 
plan. The approach to development of a full 
Clinical Services Strategy is being finalised 
with an update provided at Q3.  

4  Sustainability  Paul Fitzpatrick   Lucy Raven  May 2021  Signed off Quarter 1  

5  Estates  Paul Fitzpatrick   Eamonn 
Fairclough  December 2021  

The Estates Strategy was originally 
scheduled to be presented to Board in 
November. A third party has been contracted 
to develop the strategy, and there was a 
delay with the procurement of this service. 
Meetings are currently being held with 
Clinical teams and the Estates Strategy is 
scheduled to be presented to the Board in 
December 21. 

6  Digital  Jason Bincalar  Dan Milman  

1st version approved: 
December 2020 

 

2nd version: Scheduled 
November 2021 
 

Further changes are being made to the 
strategy relating to the Care Record Liverpool 
Programme. Finalised update of the strategy 
dependent on decision from NHSX due mid-
October on EPR support. 

7  Research & 
Innovation  Clare Morgan  Jules West  May 2021  Signed off Quarter 1.  

 

2.3 Our Future Together Communication & Engagement Plan  



 

 

The Our Future Together strategy was launched to LUHFT senior leaders in late July, as the first in a series of events to provide afocused 
opportunity to think and work through our collective about our ambitions as an organisation. Leaders were asked to cascade and share the 
detail of the strategic intent teams, using the resource packs supplied on the day. A request has been made to those senior leaders to 
understand what conversations have happened; collating feedback on staff engagement in embedding the strategy and understanding the role 
we all play in deliveryoing our Future toether. The engagement plan will be updated in Q3 to incorporate feedback and target areas and staff 
groups which we are not reaching. A full day session for senior leaders in September focused on Great Care and the culture and priorities we 
need to embed throughout the organisation to have the best safety culture in the NHS. 

Embedding the strategy throughout clinical teams has been further embedded through the in-year business planning process at a Care Group 
level, which will be signed off by Divisions and returned by the 15th October. 

In addition we started the Our Future Together strategy roadshows; twelve virtual or face to face roadshow events were held in September and 
October. While attendance has been limited (< 80 in the 12 sessions and predominantly been from corportate teams) the feedback has been 
positive and has provided useful feedback to act upon. 94% of staff who attended a roadshow agreed the event had helped them to better 
understand the direction of LUHFT and 74% responded to say that the session had helped them to understand how they contribute towards 
delivering our strategy. We have been liasing with ward managers, matrons and education leads to understand other opportunities to gain 
further traction with clinical staff and the plan will be in enacted in Q3. 

Feedback from engagement and communication activity will inform a re-developed plan, to continue to move through the ‘raising awareness’ 
into ‘embedding’ phase throughout 2021/22 and then through to 2024. 

  



 

 

3. Our Future Together – Four ‘Great’ Priorities Quarter 2 Update 

3.1 Great Care 

N.B. RAG ratings have been assigned against progress towards the Year 1 targets and associated activities, agreed in the Our Future 
Together strategy.  

Great Care  

Our strategic 
objectives 

Our measures of success Year 1 Target RAG  

Safe Have the best safety culture 
in the NHS  

Achieve an improvement in safety 
culture score in the Staff Survey, 
against the current baseline 

 In October the staff survey results 
are published for 2021 and we 
will discover how the Trust is 
performing against our Year 1 
safety culture target; last year the 
Trust achieved a score of 6.6. 

 We learn from our mistakes 
to reduce serious incidents 
with repeated avoidable 
causal patterns 

Establish methodology and baseline, 
identifying existing themes of repeated 
causal patterns  

 While the year one objective is on 
track- to establish methodology 
and associated baseline, this 
does not yet provide assurance 
that we have an embedded 
learning approach to reduced 
serious incidents with repeated 
causal patterns.  

 Be a top performing Trust 
for incidents causing 
moderate and severe harm 

Achieve a significant increase in overall 
incident reporting 

 This quarter, the number of 
patient incidents recorded in 
Datix has increased in 
comparison to the same period 
last year. At the end of 
September 21, 12,472 patient 
incidents had been recorded 



 

 

which equates to a 13% increase 
in recording. 

Caring Be a top performing Trust 
for Inpatient survey results 

Achieve an improvement against 
baseline for Acute Trusts in National 
Inpatient Survey for overall experience 
of care  

 This period, the Trust’s inpatient 
survey results have worsened. At 
the start of the year, a target of 
>93% was agreed against a 
baseline of 92.8%. In August, the 
trust achieved a score of 90.9%. 

Effective Deliver consistent, high 
quality inpatient care  

All wards improve one level or maintain 
LQA Gold status 

 LQA improvement plan in 
development, but baseline 
established 

 Be a top performing Trust 
for access standards  

Trust is in the top quartile for two 
access standards, including cancer 

 We are achieving the national 
Cancer access target for two-
week wait and are within 
tolerance for the 31-day decision 
to treat to treatment target. To 
achieve the Year 1 target of 
being in the top quartile of Trusts 
for two of the six access 
standards, performance in these 
access targets will need to 
doubled. 

 

3.2 Great People 

Great People  

Our strategic 
objectives 

Our measures of success Year 1 RAG  



 

 

Great Staff 
Experience 

Improved staff engagement 
score in the staff survey 

Achieve an improvement in staff 
engagement score to 7.0 

 The Trust’s current staff 
engagement score is 6.47. This 
score has significantly degraded 
from the 6.9 baseline measured 
earlier in the year; over a five-fold 
improvement is now required to 
achieve the target set for Year 1. 

Great Place to 
Learn and work 

Improved NHS Staff 
Friends and Family Test 
score 

Achieve an improvement in NHS 
quarterly pulse check score to 70% 

 As a great place to learn and 
work, the Trust on track to 
achieve the measure of success 
for Year 1. This quarter, the Trust 
has achieved a score of 6.73 on 
the quarterly staff survey against 
a target of 6.80 to deliver the 
70% pulse check score. 

 Ensure we value each 
other 

To create opportunities which enable all 
staff to have a voice, to be able to reach 
their full potential 

 A new Organisational 
Development Plan has been 
developed; one of the aims of the 
plan is to foster an inclusive 
culture across LUHFT. This will 
be reinforced by a cultural 
development programme, which 
aims to embed our values and 
behaviours. A new management 
and Leadership offer was also 
launched on 1 October. 

Retain Our Talent Improved staff retention Improve staff turnover rate to 11.5%  At the end of quarter 2, the 
Trust’s retention rate has 
improved. Our staff turnover rate 
has reduced by 0.2% from 12% 
to 11.8%. LUHFT is on track to 



 

 

deliver the 11.5% target for year 
1. However concerns still exist 
around the variability around 
retention, within this figure, 
especially in nursing and AHPs. 

 

3.3 Great Research and Innovation 

Great Research & Innovation  

Our strategic 
objectives 

Our measures of 
success 

Year 1 RAG  

High Quality 
Research and 
Innovation 

Increased number of 
active clinical 
research studies 

10% increase in active clinical research studies 
from baseline 

 LUHFT currently has 211 active 
NIHR CRN portfolio clinical 
research studies. Achieving this 
target is dependant upon effective 
restart and growth of the non-
covid research portfolio to match 
and then achieve the 10% growth 
from the 2018/19 baseline of 260. 

Widened 
Access to 
Research 

Patients are offered 
the opportunity to 
participate in clinical 
research studies 

20% of patients are offered the opportunity to 
participate in clinical research studies 

 We are unable to report on the 
widening access to research at 
this time, this is dependent on 
changes being made to the 
PAS/EPR system to provide a 
means of capturing when a 
patient is offered research as a 
treatment option. 



 

 

Embedded 
Culture 

Increased number of 
research active 
clinicians 

5% increase in the number of research active 
clinicians from baseline 

 At the end of quarter 2 the Trust 
has 337 research active 
clinicians. This number has grown 
by 39 from baseline (2018/19) 
and equates to a 13% increase 
which we will continue actively 
grow. 

 

3.4 Great Ambitions 

Great Ambitions  

Our strategic 
objectives 

Our measures of 
success 

Year 1 RAG  

Successful 
Partnerships 

As an anchor 
institution, be a 
collaborative partner 
who positively 
contributes to our 
community 

Establish baseline of stakeholders who rate the 
Trust as a good or excellent collaborative partner 

 We are in the process of 
conducting market research to 
produce a detailed stakeholder 
perception audit and expect to 
receive the findings of this 
research mid-November. The 
findings will establish our 
performance as a collaborative 
partner and will facilitate the 
development of an action plan for 
year 2 and 3. 

  To develop our anchor institution delivery plan 
aligned to the Liverpool City Plan  

 Liverpool Strategic Partners 
externally commissioned report 
will be finalised in October 21, to 
allow the development of the City 
Plan anchor institution delivery 



 

 

plan and the associated LUHFT 
plan. 

Sustainable 
Services 

Ensure patient 
pathways are 
streamlined through 
integration and health 
system collaboration 

Deliver the Clinical Service Integration Plan, 
identifying opportunities for system pathway 
transformation 

 The development and approval of 
supporting business cases for 
proposed service 
integration/reconfiguration 
schemes is on track; a report 
summarising the business cases 
is due to be presented to Trust 
Board for approval in October 21. 

  To continue to engage with the ICS and ICPs, 
informing the development of future service 
models 

 There is ongoing active 
engagement with C&M HCP 
leadership, with area specific 
involvement in shaping plans and 
associated performance oversight 
e.g. finance, workforce, activity. 
The Trust is actively contributing 
to the development of the 
Liverpool, Sefton and Knowsley 
Integrated Care Partnership plans 
& governance. 

A digitally 
enabled 
organisation 

All patients have a 
comprehensive digital 
care record to support 
effective clinical 
decision making 

30% reduction in paper care records through the 
introduction of PaperLite at Aintree University 
Hospital 

 Following extensive engagement 
with the clinical divisions and the 
completion of safety 
improvements to PaperLite 
systems, the risk associated with 
PaperLite have now been 
mitigated.  With the completion of 
PaperLite, there is a strong desire 
to rapidly move to a modern 
commercial off-the shelf 



 

 

Electronic Patient Record (EPR) 
solution. The new EPR 
programme is due to formally 
commence in October 2021. 

Financial 
sustainability 

Achieve financial 
stability 

Deliver financial plan, including planned capital 
investment to underpin Great Care 

 The Trust is on target to deliver 
required breakeven position for 
H1 2021/22; NHSE published the 
operational planning guidance for 
H2 2021/22 on 30 September  

 



 

 
 

 

Risk 1: Failure to provide safe care 
Lead Executive Director Medical Director 
Lead Officer Director of Patient Safety 

Date updated October 2021 
Date: Update Commentary Inherent Score Residual Score Target Score 

C L Total C L Total C L Total 

Oct-21 The risk score was raised to 20 in September 2020 primarily in response to the challenges posed by Covid-19. Although the immediate 
pressures related to providing safe care due to Covid-19 have reduced, there are other challenges which have arisen such as 
operational recovery and significant concerns shared with the Trust by regulators. This means the assessment remains that there is a 
significant risk to provision of safe care and the risk continues to be scored at 20 this month. 

A number of actions have completed since the last report, however whilst additional controls and measures have been put in place and 
improvements are starting to be seen in some areas, the impact of these has not yet reduced the level of risk. 

It is the intention to review this risk against the final report from the CQC following their inspection in July 2021 to ensure it correlates 
with the view of the regulators. The report from the CQC is due to be finalised in October 2021.  In addition, a piece of work will be 
undertaken in advance of Q3 BAF reporting to align the BAF risks with the “Our Future Together” strategy. 
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Risks/issues impacting on the 
achievement of the objective 

Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance (inc. date planned 
to implement or review) 

Committee 
Oversight 

Level of  
assurance 

Failure to prevent in hospital 
transmission of Covid-19  
 
Operational Risks: 
1 x risk scored at 20 
2 x risks scored at 15 
1 x risk scored at 12 
2 x risks scored at 9 
1 x risk scored at 3 

 

• QI workstreams (Testing, 
IPC, Operational demands, 
Environment)  

• Divisional IPC BAF 
• Co-flow guidance 
• Increased frequency of 

Senior Nurse Walkabouts 
across Medical Wards 

• Daily Covid checklist 
undertaken by all wards 

• IPC Policy 
• PPE Policy 
• Outbreak SOP 

• Daily dashboard showing confirmed 
site admissions and hospital acquired 
infections (definite) 

• Regular liaison with NHSE/I and 
feedback on improvements 

• Liaison with CQC regarding 
immediate actions following 
unannounced inspection  

• Divisional IPC BAF results 
• IPC Audit Results 
• Closure of phase 1 nosocomial action 

plan (January 2021) and monthly 
reporting to the Quality Committee 

• Regular liaison with regional and 
national bodies including regulators 

• Aggregated review of COVID PIRs 
and outbreaks  

• Flexible and wide-ranging 
communication of IPC requirements 
as operational realities change 

• Outbreak meetings where appropriate  
 

IPC Group 
Nosocomial 
Oversight Group   
 

Green 
• Analysis shows the 

Trust is benchmarking 
well against its peers.  

• Nosocomial rates 
have reduced 
significantly from 
peaks seen earlier in 
2021. 

Inability to maintain services 
during Covid-19 outbreak and 
during periods of 
recovery/operational extremis. 
 

• Escalation SOP, reverse 
queuing in place, block 
booking of agency staff 

• Daily SitRep monitoring bed 
capacity and allowing 

• Daily monitoring through TCG with 
oversight by Exec Oversight Group 

• Daily ward plans 
• Capacity and demand modelling 
• Covid Reset Plan 

• Trust’s Covid-19 plan to align to 
NHSI/E expectations 

• Continued development and 
monitoring of the Referral Assessment 
Process (RAS) 

Ops & Performance 
ELG 
Nursing & AHP 
Group 

Amber 
• Modelling shows 

continued gaps 
between capacity and 
demand.  



 

 
 

Operational Risks: 
2 x risks scored 15 
4 x risks scored 12 
1 x risk scored 9 
 
  

modelling of future 
expectations 

• Remote access for staff, 
continued school coverage  

• Staffing Huddles 
• Enhanced senior leadership 

presence within Specialist 
Medicine 

• Declaration of internal 
incident 

• Daily staffing summary with 
professional judgment 
narrative 

• Business continuity plans • Continued Modelling of Future 
Performance.  

• Implement Nursing Workforce 
Improvement Plan following 
agreement at Nursing & AHP Group  

• Risks have been 
escalated in relation to 
specific service lines 
this month. 

Ineffective understanding and 
learning following significant 
events 
 
Operational Risks: 
2 x risks scored at 12 
 

• Incident reporting and 
investigation policies and 
procedures. 

• MDT involvement in safety 
projects 

• HR policies in relation to 
issues relating to professional 
and personal responsibility. 

• Mandatory training in relation 
to safety and risk. 

• Risk Management Strategy 
• Quality Governance structure 
• Safety First newsletter 
 

• Incident reports 
• NRLS Report  
• NE Report to Quality Committee 

(August 2020, October 2020, 
November 2020, April 2021, 
September 2021)  

• Ophthalmology Deep Dive (QoC ELG, 
February 2021 – update paper due Oct 
2021) 

• Gastroenterology Overview Paper 
(QoC ELG, April 2021) 

• Deep dives into areas where there 
have been recent significant or 
repeated events (eg. midazolam, 
ophthalmology) 

 

• Implement actions from NHSE/I table 
top review  

• NHS E/I Quality Governance review 
recommendations implementation Q3 
21/22 

• MIAA audit of risk management  
• Safety & Quality Strategy currently 

under development with final version 
expected to be published in Q3 21/22 
 

Quality of Care ELG Amber 
• NHSE/I table top 

review highlighted 
gaps in Trust practice. 
Actions have been 
completed and are 
awaiting an audit of 
their effectiveness in 
Q3. 
 

• Continued declaration 
of Never events of 
same type, but with 
varying causal 
patterns. 

Ineffective on-going monitoring at 
ward and department level 
 

• Internal Quality Inspection 
process  

• Ward Accreditation 
Framework  

• Perfect Ward  
• Pharmacy audits 

 
 

• LQA Results 
• Feedback from regulatory inspections 

and visits 
• Review of Medicines Governance 

arrangements 
• Monthly updates on nutrition and 

hydration to CQC  
• Monthly updates on assessment of 

health needs  to CQC   

• LQA programme implemented. 
• Review BI information provision as 

part of CQC improvement plan. 
• Implementation of Medicines Safety 

Improvement plan. (3yr plan- update 
due October 2021) 

• Implement Nutrition & Hydration 
Improvement Plan (30% complete, 
fully complete by March 2022) 

Quality of Care ELG 
Executive Oversight 
Group 

Amber 
• LQA and pharmacy 

audits continue to 
show gaps in 
compliance 
 



 

 
 

Lack of strategic vision • End of Life Strategy  
• Quality Strategy 

• Quality Strategy Report to Quality of 
Care  

• Quality Accounts to Board  
• CQC Inspection Reports 
• End of life strategy now approved 

• Delivery in full of the actions within the 
enabling strategies 

• Detailed response to actions identified 
in the CQC reports 
 

Quality of Care ELG Amber 
• CQC report highlights 

gaps in strategic 
approach 

• Initial feedback from 
Dalton review 
highlights a failure to 
consistently define 
quality.  

 

Inability to achieve and maintain 
regulatory compliance, 
performance and assurance 
 
Operational Risks: 
1 x risk scored at 20 
 

• CQC Improvement Plan 
• Regular dialogue with 

regulators and CCGs 
• CQC Enquiry Flowchart 
 

• CQC Insight Report  
• Section 31 letter following 2021 CQC 

inspections  
• CQC Inspection Reports (due Sept 

2021) 

• Response to section 31 enforcement 
notice (August 2021)  

• Respond to individual enquiries raised 
with the enforcement team  

• Reinitiate routine engagement 
sessions  

Regulatory 
Compliance Group 

Amber 
• Awaiting final CQC 

report from July 2021 
inspection. 

• Aligned to section 31 
notification immediate, 
medium term and long 
terms actions will 
require clear oversight 
and resource  

  



 

 
 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 
 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

Background 
Provision of safe care remains a key strategic and operational objective for the 
Trust. It is the strategic objective with the highest number of supporting risks on 
the operational risk register. 

