
 
 

Trust Board – Public Meeting 
 

Location  Microsoft Teams  
Date Tuesday 25 January 2022 
Time 10:00am – 12:15pm  

 
AGENDA  

 
Time Reference Item Lead Action 

PRELIMINARY BUSINESS 
10:00 TB21/22_114 Introduction, Apologies & Declaration of Interest S Musson N/A 

10:02 TB21/22_115 Staff Story – experience of the Trust’s Strategy 
‘Our Future Together’  C Morgan Note 

10:10 TB21/22_116 Minutes of Trust Board meeting held on 30 
November 2021  S Musson Decision 

10:11 TB21/22_117 Rolling Action Tracker  S Musson Note 

10:12 TB21/22_118 Any Urgent Matters Arising 
 S Musson Note 

10:13 TB21/22_119 Chair’s Report and Opening Comments  S Musson Note 

10:20 TB21/22_120 Chief Executive’s Report including the Integrated 
Performance Report  
 

D Dalton Note 

GREAT AMBITIONS 
  

  
         

 
  

  
  

11:10 TB21/22_121 LUHFT Improvement Plan   S Moran Discuss 

11:20 TB21/22_122 Trust Strategy ‘Our Future Together’ Q3 Update C Morgan Note 

11:30 TB21/22_123 Board Assurance Framework Q3 Update D Scheffer  Note 

GREAT PEOPLE  
11:40 TB21/22_124 Guardian of Safe Working Q3 Report  E Butchard  Assurance  

GOVERNANCE 
11:50 TB21/22_125 Terms of Reference Update  D Scheffer Decision  
12:00 TB21/22_126 Committee Assurance Reports 

(a) Finance and Performance  
(b) Quality and Safety  
(c) New Hospital  
(d) Charitable Funds Committee (Verbal) 
(e) Executive Risk & Assurance Committee (Verbal) 
(f) Audit Committee (Verbal)  
(g) Research & Innovation Committee  
 

Committee/ 
Chairs 

 

Assurance 
 

CONCLUDING BUSINESS 



 
 

12:10 TB21/22_127 Key messages and risks for the risk register  S Musson  Discuss  

12:15 TB21/22_128 Reflections on the meeting  S Musson  Discuss  

Finish Time: 12:15 
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, 30 November 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) John Brennan, Interim Medical Director 

Ibrahim Ismail, Non-Executive Director  Dame Elaine Inglesby, Interim Chief Nurse  
Tim Johnston, Non-Executive Director Rob Forster, Chief Finance Officer  
Sheila Samuels, Non-Executive Director Debbie Herring, Chief People Officer   
Thomas Walley, Non-Executive Director Beth Weston, Chief Operating Officer 
Neil Willcox, Non-Executive Director  
  

Apologies for absence: Eustace de Sousa, Non-Executive Director 

In attendance:  
Hollie Holding, Deputy Company Secretary (minutes) 
Neil Holland, Deputy Chief Operating Officer (item TB21/22_106)  
Chris Mawdsley, Director of Communications 
Siobhan Moran, Director of Quality Improvement  
Clare Morgan, Director of Strategy  
Daniel Scheffer, Associate Director of Corporate Governance/Company Secretary    
 

 
Observers: 
Dorcas Akeju, Public Governor  
Charlotte Harbrow, Member of the public  
Jessica Kelley, Corporate Governance Administrator  
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             
John Brennan      A      
Dianne Brown      A       
Tristan Cope  A   A       
Mike Eastwood             
Robert Forster            
Debbie Herring             
Elaine Inglesby             
Ibrahim Ismail            
Tim Johnston             
Louise Kenny             
Sheila Samuels            
Eustace de Sousa       A     
Tom Walley             
Mandy Wearne     A        
Beth Weston             
Neil Willcox            



          

 

 

 
 
TB21/22_94 Introduction, Apologies and Declaration of Interest 

Sue Musson welcomed everyone to the meeting.  John Brennan, Interim Medical 
Director was welcomed to his first Trust Board meeting.    
 
Apologies were received from Eustace de Sousa, Non-Executive Director.   
 
There were no declarations of interest.  

TB21/22_95 Patient Story  
Daniel Scheffer presented the Patient Story.  The story detailed ‘Arthur’s Journey’ 
and followed Arthur’s admission to the Intensive Care Unit (ICU) at Aintree 
Hospital.  The Board heard that Arthur was a 63-year old gentleman who was 
placed in a medically induced coma for 3 weeks as his condition had deteriorated 
after contracting Covid-19.   
 
The story detailed Arthur’s 134 day stay in hospital on the ICU and thereafter the 
transfer of his care to two different wards.  It highlighted the positive relationships 
that he built with staff and the support he received following his discharge back 
home.  The Board heard that Arthur’s passion was writing poetry and were 
pleased to read one of the poems that Arthur wrote was for staff to lift their spirits.   
 
The lessons learned and the things which went well were outlined, including the 
continued psychological support Arthur received whilst admitted to hospital.  The 
story detailed how Arthur felt that his experience had changed him and helped 
him become a kinder person as a result.  
 
A discussion took place regarding the psychological support provided to patients 
who were admitted to the ICU.  It was detailed that a review was being undertaken 
on the provision of psychology services for patients, the output of which would be 
provided to the Quality & Safety Committee.  It was noted that further investment 
in psychological support for staff had been made from Charitable Funds. It was 
hoped that this would enable a sustainable model of support to be implemented 
for all patients and staff going forward.   
 
ACTION: An update detailing the outcome of the review of psychology 
services to be presented to the Quality Committee. BW. 
 
ACTION: An update detailing the provision of staff psychology services and 
support to be presented to the Workforce & Education Committee. The 
update to provide an assessment of the effectiveness and sustainability of 
the current service. DH. 
 
The Board noted the update provided and passed on thanks to Arthur via the 
Patient Experience Team for sharing his story.  

TB21/22_96 Minutes of the last meeting  
It was agreed that actions within TB21/22_82 and TB21/22_83 would be added 
to the rolling action tracker.  
 
The minutes of the meeting held on 26 October 2021 were accepted as a true 
and accurate record of the meeting.  

TB21/22_97 Rolling Action Tracker  
The Board noted the updates provided on the action log. 

TB21/22_98 Any Urgent Matters Arising 
There were no urgent matters arising. 