The Covid-19 pandemic remains a long term challenge to delivery of the Trust’s 
objective. Although transmission rates in the community have continued to 
reduce, with nosocomial rates also significantly lower, the operational effects of 
the last 12 months are significant. Focus is on quality of service and 
maintenance of good governance as well as pace of delivery. Liaison with 
external regulators has been regular throughout. 

Work has continued to deliver the improvement plan submitted to the CQC 
following their inspections of September and October 2020. During March the 
Trust received two enquiries with input from the CQC’s enforcement team. 
These related to a whistleblowing disclosure regarding gastroenterology 
services and the appropriate escalation of an allegation of a serious assault. 
The Trust has responded to both enquiries but has not at this stage received 
the outcome of the CQC’s enquiries. 

Risk tracking 

 

 

0

5

10

15

20

25

Jul-20 Sep-20 Jan-21 Apr-21 Jul-21 Oct-21

1. Safe Care 



 

 
 

 

Risk 2: A failure to provide effective care 

Lead Executive Director:  Medical Director 
Lead Officer:  Director of Quality 

Governance 
Date updated:  October 2021 

Date: Update Commentary Inherent Score Residual Score Target Score 
C L Total C L Total C L Total 

07/10/21 Some progress continues despite other service challenges; some concerns remain in relation to the timelines linked to the delivery of IT 
contingent solutions. For unacknowledged investigation results –reporting is live and uptake is being seen but meaningful and regular 
reporting is not yet feeding through and incidents continue to be reported. This means the overall risk score remains at 15 until such 
time as assurance is received. 

5 4 20 5 3 15 4 2 8 

Risks/issues impacting on the  
achievement of the objective 

Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance (inc. date planned 
to implement or review) 

Committee Oversight Level of  
assurance 

1. Failure to adhere to best 
practice guidelines, SOPs 
and clinical standards 

 
Operational Risks categorised as 
“Clinical Effectiveness” scoring 15 or 
above.   
 

• Failure to provide timely 
breast service including 
breast cancer assessment, 
surgery and screening  
(score 15); 

• Lack of Cytology cover for 
Endocrine Surgery Thyroid 
Rapid Diagnostic Clinic 
(score 16); 

• Dietetic support for UGI 
cancer patients (score 16); 

• Inability of the Frailty 
service to provide an 
ambulatory service & high 
quality complex frailty 
assessments on vulnerable 

1. Annual Clinical Audit 
Programme - A ratified Clinical 
Audit Forward Plan presented to 
Quality Committee in June 
2021.   

 

Compliance check by Clinical Audit Dept. 
- quarterly reporting to Clinical Standards 
Functional Group (Oversight). 
 
 

Self-assessment against the HQIP 
Clinical Audit Standards for NHS Trust 
Boards underway (To be presented to 
Clinical Audit Group in October 2021). 
 
Accrual of evidence of 
change/improvements as a result of the 
annual high priority audit plan (Quarter 2 
report due to be presented in November 
2021). 
 
Internal Audit Report on Clinical Audit 
process (Independent) - This is not on the 
programme for 2021-22; however will be 
requested for 2022-23 to test the Trusts 
response to the self-assessment outlined 
above.   
 

Quality of Care 
Executive led Group  

 

2. External recommendations and 
GIRFT SOPs 

 

Monitoring of plans to implement 
recommendations - quarterly to Clinical 
Standards Functional Group 
(Operational). 

 

GIRFT Oversight Group ToR is now in 
place with Deputy DMD chairing. Priority 
focus areas for 21/22 GIRFT program 
agreed. Following a period of GIRFT 
hiatus during the COVID pandemic the 
programme is due to recommence 

Quality of Care 
Executive led Group 

 



 

 
 

old (score 15). 
 

GIRFT Reports – quarterly reports 
monitoring completed actions to the 
Clinical Standards Functional Group 
(Oversight). 
 
Internal Audit Report on the management 
of legacy CQC action plans 
(Independent) - Substantial assurance 
achieved (February 2021) 

(November 2021).   
 

3. NatSSIPs/LocSSIPS SOP  
 

A daily Digital Audit System in place to 
measure compliance with LocSSIPS on 
the LUHFT sites; in use now at RLH, will 
be available in the AUH site from 30th 
September 2021. (Operational) 

 
Each Division will then have digital 
access to their real time and monthly 
audit performance, this will be reviewed 
at Divisional Assurance Group meetings 
(Oversight) 

 
MIAA twice yearly external audit - One 
audit per Interventional area per year as 
an external assurance process. 
(Independent) – Substantial Assurance 
(August 2020) 

Implement the daily Digital Audit system 
currently deployed on the RLH site at 
AUH by 30th November 2021. In the 
interim, the monthly programme of audit 
at AUH will continue (November 2021) 
 
Make arrangements for twice yearly 
MIAA external audits   
  
 

Quality of Care 
Executive led Group 

 

4. NICE SOP Existing systems to manage the receipt 
and review of NICE Guidelines 
(operational). 
 
Risk assessments undertaken for 
elements of NICE guidance where the 
Trust is unable to achieve compliance 
under current circumstances 
(operational). 
 
Quarterly reports to Clinical Standards 

LUHFT NICE SOP in place; evidence of 
improvement to be accrued 

Quality of Care 
Executive led Group 

 



 

 
 

Functional Group (Oversight) 
 

5. Outcomes data Existing systems to review outcomes 
data (operational); 
 
 
Availability of external Advancing Quality; 
(CRAB not subscribed); GIRFT and 
national audit data/outcomes providing 
benchmarked information at speciality 
level (Independent). 
 

The establishment of a Clinical Outcomes 
Group with associated terms of 
reference.  This group is not yet fully 
functioning.  There is work to do with BI, 
the divisions and HED to agree a way 
forward. Meetings are in place to agree 
key metrics with divisional 
representatives which are due to 
complete by the end of October. There 
will then be a staged approach with 
utilisation of existing data streams to be 
the 1st phase. 
 (October 2021) 
 
Development of a framework to support 
divisions/care groups to access and act 
upon available outcomes data.  This 
requires support from Business 
Intelligence and has been slower than 
initially anticipated (November 2021) 
   

Quality of Care 
Executive led Group 

 

6. Acknowledgement of 
investigation results 

Divisional Assurance Groups (DAG) to 
monitor and manage performance and 
report monthly to QC ELG on the 
acknowledgement of investigation results 
across specialties and sites. 

The reporting system has been 
established in LIGHT. The system is live 
in LIGHT and used to monitor 
performance. This was initially only Royal 
site but Aintree clinicians are now added 
to LIGHT reports. This will be added to all 
division’s monthly quality meetings and 
Care group/speciality meetings. 
Significant clinical incidents continue to 
be reported due to not acting on results. 
 

Quality of Care  
Executive Led Group  

 

  



 

 
 

Risk 2 A failure to provide effective care 
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

Background Risk tracking 
1. Clinical Audit – progress on actions made but resulting improvement yet to be realised and reported 
in due course so remains at AMBER. 

3.NatSSIPs/LocSSIPs - Implementation of the Digital Audit System at AUH further delayed due to 
Paperlite project demands impacting  available IT capacity to support implementation. Cross-site 
standardisation continues (paper & digital) 

5.Outcomes data – establishment of a Clinical Outcomes Group- , slow progress as requires divisional 
clinical, governance/effectiveness and IT input which have all been focused elsewhere. Date for 
commencement is now November 21. 

6.Acknowledgement of investigation results – Formal reporting of report acknowledgement to be 
ramped up across all sites from May, assuming PaperLite successfully rolled out 
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 Risk 3: A failure to provide timely access to care 

Lead Executive Director Chief Operating Officer 
Lead Officer Director of Integration 
Date updated October 2021 

Date: Update Commentary Inherent Score Residual Score Target Score 
C L Total C L Total C L Total 

08/10/21 Performance on timely access to care continues to be monitored by the strategic oversight groups including progress on supporting 
improvement programmes. The oversight groups are led by the Deputy Chief operating officers and Director of Operational 
Performance. Following the CQC inspection undertaken in July, patient safety concerns were raised by the CQC about the Trust’s 
Emergency Departments due to the management of the impact of overcrowding and delays.  

In light of the position, conditions were imposed on the Trust (under Section 31 of the Health and Social Care Act 2008) which includes 
submission of monthly progress updates to the CQC to demonstrate how the Trust are meeting the requirements around time to triage, 
waiting times in the department, in addition to timely access to a clinician.   

4 hour performance  

• Trust Performance for the 4 A & E hour standard reached August with 66.03% (Royal 76% and Aintree 46%) of all types of patients 
seen within the 4 hour A & E standard against a national target of 95%. This is lower than the benchmark performance of upper 
Quartile Trusts of 81%. AED attendances have continued to increase for all types since February.  

• The Trust have been implementing a number of programme activities to further improve ED performance including:  

- Enhanced clinical assessment during periods of high-volume activity  

- Additional staff to be deployed into emergency departments  

- Commitment to invest in further nursing and medical staff recruitment to increase staffing capacity to manage increased 
demand  

- Opening of escalation beds  

- Working with system partners to open Urgent Treatment Centres. 
• In addition, from 30th August, the Trust mobilised a ‘perfect week’ series of improvement interventions including : 

- Revised triage to reduce time to initial assessment 

- Review of escalation triggers from ED to Site 

- Senior coaching for improvement in ED Ward Rounds and Site Meetings 

- Standardised dataset to inform patient flow 

- Implemented live dashboards for Quality measures in ED, patient level pathways in ED and Discharges via the patient review 
app. 

- Focus on early discharge and utilisation of discharge lounge 
• Progress on ED improvements continues to be managed by the ED Improvement Steering Group and oversight from the Non-

5 4 20 5 4 20 3 3 9 



 

 
 

elective Strategic Oversight Group. 
Referral to Treat  

• Overall performance for elective access (i.e. % of patients seen within 18 weeks) in August is at 61.89% against the national target 
of 92% and compared to the Upper Quartile benchmark performance of 83.07% (July UQ). 

• 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. 

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

• Performance on RTT continues to monitored by the Elective Access Strategic Oversight Group 
Diagnostic performance 

• 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. 

• At individual modality level, we have seen patients waiting over 6 weeks for CT decrease with an improvement in performance to 
4.62 %, with an overall decline in numbers waiting.  

• Pressures continues to remain in Endoscopy, in particular Colonoscopy - 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. 

• Measures remain in place to help address /improve performance including waiting list initiatives and insourced Medinet capacity 
including continuation of additional Medinet lists at the Royal until the end of September 2021. 

Cancer Performance  
• 2 week wait: % of patients seen within 2 weeks of referral with suspicion of cancer reached 93.63% for July and is projected to be 

93.1% for August. This is aligned to the target standard of 93% and just below the upper quartile benchmark performance of 
95.23%.  

• 31 day target: % of patients who had 1st treatment within 31 days of cancer diagnosis is 93.8%, below the national target of 96%. 
This is also lower than the upper quartile performance of 99%. This is driven primarily by an increase in breaches for Colorectal and 
Urology specialties. 

• Improvements measures in place include: 

- Weekly 6-4-2 Meetings in place with the aim of improving list efficiency and maximising utilisation, whilst balancing the 
competing demands of DM01, Surveillance, Therapeutic, 2 Week Wait (Straight to Test) and Bowel Cancer Screening 
Programme lists within Endoscopy. 

- Weekly DM01 performance meetings to commence to oversee recovery of deteriorating position 

- Support sourced from an external provider to support team in obtaining robust capacity and demand profiling within 
Endoscopy. 



 

 
 

- Additional resource from the Cancer Alliance commenced 14 September 2021 (2 days per week) 

- Elements of activity and waiting times now available on Light for both sites; Trajectory Dashboard development requires 
additional resource from Business Intelligence, escalated in the Diagnostic Oversight Group. 

- Recruitment process to fill nurse endoscopist vacancies being progressed as part of ongoing advert. 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance (inc. date 
planned to implement or review) 

Committee 
Oversight 

Level of  
assurance 

COVID-19 impacts on the 
ability to deliver elective and 
non-elective activity including: 
• Operational capacity 

constraints (i.e. bed 
occupancy, theatres) 
caused by segregation of 
wards in accordance with 
IPC requirements, 
cessation of activity and 
redistribution of staff to 
support critical areas. 

• Staff absences caused by 
sickness and /or public 
health isolation 
requirements.  

• Constraints in A & E due 
to increased demand and 
the limitations in physical 
capacity due to social 
distancing measures.   
 

• Trust Covid Reset plan provides a framework for how 
the operational teams will approach the reset phases. 

• Additional revenue and capital funds to support 
COVID preparedness e.g. A & E capacity, critical care 
capacity.  

• Use of additional resource to help meet demand e.g., 
Mutual Aid and the independent sector. 

• Innovative initiatives aimed to provide alternative 
capacity/solutions e.g., Virtual Appointments, drive 
through phlebotomy services, facility to accommodate 
RFD patients. 

• Winter Plan aligned to the system winter plan in 
addition to the internal reset plan. 

• IPC controls in place to reduce outbreaks including 
servicing of PODs. 

• HR processes to support rigorous management of 
sickness absence. 

• NHS111 implementation to redirect patients and 
reduce attends and enhanced admission avoidance 
pathways. 

• Specialty software procured to undertake 
comprehensive demand and capacity modelling to 
support delivery of reset plan and 2021/22 operational 
plan. 

• Robust improvement programme to support ED (both 
sites). 

• Continuous review of RN staffing rosters to identify 
gaps and mitigations, ensuring that appropriate 
resource is deployed to provide adequate cover in all 
areas. 

• Daily Tactical Coordination 
Group Meetings  

• Divisional Assurance Group 
meetings 

• Operational Reset Group 
• Executive Oversight Group 
• Operations & Performance Exec 

led Group 
• Trust Integrated Performance 

report 
• Covid19 update report   
• NHSI assurance meetings 
• Trust Management Group 
• Non Elective Flow Oversight 

Group 
 
 

• Weekly 6-4-2 Meetings in place 
to help improve list efficiency 
and maximising utilisation 

• Weekly DM01 performance 
meetings to commence to 
oversee recovery of 
deteriorating position 

• Additional resource from the 
Cancer Alliance commenced 
14 September 2021 (2 days per 
week). 

• Enhanced clinical assessment 
during periods of high-volume 
activity  

• Additional staff to be deployed 
into emergency departments  

• Trust wide Commitment to 
invest in further nursing and 
medical staff recruitment to 
increase staffing capacity to 
manage increased demand  

• Opening of escalation beds  
• Working with system partners 

to open Urgent Treatment 
Centres. 

 
 

• Finance & 
Performance 
Committee 

• Quality 
Committee 

 
 

 

Failure to admit patients in a 
timely manner: 

• Reconfiguration of legacy Trusts’ clinical models to 
deliver an integrated single model of care based on 

• Divisional Assurance Group 
meetings 

• Support sourced from an 
external provider to support 

• Finance & 
Performance 

 



 

 
 

• Diagnostic capacity 
unable to address 
demand 

• Lack of available beds to 
accommodate admissions 

• Inability to discharge 
patients in a timely 
manner 

• Lack of assessment 
capacity in ED (staff and 
rooms)  
 

best practice e.g. GIRFT  
• Restructuring of Site teams and Patient flow teams in 

divisions  
• Review of ED/Flow & Discharge being undertaken by 

KPMG. 
• NHS 111 First programme to reduce attends and 

activity. 
• Specific divisional workforce and wellbeing initiatives 

to support retention. 
• Use of Independent sector outsourcing and additional 

sessions to increase diagnostic capacity  
• Additional capital to support redesign ED to offer more 

assessment rooms 
• Development of a new integrated model of care with 

Merseycare to provide step up/step down facility for 
frail elderly (Stoddart House) 

• Robust governance arrangements in place to oversee 
discharge processes. 

• Independent review of discharge processes recently 
undertaken. 

• ECIST support arranged to further enhance discharge 
arrangements. 
 

• Executive Oversight Group 
• Operations & Performance Exec 

led Group 
• Trust Integrated Performance 

report (includes national KPI 
target standards and Upper 
quartile benchmarks for peer 
comparison) 

• NHSIE assurance meetings 
• Elective Recovery Delivery 

Forum 
• Trust Management Group 
• Stoddart Oversight Group (to 

oversee progress of new model 
of care with Merseycare) 

• Weekly North Mersey capacity 
and flow meetings 

Operational Oversight groups now 
implemented including: 

- Winter Oversight Group; 
- Non Elective Flow Strategic 

Oversight Group;  
- Outpatients and Diagnostics 

Strategic Oversight Group;  
- Cancer Oversight Group 
- Elective Access Oversight Group 

team in obtaining robust 
capacity and demand profiling 
within Endoscopy. 

• Recruitment process to fill 
nurse endoscopist vacancies 
being progressed as part of 
ongoing advert. 
 

Committee 

Failure to deliver timely 
discharge for patients:  
• Impact of system wide 

demand and capacity 
challenges on Trust e.g. 
beds from other acute and 
community providers  

• Limited staff availability 
(medical/nursing) impacts 
on Trust’ ability to 
discharge effectively 

• Limited capacity of 
interdependent support 

• Refined bed discharge policy drawing on best practise 
and learning from legacy Trusts and other 
organisations 

• Additional sessions to increase diagnostic capacity 
• Revised therapy model that supports patients to 

receive earlier community based reablement after 
acute admission. 

• Implementation of a defined system wide discharge to 
assess model, meeting national specification 

• Integration of discharge teams across sites based on 
best practice.  

• System wide partnerships with community and local 
authority providers supporting balance of risk across 
local system. 

• Divisional Assurance Group 
meetings 

• Operational Reset Group 
• Executive Oversight Group 
• Operations & Performance Exec 

led Group 
• Trust Integrated Performance 

report (including KPI targets and 
Upper quartile benchmarks) 

• NHSIE assurance meetings 
• Non-elective flow oversight group 
• Diagnostic and outpatient 

oversight group 

 • Finance & 
Performance 
Committee 

 



 

 
 

services e.g. diagnostics • System wide continuous review of implemented 
changes 

• Internal point prevalence review undertaken of all 
acute beds to support bed occupancy and timely 
discharge of patients.  

• Implementation of an electronic patient review system 
to support timely discharge 

Additional operational governance 
measures implemented to support 
patient flow and refer to discharge 
including: 
• Daily & Weekly D2A 

Operational Groups 
• Weekly oversight from NM 

Capacity & Flow group  
• Weekly Executive Led 

Discharge Meeting 
 

Risk 3 A failure to provide timely access to care 
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 
 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

 

 

 

 
 
Background Risk tracking:  



 

 
 

At March 2020, prior to the peak of the surge of Covid demand: 

• 4hr Performance was 87.2% - the Trust was performing in line with comparator 
organisations 

• RTT Performance was 77.3% 

• DM01 was 15.52% 

• 52 week breaches: 1 reported (T & O) 

• Cancer Two week waiting times were complaint at 96.7% 
In response to the pandemic, the Trust enacted the Emergency Contingency Plan, resulting in 
a phased reduction of routine elective surgery from the 17th March 2020. 
All clinically urgent referrals and Cancer 2 Week Wait referrals were triaged to ascertain if the 
patient could have either a virtual or telephone consultation rather than a face to face 
appointment. Face to face appointments were only given to patients where absolutely 
necessary. 
A reduction to outpatient services was enacted with effect from 23rd March 2020 across all 
specialties and where clinically appropriate face to face clinics were replaced by virtual clinics 
and telephone triaging. This has created performance challenges within the elective 
programme, particularly the period of time patients wait for first definitive treatment, and the 
period of time patients wait for a diagnostic test. 
The Trust’s Covid-19 Reset plan (presented to Trust Board in May 2020) supports LUHFT’s 
approach in resuming service provision following the surge in demand due to the Covid-19 
pandemic. It provides an operational framework and guidance for reset, setting out key 
processes, roles and responsibilities, and governance arrangements across the organisation. 
Since the organisation entered into the Reset phase, in addition to clinics maintained for 
clinically urgent patients, there has been a re-introduction of new patient clinics for routine 
referrals. There has been a phased increase in the number of operating sessions for cancer 
and urgent patients, and in August, the levels of capacity for these patient groups was 
comparable to levels provided pre-Covid.   
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Risk 4: Failure to provide a great experience for our patients Lead Director Chief Nurse 
Date updated October 2021 

Date: Update Commentary Inherent Score Residual Score Target Score 
C L Total C L Total C L Total 

Oct-21 Risk continues to be maintained at a score of 16 due to the inability to resume patient visiting and the ongoing restrictions in place as a 
result of covid-19.  4 5 20 4 4 16 3 2 6 

Risks/issues impacting 
on the  achievement of 
the objective 

Controls Assurance (including 
independent sources of 
assurance) 

Actions required to improve 
controls/assurance 

Committee Oversight Level of  
assurance 

Difficulties in engaging with 
all stakeholders, with the 
additional challenges of 
covid-19 restrictions 
 
Operational Risk 
 
•Inability to maintain 
services during Covid-19 
outbreak (Datix ID 4507) -  
Score 16 

Engagement with third party 
stakeholders, including Healthwatch  
Patient engagement framework 
Quality Strategy 
Virtual visiting 
Communication responsiveness 
audit 
Bereavement service 

Healthwatch report 
CQC Report (January 2021) 
Review of key internal 
performance indicators at DAGs 
Engagement Group started to 
develop and implement 
Engagement Framework 
Carers Passport utilisation 
 

Delivery of the patient engagement 
plan 
Continue with plans to engage with 
hard to reach groups 
Update the Engagement 
Framework 
Review of current patient 
involvement and support groups 
across sites 
Establishment of a Patient 
Panel/Council/Forum that has clear 
governance 
E&D Strategy 
Audit of responsiveness at ward / 
departmental level 

Patient & Family 
Experience Group 

Green 
• Feedback from stakeholders 

remains positive and innovative 
solutions have been pursued 
during the pandemic. 

Effectiveness of the 
complaints and concerns 
systems 

Complaints and compliments are 
reported and managed locally but 
with oversight by Board. 
Increase in low level informal action 
via wards and PACT 
Virtual Visiting     
Volunteer Initiatives                 

Low number of referrals to PHSO 
Discharge support for vulnerable 
patients who live alone 
CQC inspection report 
Trustwide complaint investigation 
form 
Patient Experience Audit following 
response to complaint 
Healthwatch oversight 
Divisional Reports  
Complaints Annual Report  

Complaints training 
Compassionate Communication 
Training 
Compassionate Leadership 
training  
Local resolution capture 
 

Quality of Care ELG Amber 
• Low number of referrals to PHSO 

but increase in enquiries via 
CQC 

• Reduction in the number of 
formal complaints 

• Increased satisfaction scores 
• Timely responses 
• PALS access increased with 

increased local resolution 



 

 
 

Capacity and capability of 
staff, turnover of staff, staff 
morale, staff attitude and 
staff behaviour 
 
Operational Risks 
Safe and effective staffing 
within the Trust  (Datix 
4665) -  Score 16 
 
Levels of nurse staffing and 
leadership  (Datix ID 5326) -  
Score 15 

Professional Codes of Conduct 
Mandatory training and development 
for all staff groups. 
Application of policies, guidelines, 
procedures and strategies 
Revalidation and clinical supervision 
Trust values and objectives. 
Attendance management policy 
Appropriate skill mix across staff 
groups. 
Peer support groups  
Communication of the availability of 
the Freedom to Speak Up Guardian 

Workforce KPIs 
Staff FFT Results 
Complaints and concerns KPIs 
Incident reporting  
Pastoral support through OH and 
line management  
Staffing Huddles 
Enhanced senior site based nurse 
leadership  
Daily staffing summary with 
professional judgment narrative 
International Nurse Recruitment 
Strategy 
Well establishment nurse bank 

Full roll out of the values and 
behaviours framework 
Seek targeted feedback from 
specific services 
Improve staff experience of 
appraisal 
Strengthen safe nurse staffing 
assurance 
 

Workforce ELG Amber 
• Safe nurse staffing assurance 

has been strengthened by daily 
summary reports and routine 
roster check and challenge 
meetings 

• Values and behaviours 
framework has yet to be fully 
rolled out 

 

Unsuitable environment and 
estate to meet the needs of 
patients living with a 
disability and/or dementia 
and support effective social 
distancing measures  
 

Estates Improvement Plan 
Housekeeper / ward managers 
checklists 
Internal Quality Inspection process  
Ward Accreditation Framework  
Perfect Ward 
PLACE changing facilities 
IPC / Covid SOPs and Policies 
 

FFT Results 
LQA Results 
Initial feedback from regulatory 
inspections and visits  

Implementation of estates 
improvement plan 
Bed space review and 
reconfiguration 
Development of a dementia 
friendly plan 
Development of plans to review / 
enhance existing estate 
New Hospital Programme of work  

Health & Safety Group 
New Hospital Group  

Amber 
• Elements of the Trust estate are 

beyond their expected use 
• Audit results show deficiencies in 

estate 
 

  



 

 
 

Risk 4  Failure to provide a great experience for our patients 
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

Background Risk tracking 
Ensuring a great experience for our patients has been re-accentuated in the 
Trust’s revised strategic objectives.  

As part of the ongoing review of the division’s risk registers there has been 
challenge to ensure they put the requisite focus on supporting operational risks by 
capturing challenges and respective mitigation and actions via their divisional 
forums, escalating unresolved risks accordingly. 

The Covid-19 pandemic has been a significant challenge to delivery of a great 
experience with restrictions on visiting and disruption to planned surgery. Key 
performance metrics are being overseen by the Quality Committee with 
operational response driven by the Quality of Care ELG.  

There remain significant challenges posed to provision of a good patient 
experience by the inability to resume patient visiting.  
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Risk 5: A failure to provide a great staff experience 

Lead Executive Director Chief People Officer 

Lead Officer Deputy Chief People Officer  
(Jason Brannan) 

Date updated  October 2021 
Date: Update Commentary Inherent Score Residual Score Target Score 

C L Total C L Total C L Total 

07/10/21 • Phase 3 Booster programme has commenced for flu and COVID 
• Health and Wellbeing programme in place for winter with a focus on psychological safety –World Mental Health Day 10/10/21 
• 01 October 2021 – Launch of staff survey 
• 01 October 2021 – Launch of line manager commitments 
• 01 October 2021 – Launch of integrated L&D offer for leaders and managers 
• 01 October 2021 – Launch of culture programme 
• 30 November 2021 – End of staff survey 
• 30 December 2021 – Implementation of divisional engagement dashboards 

5 4 20 4 4 16 4 3 12 

Risks/issues impacting on the  
achievement of the objective 

Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance (inc. date planned 
to implement or review) 

Committee Oversight Level of  
assurance 

Failure to build an inclusive culture 
 
 

People Plan  
Cultural Development Programme 
including Values & Behaviours 
Appraisal system 
FTSU service and policy in place 
Organisation Development Delivery 
Plan 
 

Annual Staff Survey 
Workforce Dashboard 
Quarterly Pulse Checks 
FTSU quarterly reporting 
FTSU self-assessment 
 
 

Colleague Experience Programme 
relaunched (Sept 21) – Phase 1: 
Immediate improvements to on-
boarding/Induction Q3-Q4 2021 
Launch of new management and 
Leadership offer and programmes (Oct 
21) 
Culture Change: Phase 1 - Pilot launch 
of trust culture programme for leaders 
(Nov 21), evaluation planned Q4 21. 
Phase 2: Weaving Culture expectations 
and norms through the employee life-
cycle, people practices and processes 
(Q4 21 Design/Pilot) 
Pilot Group member of new NHSi/E 
Team Engagement & Development Tool 
(Q3 Planning for Q4 launch) 
EDI strategy launch Q1 22. 

Trust Board 
Workforce and Education 
Committee 
Workforce Assurance 
Group 

 

Failure to improve the experience 
of staff from diverse backgrounds 
 

ED&I 12 month interim strategy 
WRES/WDES Action plan 
Gender Pay Gap Action Plan  
Reasonable Adjustments Policy 
 
 
 

WDES and  WRES Annual 
Assessment Reports  
Annual Staff Survey 
Gender Pay Gap Report 
Annual Workforce Profile  
Action Planning from the Globis 
Report 
EDS2 – Annual assessment. 

Develop 3 year rolling actions plans for 
the WDES, Workforce Race Equality  
and Gender Pay Gap Assessment 
Reports.  Q3   
Globis Cultural Assessment Q3 2021/22 
Update the WRES Model Employer 
Trajectory for the merged Trust and 
assess against trajectory Q3.  

Workforce and Education 
Committee 
Equality and Inclusion 
Exec Led Group 
 

 



 
 
 

External Consultancy Assessment  
Staff Equality networks 
Employee Relations Report 
Recruitment equality and diversity 
audits 
CCG oversight 
 

Produce the Comprehensive Workforce 
Profile and any associated actions are 
integrated into the forth coming EDI 
Strategy in Q3 
Develop divisional level approach to 
EDS 2 assessment and implementation 
within the Trust Q4.  
Feedback from the 3 Diversity Networks 
Member Organisation of the Cheshire 
and Mersey Schwartz Round 
Collaborative – Launching Q3 

Failure to develop our Leaders and 
Managers appropriately 

Integrated Leadership Programme 
Disciplinary Policy that includes Just 
Culture Principles 
Agreed framework of leadership and 
management behaviours to underpin 
all development programmes 
Management Development Programme 
Programme with Triumvirate groups to 
understand teamworking 
Our Future Together engagement on 
leadership 
Bite-sized management skills 
programme 

Employee Relations Monthly Report 
Annual Staff Survey and Quarterly 
Pulse Checks 
Programme evaluation results 
Participation numbers 

The leadership framework commencing 
October 21. All L&D programmes are 
now mapped to this framework. 
The first Bitesize resources are now 
available on the staff hub with more in 
development. 
2-day coaching masterclass (Coaching 
for Improvement) for band 7 managers 
has been advertised. The first two 
cohorts are full. First cohort taking place 
25.10.21 
Associate Director for Business HR 
enrolled on Just and Learning Culture 
Programme from  October to March 
2022 to share and incorporate into our 
practice  
 LUH leadership programme launched 1 
October 2021 
 

Workforce and Education 
Committee 
Staff Experience and 
Resourcing Exec Led 
Group 
 

 

Failure to improve the health and 
wellbeing of our staff 

Attendance Management / Sickness 
Absence Policy in place. 
COVID19 Secure working environment. 
Health and Wellbeing Strategy 
inclusive of physical and psychological 
support 
Flu and booster programme in place. 
OH service in place. 
Freedom To Speak Up Guardian and 
champions in place 
Health and Wellbeing Plan developed  

Sickness absence reduced to 5% 
All absence cases reviewed through 
HRBPs / Divisional Ops Meetings. 
Staff survey data, specific questions 
regarding health and wellbeing   
Freedom to Speak Up reports to 
Board and WEC 
Assurance against 9 board principles 
to WB Guardian  
 
 

Member Organisation of the Cheshire 
and Mersey Schwartz Round 
Collaborative – Launching Q2 

Relaunch of health and wellbeing hubs 
on World Mental Health Day 10.10.21 

Phase 3 Booster programme 
commenced 27.9.21 

OT sessions available weekly to support 
staff and provide targeted interventions 

Trust Board 
Workforce and Education 
Committee 
Staff Experience and 
Resourcing Exec Led 
Group 

 



 
Health and Wellbeing Guardian NED 
appointed 
 

commenced September 2021 

Launch role of the Trust Health and 
Wellbeing Guardian September 2021 

Targeted support within ED and AMU 
commenced September 2021      

 

 

 

Risk 5 A failure to provide a great staff experience 
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 
 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

  



 
Background Risk tracking 
 
To become the North West healthcare employer of choice in three years’ time, we will 
ensure a great experience for all staff, whatever their backgrounds, to attract the best 
healthcare professionals to learn and work with us. 
In valuing the contribution that everyone makes to our deliver our mission, we will improve 
recruitment and retention. Delivery of our organisational development programme will 
underpin this. 
 
The issues that the WRES and WDES highlight are deep rooted and will take time to 
address. It proposed that going forward there will be a three year rolling action plan for both 
standards. This will allow the Trust to take a longer term approach to the issues and align 
action plans to the forth coming EDI Strategy and refreshed equality objectives. In relation 
to the WRES we will also incorporate the actions that are required to meet the 
recommendation from the Globis race equality report and the WRES Model Employer 
actions 

From Staff Survey results there is evidence that our staff do not always consider that their 
health and wellbeing needs are met. The NHS People Plan 20/21 has highlighted how we 
must look after our people and do more – especially in view of the further challenges ahead 
and through winter and beyond. There is further development needed to ensure physical 
and psychological wellbeing are proactively supported  
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Risk 7:  A failure to improve recruitment and retention rates 

Lead Executive Director  Chief People Officer 

Lead Officer Deputy Chief People Officer  
(Elaine Butchard) 

Date updated   
 

October 2021 

Date: Update Commentary Inherent Score Residual Score Target Score 
 C L Total C L Total C L Total 

Oct-21 • Acceleration of international recruitment plan will increase numbers by 80 before December 2021 
 

• Workforce plan presented at Chief Executive Group and Workforce and Education Committee.  The risk level is not 
expected to reduce until implementation is underway and the benefits begin to be realised  
 

• Reduction in absence rates for COVID reported in August 2021 
 

• Turnover rates have increased, but remain within the NW average 
 

• Focussed attention on HCA’s to reduce attrition rates 
 

4 5 20 4 4 16 4 2 8 

Risks/issues impacting on the  
achievement of the objective 

Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance (inc. date planned 
to implement or review) 

Committee 
Oversight 

Level of  
assurance 

Failure to have a clear Workforce Plan 
(inclusive of the new Royal) impacts 
on staffing, recruitment, retention, 
stress levels, engagement.  
 
 
 
 
 
 

Workforce plan presented at WEC 
HR Business Partners within each 
Division support operational workforce 
plans.  HEE Support in place. 
Pipeline for international and domestic 
nurse recruitment in place 
Safe Staffing report 
Allocate Implementation Plan (AFC and 
Medics) 
Divisional workforce plans reviewed at 
QAR on 21.09.21 
High level workforce plan presented at 
Workforce and Education Committee 
on 1609/21 

Workforce plan triangulated with activity 
and finance 
Check and Challenge meetings with 
nursing 
Pay Improvement Group 
Quality Assurance process to review 
workforce plans in Aug 21 
Monthly establishment report to Trust 
Board and bi-monthly to WEC 
Reduction in turnover levels to 10% 
Sickness absence reduction to 5% 
 

Completed workforce template for each 
division/department 
Quality Assurance review completed on 
21.09.21 
Nursing establishment confirmed by 
29.08.21 
Establishment review to take place Oct 
21 
Identify hotspots for intensive support – 
Oct – Dec 21 
Retention programme developed Oct – 
Dec 21  

 
 

Trust Board 
Workforce and 
Education Committee 
Exec Led New 
Hospital Group 
 

 



 
The risk of not having a clear pipeline 
for: 

- International Recruitment 
- Domestic Recruitment 
- Apprenticeships 
- Students 

 
 

Workforce plan process is in place  
Recruitment plan in place 
Roster effectiveness programme 
Part of Pan Mersey Collaborative for 
international recruitment 
Pipelines in place for domestic 
recruitment 
Apprenticeship Strategy 
Securing our students via Golden 
Ticket and Grow your Own 

Improved student survey  
Workforce Dashboard 
Clear recruitment pipeline 
Apprenticeship plans in place – all posts 
reviewed 

International recruitment programme 
brought forward to Dec 21 
 
Domestic recruitment programme 
ongoing.  
Secure numbers for Royal 29.9.21. 
 
Agreed branding and attraction 
programme including video to target 
students 
 
Review of HCA attrition rates – identify 
hot spots – October 2021 
 
 

Trust Board 
Workforce and 
Education Committee 
Staff Experience and 
Resourcing Exec Led 
Group  
 

 

Lack of understanding why people 
leave  

Leavers report provided via ESR – 
more detailed report in October 
Flexible Working Policy in place 
Annual Appraisals 
 
 

Annual Staff Survey 
Quarterly Pulse Checks to include 
retention question 
Monthly Nursing Turnover Report 
Workforce Dashboard Turnover Report 
 

Exit Interview Process reporting 
Staff Transfer Process for bands 2- 6 
nursing staff and AHP’s – To be launched 
– Oct 21 
Itchy Feet Process as “Please Don’t Go” 
for nurses and AHPs - (Q2) – To be 
launched Oct 21 
Engagement sessions with staff 
Flexible working policy to be reviewed to 
include agile working and other offers – 
end of October 2021 
Bath University undertaking survey 
(“Should I stay or should I go”) into 
impacts of COVID-19 on NHS staff 
retention 

Workforce and 
Education Committee 
Staff Experience and 
Resourcing Exec Led 
Group 

 

 

  



 
Risk 7 A failure to improve recruitment and retention rates 
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 
 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

Background Risk tracking 
 

• The recruitment and retention of the workforce has been 
identified as a key risk.  The major focus of this work is the 
recruitment and retention of nurses to ensure that there is 
a clear pipeline in place to ensure safe staffing.  The work 
plan has been refreshed and a number of projects have 
been initiated post COVID. 