TB21/22_99 Chair’s Report and Opening Comments  
Sue Musson presented the Chair’s Report and provided an update on activities 
undertaken during the months of October and November 2021.    
 



          

 

 

Sue was pleased to inform Board members of her recent visit to the Clinical 
Support Service Building on the new Royal Hospital site.   She noted that the 
building will be a fantastic facility which will underpin capacity for the Liverpool 
Clinical Laboratories Service to work collaboratively across the Cheshire & 
Merseyside system, supporting rapid testing and clinical research.  
 
It was noted that voting for the Governor elections was scheduled to close on 1 
December 2021.  A total of 15 nominations had been received for the ten seats 
available across City Region North, City Region South AHP, Scientists & 
Technicians and Medical Practitioners & Dentist and Other-Clinical staff groups.  
 
The Board noted the update provided.   

TB21/22_100 Quality and Patient Safety 
Sir David Dalton presented an update on the Liverpool University Hospital NHS 
Foundation Trust (LUHFT) Improvement Plan.  The plan had been submitted to 
the Care Quality Commission (CQC) and shared with NHS England and 
Improvement (NHSE/I).   
 
Discussions had commenced with NHSE/I with regard to the exit criteria required 
as a result of the Trust being placed in segment 4 of the System Oversight 
Framework.  An Associate Director was due to commence in post to provide 
additional support for the patient transfer and discharge arrangements internally 
and to support the ongoing relationships across the Cheshire & Merseyside 
system.   
 
In addition to the plan, the Trust has identified four services that require particular 
focus and support; these are urgent and emergency care and assessment 
services, patient flow services with particular focus on transfer and discharge 
arrangements, elective administrative services and dementia and delirium 
services.  
 
An update was presented setting out an increase in harms from pressure ulcers 
and falls.  Work was ongoing with ward managers to develop a dashboard which 
would enable wards to identify where incidents had occurred.  It was confirmed 
that the Chief Nurse had led a session on understanding current and future 
processes to prevent further harms.  It was intended that there would be reliable 
intentional rounding and a ward safety board system in place by January 2022.   

 
With regard to safe staffing, the ward establishment review of safe staff nursing 
levels had been completed.  The review was across two elements; the current 
position which determined the level of assurance that staffing is reasonable, and 
secondly looking to the New Hospital to ensure that staffing plans align with the 
new environment.   

 
The Board heard that the focus which had been placed on validating long waiting 
patients is progressing and had identified the Trust is compliant with national and 
regional requirements.  A set of LUHFT standards were being drafted to reduce 
variation in application and to ensure that standards were reliably met across 
specialties.  
 
A LUHFT Learning Framework was also being developed to ensure that learning 
is captured and triangulation of information across mortality reviews, incidents, 
complaints and experiences.   
 
People 
 
An Integrated Organisational Development Plan was being developed to support 
building a high reliability organisation and reflect a number of the issues included 
within the CQC inspection report. Non-Executive Directors were invited to attend 



          

 

 

a briefing with the Chief People Officer with a view to obtaining additional 
information for all elements of the plan.  
 
Action: Arrange a briefing session for the Chief People Officer to update 
Non-Executive Directors on the Integrated Organisational Development 
Plan.  DH.  

 
It was detailed that the Trust were working in partnership with Liverpool John 
Moore’s University to roll out Leadership and Management development 
programmes across the Trust for all operational leaders as part of the Trust’s 
commitment to being a ‘well-led’ organisation.   
 
In response to a question, it was confirmed that the development of the revised 
structural arrangements had commenced with the identification of senior 
leadership occupying the new roles.  This process was intended to strengthen site 
management.  It was further confirmed that support would be provided for staff 
where development areas are identified outside of the leadership and 
management programmes referred to.  Additional assurance was provided that 
the Trust is working closely with the faculty of medical leadership to ensure the 
right development is in place for medical leaders.   
 
Board members were aware that the Government had made the COVID-19 
vaccine mandatory and a condition of employment for all frontline NHS staff by 1 
April 2022.  A programme of engaging directly with staff who had not been 
vaccinated is in place to support their choices ahead of the deadline.  It was 
estimated that around 1000 staff had not yet received a vaccination. 
 
ACTION:  A further analysis would be undertaken to identify the risks.  The 
update would be reviewed by the Workforce & Education Committee prior 
to the Trust Board.   DH.  

 
Operational Performance 
 
An update was provided regarding all 52 week and 104 week waits.  The Trust’s 
national position in relation to elective recovery had improved slightly.  Initiatives 
to increase theatre capacity alongside the return of theatre nurses from critical 
care has increased core capacity to 85% with plans to reach 90% by December 
2021.  Mutual aid agreements with partner organisations had also been 
established, alongside accessing capacity within the independent sector to 
increase activity.  An area of concern was noted in treating those patients waiting 
over 104 weeks on the limb reconstruction pathway.  

 
With regard to discharge and patient flow, it was confirmed that system partners 
had signed off a collective plan which focused on three key drivers for delivery.  
The plan would be presented to the Accident and Emergency Delivery Board in 
December 2021.  
 
Finance 
 
Board members heard that the Trust had submitted its breakeven forecast for the 
second half of the year (LUHFT and C&M system).   
 
Sir David was pleased to update that the Trust’s Finance Team had been 
shortlisted for the prestigious HFMA National Finance Team of the Year plus 
Governance and training awards.  
 
The Trust had been awarded £250,000 as part of the NHSX National Digital 
Aspirant+ Programme to support the accelerated mobilisation of a new Electronic 



          

 

 

Patient Record solution. The Care Record Liverpool (CaRL) programme has been 
launched with a planned implementation within two years.  

 
Following the terror incident at Liverpool Women’s Hospital, it was confirmed that 
the Trust had implemented enhanced security arrangements including increased 
security team visibility and checks at all main hospital entrances to assure and 
support staff and the public. 
 
Research 
 
The Board heard that the Trust had been added as a funded strategic partner into 
the Imperial Biomedical Research Centre (BRC) application in relation to 
expertise in alcohol and liver research.  
 
It was noted that conversations with Liverpool Health Partners executive and 
members had started to take place about the future strategic direction for research 
within the city. 
   
Partnerships 
 
The Board heard that a 12-week public consultation was underway on Hyper-
Acute Stroke Services being led by local commissioners in Knowsley, Liverpool, 
Sefton and West Lancashire.  The consultation proposal would deliver a £4 million 
investment in a hyper-acute stroke centre at Aintree Hospital that will deliver a 
high standard of specialist care for patients.  
 