 
• The workforce plan has identified a number of workforce 

challenges, which include the demographics of the 
workforce, the morale of staff post COVID and an 
emerging pension issue for staff within the over 55 group 

 
• A domestic and international pipeline is in place and the 

focus for quarter 3 and 4 will be an improvement in 
retention.   
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Risk 14: A failure to achieve financial sustainability 
Lead Executive Director Chief Finance Officer 
Lead Officer Deputy CFO / Director of Finance (Operations) 
Date updated October 2021 

Date: Update Commentary Inherent Score Residual Score Target Score 
Oct-21 H1 Delivery: Trust on track to deliver H1 breakeven.  5 4 20 5 2 10 5 2 10 

Oct-21 H2 financial envelope still awaited. Informed H2 position will be requirement to breakeven and trust will be managed against breakeven 
delivery for the year as a whole. H2 efficiency ask expected to be around 2% to 3%. Cost pressures continued in H1 generate a risk to 
delivery and CQC response may increase financial risk as LUHFT moves into H2.  

5 4 20 5 3 15 5 2 10 

Oct-21  2022/23 

The financial regime for 2022/23 is unknown which places significant uncertainty into the financial position. 

CIP plans in 2021/22 are not delivering the recurrent value necessary to bring the organisations finances into balance within the current 
funding envelope. 

Additional approved service developments in 2021/22 have increased the underlying financial gap identified within the planning round for 
2021/22. 

Continued difficulties in staffing (vacancies / sickness) has resulted in continued use of premium cost cover (agency and escalated bank 
rates).  

5 4 20 5 4 20 5 2 10 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance (inc. date 
planned to implement or 
review) 

Committee Oversight Level of  
assurance 

Ineffective financial 
management, budgetary 
control, and activity planning 

LUH Business development / 
business case approval process 

Integral element of LUH Operational 
Annual Planning process and exec-led 
oversight via Service Development 
approach. 
 
Business case process for annual 
planning and in-year resource requests 
 

 Divisional Management Operational 
Teams with oversight by Operations 
Management Board. 
 
Board oversight for business cases in line 
with SFI approval limits. 

 

 LUH Cash management process Cash Assurance Group meetings – 
monthly.   

 Cash Assurance Report 
Finance Report - Monthly to OPELG, F&P 
Committee and Board. 
Internal Audit Reports 

 



 

 
 

Audit Committee assurance 

 LUH Divisional budgets and activity 
plans 

Monthly Finance Meetings with individual 
Divisions 
Divisional involvement in annual budget 
setting process 

 Monthly Finance Report to OPELG and 
F&P Committee. 
Divisional sign-off of annual budgets and 
plans. 
Annual Key Financial Systems Internal 
Audit (Budgetary Control) reported to 
Audit Committee  
FIP Board for monthly divisional oversight 
Budget setting process approved by F&P 

 

 LUH Management of Additional 
Clinical Activity Sessions Policy 
(ACAS, WLIs & ACC) 

Application of Terms of Conditions sub 
group in place. (Links into National Body) 

 1. Payment Improvement Group - RLB full 
monitoring and scrutiny. 
3. Escalation to Resourcing ELG in place. 
 

 

 LUH Operational Plan Divisional input into annual operational 
planning process 
Finance Report - monthly to OPELG, F&P 
Committee and Board 
Annual Accounts - Audit Committee and 
Board 

 External Audit Report - Audit Committee 
annually 
NHSEI annual review and agreement with 
plan 

 

 LUH Purchase requisition system Transition to 'No PO No Pay' policy  Internal Audit (Accounts Payable) 
reported to Audit Committee and F&P 
Committee - next due 2020/21 (2018/19 - 
green) 

 

 LUH Standing Financial Instructions Delegated authorisation levels embedded 
in finance and procurement systems. 
SFI’s and Scheme of Delegation. 
 

 Key Financial Systems Internal Audit - Ad 
Hoc 

 

Failure to deliver planned 
efficiencies 

LUH Cost Improvement Plans Fortnightly meetings with Heads of 
Service - reports to Finance Improvement 
Programme Board. 
Bi-weekly Finance Improvement 
Programme Board update - monthly to 
F&P Committee. 

 Annual CCG Audit 
FIP Board oversight 
F&P Committee 
Board 

 



 

 
 

Monthly Finance Meetings with individual 
Divisions. 
Appointment of interim Transformation 
Director to support 
production/implementation of savings 
programme 

 LUH Validation checks of CIP 
savings 

Divisional Finance Manager validation 
and agreement to budget reduction 

 Scrutiny and oversight via Finance 
Improvement Programme Board. 

Ad hoc Internal Audit Reports 

 

Finance regime for 2nd half of 
2021/22 and 2022/23 
unknown 

Attendance at C&M HCP briefing 
sessions; 
Attendance at national briefing 
sessions; 
Realistic planning assumptions for 
H2 2021/22 to minimise further 
downside scenario  

Regular updates and engagement within 
health economy and national teams to 
ensure continued involvement in 
processes. 

Revised plan to be produced 
once guidance on the finance 
regime is published 

F&P 

Board 

 

Consequences of failure to 
deliver financial 
sustainability 
Organisational reputation; 
Risk of higher regulation and 
intervention with consequent 
loss in autonomy; 
Risk of cash deficit and 
consequent inability to invest in 
services and/or capital 
infrastructure; 
Financial issues displace other 
organisational priorities; 
Impact on ability to attract and 
retain staff. 
 

     

  



 

 
 

Risk 14 A failure to achieve financial sustainability 
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below. 

Risk Level 
 
Key Element 

Avoid  
 
Avoidance of risk and 
uncertainty is a key 
Organisational objective 

Minimal  
 
The Trust has a minimal appetite 
for risks that impact on quality of 
care i.e. to be safe, effective and 
providing a positive patient 
experience. Related to this, the 
Trust has a minimal risk appetite 
relating to regulatory non-
compliance. 

Moderate 
 
The Trust has a moderate appetite to take considered risks in terms of 
their impact on financial stability in challenging working practices in 
pursuance of its commitment to clinical excellence, providing that 
patient safety and experience is not adversely affected. Similarly, the 
Board has a moderate appetite to risks associated with the 
development of its people and demonstrating effective leadership, 
recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

Greatest 
 
The Board has greatest appetite in seeking 
strategic transformation of healthcare across 
Merseyside, which includes reconfiguring 
services as part of the integration of the newly 
merged Trusts, as well as developing wider 
effective partnerships and alliances where 
positive gains can be anticipated, providing 
they are done so within the regulatory 
environment. 

Innovation/ 
Quality/ Outcomes 

Defensive approach to 
objectives – aims to maintain or 
protect rather than innovate or 
adapt.  Decision making 
authority reserved centrally.   

Innovations usually avoided unless 
commonplace elsewhere or 
essential.  Decision making 
authority reserved centrally.   

Innovation supported and encouraged where demonstrable benefits 
available.  Innovation is routine to enable operational delivery.  Some 
devolved decision making authority. 

Innovation is normal behaviour.  Working 
practices constantly open to review and 
improvement.  Investment in new technologies 
is a constant.  Highly devolved decision making 
authority. 

 

Background Risk tracking 
LUHFT working within fixed financial envelope for H1 2021/22. CIP ask c£15m of which 
£5.7m expected to be delivered through access to Elective Recovery Fund. Balance to be 
delivered through cost savings. 

Projected funding gap for 2021/22 estimated at c£46m, but dependent on financial regime 
for H2 
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Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB2122_88 Date: 26/10/2021 

Report Title  Board Assurance Framework (BAF) 

Prepared by  Sharon Balmer, Senior Corporate Governance Officer 

Presented by  Daniel Scheffer, Director of Corporate Affairs / Company Secretary 

Key Issues / Messages The Board Assurance Framework (BAF) is refreshed on a quarterly basis through 
discussion with the Executive Director leads for each risk and presented to the allocated 
Board Committee for review. Each risk is assigned to Board assurance committees for 
oversight before being presented to the Board. 
 
This paper provides the Board with the latest version of the BAF for Q2 (July-September 
2021) which contains details of the 14 principal risks to the achievement of the Trust’s 
strategic objectives. Seven of these risks are currently rated at 15 or above with full 
details of these risks attached. 
 
During Q2, there has been an increase to the residual risk score for Risk 3 (Timely 
Access to Care). The current risk score of 20 is being driven by the current waiting list 
position across Trust services. Details of the controls in place are contained within the 
full report with further details on the Trust’s current waiting list position reported within 
the Integrated Performance Report.   
 
There have been reductions to the residual scores for Risk 12 (A failure to consolidate 
sustainable services), Risk 13 (A failure to digitally enable the organisation) and Risk 
14 (A failure to achieve financial sustainability).  

 
The highest level of significant risk remains consistent with Q1 and continues to be 
placed against Risk 1 (A failure to provide safe care) and Risk 3 (A failure to provide 
timely access to care) both of which have a risk score of 20. 
 
On Risks 1, 2, 3 and 4, discussion has commenced with the new Interim Chief Nurse 
and Interim Medical Director on the potential reformulation of these risks to ensure we 
are sufficiently capturing the key issues relating to safety and standards of care. Any 
changes will be reported during Q3. 
 

Action required  For decision
  

Funding Source (If applicable): Not applicable 

The Trust Board is asked to review and approve the proposed BAF scores and 
associated controls, assurance, and mitigations. 
 

Supporting Executive: Daniel Scheffer, Director of Corporate Affairs / Company Secretary 
 

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)  



 

  
 

 

o Strategy         ☐                       Policy        ☐                 Service Change      ☐                                        

Strategic Objective(s) 

Great Care Great People 
Great Research & 

Innovation 
Great Ambitions 

o Safe care                       ☒ o Provide a great staff 
experience                            

☒ o High quality research & 
innovation                      

☒ o Successful 
partnerships   

☒ 

o Effective care                ☒ o Become a great 
place for healthcare  
professionals to learn 
and work 

☒ o Widened access to 
research opportunities               

☒ o Sustainable 
Services      

☒ 

o Timely access to 
care   

☒ o Improve recruitment 
& retention rates                                      

☒ o Embedded culture of 
research and 
innovation    

☒ o Digitally enabled 
organisation                     

☒ 

o A great experience 
for our patients                 

☒     o 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 

Board Assurance 
Committees and Chief 
Executive Officers Group 

October 
2021 
 

Associate 
Director for 
Corporate 
Affairs 

Details contained within the report. 

 



 

  
 

 

EXECUTIVE SUMMARY 

1. Define the issue 
This report provides a summary of the Board Assurance Framework (BAF) position, including notable 
changes in content during Q2 of 2021/22 and outlines the work undertaken in the period to improve 
the quarterly review process. 
 

2. BAF Development 
Work continues to develop the BAF and improve the processes supporting the quarterly updates.  The 
check and challenge sessions that were introduced in Q1 are now embedded and continue to provide 
a valuable forum for open discussion on the delivery of the corporate strategy and the underpinning 
enabling strategies.  The sessions are also used to support the identification of any new or emerging 
risks to the delivery of the strategic objectives and gaps in controls or assurances.  

Further improvements have been made to the template to ensure that the commentary providing the 
quarterly context is up front and sets the scene for the updated risks.  In addition, risk scores are now 
broken down to inherent, residual and target risk scores, which are defined as: 

a) Inherent risk score: risk score before controls is implemented. 
b) Residual risk score: risk score considering controls in place; and 
c) Target risk score: risk score which would indicate risk is adequately controlled. 

It is the intention to develop the scoring matrix in Q3 to include a third measure to assess the level of 
assurance received from the controls in place to mitigate the risk.  The final risk score will be calculated 
by adding together the scores for Consequence, Likelihood and Controls, i.e. [Consequence] + 
[Likelihood] + [Controls] = [Total Score]. This aims to ensure that there is a greater focus on the strength 
of the control measures needed to reduce the level of risk. The change to the risk scoring arrangement 
will require the Trust to update its Risk Management Strategy and Policy together with adjustments to 
the Datix Risk Management System.  
 

3. Updates to Risks 
Quarter 2 updates to the BAF risk scores are presented in Table 1 which shows that there is a 
proposed increased to the residual risk score for risk 3 and reductions to the residual scores for risks 
12, 13 and 14 for the Board’s consideration and approval.   

• Risk 3 (A failure to provide timely access to care): The score has increased from (4x4) 16 to 
(5x4) 20 in recognition of the current waiting times for patients, those waiting more than 52 
weeks for treatment.  Whilst progress is being made to improve performance, this remains a 
long-term issue. 

• Risk 12 (A failure to consolidate sustainable services):  The score has reduced from (4x4) 16 to 
(4x3) 12 following the approval of the business cases for the seven service reconfigurations 
relating to the new hospital and the establishment of timescales against each scheme. 

• Risk 13 (Failure to be a Digitally enabled organisation): The score has reduced from (3x4) 12 
to (2x4) 8 following extensive engagement with the clinical divisions which has resulted in the 
completion of safety improvements to PaperLite systems. 

• Risk 14 (A failure to achieve financial sustainability): The score has reduced from (5x4) 20 to 
(5x3) 15 in recognition of the achievement of a breakeven position for the first half of the year 
(H2) however significant risk remains for H2 as the financial envelope is not yet known.  It should 
be noted that the financial risk for 2022/23 remains at (5x4) 20. 

 



 

  
 

 

BAF risks are reviewed by the assigned Board assurance committees in advance of the meeting of the 
Board of Directors. Due to the timing of the distribution of papers, the necessary reviews by the Finance 
& Performance Committee and the Quality & Safety Committee meetings have not been considered. 
Any proposed changes agreed by those committees will be presented verbally at the Trust Board 
meeting on Tuesday, 26 October 2021.  In addition, the Workforce & Education Committee has 
undertaken a virtual review of the BAF risks falling within its remit because it does not meet in October. 

Table 1: 

Risk Reference / Full Risk Description 
Qtr 2 

2020/21  
Risk 

Score 

Qtr 3 
2020/21  

Risk 
Score 

Qtr 4 
2020/21 

Risk 
Score 

Qtr 1 
2021/22 

Risk 
Score 

Qtr 2 
2021/22 

Risk 
Score 

1. A failure to provide safe care 5 x 4 = 
20 

5 x 4 = 
20 

5 x 4 = 
20 

5 x 4 = 
20 

5 x 4 = 
20 

2. A failure to provide effective care 4 x 3 = 
12 

5 x 3 = 
15 

5 x 3 = 
15 

5 x 3 = 
15 

5 x 3 = 
15 

3. A failure to provide timely access to care 5 x 4 = 
20 

5 x 5 = 
25 

5 x 4 =    
20 

4 x 4 =    
16 

5 x 4 =    
20 

4. A failure to provide a great experience for our 
patients 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

5. A failure to provide a great staff experience 4 x 4 = 
16 

3 x 4 = 
12 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

6. A failure to become a great place for 
healthcare professionals to learn and work 

3 x 4 = 
12 

3 x 4 = 
12 

3 x 4 = 
12 

3 x 4 = 
12 

3 x 4 = 
12 

7. A failure to improve recruitment and retention 
rate 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

8. A failure to deliver high quality research & 
innovation 

3 x 2 =   
6 

3 x 2 =   
6 

3 x 3 =    
9 

3 x 3 =    
9 

3 x 3 =    
9 

9. A failure to widen access to research 
opportunities 

3 x 2 =   
6 

3 x 2 =   
6 

3 x 4 = 
12 

3 x 4 = 
12 

3 x 4 = 
12 

10. A failure to embed a culture of research & 
innovation 

3 x 2 =   
6 

3 x 2 =   
6 

3 x 3 =   
9 

3 x 3 =   
9 

3 x 3 =   
9 

11. A failure to build upon successful partnerships 4 x 3 = 
12 

4 x 3 = 
12 

4 x 3 = 
12 

4 x 3 = 
12 

4 x 3 = 
12 

12. A failure to consolidate sustainable services 4 x 3 = 
12 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 3 = 
12 

13. A failure to digitally enable the organisation 3 x 4 = 
12 

4 x 4 = 
16 

3 x 4 = 
12 

3 x 4 = 
12 

4 x 2 = 
8 

  



 

  
 

 

14. A failure to achieve financial sustainability 5 x 4 = 
20 

5 x 4 = 
20 

5 x 4 = 
20 

5 x 4 = 
20 

5 x 3 = 
15 

 (Green – risk level <6, Amber – risk level 7 -14, Red = risk level >15) 

The quarterly review meetings have identified some overarching themes relating to the capacity in 
teams to deliver strategy and progress actions in relation to the BAF because of:  

• The continued operational response to the Covid-19 pandemic, alongside the delivery of the 
Elective Recovery Plan. 

• Additional pressures because of the response to the enforcement notice issued by the CQC 
following its visit in July 2021; and 

• Workforce challenges in relation to recruitment and retention, around the impact of Brexit on 
the availability of staff and the impact of the pandemic on the health and wellbeing of staff, as 
well as staff taking annual leave accrued from the prior year. 
 

4. Recommendations 

The Trust Board is asked to review and approve the proposed BAF scores and associated controls, 
assurance, and mitigations. 
 



 

  

Trust Board 
 

COVER SHEET 
 

Agenda Item (Ref) TB22/21_89 Date: 26/10/2021 

Report Title  Board Committees Terms of Reference Update  

Prepared by  Fisayo Oke, 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 the Research & 
Innovation Committee.  
 
A process was undertaken to review the effectiveness of the committees which 
generated the proposed changes to the Terms of Reference.  The Research & 
Innovation Committee has 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 Committee’s 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 Research & Innovation 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  
professionals to learn 
and work 

☐ • Widened access to 
research opportunities               

☒ • Sustainable 
Services      

☒ 

• 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 
Research & Innovation 
Committee 

6 October 
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 Research & Innovation Committee.  

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.   

In advance of presenting the changes to the Trust Board, the draft terms of reference have been 
reviewed and endorsed by the Research & Innovation Committee.  

3. PROPOSALS 

A number of changes are proposed to the Terms of Reference for the Committee and the table below 
sets out the details.  