Sir David and Clare Morgan had attended several Scrutiny and Integrated Care 
Partnership related meetings in recent weeks.  Clare Morgan had been asked to 
chair the Sefton’s Programme Delivery Board.  All place-based systems are 
actively engaging the Trust in completing system framework for Integrated Care 
Boards and commissioning readiness through Cheshire and Merseyside 
Integrated Care System. 
 
The Board noted the updates provided.  
 

TB21/22_102 LUHFT Improvement Plan  
Siobhan Moran presented the LUHFT Improvement Plan. The plan had been 
submitted to the CQC and shared with NHSE/I.   
 
The plan included but was not limited to the findings in the CQC Report and 
delivered a unified approach to the improvements needed at LUHFT across the 
following core themes;  
  

o Operational and Performance management 
o Clinical Quality and Safety 
o Workforce capacity and capability 
o Systems of assurance, risk, governance and learning 
o Improving leadership and strategic relations 
o Readiness to move into the new hospital 

 
Work was underway to identify system improvements to refine the plan and 
submit ahead of the System Improvement Board meeting at the end of December 
2021.  
 
It was noted that the version presented to the Board had been updated since the 
meeting papers were published.   
 
In response to a question, it was confirmed that the dependency on system 
partners was detailed in the elements agreed with each organisation.  An example 



          

 

 

was provided of patient flow from the Emergency Department through to 
identifying discharge arrangements, and how the System Improvement Board 
would monitor the impact of those arrangements.  Board members noted that 
system partners had welcomed the plan, and that it had started to impact plans 
for how the third sector and primary care align their programmes to improve the 
provision of healthcare across the Cheshire & Merseyside system.  
 
A discussion took place regarding the need for the plan to be driven by the Board.  
It was noted that a Non-Executive Director Engagement Plan was in development 
which would help members triangulate information from the plan when visiting 
different wards and departments across the Trust.  
 
The Board noted the update provided.  
 

TB21/22_102 Integrated Performance Report  
Sir David Dalton presented the Integrated Performance Report (IPR).   
 
Board members were reminded that development of the IPR was ongoing to 
produce a refined version that focused on the key risks to delivery within 
operational performance and against constitutional standards.    
 
Beth Weston presented an update on Elective Recovery.  The presentation 
detailed current waiting list size and wait times, assumptions, areas of concern 
and progress against the trajectories set out in the planning guidance.   
 
In response to a question, it was confirmed that general surgery and limb 
reconstruction were the biggest areas of concern.  The Board heard that there 
were opportunities to seek mutual aid to help reduce the general surgery waiting 
lists.   It was confirmed that the plan was based on current levels of capacity and 
considered the number of Covid-19 positive patients admitted to the Trust.  
 
Elaine Inglesby-Burke presented an update on quality and safety.  She drew 
attention to the triangulation of patient harm with the levels of staffing.  A 
discussion took place regarding the Liverpool Quality Assessment (LQA) ward 
programme.  It was confirmed that the programme would be extended across 
other areas of the Trust in addition to wards.  
 
Board members discussed the friends and family test results from the Emergency 
Department.  It was noted that the changes in scores reflected the time period of 
when the PaperLite System was introduced.  It was felt that the mechanism for 
collating feedback from friends and family in the Emergency Department needed 
to be personalised to the department to allow for accurate feedback to feed into 
the improvement plan actions.  
 
Debbie Herring presented an update on workforce.  Debbie made reference to a 
request from the Northwest Region for the Trust Board to sign up to a pledge for 
Wellbeing of NHS People which aims to make a significant shift from sickness 
management to presenteeism and wellbeing. The pledge had been circulated to 
Board members in advance of the hearing.  The Board approved that the Trust 
sign-up to the pledge with the caveat that it will define an individual attendance 
policy if required.   
 
In response to a question, it was confirmed that changes to the NHS Pension 
Scheme may be a contributory factor to the increased number of staff leaving.  
The Trust had updated its Retire and Return Policy to place more emphasis on 
flexible patterns of work.  It was detailed that the Trust had been successful in its 
submission for a bid for funding to support retention.   
 



          

 

 

With regard to newly qualified nurses, it was confirmed that the Trust had recently 
changed its process to offer all registered nurses a position at the Trust on 
completion of their training contract.  Further, discussions were ongoing with the 
university to help strengthen the Trust’s ‘grow your own’ recruitment by ensuring 
that students undertake their final placement in the ward where they would work  
to enable a smooth transition into registration.   
 
It was clarified that the Light System was developed to manage Covid-19 sickness 
with a view to directing support to wards with significant staff absence during the 
height of the pandemic.  Staff sickness as a whole is managed via the Electronic 
System Reporting (ESR) system which is more accurate than the Light System.  
 
In response to a question about the percentage of staff who would recommend 
the Trust as a place to work, it was anticipated that results from the National Staff 
Survey which had recently closed would help clarify the updated position and 
provide a barometer for culture.  
 
Robert Forster informed the Board that the achievement of a breakeven position 
in the second half of the financial year was anticipated to be significantly more 
challenging than the first half.  The Cheshire & Merseyside ICS had submitted a 
balanced forecast which outlined that each organisation would need to meet a 
2.5% cost improvement.   A Financial Stability Plan had been drafted which 
recognised that the Trust had only achieved £3m of the £16m required savings to 
date, therefore other initiatives were being developed to address the gap. 
 
The Board noted the update provided. 

TB21/22_103 Safe Staffing 6 Month Review  
 
Elaine Inglesby-Burke presented the Safe Staffing 6 Month Review.  The update 
set out the 6-monthly nurse staffing position between April and October 2021 
including the fill rates of the planned versus nursing numbers together with the 
work undertaken to address the nursing shortfalls.   
 
The discrepancy for red flag reporting between the Royal Liverpool Hospital and 
Aintree University Hospital was noted.  It was outlined that the discrepancy was 
as a result of the cultural differences between sites.   
 
The Board noted the update provided.  

TB21/22_104 Q1 2021/22 Learning from Deaths and Mortality Report  
 
John Brennan presented the Q1 Learning from Deaths and Mortality Report.   
It was detailed that the rolling 12-month Summary Hospital-level Mortality 
Indicator (SHMI) had decreased compared to previous months which moved the 
Trust’s performance closer to the national average.  Mortality Review compliance 
was varied across the organisation, however it was anticipated that the revised 
Learning from Deaths Policy together with the increased role of Divisional 
Mortality leads would help to improve the overall position. 
 