Committee 
 

Proposed changes  Date 
approved 
by 
Committee 

Research & 
Innovation 
Committee  

Committee members to include: 
• A Non-Executive director (separate from the Chair) 
• Director of Strategy 
 
Non-voting membership of the Committee to include 
Associate Director of Corporate Affairs/ Company Secretary.  
 
Job title updated for the Associate Director of Corporate 
Affairs/ Company Secretary 

06/10/2021 

 

The updated Terms of Reference is included as an appendix to this report. 

Appendix A – Research & Innovation Committee 
 
RECOMMENDATION 

• The Trust Board is asked to formally approve the proposed amendments to the Committee Terms of 
Reference. 

  



 
 

 

 

Appendix A 
 
 

RESEARCH & INNOVATION 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 advise on, contribute to and direct the implementation of the Trust’s 
Research and Innovation strategy, coherently integrated with the Trust’s corporate strategic 
direction with our major partner, the University of Liverpool.  

 
6. The Committee provides assurance to the Board on the effective implementation of the Trust’s 

Research and Innovation strategy to deliver our strategic priority of GREAT research & 
innovation. This includes high quality research and innovation, widened access to research 
opportunities and embedding a culture of research & innovation. Our focus will be to grow and 
deliver world-class innovation and clinical research (translational to applied) which addresses the 
unmet clinical need of our community, in conjunction with the University of Liverpool and other 
partners.  

 
7. The Committee is responsible for managing the strategic risks relevant to its area of responsibility 

and to provide assurance that the risks are being managed and 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 
 

8. In order to fulfil its role effectively, the Committee will:  



 
 

 

 

a. Define the research and innovation strategy of the Trust in close partnership with the 
University of Liverpool, Liverpool Health Partners and other partners. 

b. Promote the integration of research and innovation into core service delivery  

c. Provide assurance that the structures and processes for research and innovation are 
appropriate  

 
d. Ensure that the Trust is compliant with statutory requirements  

 
e. Review the Research Delivery & Innovation dashboard and approve action plans to 

ensure that corrective action to address failing performance is effective.  
 

f. Ensure the Trust has a coherent programme to build sustainable, embedded research 
and innovation capacity and capability  

 
g. To promote sustained improvement in the programmes of research and innovation in the 

Trust, alongside their continuous quality assurance and receive other relevant items as 
identified on the Committee’s Forward Plan (agreed annually by the Committee).  

 
Membership 
 

9. The Committee shall comprise the following members:  
a. Chair (who must be a Non-Executive Director) 
b. Non-Executive Director  
c. Medical Director (Executive Lead)  
d. Chief Finance Officer 
e. Chief Nurse 
f. Director of Strategy 

 
10. The following is required to attend meetings of the Committee in a non-voting capacity:  

 
g. Clinical and Associate Directors of Research & Innovation  
h. Chief Clinical Information Officer (Innovation) 
i. Director of the Clinical Research Facility  
j. Governance Lead for Research for the Trust  
k. Associate Director of Corporate Affairs/ Company Secretary 

 
11. The Committee will be deemed quorate when one Non-Executive Director and one Executive 

Director is in attendance. Deputies must attend in the absence of the Medical Director or the 
Director of Finance. Deputies for other Executive members should only attend if there are 
relevant agenda items.  
 

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.  

 
Administration of Meetings 
 

18. Meetings shall be held bi-monthly with additional meetings held on an exceptional basis at the 
request of the Chair or any three members of the Committee.  

 
19. 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. 

 
20. Agendas and papers will be circulated at least 4 working days (or 3 working days plus a 

weekend) in advance of the meeting.  
 

21. Minutes will be circulated to Committee members as soon as is reasonably practicable.  
 
Review 
 

22. The Terms of Reference of the Research& Innovation 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) 

6/10/2021 1.1 Committee members to include: 6 October 2021  



 
 

 

 

A Non-Executive director (separate from the Chair) 
Director of Strategy 
 
Non-voting membership of the Committee to include 
Associate Director of Corporate Affairs/ Company 
Secretary.  
 
Job title updated for the Associate Director of Corporate 
Affairs/ Company Secretary 
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CORPORATE GOVERNANCE MANUAL 
 
 
FOREWORD 
 
Corporate governance is the system by which an organisation is directed and controlled at its most senior 
levels, to achieve its objectives and meet the necessary standards of accountability and probity. Effective 
corporate governance, along with clinical governance, is essential for a Foundation Trust to achieve its 
clinical, quality, and financial objectives. Fundamental to effective corporate governance is having the 
means to verify the effectiveness of this direction and control which is achieved through independent 
review and assurance. 
 
NHS Foundation Trusts (FT) are created as legal entities in the form of public benefit corporations by 
the NHS Act 2006. The legislation constitutes NHS FTs with a governance regime that enables the NHS 
FT boards of directors to have autonomy to make financial and strategic decisions. They also have a 
framework of local accountability to members through a Council of Governors. Externally, whilst 
remaining part of the NHS, FTs are authorised by, and accountable for the operation of their licence to 
NHS Improvement, rather than the Secretary of State for Health & Social Care. FTs are free to decide 
locally how to meet their obligations. They have specified powers to enter contracts in their own name 
and to act as Corporate Trustees, in which role they are accountable to the Charity Commission for 
those funds deemed to be charitable. 
 
Effective corporate governance is a fundamental cornerstone for the success of Liverpool University 
Hospitals NHS Foundation Trust (LUHFT). The autonomy that the Trust enjoys, its public service purpose 
and the fact it is entrusted with public funds demands that the Board of Directors, the Council of Governors 
and all LUHFT employees operate according to the highest standards of corporate governance. It is 
essential, therefore, that all employees, especially those operating at a senior level clearly understand 
the key principles of good governance and how to apply them. To this end, this Manual is available on 
the Trust’s intranet with directors and relevant senior managers required to ensure that all staff for whom 
they are responsible are advised of its existence.  
 
The Corporate Governance Manual 

 
The purpose of the Corporate Governance Manual is to set out the control framework within which the 
Trust’s objectives are delivered. The legal framework within which the Trust was established and 
continues to operate is set out in the Trust’s Constitution and Provider License which this Manual 
complements. The Manual takes full account of the revised NHS Foundation Trust Code of 
Governance (July 2014), published by NHS Improvement (formerly Monitor). This Code sets out a 
common overarching framework for the corporate governance of NHS foundation trusts and 
complements the statutory and regulatory obligations on them1. 
 
Key documents in the Corporate Governance Manual, requiring compliance by the FT, its Executive 
and Non-Executive Directors, senior managers, officers, and employees are the Accountable Officer 
Memorandum, Standards of Business Conduct, Standing Orders (as a framework for internal 
governance) and Standing Financial Instructions (as a framework for financial governance).  
 
This document will be updated annually or more frequently in line with legislation, directives from the 
regulator or as required internally to reflect change of practice.  
 
 

Daniel Scheffer 

Associate Director for Corporate Affairs/Company Secretary 
 

1 Monitor’s Code of Governance July 2021 

https://www.aintreehospital.nhs.uk/our-organisation/corporate-support-departments/corporate-governance/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/327068/CodeofGovernanceJuly2014.pdf
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1. AUTHORITATIVE BODIES 
 

1.1 The Board of Directors  
 
The Role 
1.1.1 The Board takes corporate responsibility for all activities of LUHFT considering the new 

general duties on Directors as identified in the Health & Social Care Act 2012 (referenced in 
the Trust Constitution). 
 

1.1.2 The Board’s main duties are: 
• Setting the organisation’s strategic aims, taking into consideration the views of the 

Council of Governors, ensuring the necessary financial and human resources are in place 
for it to meet its objectives, and reviewing management performance 

• Collective responsibility for ensuring the quality and safety of healthcare services, 
education, training, and research delivered by the Trust and applying the principles and 
standards of clinical governance set out by the Department of Health & Social Care, the 
Care Quality Commission and other relevant NHS bodies 

• Collective responsibility for adding value to the organisation by promoting its success 
through the direction and supervision of its affairs 

• Providing proactive leadership within a framework of prudent and effective controls which 
enable risk to be assessed and managed 

• Setting and maintaining the organisation’s vision, values, and standards of conduct, 
whilst ensuring its obligations to members, patients and other stakeholders including 
the local community and the Secretary of State are understood and met. 
 

1.1.3 The Board is expected to bring about change by making best use of all its resources – 
financial, staffing, physical infrastructure, and knowledge – and working with staff and partner 
organisations to meet the publics and patient’s expectations. As leaders, board members are 
expected to understand opportunities for improving services and motivate others to bring 
them about. 
 

1.1.4 The Board makes plans to achieve the Government’s objectives for healthcare, guided by 
the targets and delivery dates set out in the NHS System Oversight Framework.   The Board 
also signs off an annual plan, setting out the year’s objectives, and it is the function of the 
Board to ensure progress. 

 
 

Membership 
1.1.5 The Board consists of Executives, Non-Executive Directors, and a Chair. The Chair and Non-

Executive Directors include lay people drawn from the local community and are selected with 
a view to ensuring a balance of skills and experience. They are accountable to the Council 
of Governors. 

 
The Chair and the Chief Executive 
1.1.6 There is a clear division of responsibility between the chairing of the Board of Directors and 

Council of Governors on the one hand and the executive responsibility for the running of the 
Trust’s business on the other. 

 

1.1.7 The overall role of the Chair is one of enabling and leading so that the attributes and specific 
roles of the Executive team and the Non-Executives are brought together in a constructive 
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partnership to take forward the organisation’2 
 

The Chair is responsible for: 
 

• providing leadership of the Board of Directors and the Council of Governors, ensuring 
their effectiveness on all aspects of their role, and setting their agenda 

• ensuring that the Board and the Council work together effectively 
• ensuring that directors and governors receive accurate, timely and clear information 

that is appropriate for their respective duties 
• ensuring that there is effective communication with patients, members, staff, and other 

stakeholders 
• facilitating the effective contribution of all executive and non-executive directors to the 

Board’s affairs and ensuring that the Board acts as a team 
• appraising the performance of the Chief Executive and the Non-Executive Directors3. 

 
The Chief Executive is accountable to the Chair and Non-Executive Directors for ensuring 
that the Board is empowered to govern the Trust and that the objectives it sets are 
accomplished through effective and properly controlled executive action. The Chief Executive 
should be allowed full scope, within clearly defined delegated powers, for action in fulfilling 
the decisions of the Board’4. 
 
The Chief Executive is responsible for: 
• performing the duties of ‘Accountable Officer’ as set out in the NHS Act 2006 

• overseeing risk management within the Trust and signing the Annual Governance 
Statement 

• organising, managing, and staffing the Trust 
• developing and maintaining procedures for the Trust 
• protecting the Trust’s reputation and integrity locally and nationally, by ensuring the Trust 

is open and honest in its communications and through the development of strong 
partnerships with all stakeholders 

• ensuring the quality-of-service provision. 
 

1.1.8 Non-Executive Directors 

As members of a unitary board, Non-Executive Directors have a duty to ensure that there is 
constructive challenge of the decisions of the Board. Non-Executive Directors are responsible 
for: 
• bringing independent judgement to bear on issues of strategy, performance, risk 

management and key appointments 
• satisfying themselves as to the integrity and robustness of financial, clinical, and other 

information 
• determining appropriate levels of remuneration of Executive Directors (through the 

Nominations & Remuneration Committee) 
• appointing and where necessary removing Executive Directors, and succession 

planning5 
• ensuring that ‘the Board acts in the best interests of the public and is fully accountable to 

the public for the services provided by the Trust and the public funds its uses’ 6 

 
2 Code of Accountability in the NHS, 2004, p.5 
3 NHS FT Code of Governance July 2014 
4 Code of Accountability in the NHS, 2004, p. 5-6 
5 NHS Code of Governance, July 2014 
6 Code of Accountability in the NHS, 2004, p.5-6 
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• undertaking the work of the Audit Committee 
• providing the Council of Governors with accurate, timely and clear information on the 

Trust’s key quality, performance, and financial indicators. 
 

A Non-Executive Director will be appointed Chair of the Audit Committee. Other appointments 
include the Senior Independent Director and Deputy Chair. 

 
Board Champions/ Nominated Leads 
The Board of Directors may designate lead responsibility to a Non-Executive Director where 
there is a specific requirement for an individual Non-Executive Director to be identified or 
where the Trust has determined that this would provide additional assurance as specified 
within the Trust’s governance arrangements. This designation does not contradict the overall, 
collective responsibility of the Board to discharge its duties and function as a unitary board; 
and does not require that the Non-Executive Director assumes operational matters.  
 
The list of current Board Champions/ Nominated Leads roles are:  
 
• Freedom to Speak Up Champion 
• Black Asian Minority Ethic (BAME)/Seacole Group Membership Champion 
• Board Champion for Sustainability 
• Equality, Diversity & Inclusion Champion 
• Safeguarding Champion 
• Wellbeing Champion 

 
1.1.9 Executive Directors 

The Trust’s Executive Directors are: 
• Chief Executive 
• Chief Finance Officer 
• Chief Nurse Officer 
• Medical Director 
• Chief People Officer 
• Chief Operating Officer 

They have responsibilities as members of the Board of Directors and as the most senior 
managers of the operations of the Trust. 
 

1.1.10 In Attendance 
The following non-voting Directors will be expected to be in   attendance: 
• The Associate Director for Corporate Affairs / Company Secretary 
• The Director of Strategy  
• The Director of Communications and Marketing 
• The Director of Quality Improvement 

 
1.1.11 The Standing Orders of the Board of Directors are in the Trust’s Constitution. This can be 

located via  
https://www.liverpoolft.nhs.uk/about-us/reports-and-publications/trust-constitution/. 

 
1.2 Council of Governors 

 
1.2.1 The Council of Governors comprises elected and appointed governors. Elected governors 

represent two main groups: staff and members of the public. The staff group is divided into 
constituencies as detailed within the Constitution. Appointed governors represent key 
stakeholders of the Trust. 

https://www.liverpoolft.nhs.uk/about-us/reports-and-publications/trust-constitution/
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1.2.2 In broad terms, the Council of Governors is responsible for representing the interests of the 

Trust’s members and the partner organisations in the communities served by the Trust. To 
this end, it prepares and, from time to time, reviews the Trust’s Membership and Engagement 
Strategy. 

 
1.2.3 Governors provide their views to the Board on the Trust’s forward plans and are presented 

with the Annual Report and Accounts, and the Quality Account. Responsibilities of the Council 
are: 

 
• appoint or remove the Chair and the other Non-Executive Directors 
• decide the remuneration and allowances, and the other terms and conditions of office, of 

the Chair and the other Non-Executive Directors 
• approve the appointment of the Chief Executive 
• hold the Non-Executive Directors individually and collectively to account for the 

performance of the Board of Directors 
• approve 'significant transactions' and any application by the Trust to enter into a merger, 

acquisition, separation or dissolution 
• approve any proposed increases in private patient income of 5% or more (in proportion to 

the Trust’s total income) in any financial year 
• approve amendments to the Trust's Constitution 
• appoint or remove the Trust’s auditor 
• receive the FT’s annual accounts, any report of the auditor on them and the annual 

report 
• represent the interests of the members of the Trust as a whole and the interests of the 

public. 
 

1.2.4 Further details on the Council of Governors are to be found in the Trust’s Constitution, 
including additional provisions in Annex 5 and within the Standing Orders located in Annex 
7. 
 

1.2.5 Code of Conduct for Governors  
The Code  of Conduct for Governors is outlined within the Governors’ Handbook which can    be 
found on the Trust intranet or on request via the Corporate Governance Team – 
corporate.governance@liverpoolft.nhs.uk.               

 
 
  

https://www.liverpoolft.nhs.uk/about-us/council-of-governors/governors-code-of-conduct/
mailto:corporate.governance@liverpoolft.nhs.uk
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2. TRUST VISION, MISSION STATEMENT AND VALUES 
 

Our vision is shared by our partners: we work together to support our communities to 
live healthier, happier, fairer lives.  
 

• It draws upon our shared foundations of passion and pride in our roles, a desire to provide 
great care, community spirit and teamwork, and a willingness to speak up for what we 
believe in. These qualities are unique to LUHFT and unify us in all we do. 

• Our mission is clear: by working together we will deliver outstanding healthcare. 
• We will achieve our mission by delivering the three-year plans outlined against our four 

strategic priorities: great care, great people, great research & innovation and great 
ambitions. 

• We will need to work together, within the Trust, with our partners and with the communities 
we serve to deliver our strategy.  To succeed, we will need to listen and to do things 
differently, living the values that form the LUHFT culture of being caring, fair and 
innovative. 

The above values take into consideration the guiding principles of the NHS as set out in the 
NHS Constitution, published in March 2011. Details are available on the Department of Health 
& Social Care website https://www.gov.uk/government/organisations/department-of-health-
and-social-care or via NHS Constitution.

https://www.liverpoolft.nhs.uk/about-us/our-vision/our-values/
https://www.liverpoolft.nhs.uk/about-us/our-vision/our-values/
https://www.gov.uk/government/organisations/department-of-health-and-social-care
https://www.gov.uk/government/organisations/department-of-health-and-social-care
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
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3. BOARD COMMITTEES 
 

The Board has established the following committees: 
 

• Audit 
• Quality & Safety 
• Finance & Performance 
• Nomination & Remuneration 
• Workforce & Education 
• Research & Innovation 
• Charitable Funds 
• New Hospital Committee. 

 
The New Hospital Committee is a time limited committee established to oversee the 
construction, finance and opening of the new Royal Hospital. 

 
Committee Structure  
 

The diagram below outlines the board’s committee structure 
 
 

 
 

 
 
 

 
 

The terms of reference of these committees are approved by the Board on an annual basis, 
and can be found internally on the Trust’s Intranet or on request via the Corporate Governance 
Team – corporate.governance@liverpoolft.nhs.uk. 
 
A brief description of their role follows. 

 
3.1 Audit Committee 

To maximise the overview and scrutiny capability of the Board of Directors, the 
membership of the Audit Committee comprises Non-Executive Directors, except for the Trust 
Chair.   The Trust Chair may attend by invitation of the Audit Committee Chair. 

The primary function of the Audit Committee is to assess the adequacy and effectiveness of 
the Trust’s systems of integrated governance, the internal control environment and risk 
management across the whole of the Trust’s activities (clinical and non-clinical) both generally 
and in support of the annual governance statement. The committee will: 

 
• Monitor and review financial and other risk and associated controls, integrated 

governance (both clinical and corporate) and financial assurance across the whole of the 
Trust’s activities. 