The Board heard that whilst the Trust was compliant with the recently published 
guidance relating to reviewing and reporting Nosocomial Covid-19 deaths, the 
number of cases presented fell short of the desired position. It was anticipated 
that the interim assistance of the Medical Examiners to undertake focused 
reviews would help to improve this position and ensure that all Nosocomial Covid-
19 deaths were reviewed.    
 
The Board noted the update provided. 

TB21/22_105  Freedom to Speak Up NHSE/I Self Review Tool   
 



          

 

 

Debbie Herring presented the Freedom to Speak Up / NHSEI self-review tool.  
The self-assessment had been undertaken by the Chief People Officer and the 
Freedom to Speak Up Guardian, and incorporated feedback from the Board 
following a self-assessment workshop.   
 
It was recommended that the Trust partially meets the national standards. An 
improvement plan had been developed in response to the review, progress from 
which would be reported to the Workforce & Education Committee.   
 
It was confirmed for Board members that the action plan presented was in line 
with the national format, and that the improvement plan reported to the Workforce 
& Education Committee was more comprehensive.  The Board agreed that the 
reporting of Freedom to Speak Up to the Board needed to be sharper.   
 
The Board approved the self-assessment rating as partial against the standards. 
 

TB21/22_106 LUHFT Winter Plan 2021/22 
Neil Holland attended to present the LUHFT Winter Plan 2021/22.   
 
The Winter Plan detailed the actions which were being undertaken to maintain 
patient safety and operational delivery throughout the winter period.  It centred on 
the context of the position going into winter taking into consideration the impact 
of longstanding Covid-19 effects and increased demand.  The plan aligned with 
the LUHFT Improvement Plan and the Trust’s objectives. Attention was drawn to 
the focus on system working across Cheshire & Merseyside.   
 
In response to concerns regarding reduced numbers of staffing in the social care 
system, it was confirmed that the availability of domiciliary packages of care was 
not dependent on additional staffing.  It was further confirmed that assumptions 
within the plan were based on current occupancy, reductions on appointment and 
revalidation of patient waiting lists.  It was noted that a balance of internal and 
external factors would deliver the plan throughout the winter period.  
 
It was clarified that the implementation of the digital triage system was permanent.  
It had been reported that around 35-40% of patients were open to receiving the 
different level of health intervention as recommended by the system, which in turn 
would allow an opportunity to reduce pressure at the Emergency Department.  An 
update was provided that there would be an onsite GP pathway on the Aintree 
University Hospital site to allow direct flow which would in turn contribute to a 
reduction in admissions.   
 
The level of publicity both nationally and locally about increased levels of verbal 
abuse to NHS Staff was noted. It was questioned whether there was additional 
support and capacity available for staff in anticipation of the difficult conversations 
that may arise with the move to the digital triage system.  It was confirmed that 
additional training will be provided from NHS Digital.  Further, additional security 
is in place at the Royal Liverpool Hospital and Aintree University Hospital 
Emergency Departments, and Care Navigators will be available to help assist 
patients when using the digital triage system.   
 
In response to a question, it was confirmed that the digital triage system will advise 
a patient of the level of care and location to attend.  Following the initial triage, the 
patient can attend reception where staff will arrange the necessary appointment.  
It is anticipated that the second phase of the system will provide an option to 
automatically book the appointment on their behalf.   
 
It was confirmed that Infection Prevention and Control measures are in place for 
ensuring the cleaning of the digital triage system screens.   
 



          

 

 

The Board noted the update provided.  
 

TB21/22_107 Digital Strategy 
Rob Forster presented the Digital Strategy.  Year 2 revisions to the strategy 
included the proposed implementation of Care Record Liverpool (CaRL), 
infrastructure as a service, business intelligence and strategic and divisional 
alignment.   
 
Attention was drawn to how the strategy aligned to the Trust’s Our Future 
Together Strategy in that a digital focus had been placed against each of the 
Trust’s Greats; Great Care, Great People, Great Research & Innovation and 
Great Ambition.  
 
In response to a question, it was confirmed that the NHSX Digital Scheme 
provided procurement assistance and resource to the Trust.   
 
A request was made for the strategy to be aligned to the Trust’s values to be 
caring, fair and innovative.   
 
In response to the observation that sufficient capacity could not be dedicated to 
the digital portfolio at the Finance & Performance Committee Group, it was 
confirmed that a greater focus would be placed on digital as part of the 
governance restructure of Trust Board sub-committees.  
 
The Board noted the update provided.  
 

TB21/22_108 Emergency Preparedness Resilience & Response (EPRR) Annual 
Assurance Arrangements 
Beth Weston presented an update on the Emergency Preparedness Resilience & 
Response (EPRR) Annual Assurance Arrangements.   
 
The Board heard that EPRR annual assurance is based on a self-assessment 
against the NHSE/I EPRR Core Standards audit tool.  Acute trusts are required 
to self-assess against 46 core standards and 7 ‘deep dive’ criteria.  Following the 
Trust’s self-assessment, an overall rating of ‘Substantial Compliance’ against the 
EPRR Core Standards was submitted.   
 
It was detailed that the EPRR Team continued to facilitate the Covid-19 incident 
response via the Trust Tactical Command Group.  In addition to the continued 
response to the pandemic, the control centre had been required to operate 
throughout various incidents in 2021 including support of the implementation of 
PaperLite and a power outage at Royal Liverpool Hospital.  Further, the control 
centre was activated to facilitate a series of briefings in response to a security 
incident that occurred on Prescot Street bordering the front of the Royal Liverpool 
Hospital sit in November 2021.   
 
In response to the action to identify a Non-Executive Director (NED) to support 
the Accountable Emergency Officer it was confirmed that oversight would sit 
within a sub-committee of the Trust Board following a national review of the NED 
Champion roles.   
 
The Board noted the update provided.  
 

TB21/22_109 Terms of Reference Review  
 
Daniel Scheffer presented the Board committees’ Terms of Reference update.   
He drew attention to the proposed amendments to the Terms of Reference for the 
Nomination & Remuneration Committee Terms of Reference.  
 



          

 

 

The Board approved the changes to the Terms of Reference.   
 

TB21/22_110 Procurement Award for Patient Entertainment System – New Hospital  
Robert Forster presented the Procurement Award for the Patient Experience 
System at the New Hospital.  
 
The New Hospital Procurement Team and Digital New Royal Team started a 
procurement process to find a solution for the new hospital to enable in patients 
free access to a multipurpose information portal and video streaming system.  A 
competitive procurement process took place in line with the Trust’s Standing 
Financial Instructions (SFIs) and Public Contract Regulations (PCR 2015), 
following which it was recommended to award the contract to Lincor for a 3 year 
contract with the option extend for 1 year + 1 year. 
 
The Finance & Performance Committee reviewed the proposal in line with SFI 7.2 
in the Trust’s Scheme of Delegation at its meeting in November 2021.  The 
Committee approved the award in principle subject to ratification by the Board of 
Directors.   
 
In response to a question, it was confirmed that there was no cost allocated to the 
system at the point of access.  An enquiry would be made as to whether the 
system can be used to gather patient experience data in real time.  
 
ACTION: An update to be provided with regard to the obtain of patient 
experience data within the Patient Entertainment System.  RF.  
 
The Board approved the award of a three-year contract with the option to extend 
for 1 year plus 1 year for a Patient Entertainment System within the new hospital. 
   

TB21/22_111 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 – 23 September 2021 
An update was provided that the Trust had achieved a breakeven position 
in the second half of the year. (H2) is anticipated to be significantly more 
challenging with an expected efficiency requirement of circa 4%. 
 

(b) Quality and Safety Committee – 22 September & 21 October 2021  
The assurance report was noted.  
 

(c) New Hospital Committee – 4 November 2021  
An update was provided that the Committee would start to review staffing 
arrangements and communications.  Cost pressures of the New Hospital 
were noted.    
 

(d) Workforce & Education Committee – 18 November 2021  
The Board noted the areas of escalation outlined including capacity and 
capability to deliver the Integrated Organisational Development Plan, the 
follow-up work required in response to Educational Visits and the 
recommended sign-off of the Northwest Health and Wellbeing Pledge as 
discussed earlier in the meeting.   
 

(e) Extraordinary Council of Governors – 10 November 2021  
Board members noted the appointment of Grant Thornton UK LLP as the 
Trust’s External Auditors. 



          

 

 

 
The Board noted the report. 

TB21/22_112 Questions from the public  
Sue Musson informed the Trust Board that the three questions had been 
submitted by a member of the public in advance of the meeting.  The questions 
were presented with the responses detailed below:  
 
 

1. What is the latest projected total cost for the construction of the new 
Royal hospital? 
The Trust has agreed a budget of £357.5m to complete the construction 
of the New Royal Hospital from the point of taking ownership of the 
building in October 2018. 

 
 

2. What is the latest projected total cost for demolition of the existing 
Royal hospital and when is that expected to take place?  
Planning consent was applied for by the Trust inclusive of the demolition 
of the existing structures and approved in 2013 in accordance with the 
application.  
 
A final cost for demolition is yet to be determined. However; preliminary 
high-level estimates for demolition have been received during 2020. This 
is before conducting any detailed site surveys and procurement that can 
only happen on exit of the old hospital. I can advise that whilst the Trust 
holds preliminary high level estimates this information is being withheld 
under Section 43 (2) Commercial Interests of the Freedom of Information 
Act.  

 
3. Is the trust taking any legal action over delays to the new hospital? 

It was considering whether to do so or not. 
The Trust can confirm that we continue to work with our legal advisors and 
commenced legal action on 5 October 2021 regarding the New Hospital. 
 

The Board noted the update provided.  
 

TB21/22_113 Reflections on the meeting 
 
Board members welcomed the format of the Chief Executive Officer’s Report.  It 
was recommended that the Executive Directors present updates within the report.  
A further recommendation was made that the Integrated Performance Report is 
consolidated within the update.  
 
ACTION: Consolidate the Integrated Performance Report and the Chief 
Executive Officer’s Report.  DS 
 
It was noted that there had been a collaborative style throughout the meeting, 
which was welcomed.  It was further noted that the use of presentations for the 
meeting had enabled access to information for the Non-Executive Directors.   
 
Board members were pleased to note the updates throughout the meeting 
regarding the collaborative approach of organisations working as a system across 
Cheshire & Merseyside.   
 
There were no further reflections to note. 
 

 
…………………………………………….    …………………………………..   
Chair         Date 



          

 

 

  
Date of next meeting:  Tuesday, 25 January 2022 



 

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.   

Quality & 
Safety 
Committee 

EIB January 2022 
March 2022 

R September 2021  
An update will be presented to 
the Quality & Safety Committee 
in January 2022. 
 
January 2022 
An update will be scheduled on 
the cycle of business for the 
Quality & Safety Group for March 
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 

G 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. 

November 2021 
The Trust is awaiting an update 
from Internal Auditors (Mersey 
Internal Audit Agency).   An 
update will be provided at the 
Trust Board meeting in January 
2022.   

January 2022 
The Audit Committee received an 
update from MIAA on 19 January 
2022 which detailed that actions 



 

Action Log  
Meetings of the Board held in public  

 

 
from the theatre checklist review 
have been completed.   

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 

G September 2021  
An update will be presented to 
the Trust Board in January 
2022.   
 
January 2022 
Included on the agenda 

25 26-Oct-21 TB21/22_82 
Chair’s Report 
and Opening 
Comments  

To keep the Board appraised 
on the development of the 
Integrated Care System 
across the region in line with 
national requirements.  

To provide the Trust Board with an 
update on the development of the 
Integrated Care Board, Integrated Care 
System and Integrated Care 
Partnership across Cheshire & 
Merseyside.  

Trust Board CM February 
2022 

A January 2022 
An update will be presented to 
the Board Workshop in 
February 2022.   
 

26 26-Oct-21 TB21/22_83 
Chief 
Executive’s 
Report  

To update the Board on the 
progress of workforce 
planning and integrated 
organisational development 
arrangements across the 
Trust. 

To provide the Trust Board with an 
update on the Workforce Plan. 

Trust Board DH November 
2022 
February 
2022 

R November 2021 
The Integrated Organisational 
Development (OD) Plan will be 
presented to the Trust Board in 
January 2022.   
 
January 2022 
Work to finalise the OD Plan 
has been delayed and will be 
considered in February 2022.  
 