Council of 
Governors

Board of 
Directors

Audit 
Committee

Charitable 
Funds 

Committee 

Finance and 
Performance 
Committee

Workforce and 
Education 
Committee

Research and 
Innovation 
Committee

New Hospital 
Committee 

Quality and  
Safety 

Committee

Nomination and 
Remuneration 

Committee

https://www.liverpoolft.nhs.uk/about-us/reports-and-publications/board-committees-terms-of-reference/
mailto:corporate.governance@liverpoolft.nhs.uk
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• Review the integrity of the financial statements to determine their completeness, 
accuracy, and integrity. 

• Ensure there is an effective internal audit function established by management which 
provides appropriate independent assurance to the Committee. 

• To maintain an oversight of the Trust’s general risk management structures, processes, 
and responsibilities, including the production and issue of any risk and control-related 
disclosure statements 

• Review and monitor the external auditors’ independence and objectivity and the 
effectiveness of the audit process. It will review the work and findings of the auditors and 
consider management’s response to their work. 

 

3.2 Quality & Safety Committee 

The Quality & Safety Committee will be responsible for providing the Trust Board with 
assurance on the standards of quality and safety for clinical care and effectiveness and patient 
experience, and the implementation of the Trust’s risk management strategy in relation to those 
areas. The Committee oversees and monitors the Trust’s compliance with all legal, regulatory, 
and other obligations such as the Trust’s compliance with Care Quality Commission (CQC) 
Fundamental Standards of Quality and Safety. Key duties of the Quality & Safety Committee 
will be to: 

 
• Contribute to and monitor the Trust’s Quality & Safety Strategy seeking assurance on the 

associated delivery plans 
• Oversee and monitor progress against the Patient & Family Experience Plan 
• Ensure that there is an appropriate process in place to monitor and promote compliance 

across the Trust with clinical standards and guidelines 
• Oversee and monitor the Trust’s compliance with all legal, regulatory, and other obligations 

such as the Trust’s compliance with CQC Fundamental Standards of Quality and Safety  
• Develop and recommend for approval by the Board trust-wide clinical governance 

priorities and give direction to the clinical governance activities of the trust’s services and 
care groups. 

• Ensure that risks to patients are minimised through the application of a comprehensive 
risk management system. 

• Ensure that there is an appropriate process in place to monitor and promote compliance 
across the trust with clinical standards and guidelines. 

• Identify and monitor any gaps in the delivery of effective clinical care ensuring progress 
is made to improve these areas, in all specialties. 

• Identify areas for improvement in respect of serious incident themes and complaint 
themes from the results of national patient survey/internal reporting and ensure 
appropriate action is taken. 

• Review high level operational and strategic risks relating to quality and quality which impact 
on the delivery of the Trust’s Strategy and advise the Board accordingly 

• Promote a culture of learning and improvement. 
• Ensure the development of capacity and capability in continuous improvement on a 

systemic basis.  
• Review and ensure that equality, diversity, and inclusion issues are considered to support 

clinical care.  
 

3.3 Finance & Performance Committee 

The Finance & Performance Committee is responsible for the oversight of financial and 
operational performance and delivery against planned budgets. The Committee will ensure 
all risks related to finance and performance are properly scrutinised and to give oversight to 
the development of appropriate financial strategy. The Committee will: 

 
• Oversee financial reporting measures consistent with the Foundation Trust financial 
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obligations and duties. 
• Approve all financial reports required to be submitted to the regulator as delegated by the 

Trust Board.   The Committee will provide robust challenge to ensure that any returns are 
accurate and timely. 

• Monitor all relevant operational performance metrics and Key Performance Indicators 
(KPIs) in response to emerging trends and risks. Where required, the Committee will 
oversee any remedial action plans required to achieve or rectify performance.  

• Have oversight of the supporting plans of the Quality Efficiency and Productivity 
Programme (QEP) and the Cost Improvement Plan (CIP) programme.  

• Oversee and monitor the Trust’s capital programme. 
• Oversee and monitor delivery of the enabling strategies falling within the Committee’s 

remit, including: 
- Clinical Services 
- Estates 
- Digital 
- Sustainability 

 
• Oversee and monitor the Trust’s Emergency Planning Resilience Response (EPPR) 

plans, including the EPRR annual self-assessment process on the readiness of the Trust 
to respond to emergencies, in line with NHS England/Improvement requirements. 

• Other relevant items as identified on the Committee’s cycle of business (agreed annually 
by the Committee). 
 

3.4 Nomination & Remuneration Committee 

The purpose of the Nomination & Remuneration Committee is to: 
 

• Formally appoint Executive Directors as well as the Chief Executive and the Trust 
Secretary. 

• Review and approve their remuneration and allowance, and other terms and conditions of 
office. 

• Establish a pay and reward system for senior staff 
• Review the structure, size, and composition of the Board of Directors; and 
• Review succession planning and appraisal summaries (Executive Directors). 
 

3.5 Research & Innovation 
 
The Committee will advise on and direct the implementation of the Trust’s Research and 
Innovation Strategy.  The Committee will: 

 
• Define the Research and Innovation Strategy of the Trust in close partnership with the 

University of Liverpool, Liverpool Health Partners, and other partners. 
• Promote the integration of research, and innovation into core service delivery. 
• Provide assurance that the structures and processes for research, and innovation 

are appropriate. 
• Ensure that the Trust is compliant with statutory requirements. 
• Review the Research Delivery & Innovation dashboard and approve action plans to 

ensure that corrective action to address failing performance is effective.  
• Ensure the Trust has a coherent programme to build sustainable, embedded research and 

innovation capacity and capability  
• To promote sustained improvement in the programmes of research and innovation in the 

Trust, alongside their continuous quality assurance and receive other relevant items as 
identified on the Committee’s Forward Plan (agreed annually by the Committee).  
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3.6 Workforce & Education 
 

The Workforce & Education Committee is responsible for providing assurance to the Board 
in relation to the delivery of the Trust’s People Strategy, ensuring the cultural identity, values 
and behaviours framework is aligned to the delivery of corporate objectives and compliance 
with legislation. The Committee will ensure that the Trust’s workforce has the capacity and 
capability to deliver the Trust’s objectives through effective leadership and development, 
workforce planning and organisation development.  
 
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 Board Assurance 
Framework (BAF) and the divisional/corporate risk registers requiring consideration in 
accordance with the risk management policy.: 

 
• Contribute to, monitor, and review the Trust’s People Strategy seeking assurance on the 

associated delivery plans and ensure that the performance management of the Trust is 
aligned with the strategy 

• Review workforce performance indicators and action plans to deliver improved 
performance  

• Monitor and evaluate compliance with public sector equality duty and delivery of equality 
objectives to improve the experience of staff with protected characteristics.  

• Monitor the effectiveness of staff engagement processes 
• Monitor and review the effectiveness of the Freedom to Speak Up service in the Trust 
• Oversee the development and delivery of a workforce education and development plan 
• Oversee the development of the cultural identity, values, and behaviours of the Trust, 

seeking assurance on the alignment with the delivery of workforce improvements. 
• To review progress being made to establish the Trust as an anchor institution in terms of 

workforce and education. 
• To oversee, review and ensure staff health and wellbeing  

 
and other relevant items as identified on the Committee’s Forward Plan (agreed annually by the 
Committee). 

 
3.7 Charitable Funds Committee 

The Board, as Corporate Trustee of the Trust’s Charitable Fund, will establish a Committee of 
Trustees to be known as the Charitable Funds Committee. The Charitable Funds Committee 
has delegated authority from the Board of Directors to oversee that the Charity is administered 
effectively, and its spending is in accordance with the objectives set by the Board. 

 
3.8 New Hospital Committee  
           The New Hospital Committee was established to provide assurance to the Board in relation to 

the development and transition to the new build of the Royal Hospital.  The Committee oversees 
delivery of priority projects for service transformation and redesign directly linked to the effective 
transition of the new hospital.  As the New Hospital build develops, 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. 

 
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.   
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4. INTERNAL CONTROL 
4.1 Overview 

Internal control entails having in place processes and procedures which together ensure that 
the Trust is meeting the terms of its authorisation, running effectively, smoothly, and safely, 
and keeping risks to a minimum. Internal control also entails the Trust having clearly 
identifiable objectives and identifying the risks to achieving those. 

 
4.2 Strategic Priorities 

Each year we review our priorities which help us work towards achieving our vision. The priorities 
are: 
• Great Care 
• Great People 
• Great Research and Innovation 
• Great Ambitions 

 
4.3 Assurance & Escalation Framework 

This describes the responsibility and accountability for the Trust’s governance structure and 
systems through which the Board receives assurance or escalated concerns/risks related to 
quality of services, performance targets, service delivery and achievement of strategic 
objectives. It also addresses performance and ensures that potential performance problems 
are identified early and rectified. 
 
The framework describes how the Trust’s policies, procedures, quality systems and 
organisational learning are monitored by an effective committee structure. 
 
This provides the Board with assurance about how the organisation can identify, monitor, 
escalate and manage concerns in a timely fashion at an appropriate level. 

 
4.4 Board Assurance Framework 

The Board needs to be confident that the systems, policies, and people it has put in place are 
operating in a way that is effective in driving the delivery of strategic objectives. This needs an 
overarching focus on understanding key factors involved and minimising risk.  The Board has a 
key role in needing to demonstrate that it has been properly informed about the totality of its 
risks, both clinical and non-clinical. 
 
To do this, the Board needs to be able to provide evidence that it has systematically identified 
its objectives and managed the principal risks to achieving them. The Board Assurance 
Framework (BAF) fulfils this purpose. The BAF provides the Trust with a simple but 
comprehensive method for the effective and focused management of the principal risks to 
meeting its objectives. It also provides a structure for the evidence to support the Annual 
Governance Statement. 
 
The Board must: 
• establish key goals (strategic & directorate) 
• identify the principal risks that may threaten the achievement of these objectives 
• identify and evaluate the design of key controls intended to manage these principal 

risks 
• set out the arrangements for obtaining assurance on the effectiveness of key controls 

across all areas of principal risk 
• evaluate the assurance across all areas of principal risk (assurances can be internal or 

external) 
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• identify positive assurances and areas where there are gaps in controls and/or 
assurances 

• put in place plans to take corrective action where gaps have been identified in relation to 
principal risks 

• maintain dynamic risk management arrangements including a well- founded risk register. 

For the BAF to be effective, the Executive Directors take the lead for risks assigned to 
them and ensure that the relevant information is kept up to date and available for reporting 
to the Board. Each Executive Director has assigned an appropriate risk lead officer from 
their senior staff to co-ordinate on their behalf. This is a senior individual who is well-
placed to access and interpret relevant risk information and assurance evidence. At the end 
of each financial year, the Chief Executive considers the BAF and other sources of assurance 
to complete the Annual Governance Statement. This document is contained within the Trust’s 
Annual Report and is made available to the public. 

 
4.5 Processes and Procedures 

There are two broad categories of internal processes and procedures which ensure the 
proper running of the Trust. First, there are those which provide a comprehensive framework 
for the proper conduct of business: 
• Standing Orders of the Board of Directors including the Matters Reserved to the Board   and 

the Scheme of Delegation7 
• Standing Orders of the Council of Governors 
• Standing Financial Instructions8. 
 
All Board members and managers should be aware of the existence of these documents and, 
where appropriate, should be familiar with the detailed provisions. Staff should pay attention to 
the detailed scheme of delegation as any action that they take which is outside of their 
delegated authority could have serious consequences for both the Trust and the individual. 
 
Secondly, there are the internal risk management processes and procedures which together 
constitute the Board Assurance Framework. 
 

4.6 Risk Management 
 

Risk management is the key system through which clinical, organisational, and financial risks are 
managed by all staff to the benefit of patients, visitors, staff, and other stakeholders. 
 
The Trust has a Risk Management Strategy and an associated Policy which: 
 

• Is approved by the Board (last approved May 2021) 
• Sets out the Trust’s risk appetite as contained in the Risk Management Policy.  
• Defines the structures for the management, ownership, and oversight of risk defines the 

management of situations in which the failure of controls leads to material realisation   of 
risks 

• Specifies how both new and existing activities are assessed for risk and incorporated 
into risk management structures 

• Ensures common understanding of terminology used in relation to risk 
• Defines the processes and considerations which inform the assessment of risk 
• Defines the way in which the risk register is regularly reviewed. 

  
The Risk Register is a database of all the risks which are recorded within the Trust. It identifies 
which staff member is leading on the management of that risk and identifies the risk grading. 

 
7 The Scheme of Delegation can be found in the Trust’s Constitution here 
8 The Standing Financial Instructions can be found in the Trust’s Constitution here  

https://www.liverpoolft.nhs.uk/media/7853/trust-constitution-final-version-october-2019.pdf
https://www.liverpoolft.nhs.uk/media/7853/trust-constitution-final-version-october-2019.pdf
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The Register also includes details of action plans to mitigate the risks and identify progress 
against these plans. 

  
4.6.1 Assurances on Controls in place to Manage Risk 

  
Assurances are positive evidence that controls are managing a particular risk and it is likely 
that the underlying objective is achieved. The ‘three lines of defence’ approach is a model for 
assurance that pulls risk management and compliance into a common and robust framework: 
 
• First Line – significant ownership by staff to understand their roles and responsibilities 

and carry those out properly and thoroughly (operational management) 
• Second Line of Defence – having a corporate governance manual that incorporates 

compliance and risk management functions (oversight function, i.e., Board Committees) 
• Third Line of Defence – independent review that monitors operation of the overall 

compliance and risk management system. Within this, there are two types of assurance: 
 

- Internal  
- Independent (external) assurances 

  
The Board Committees that are key to this governance framework are: 

  
• Audit 
• Quality & Safety 
• Finance & Performance 
• Workforce & Education 

 
4.7 Performance 

The Trust Board will review an Integrated Performance Report (IPR) covering financial, activity 
and quality performance data including workforce, operational, and research and innovation 
activity. These will include key relevant national priority and regulatory indicators. More detailed 
reports on performance will be considered by relevant Board committees to ensure corporate 
oversight across key functions to include all metrics. 
 

4.8 Annual Governance Statement (AGS) 
The Board needs to demonstrate that it has reviewed and been properly informed about the 
totality of its risks. The Chief Executive is required to sign an Annual Governance Statement, as 
part of the statutory Annual Report & Accounts, confirming that the Board and the Chief 
Executive have reviewed the system of internal control within the Trust and have received 
assurance on that system. 
 
The AGS is submitted annually to NHS Improvement and covers the following: 

 
• the scope of the responsibility of the Accountable Officer (Chief Executive) 
• the purpose of the system of internal control 
• the Trust’s capacity to handle risk 
• the risk and control framework 
• the process used to ensure that resources are used economically, efficiently, and 

effectively 
• confirmation that a review of effectiveness has been undertaken and that a plan is in 

place to address any weaknesses 
• the process for maintaining the system of internal control and details of actions planned 

or taken to deal with any significant internal control issues. These might include: 
- an issue which seriously prejudiced or prevented achievement of a principal 

objective 
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- an issue which resulted in a need to seek additional funding, or in a significant 
diversion of resources 

- an issue which the External Auditor or the Head of Internal Audit or the 
Audit Committee considers to be significant 

• an issue which attracted significant adverse public interest or seriously damaged the 
reputation of the Trust. 

 

The AGS is signed off by the Chief Executive, as Accountable Officer, on behalf of the Board   
of Directors. The Head of Internal Audit provides an annual opinion on the adequacy and 
effectiveness of the risk management, control, and governance processes to support the 
AGS. 
 
The full AGS can be found in the Annual Report & Accounts. 

 
4.9 Executive Led Groups (ELGs) 

 
The Trust has established Executive Led Groups which report to the Committees to provide 
assurance on the delivery of the Trust’s strategic priorities, which are Great Care, Great People, 
Great Research & Innovation, and Great Ambitions.  
 
Each ELG has specific duties within their terms of reference appropriate to functions at an 
operational level. They provide regular reports on key issues to the Board Committees, as 
appropriate. 
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5. INDEPENDENT CONTROL AND REGULATION 
 

5.1 Internal Audit 
The Internal Audit Terms of Reference provide the Trust with the framework for the provision 
and conduct of an Internal Audit service, in accordance with the requirements of the NHS Internal 
Audit Standards, the NHS Audit Committee Handbook (2018) and the Trust’s Standing Financial 
Instructions. 
 
Internal Audit is an independent and objective assurance service which has no executive 
responsibilities within the line management structure. It has an annual plan focused on key 
aspects of risk management, control or governance agreed by the Trust’s Audit Committee 
which is kept under review to consider any significant changes to the Trust’s risk profile.  
 
Internal Audit embraces two key areas: 
 

• The annual provision of an independent and objective opinion to the Accountable Officer, 
the Board, and the Audit Committee on the degree to which risk management, control 
and governance support the achievement of the Trust’s agreed objectives 

• The provision of an independent and objective advisory service specifically to help line 
management improve the Trust’s risk management, control, and governance 
arrangements. 

 
The Head of Internal Audit’s annual report presents the opinion on the overall adequacy and 
effectiveness of the Trust’s risk management, control, and governance processes. This 
encompasses an opinion on the Trust’s Assurance Framework and other mandated work 
alongside the conclusions arising from the risk based internal audit assignments within the plan. 
The degree to which previous audit recommendations have been acted on also forms part of 
the opinion.  
 
In addition to the formal annual report, the Head of Internal Audit reports interim progress to the 
Audit Committee and Accountable Officer in the year. Such interim reports detail objectives, 
findings, and performance against plan. Additionally, progress against the implementation of 
agreed recommendations is followed up and reported to the Audit Committee on a regular basis. 

 
5.1.1 The Head of Internal Audit 

 
The Head of Internal Audit reports to the Audit Committee, with the Chief Finance Officer taking 
executive oversight for the provision of the Internal Audit service (except when this may impinge 
on the objectivity of the audit).  
 
The Head of Internal Audit, or an appropriate representative of the internal audit team, attends 
meetings of the Audit Committee unless, exceptionally, the Audit Committee decides that they 
should be excluded from either the whole meeting or for agenda items. 
 
The Head of Internal Audit has an independent right of access to the Chair of the Audit 
Committee. In exceptional circumstances, where normal reporting channels may be seen to 
impinge on the objectivity of the audit, he/she may report directly to the Chair of the Trust. 
 