27 30-Nov-21 TB21/22_95i 
Patient Story  

To provide assurance to the 
Quality Committee on the 
provision of psychological 
services available throughout 
the Trust. 

An update on the review of 
psychological services would be 
presented to the Quality Committee. 

Quality & 
Safety 
Committee 

BW March 2022 A January 2022 
An update will be scheduled on 
the cycle of business for the 
Quality & Safety Group for 
March 2022.  
 

28 30-Nov-21 TB21/22_95ii 
Patient Story  

To provide assurance to the 
Workforce & Education 
Committee on the provision of 
health and wellbeing services 
and accessibility to 
psychological services to staff 
at the Trust.   

An update on the provision of health 
and wellbeing services and support for 
staff would be presented to the 
Workforce & Education Committee 

Workforce & 
Education 
Committee  

DH January 2022 
February 
2022  

R January 2022 
An update will be scheduled on 
the cycle of business for the 
People & OD Group for 
February 2022. 



 

Action Log  
Meetings of the Board held in public  

 

 
29 30-Nov-21 TB21/22_101i 

Chief 
Executive’s 
Report 

To update and receive 
feedback from Non-Executive 
Directors ahead of finalising 
the Integrated Organisational 
Development Plan. 

To arrange a briefing session for the 
Chief People Officer to update Non-
Executive Directors on the Integrated 
Organisational Development Plan. 

Trust Board DH January 2022 
February 
2022 

R January 2022 
An update will be presented to 
the Board Workshop in 
February 2022.   
 

30 30-Nov-21 TB21/22_101ii 
Chief 
Executive’s 
Report 

To understand the risks to 
staff and the organisation as a 
result of the mandatory 
requirement for all frontline 
staff to be vaccinated.  

Undertake a further analysis to identify 
the risks as part of mandatory Covid-19 
vaccinations for all frontline staff.  The 
update would be reviewed by the 
Workforce & Education Committee prior 
to the Trust Board.    

Workforce & 
Education 
Committee 

DH January 2022  G January 2022 
An update was presented to the 
People and Organisational 
Development Group at its 
meeting on 20 January 2022. 
 
The Trust Board will receive an 
update at its meeting on 25 
January 2022.    

31 30-Nov-21 TB21/22_108  
Digital Strategy 

To ensure that the Digital 
Strategy reflects the Trust’s 
values of Fair, Caring and 
Innovative.   

To update the Digital Strategy to reflect 
the Trust’s values.  

Trust Board  RF January 2022 G January 2022  
The Digital Strategy has been 
updated to reflect the values.   

32 30-Nov-21 TB21/22_110 
Procurement 
Award for 
Patient 
Entertainment 
System – New 
Hospital  
 

To update the Board as to the 
mechanisms available to 
collect real-time patient 
experience information as 
part of the Patient 
Entertainment System to be 
implemented at the New 
Hospital  

To provide the Trust Board with an 
update surrounding the collation of 
patient experience data within the 
Patient Entertainment System.   

Trust Board  RF January 2022 G January 2022  
Working in conjunction with the 
Patient Experience team, an 
application will be developed to 
collect patient feedback which 
will be deployed on the Patient 
Entertainment System (PES) 
devices across the Trust. 
 

33 30-Nov-21 TB21/22_113 
Reflections on 
the meeting 
 

To provide the Board with a 
succinct reporting mechanism 
by updating on areas of 
performance within the Chief 
Executive Report.  

To consolidate the Integrated 
Performance Report and the Chief 
Executive Officer’s Report.   

Trust Board  DS January 2022 G January 2022  
A consolidated update will be 
presented at the meeting in 
January 2022. 
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Purpose of Report 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 30 November 2021. 

 

Action Required by the 
Board 
 

The Board is asked to note the contents of this paper. 
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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 30 November 2021. 
 

1. System Integration 
Health and Social Care partners have continued to work together to meet the needs of the communities 
we serve.    
 
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 these meetings continue to take place virtually, they still provide a valuable opportunity to share 
learning and build relationships.   I also attended the Cheshire & Merseyside Partnership Assembly with 
an agenda focussed on ICS updates, feedback from engagement on the ICB constitution and 
Empowering People and Communities. 
 

2. Board Development  
 
The process for the recruitment of a new Chief Executive has continued and an early February interview 
date has been confirmed. 
 

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 undertook an interview with More Partnership as part of their external review of the Trust’s charity, 
where their remit was to discuss strategies with key Trust members. 
 
I was delighted to have the opportunity present Trust Team of the Month awards to Wards 1 and 5 
at Broadgreen site.  Nominations for these awards are submitted by both colleagues and patients, or 
their families, in recognition of exceptional contrinbution or achievement. It is heartening to 
acknowledge the contribution of our talentened and hard working colleagues.  
 
Sadly, the Trust’s annual Staff Awards Ceremony was cancelled due to changes to Covid 
guidelines.  A less formal virtual process took place to ensure winning colleagues’ achievements 
were suitably recognised and communicated to all staff members. 
 
Council of Governors 
The monthly meetings with the Lead and Deputy Lead Governors have continued to provide a valuable 
opportunity for exchange of information.    
 



I was pleased to take part in a Council of Governors’ Coffee Morning, which continue to provide an 
informal platform for governors and NEDs to build good working relationships.   I also participated in a 
LUHFT Governors’ Virtual Festive Quiz and Get Together. 
 
I attended a Council of Governors meeting on 9 December.  
 

4. Consultant Appointments  
Since my last report I met with candidates and chaired the Advisory Appointments Committee (AAC) 
panel for the posts of Palliative Care Consultant and Consultant Radiologist. 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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Quality and 
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Performance Finance



Chief Executive’s Update
Sir David Dalton, Interim Chief Executive

High 
reliability

Quality and Patient 
Safety People

Performance Finance 

• Incidents and Harms

• Fundamentals of Care Collaborative

• Safety Surveillance System

• Organisational Governance and 
Structures

• M9 Position and Response

• Better Care at Lower Cost

• Digital Advancement

• Mandatory Vaccinations

• Integrated OD Plan

• Equality, Diversity and 
Inclusion Strategy

• COVID-19 and Winter 

• Constitutional Standards

• Patient Flow and Criteria to Reside

• NHS Priorities and Operational 
Planning Guidance



Chief Executive’s Update
Sir David Dalton, Interim Chief Executive

Research & 
Innovation

• SMART Release Testing Study

Strategy and Partnerships

• Integrated Annual Business Planning 
• Integration Plan Service Changes – Liverpool, Knowsley, Sefton Councils
• Mersey Care joint planning session on co-creating opportunities for 22/23



 

 
 
 
 
 
 
 
 
 

Liverpool University Hospitals  
NHS Foundation Trust 
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GREAT Care:  Timely access to care
Operational Performance Report 
December 2021
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Introduction and Summary
Timely Access to Care
Introduction:

This section of the Trust’s Integrated Performance Report, considers performance in December 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.  Where available, internal benchmarks and external benchmarks are shown.

Improvements have been seen in the following constitutional standards:-

- Emergency Access within 4 hours:  65.98% compared to 63.57% in November 2021

- Cancer Access within 31 days:  93.14% compared to 92.59% in November 2021

- Cancer Access within 62 days:  62.55% compared to 56.20% in November 2021

Pressures have continued to be seen in: -

- The restoration of wait times for diagnostics, driven by sleep studies.

- The restoration of wait times for 2 week cancer referrals; particularly for breast and colorectal

- The achievement of 18 weeks referral to treatment given the high number of long wait patients; this standard will continue to be challenged due to the volume of long 
patient waits to be seen

This Operational Performance Report should be read in conjunction with the  Elective Recovery Paper which is also presented to the Finance & Digital Group. 

Governance and Assurance:

December 2021 was the last month that the Strategic Oversight Groups have been in place to review performance and identify remedial actions.  From February 2022, 
assurance will pass to the Hospital Leadership Teams and their Operations and Performance Groups.
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Operational Performance Standards Standard Target Performance Trend Benchmark 
(UQ) Assurance

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

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

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

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

< 2 weeks

Cancer Access:  Decision to Treat to 
Treatment. % of patients who had 1st

treatment within 31 days of a cancer 
diagnosis

<31 Days

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

< 62 Days

95%

92%

85%

1%

96%

93%

65.98% PA

PA

PA

PA

AA

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

54.13%

15.24%

68.19%

93.14%

62.55%

0.0%
Nov UQ

94.34%

79.67%

98.31%

76.5%

79.4%
Nov UQ
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4 hour Performance
• 4 hour performance for all types of patients has risen (+2.41%) in December 2021 to 

65.98%. 
• Type 1 performance has  rose in month to 51.35% from 50.75% in November 2021. 
• 12 hour waits in department have risen (+98) in December 2021 to 2,745 and is the 

sixth consecutive month to exceed over 2,000 12 hour waits.
Key areas of focus:
• A&E Department Type 1 attendances have decreased  in month from 16,675 in 

November 2021 to 15,659 in December 2021.
• Time to triage has improved for the fourth consecutive month to 76.71%; with 

Aintree at 74.29% and showing the best month’s performance since the 
introduction of Paperlite in May 2021

• Time to senior review:  32.64% of patients seen within 60 mins of arrival.  This is an 
improving trend and above the North West peer average of 29.71%

• Early Discharges:  14.58% of patients discharged before noon; with 1%  drop seen on 
the Aintree site and 0.5% rise at Royal  in December 2021.

Diagnostic Performance 
• A 3.44% decline in the DM01 position from 11.80% in November 2021 to 15.24% in 

December 2021. 
• The overall numbers waiting for outpatient diagnostics has decreased from 13,597 

in November to 13,347 (-250 or -1.83%) in December 2021;  
• Additionally, the number of patients waiting over 6 weeks, has increased from 1,605

in November 2021 to 2,034 in December 2021 (+429).
• Sleep Studies have increased the number of 6 week waiters from 339 in November 

2021 to 511 in December 2021 and are 25% of the 6 week waiters in December 
2021.

Key Areas of Focus:
The percentage of patients waiting over 6 weeks for MRI and CT have increased, the 
total volumes waiting in MRI has increased but in CT it has decreased. The increase in 6 
weeks waiting is putting pressure on capacity.
For Colonoscopy, Gastroscopy and Flex Sig, while the total patients waiting by modality 
has remained constant, the percentage of patients waiting over 6 weeks has increased.  

Referral to Treatment
• Overall performance delivered at 54.13% against 92% target
• Waiting list size has decreased by 1% in month to 69,433 from 70,127 in November 

2021.  This position has increased into January 2022.
• The number of patients waiting over 52 weeks has decreased by 3.7% from 6,004 in 

November 2021 to 5,782 in December 2021.  Patients waiting 104+ weeks has 
increased from 340 in November 2021 to 345 in December 2021.

• Elective restoration has continued in month with between 66% and 84% of theatres 
open through December 2021and 1,752 elective cases delivered; 21.9% cancer, 
70.7% clinically urgent and 7.4% long waiters and routine waiters.

Key Areas of Focus:
• Continued focus on clinical prioritisation and access to capacity through internal 

restoration of elective capacity, mutual aid, independent sector and waiting list 
initiatives.

Cancer Performance
• 2 week wait: 68.19% for November 2021 and projected to be 64.3%  for December 

2021.  There is an increase in the number of breaches from 801 in October 2021 to 
1,041 in November 2021 and 1,046 predicted for December 2021.

• 31 day target: Small improvement in performance in November 2021 compared to 
last month and reporting  93.14 % against the 96% target. Driven primarily by 
breaches in Colorectal, Urology and Breast.

• 62 Day target: Improving performance  62.55%  in November 2021 against the 85% 
target.  Combined waiting list across sites. Other, Sarcoma,  Skin and Testicular 
specialties have met the standard.

• December  2 week wait (2WW) referrals have decreased -22.86% in month. 
However, LUHFT has received 5,313 (+20.47%) more 2WW referrals in 2021/22 
compared to same period 2019/20.