If the Head of Internal Audit considers that the level of audit resources or the terms of reference 
in any way limit the scope of internal audit, or prejudice the ability to deliver a satisfactory service, 
he/she will advise the Audit Committee accordingly. 
 
 
 
 



18 
 

 
Corporate Governance Manual 

Liverpool University Hospitals NHS Foundation Trust  
 

5.2 Fraud and Probity 
 
Managing the risk of fraud is the responsibility of Trust management. To support this endeavour, 
the Trust has in place a comprehensive Anti-Fraud & Bribery Policy, and a nominated Local 
Counter Fraud Specialist who raises awareness, undertakes preventative work, and 
investigates allegations of fraud. Key information resources to support staff are available on the 
Trust’s intranet and website. 
 
The relationship between the Trust’s Local Counter Fraud Specialist, the Head of Internal Audit 
and the Trust’s Chief Finance Officer are conducted in accordance with the requirements of the 
Government Functional Standard GovS 013: Counter Fraud.  
 

5.3 External Audit 
 
All foundation trusts must have their accounts audited by independent external auditors who are 
appointed by the Council of Governors. The audited annual accounts must be laid before 
Parliament. 
 
The External Auditor’s opinion on the annual accounts reports on whether: 
 

• the financial statements give a true and fair view, in accordance with the accounting 
policies directed by NHS Improvement of the state of the Trust’s affairs and of its income 
and expenditure for the year as then ended 

• the part of the Remuneration Report to be audited has been properly prepared in 
accordance with the accounting policies directed by NHS Improvement 

• information included within the Annual Report is consistent with the financial statements 
 

5.4 NHS Improvement 
 
NHS Improvement assesses NHS trusts for foundation trust status and ensures that foundation 
trusts are well led, in terms of quality and finances. It licenses foundation trusts with other eligible 
providers of NHS services to be licensed from April 2014 and: 
 

• sets prices for NHS-funded care in partnership with NHS England 
• enables integrated care 
• safeguards choice and prevents anti-competitive behaviour which is against the interests 

of patients; and supports commissioners to protect essential health care services for 
patients if a provider gets into financial difficulties. 

 
The relationship with NHS Improvement is based on effective self-governance and self- 
certification of compliance, with the Board of Directors taking primary responsibility for 
compliance with its Provider Licence. NHS Improvement may intervene if necessary where there 
is considered to be a significant breach of the terms of the Provider Licence.  The Trust reports 
to NHS Improvement annually (by way of an Annual Plan) and as part of the Single Oversight 
Framework9 which is regularly reviewed by NHS Improvement and available on its website. 

 
5.5 Care Quality Commission (CQC) 

The CQC brings together independent regulation of health, mental health, and adult social care. 
It is responsible for registering, reviewing, and inspecting health, adult social care, and mental 
health services, working with providers to encourage them to improve the quality of their 
services. It has powers to issue warnings, impose fines and refuse to register service providers. 
 
Performance ratings resulting from the review of all NHS Bodies in England are published 
annually. Information about the Trust’s current position is available at: www.cqc.org.uk 

 
9 Single Oversight Framework 21/22 

http://www.cqc.org.uk/
https://www.england.nhs.uk/publication/system-oversight-framework-2021-22/
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APPENDIX I 
PUBLIC SECTOR EQUALITY DUTIES 

 
 
The Public Sector Equality Duty was created by the Equality Act 2010. The duty covers age, disability, 
sex, gender reassignment, pregnancy and maternity, race, religion or belief and sexual orientation. It 
applies in England, Scotland and in Wales. The general equality duty is set out in section 149 of the 
Equality Act 2010. 
 
The aim of the general equality duty is to integrate considerations of the advancement of equality into the 
day-to-day business of public authorities. In summary, those subject to the equality duty, must in the 
exercise of their functions, have due regard to the need to: 
 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct that is 
prohibited by the Act. 

• Advance equality of opportunity between people who share a characteristic and those who 
don't 

• Foster good relations between people who share a characteristic and those who don't 
 
Liverpool University Hospitals NHS Foundation Trust, as a public authority, is also subject to specific 
duties which help meet the general duty. This requires us to publish information to demonstrate our 
compliance with the general equality duty. This information must include information relating to people 
who share a protected characteristic who are its employees or affected by its policies and practices. 
 
The Board of Directors, its Board Committees and operational groups are all required to take the equality 
duties into consideration to ensure they comply with relevant legislation and best practice in the conduct 
of their duties. The hyperlink to the Public Sector Equality Duty can be found below. 
 
Public Sector Equality Duty | Equality and Human Rights Commission 
 

https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty
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APPENDIX II 
MATTERS RESERVED FOR THE BOARD 

 
 

Introduction 

1. The purpose of this appendix is to provide details of the powers reserved to the Board of 
Directors (the Board), whilst at the same time delegating to the appropriate level of the 
organisation the detailed application of Trust policies and procedures. The Board remains 
accountable, however, for all of its functions, including those delegated to the Chair, individual 
directors or officers and therefore will receive information about the exercise of delegated 
functions to enable it to maintain its monitoring role. 

 
2. The Trust may make arrangements for the exercise of any of its functions by a committee, 

sub-committee or a joint committee with another corporate body, or by an officer of the Trust, 
subject to any directions to the contrary by NHS Improvement or the Trust itself. In general, 
the powers reserved to the Board are matters for which it is held directly or indirectly 
accountable to NHS Improvement. 

 
3. This document will ensure compliance with The NHS Foundation Trust Code of Governance 

which requires that there should be a formal schedule of matters specifically reserved to the 
Board. 

 
Matters Reserved for the Board 

4. Responsibility for the operational and financial management of the Trust on a day-to-day 
basis rests with the Board of Directors, and all the powers of the Trust are exercisable by 
them. For any organisation to operate effectively, however, a degree of delegation is required, 
as it is impossible for the Board to have hands-on involvement in every area of the Trust’s 
business. There are, however, a number of matters which must be considered and/or 
decided on by the Board. This document therefore lists those Matters Reserved for the Board 
which require the Board’s specific consideration, approval or agreement. 

 
5. These matters will, in general terms, include: 

 
• Strategic direction and planning 
• Performance management 
• Capital planning and major contracts 
• Financial planning and borrowing 
• Policies affecting Trust services, patients and staff and are a mandatory requirement 
• Internal control and risk management oversight 
• Statutory and mandatory reporting requirements 

 
 

Schedule of Matters Reserved for the Board 
 

6. Strategy 
 

• Trust Vision and Strategy (after consultation with the Council of Governors) 
• Capital plan to implement the strategic directions 
• All business cases relating to major capital projects (major is defined as those costing 

more than £1m individually) 
• Annual Plan 
• Borrowing requirements of any sort 
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• Any proposal to cease the provision of mandatory goods and services, or education and 
training as listed in Schedules 2 and 3 of the terms of authorisation 

• Disposal of any of the Trust’s fixed assets with a market value £750,000 and over, not 
just those listed under Protected Property in the terms of authorisation 

• Investment in equities or commercial (or other) organisations 
• Adoption of the organisational structures to facilitate the discharge of business by the 

new Trust 
• Changes to the Board structure. 

 
7. Governance 
 

• Annual Report and Accounts 
• Quarterly Board Assurance Framework Reports 
• Finance and governance compliance reports to NHS Improvement 
• Trust-wide policies – i.e. those affecting the entire organisation in a material way or are 

required to have Board approval by recognised external organisations e.g. NHS Litigation 
Authority 

• Proposed amendments to the Trust Constitution 
• Trust Standing Orders and amendments 
• Establishment of, and terms of reference for, Board committees 
• Confirm recommendations of the Trust’s committees where the committees do not have 

executive powers 
• Approval of arrangements relating to discharge of Trust’s responsibilities as a corporate 

trustee 
• Continuous appraisal of the Trust’s financial and operational performance 
• Standing Financial Instructions and amendments 
• Annual review of Directors’ Declaration of Interests 
• Expenditure in excess of the financial limits in the Scheme of Delegation 
• Audit arrangements 
• Continuation in office of any director, including the suspension or termination of an 

executive director’s service as an employee 
• Annual review of (whole) Board effectiveness 
• Opening of bank accounts in the Trust’s name 
• The schedule of ‘Matters Reserved for the Board’ and ‘Scheme of Delegation’ 
• Appointment of the Deputy Chair 
• Appointment of the Senior Independent Director (following consultation with the Council of 

Governors) 
• Appointment, removal and remuneration of executive directors to be undertaken by the 

Nomination & Remuneration Committee. 
 

8. Performance Management 
 

• Non-compliance with statutory targets and obligations 
• Litigation against, or on behalf of, the Trust 
• Serious incidents. 

 
9. Other 

• Any matter which the Board considers significant to the organisation. 
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APPENDIX III 
DELEGATION OF POWERS BY THE BOARD OF DIRECTORS 

 
1. Delegation to Committees 

 
The Board of Directors may determine that certain of its powers shall be exercised by Standing 
Committees. The composition and terms of reference of such committees shall be that 
determined by the Board of Directors. The Board of Directors shall determine the reporting 
requirements in respect of these committees. In accordance with Standing Orders, committees 
may not delegate executive powers to sub-committees unless expressly authorised by the Board 
of Directors. 

 
2. Delegation to Officers 

 
2.1 Standing Orders and Standing Financial Instructions set out in some detail the financial 

responsibilities of the Chief Executive, the Chief Finance Officer and other directors. 
 

2.2 The following responsibilities are defined through the Foundation Trust Accountable Officer 
Memorandum: 

 
The Accountable Officer (Chief Executive) has responsibility for the overall organisation, 
management and staffing of the Foundation Trust and for its procedures in financial and other 
matters. The Accountable Officer must ensure that: 

 
• There is a high standard of financial management in the Foundation Trust as a whole 
• Financial systems and procedures promote efficient and economical conduct of business 

and safeguard financial propriety and regularity throughout the Foundation Trust 
• Financial considerations are fully taken into account in decisions on Foundation Trust 

policy proposals. 
 

The specific personal responsibilities of a Foundation Trust Accountable Officer: 
 

• The propriety and regularity of the public finances for which they are answerable 
• The keeping of proper accounts 
• Prudent and economical administration 
• The avoidance of waste and extravagance 
• The efficient and effective use of all the resources in their charge. 

 
The Accountable Officer must: 
• Personally sign the accounts and, in doing so accept personal responsibility for ensuring 

their proper form and content as prescribed by NHS Improvement in accordance with the 
Act 

• Comply with the financial requirements of the Terms of Authorisation 
• Ensure that proper financial procedures are followed and that accounting records are 

maintained in a form suited to the requirements of management, as well as in the form 
prescribed for published accounts (so that they disclose with reasonable accuracy, at any 
time, the financial position of the NHS Foundation Trust) 

• Ensure that the resources for which they are responsible as Accountable Officer are 
properly and well managed and safeguarded, with independent and effective checks of 
cash balances in the hands of any official 

• Ensure that assets for which they are responsible such as land, buildings and other 
property, including stores and equipment, are controlled and safeguarded with similar care, 
and with checks as appropriate 

• Ensure that any protected property (or interest in) is not disposed of without the consent of 
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NHS Improvement 
• Ensure that conflicts of interest are avoided, whether in the proceedings of the Board of 

Directors, Council of Governors or in the actions or advice of the Foundation Trust staff, 
including themselves 

• Ensure that, in the consideration of policy proposals relating to the expenditure for which 
they are responsible as Accountable Officer, all relevant financial considerations, including 
any issues of propriety, regularity or value for money, are taken into account, and brought 
to the attention of the Board of Directors. 
 

The Accountable Officer should ensure that effective management systems appropriate for the 
achievement of the Foundation Trust’s objectives, including financial monitoring and control 
systems, have been established. An Accountable Officer should ensure that managers at all 
levels: 
• Have a clear view of their objectives, and the means to assess and, wherever possible, 

measure outputs or performance in relation to those objectives 
• Are assigned well defined responsibilities for making the best use of resources (both those 

consumed by their own commands and any made available to organisations or individuals 
outside the NHS foundation trust), including a critical scrutiny of output and value for money 

• Have the information (particularly about cost), training and access to the expert advice 
which they need to exercise their responsibilities effectively. 

Accountable Officers must make sure that their arrangements for delegation promotes good 
management and that they are supported by the necessary staff with an appropriate balance of 
skills. Arrangements for internal audit should accord with the objectives, standards and 
practices set out in the Government Internal Audit Standards. 

 
Scheme of Delegation 

3. The Scheme of Delegation, which should be read in conjunction with the “Matters Reserved for 
the Board”, sets out the roles and decision levels by which the Board of Directors operates. Many 
of the areas shown can be linked to specific paragraphs in the Standing Orders or Standing 
Financial Instructions, and these should also be consulted as required. 

 

4. The general descriptions of the roles of the Board of Directors, the Chair, the Chief Executive 
and Executive Directors are shown below followed by schedules describing the role/decision 
level in more specific areas which are part of the Trust's regular business. 

 
Role of the Board of Directors 

5. The Board of Directors sets the strategic direction of the organisation within overall NHS policy, 
sets objectives and the plans to meet them and oversees their delivery. It aims to ensure high 
standards of corporate governance and personal behaviour in the conduct of business with high 
standards of financial stewardship and value for money and achieves this through officers led by 
the Chief Executive and a team of Executive Directors who will advise and appraise. 
 

6. In accordance with the NHS Act 2006 and the Trust’s Constitution, the Board of Directors may 
delegate any of its powers to a committee of Directors or to an Executive Director. Subject to any 
legal requirements to the contrary, the Board of Directors may also delegate authority (subject 
to such constraints and reporting requirements as the Board of Directors sees fit to impose) to 
carry out operational tasks to employees of the Trust, such as the day to day management of 
specific projects or ventures. 

 
 
 
 

Role of the Chair 
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7. The Chair acts as the main link in communication between the Chief Executive and the Board 
of Directors; to provide a focus for Directors' views; to act on behalf of the Board of Directors 
between meetings where necessary and to report on such actions where appropriate; to advise 
and guide the Chief Executive; and to maintain close contact with Ministers and other NHS 
Chairmen; to act as the main spokesperson for the Board of Directors. The Chair also has a 
responsibility for authorising, on behalf of the Trust, urgent actions in respect of appropriate 
matters. For the purpose of enabling the proceedings of the Trust to be conducted in the absence 
of the Chair, the Deputy Chair, appointed in accordance with Standing Orders shall deputise over 
the whole range of the Chair’s responsibilities. 

 
Role of the Chief Executive 

 
8. The Chief Executive is directly accountable to the Board of Directors in relation to the 

performance of all of the Trust's functions. Whilst Executive Directors have a crucial role in the 
development of policy, the Chief Executive is ultimately responsible for advice to the Board of 
Directors and for ensuring that the Trust’s policies and decisions are implemented. The only 
exception to this is when advice is given by other Directors or officers in their professional 
capacity. 

 
Role of the Executive Directors 
 

9. Executive Directors are responsible to the Chief Executive for the scope of work delegated to 
them and for assisting him/her in the formulation of policy and advice to the Board of Directors.   It 
is an intrinsic part of the organisation that Executive Directors work closely together. 
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APPENDIX IV 
 
 
 

CUSTODY OF SEAL AND SEALING OF DOCUMENTS 
 

1. Custody of Seal - The Common Seal of the Trust shall be kept by the Chief Executive or the 
Director of Corporate Governance in a secure place. 
 

2. Sealing of Documents - The seal of the Trust shall not be fixed to any documents unless the 
sealing has been authorised by a resolution of the Board or of a Committee, where the Board has 
delegated its powers. Before any building, engineering, property or capital document is sealed it 
must be approved and signed by the Director of Finance (or an Officer named by them) and 
authorised and countersigned by the Chief Executive (or an Officer nominated by them who shall 
not be within the originating directorate).’ 

 
3. Register of Sealing - An entry of every sealing shall be made and numbered consecutively in a 

register provided for that purpose, and shall be signed by the persons who shall have approved 
and authorised the document and those who attested the seal. The register shall contain details of 
the seal number, the description of the document and date of sealing. 
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APPENDIX V 
 
 

SIGNATURE OF DOCUMENTS 
 

1. Where the signature of any document is required to initiate or defend legal proceedings involving 
the Trust, it shall be signed by the Chief Executive, unless any enactment otherwise requires or 
authorises, or the Board shall have given the necessary authority to some other person for the 
purpose of such proceedings. 

 
2. The Chief Executive or nominated officers shall be authorised by the Board, to sign on behalf of 

the Trust any agreement or other document (not required to be executed as a deed) the subject 
matter of which has been approved by the Board or committee or sub- committee to which the 
Board has delegated appropriate authority. 
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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  

 



 

 

 

EXECUTIVE SUMMARY 

The Corporate Governance Manual of Liverpool University Hospitals NHS Foundation Trust (LUHFT) is 
required to be updated annually or more frequently in line with legislation, directives from the regulator or 
as required internally to reflect change of practice. The Manual sets out the control framework within which 
the Trust’s objectives are delivered. The legal framework within which the Trust was established and 
continues to operate is set out in the Trust’s Constitution and Provider License which the Corporate 
Governance Manual complements.  

The Corporate Governance Manual explains how the key documents requiring compliance are 
implemented in the Trust’s corporate governance arrangements. It explains the role and structure of the 
authoritative bodies of the Trust (the Board and the Council of Governors), the Trust Vision, mission 
statement, values and strategic objectives, the Board Committee structure and their roles, the system of 
internal control, and the process and structure for independent control and regulation. These provide a 
regulatory framework for the business conduct of the Trust.  

The Manual was developed in October 2019 in line with the merger of the Aintree University Hospital and 
Royal Liverpool and Broadgreen Hospitals NHS Trusts with the contents now requiring updating to 
recognise current practice. It should be noted that the Manual was originally due for a review in April 2020 
but this was postponed as a result of the Trust’s focus on responding to the COVID-19 pandemic.   

In advance of updating the manual, the Trust’s Internal Auditors as part of the agreed Internal Audit Plan 
for 2021/22 undertook a review of the content. The final report published in June 2021 provided substantial 
assurance but highlighted a small number of recommendations which have been incorporated following a 
further review by the Corporate Governance team.  

The following amendments have been made to the Corporate Governance Manual:  

• Amendment to the title of the document to remove the reference to the Corporate Governance 
Manual as a framework 

• Amendment to the Foreword section and a change so that this is presented by the Associate 
Director for Corporate Affairs/Company Secretary 

• The inclusion of the availability Corporate Governance Manual on the Trust intranet and the access 
hyperlink 

• The inclusion of the Provider License which the Corporate Governance manual complements 
• Procedure for updating and amending the Corporate Governance manual  
• Contact team in relation to any queries relating to the contents of the Corporate Governance 

Manual 
• Amendment of the use of the word ‘Chairman’ to reflect the use of the word ‘Chair’ 
• Inclusion of the Non-Executive Director champions 
• Inclusion of the Non-Executive Directors in attendance and non-voting capacity at Trust Board 

meetings 
• Inclusion of the availability of the Code of Conduct for Governors outlined in the Governors’ 

Handbook on the Trust intranet for accessibility 
• Amendment of the Trust vision, values and strategic objectives to reflect Our Future Together  
• Amendment of the Board Committees and their purpose/ duties in accordance with the proposed 

Board Committees Terms of Reference 
• Inclusion of a Committee structure 
• Amendment to the date of approval of the Risk Management Strategy  
• Removal of the purpose of the Trust Management Group 
• Removal to the list of Executive Led Groups to replace the outdated information 
• Removal of the Board Committees Terms of Reference as an Appendix to the Corporate 

Governance Manual to avoid duplicity of documents 
• Removal of the Scheme of Delegation and Standing Financial Instructions.  



 

 

 

The next annual review of the Corporate Governance Manual has been scheduled into the Corporate 
Governance Team annual plan for October 2022. However, it is recognised that further amendments may 
be required prior to this date following a review of the Trust’s arrangements for compliance against the 
CQC Well Led domain. Any further amendments will require the approval by the Board. 

RECOMMENDATION 

The Trust Board is asked to formally approve the proposed amendments to the Corporate Governance 
Manual.  
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Agenda Item (Ref) TB21/22_91 Date: 26/10/2021 

Report Title  Committee Assurance Report 

Prepared by  Corporate Governance Team 

Presented by  Non-Executive Directors 

Key Issues / Messages • The Board has formally approved the delegation of powers to be exercised by 
formally constituted committees. The terms of reference of the committees and 
their specific powers are formally approved by the Board in accordance with para 
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.   

Matters for Escalation 
[Brief summary of any 
current/ potential areas of 
concern requiring 
escalation to the 
Board/Committee] 

Audit Committee External Auditor yet to be appointed due to low availability. 
Bribery Act Compliance Review approved. Briefing Paper 
circulated to Board in relation to responsibilities of Board 
members with regards to anti-bribery 

Finance & Performance 
Committee 

There were no matters for escalation to the Board. 

New Hospital Committee There were no matters for escalation to the Board. 
Research & Innovation 
Committee 

There were no matters for escalation to the Board. 

Charitable Funds 
Committee 

There were no matters for escalation to the Board. 

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, Company Secretary 
 

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 & ☒ Embedded culture of ☒ Digitally enabled ☒ 



 

 

retention rates                                      research and innovation    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 26 October 2021 

Committee Name Finance and Performance Committee 

Date of Committee Meeting 23 September 2021 

Chair’s Name & Title Mike Eastwood, Non-Executive Director 

Executive Lead Rob Forster, Chief Finance Officer / Deputy Chief 
Executive 

 
The outcomes of the September 2021 meeting were reported in a verbal update to the Trust 
Board meeting on 28 September 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 
There were no matters for escalation to the Board. 
 
Key Issues 
Operational Performance 

a) Covid Response and Elective Recovery 
The Committee noted that although there remained Covid pressures in the system, 
demand had reduced for general and critical care beds. There was also more theatre 
capacity and an increase in the availability of surgery beds.  
 

b) Operational Performance 
The Committee received an update on performance against operational indicators 
alongside key interventions and improvement actions taken in the period, including a 
live performance dashboard for the Accident & Emergency Department (AED). 
 

c) Accident & Emergency Department Update 
There had been a deterioration in overall AED performance in August 2021, despite 
an improvement at the Aintree site.  Early discharge rates had improved on both sites 
and 7 day length of stay performance was also on a positive trajectory. 
 
A health summit is to be scheduled to encourage a system-wide and cross sector 
response to the challenges with discharging patients. 
 

d) Winter Plan 
An outline was provided of the challenges and priorities for winter planning, including 
CQC and NHS England/Improvement (NHSE/I) requirements.  Governance 
arrangements have been established for the oversight and monitoring of delivery of 
the plan.  The Committee was assured that robust winter planning arrangement are 
in place. 
 
 



 

 

Outpatient Transformation Strategy 
A presentation was received which provided a clinical overview of the Outpatient 
Transformation Programme.  The programme consists of five work streams that are 
underpinned by clear governance structures, including clinical administration, clinical model, 
workforce, digital and data & dashboards. 
 
Finance 

a) Financial Performance Report M5 2021/22 
The Trust reported a small deficit at Month 5 but expected to breakeven for Month 6 
and for the first half of the year (H1). The financial regime for the second half of the 
year (H2) had not been published at the time of the meeting.   
 
The Integrated Care System (ICS) was reporting an £8million deficit, however also 
expected to breakeven for H1.  The cash position was good and performance against 
the Better Payment Practice Code (BPPC) had improved. 
 

b) Capital Programme Update 
The Trust was forecast to deliver the capital programme in-year.  NHSE/I had notified 
the Trust of short-term access to additional capital funds for which bids were being 
submitted.   
 

c) Cost Improvement Plan (CIP) Update 
There had been a slight improvement in performance with an in-year forecast of 
£11.49million and full year forecast of £14.64million against a target of £26.3million.  
Significant progress had been made with moving schemes to green which, if all 
approved, would improve the forecast position, however it is unlikely that the Trust 
will achieve its CIP target.   
 

d) Workforce Structures 
An increase in the overall number of staff employed since merger and the use of 
agency staff to cover vacancies was driving the Trust’s deficit.  
 

Assurance Reports 
The Committee received and noted the Executive Led Group Assurance Reports from:  

a) Operations and Performance  
b) Digital Oversight 
c) Financial Improvement Programme 

Decisions Made 
None. 
 
Recommendation 
The Board is asked to note the report. 
 

 



 

 

Board Committee Assurance Report  

Report to Board of Directors  

Date 26 October 2021 

Committee Name New Hospital Committee 

Date of Committee Meeting 7 October 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 
Project Director’s Report 
The Committee received an update from the Project Director on the construction 
programme.  Good assurance was received from the Clerk of Works (Aecom) that the quality 
of works on site remains high. 
 
Cost Management Update  
The programme was forecast to deliver within the budget, after mitigations. 
 
Charitable Funds and Fundraising Strategy 
Confirmation was provided that the Charitable Funds Committee had delegated authority to 
the Chief Finance Officer for the approval of expenditure from the new hospital appeal fund 
for the purpose of equipping the hospital. 
 
Operational Readiness 
An update on the operational readiness programme was presented to the Committee.  A 
workshop was scheduled on the 13 October 2021 to support Non-Executive Director 
oversight of the service reconfiguration process. 
 
Safe and Effective Care 
Work to model staffing requirements for the new hospital is ongoing and is expected to be 
concluded in October 2021. 
 
Models of care are being reviewed to align with the new single room layout of the new 
hospital. 
 
Workforce, Organisational Development and Engagement 
The workstream is focusing on communications and engagement with staff, as well as 
education and learning to prepare staff for the moves. 
 
Communications 
The first iteration of the all-staff new hospital newsletter was to be published that week, 
alongside divisional newsletters.  



 

 

 
Digital 
The Committee noted that the orders for the hardware for the new hospital would be placed 
that month, pending resolution of the work to understand the kit requirements for the new 
hospital. 
 
Catering Model 
An outline of the patient and staff catering arrangements for the new hospital was provided. 
 
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. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

Report to Board of Directors 

Date 26 October 2021 

Committee Name Audit Committee 

Date of Committee Meeting 7 October 2021 

Chair’s Name & Title Neil Willcox, Non-Executive Director 

Executive Lead Robert Forster, Chief Finance Officer 
 
Matters for Escalation 

• External Auditor yet to be appointed due to low availability. 
• Bribery Act Compliance Review approved. Briefing Paper circulated to Board in 

relation to responsibilities of Board members with regards to anti-bribery.  
 
Key Issues 
Internal Audit Follow Up Report 
The Committee noted that good progress had been made with the management responses 
to the legacy recommendations; and the high rated outstanding recommendations including 
theatre checklists. Responsible executive leads in charge of theatres to be invited to the next 
Committee meeting to provide assurance. This approach would also apply to the other 
outstanding areas.  

Internal Audit Progress Report 
The Committee noted that the MIAA’s Risk Assessment and the Internal Audit Plan will be 
kept under review pending the Trust receipt of the CQC Inspection report to ensure focus on 
the key risks facing the organisation. The scope of the Audit plan would be aligned with the 
CQC Inspection findings and feed into the Audit Plan for 20222/2023. This would also 
include any other areas in the Trust where the Committee required assurance.  

External Auditor 
The Trust is yet to appoint an external auditor due to low availability of Auditors. National 
bodies were aware of the situation and were providing support to the Trust in approaching 
Audit firms. An extension of submission of the timetable for appointment of external auditors 
was in progress.  
The Committee approved the policy document for the approval of non-audit and additional 
services by LUHFT in relation to extra spend.  
 
Anti-Fraud Progress Report 
The Committee received the progress report and noted the fraud awareness work around 
wider communications and training strategy Trust wide.  
 
Bribery Act Compliance Review 
The Committee received assurance that the Trust has primary adequate procedures 
compliance measures in place and follows good practice in compliance with the provisions of 
the Bribery Act 2010. The Committee noted the action plan and recommendations in place to 
mitigate any risks.  



 

 

A Briefing paper to Trust Board in relation to the responsibilities of the Board members has 
been distributed.  

Better Payment Practice Code Performance 
The Committee noted the action plan submitted to NHSE/I in August 2021 and the 
improvement trajectory. 
 
Review of Standing Orders 
The Committee approved the proposed improvements to the Standing Orders for the 
practice and procedure of the Board of Directors following review of same, and the identified 
single area of non-compliance relating to the need to display a public notice within the 
Trust’s Head Quarters of the date, time, and place of Board of Directors meetings. It was 
noted that this information is provided on the Trust’s website. The Committee noted that the 
Standing Orders for the Practice and Procedure of the Council of Governors was subject to a 
separate review and would be presented to the Committee at a later date. 

Amendments to the Trust’s Standing Financial Instructions and Scheme of 
Delegation- 
The Committee approved the revisions to Table 2 of the Trust’s Scheme of Delegation in 
relation to Public Contract Regulations. It was noted that from 16th August 2021, all NHS 
Foundation Trusts, previously listed under the regulations as ‘sub-central’ government 
changed to ‘central’ government organisations. The impact of this change meant that 
LUHFT’s tender threshold contained in the Trust’s Standing Financial Instructions/Scheme of 
Delegation needed to reduce from £189,000k to £122,976k. The Committee noted that this 
had been considered by the Finance & Performance Committee on 26th August 2021. 
 
Losses and Compensations Report  
The Committee noted the trend with claims in relation to needle stick/sharp injuries and 
slips/trips incidents and requested for the Quality & Safety Committee to have oversight of 
this.  

Decisions Made 
The Committee approved the following: 

• Policy for the approval of Non-Audit and Additional Services by the Trust’s External 
Auditors.  

• Bribery Act Compliance Review 
• Amendments to the Standing Orders for the practice and procedure of the Board of 

Directors 
• Amendments to the Trust’s Standing Financial Instructions and Scheme of 

Delegation 
 
Recommendations 
The Board is asked to: 

• Note the summary report. 

 

 



 

 

Board Committee Assurance Report 

Report to Board of Directors 

Date 26 October 2021 

Committee Name Research & Innovation Committee 

Date of Committee Meeting 6 October 2021 

Chair’s Name & Title Tom Walley, Non-Executive Director 

Executive Lead Clare Morgan, Director of Strategy 
 
Matters for Escalation 
None 
 
Key Issues 
Performance Update IPR 
The Committee noted the performance against the set targets and progress of work in 
Quarter 2, and the challenge in relation to delivery of the strategic objective - Widening 
Access to Research - in view of the need for IT and Business Intelligence (BI) support to 
include a data field on the EPR to track patients offered  participation in research. It was 
noted that this had been paused for six months due to PaperLite. The Committee 
encouraged IT and BI Support to proceed with this, with the focus in “cold” settings eg 
outpatients however being mindful of same not having a negative impact on urgent clinical 
flow, especially in the A/E and AMU.  

LUHFT currently ranked in league 4 out of 4 in the Department of Health and Social Care 
(DHSC) quarterly national reporting of Performance in Delivery (PID) data. This tracks study 
set up times and the number of commercial studies delivering to timelines and targets; as 
LUHFT had closed so few studies in 2021 this pushes Trusts into the bottom league. The 
Committee sought further assurance towards the achievement of at least League 1/2 status, 
but recognised this was a long term aim (2-3 years). It was reported that this would be 
delivered through the Research & Innovation delivery plan.  

Infrastructure Applications 
A formal feedback meeting would be held on 13th October 2021 with the Department of 
Health and Social Care (DHSC) to confirm further information on why Liverpool’s Biomedical 
Research Centre (BRC) bid was unsuccessful. 

The Clinical Research Facility (CRF) Infrastructure bid was submitted on 29 September 
2021.   

The Committee noted updates on a Human Challenge Trial Facility (HCF) being pursued by 
the Trust with LSTM, including potential infrastructure funding through a National 
Immunology Network submitted through the CSR. 

Strategic Partnership Update 
The Trust’s current and potential strategic partnerships and collaborative working were noted 
by the Committee. The Committee requested for further clarity around the finances in 
relation LUHFT’s financial contribution to the strategic partnerships.  



 

 

 
Governance Update 
The Committee noted two serious breaches reported by external sponsors to the Medicines 
and Health Care Products Regulatory Agency (MHRA) against the Trust. These had been 
reviewed through defined research governance groups and SOPs followed. The Committee 
was advised that one of the breaches had been downgraded to a protocol deviation by the 
MHRA. The other breach was reported as a serious incident.  
 
Board Assurance Framework 
The Committee noted that there were no changes to the risk scores however the level of risk 
associated with the delivery of risks 9 and 10 was likely to increase as progress was 
required in relation to capture of offer of research to patients in EPR and progress 
challenging  due to competing priorities in the Digital team. 

Terms of Reference 
The Committee approved the proposed changes to the Terms of Reference and 
recommended same for Board approval.  
 
Decisions Made 
The Committee approved the proposed changes to the Terms of Reference.  
 
Recommendations 
The Board is asked to: 

• Note the summary report. 
• Approve the Terms of Reference of the Research & Innovation Committee. 

 
 

 

 

 

 

 

 

 

 

 

 



 

 

Board Committee Assurance Report 

Report to Board of Directors 

Date 28 October 2021 

Committee Name Charitable Funds Committee  

Date of Committee Meeting 24 September 2021 

Chair’s Name & Title Ibrahim Ismail, Non-Executive Director 

Executive Lead Robert Forster, Chief Finance Officer 
 
Matters for Escalation 
No matters for escalation to the Trust Board. 
 
Key Issues 
 
Governance Review Action Plan 
An update was provided on progress against the action plan from the review of charitable 
funds governance arrangements, which incorporates the actions from the review of 
committee effectiveness.  Of the 49 actions, 23 had been completed in Q1 and Q2, including 
the investment tender and the development of a charitable funds risk register. 
 
A proposal was made to reduce the overall number of funds and align them to the divisional 
structures.  The Committee made a recommendation to the Trust Board to approve the 
proposal as Trustees of the charity.  
 
Fundraising Strategy Development Update 
The Committee received an update on plans for the development of the strategy for 
fundraising.  External expertise had been commissioned to support the work to develop the 
strategy, set the Trust’s charitable aims and establish a sustainable model of fundraising.  
The work is expected to take three months and the strategy is expected to be rolled out in 
advance of the next financial year (2022/23). 
 
Fundraising Update 
At month 5 fundraising activities had generated an income of £257,000 following several 
large donations and the success of the sponsorship for staff awards, with 300 tickets having 
been sold thus far.   
 
Investment Tender Update 
The Committee endorsed a recommendation made by the Investment Panel to award the 
contract for investment management services jointly to Rathbones and Barclays for a period 
of three years.  A key criterion for the appointment was the social value of the investments 
made by the companies. 

Investment Performance Review 
It was reported that the value of the investment portfolio has grown from £9.7million to 
£10.5million in-year. 
 



 

 

Finance Update Report  
The current financial position was presented to the Committee for the reporting period, with 
no issues noted. 
 
Approvals and Rejections between Meetings 
The Committee ratified the decision to approve funding for a Senior Lecturer in Glaucoma 
following confirmation of the availability of NHS funds made by the Chief Finance Officer 
between meetings. 
 
Grant Applications 
The Committee reviewed and approved 11 grant applications: 

• IT Equipment for NHS Graduate Trainees (A0169/22CF) 
• Staff Christmas Lunch (A0170/22CF) 
• Nursing Times Awards (A0175/22CF) – Part approved. 
• NHS Flu Jab / Staff Survey (A0179/22CF) 
• AUH Ward Area Storage Upgrade (A0180/22CF) 
• Dental Hospital Vistascan CR Reader (A0171/22CF) 
• Dental Hospital Bone CT Scanner (A0172/22CF) 
• Dental Hospital Staff Room Refurbishment (A0173/22CF) 
• Dental Hospital Lab Equipment Replacement (A0174/22CF) 
• Genesis Hardware for Dental Hospital (A0176/22CF)  
• Dental Hospital Restorative 2 Clinic Refurbishment (A0168/22CF) – Part approved. 

Two research related applications (A0168/22CF/A0177/22CF) were referred to the Research 
Development and Innovation Team to register and confirm that there is strategic support for 
the schemes, prior to consideration for approval. 
 
Decisions Made 
The Committee: 

• Endorsed the decision to award the investment management contract jointly to 
Rathbones and Barclays; 

• Ratified the decision to approve funding for a Senior Lecturer in Glaucoma; 
• Approved 11 grant applications. 

 
Recommendations 
The Board is asked to: 

• Note the summary report; and 
• Approve a proposal, as the Board of Trustees for the Charity, to rationalise the 

overall number of funds and align with divisional structures. 
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