Key Areas of Focus:
• 2 week wait capacity in Breast (ongoing challenges with increased referrals and 

alignment with diagnostics) and  Colorectal (driven by chronic capacity problems)
• 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 Assurance

Time from arrival in ED to Admission, 
Discharge or Transfer 
(Current National Standard)

4 hours

Patients spending more than 12 Hour Waits
within A&E Department 
(New national measure)

>12 
Hours

Percentage of Ambulance Handovers within 
15 minutes
(New National Standard)

<15 mins

Time to initial assessment – percentage 
within 15 minutes
(New National Standard)

<15 mins

Time to First Clinical Review
(internal measure) < 60 mins

Time to Specialty Review 
(internal measure)

<120 
mins

Time to Decision to Admit 
(internal measure)

<180
mins

Time from Decision to Admit to Admission 
(internal measure) <60 mins

100%

100%

100%

PA

PA

PA

PA

PA

PA

95% 65.98% PA

Not 
Available

29.71%
North West

Not 
Available

Not 
Available

30.23%
NWAS

76.5%95%

100%

100%

100%

100%

100%

0

40.64%

76.71%

32.64%

0.96%
Medicine

Only

6.71%

5.59%

89
Daily Avg

Not 
Available

Not 
Available

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

• Total 4 hour Performance (Types 1, 2 and 3) for the Trust was  65.98% in
December 2021  which is  an increase of  2.41% from 63.57% in November 
2021. 

• There is a 35.1% variation in performance between sites. This is, driven by the 
inclusion of Type 2 (St Paul’s Eye Hospital) and Type 3 (Walk in Centre) 
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  by 147 in  December 2021 to 
22,397 from 22,544 in November 2021.

• December 2021 at 65.98% falls below performance levels pre COVID of  
81.35% in December 2019.
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4 Hour Performance – Type 1
Understanding how our AEDs have been able to manage Type 1 patient 
attendances allows more direct comparison of the management of the potentially 
more complex patients across both Departments.

• Trust Type 1 performance against the 4 hours standard in December 2021 was  
51.35% a  0.60% increase from November 2021.

• Performance shows a 17.08% variation between sites; with Aintree at 42.01% 
and Royal  at 59.09%.

• Whilst performance has been challenging, this should also been seen in the 
context of the significant challenges resulting from Paperlite implementation. 
Type 1 patient attendances decreased in  December 2021  by 1,016  from  
16,675 in November 2021 to 15,659 in December 2021.

• December 2021 at 51.35%  falls  below performance levels pre COVID of 
65.47% in December 2019, a decrease of 14.12%.  Attendance levels  in  
December 2019  at 16,900 were  1,241 patients above December 2021 levels.Step change in March 2020 due to reduction in ED attendances following COVID outbreak. 

Step change in April 2021 driven by deterioration in both sites.

4 hour performance (Type 1 patients only)
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Ambulance Handovers – 15 mins
Ambulance handovers should be made within 15 minutes of arrival at the Trust.  
A delay in this  process can impact on the assessment of the patient within the 
department and further impact on appropriate and timely treatment.

• Ambulance handovers within 15 minutes was at 40.64% within the Trust in  
December 2021; a decrease of 2.18% from 42.83% in November 2021.

• Site performance showed Aintree remain stable from 34.20% in November 
2021 to 34.35% in December 2021.  The Royal dropped from 51.78% in 
November 2021 to 47.52% in December 2021.  

• This is the fourth consecutive month the Royal  has seen a reduction in 
performance while Aintree in comparison has seen a slight improvement for 
the third consecutive month.

• December 2021 at 40.64%  is above pre COVID levels of  29.99% in December 
2019.
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Ambulance Handovers – Over 60 mins

No ambulances should be waiting over 60 minutes for handover,  a delay can be 
harmful not only to the patient awaiting treatment in ED but also those awaiting 
the ambulance out in the community.

• Within December 2021 the Trust saw 255 Ambulance handovers over 60 
minutes; an increase of  87 from 168 in November 2021. Aintree rose from 92 
in November 2021 to 112 in December 2021,  the Royal  from 76 in November 
2021 to 143 in December 2021 surpassing Aintree for only the second time.  

• The impact on 60 minutes handovers can be seen in the rise in  ambulance 
turnaround  times, in December 2021 the Trust recorded it’s highest time to 
date at 26:29 minutes.  Historically Royal site outperforms Aintree  in 
turnaround but for  only the second time has performed below Aintree within 
the month.

• December 2021 at 255 is below pre COVID levels of 302 in December 2019.

Ambulance Handovers within 15 mins Ambulance Handovers Over 60 mins
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Time to Triage – All Patients
Patients attending AED should be triaged within 15 minutes of arrival; early review 
allows for the  signposting or diversion of patients to the correct clinical personnel  
and identifies priority cases allowing for a more timely flow of patients through the 
department.

• Triage within 15 minutes was as 76.71% in December 2021; an increase of 1.61% 
from 75.10% in November 2021. The fourth consecutive month to see a rise.

• Site performance  showed Aintree  increase from  74.28% in November 2021 to 
74.29% in December 2021.  The Royal  77.13% in November 2021 to 78.74% in 
December 2021.  

• Variation between the sites has reduced  with Aintree historically outperforming 
the Royal; in August 2020 , 30.80% split the sites with Aintree at 99.90% and 
Royal  69.10%.  In December 2021 the gap had narrowed to 4.45% with Royal 
performing above Aintree.

• December 2021 at 76.71%  falls  below pre COVID levels of 83.22% in November 
2019.
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12 Hour Waits within Department

Patients attending AED should wait no longer than four hours from arrival to 
departure . A more timely flow of patients through the department helps to 
reduce time spent in ED and is important for patients on both admitted and non 
admitted pathways.

• 12 hour waits across the Trust in December 2021 was  2,745; an increase of 98 
from 2,647 in November 2021. The sixth consecutive month to have above 
2,000 12 hour waits.

• Site performance  showed Aintree  increase from  1,277 in November 2021 to 
1,378 in December 2021.  The Royal dropped from 1,370 in November 2021 to 
1,367 in  December 2021.  

• December 2021  at 2,745  falls  above pre COVID levels of  1,603  in December 
2019 by  1,142. By site Aintree was at 493 in December 2019 compared to 
1,378 in December 2021, the Royal  at 1,110 compared to 1,367 in same 
months.

Time to Triage – 15 mins 12 Hour Waits within Department
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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  December 2021 was 21.82% ; an 
increase of 0.80% from 21.02% in November 2021. Admitted performance can 
be impacted by a number of factors and most significantly the availability of 
beds.  

• Site performance  showed Aintree  dropped from  25.41% in November 2021 
to 24.03% in December 2021.  The Royal rose  from  14.99% in November 2021 
to 18.85% in December 2021.  

• While admitted performance at Aintree has fluctuated over the last 6 months, 
the Royal has seen the first rise in performance in 10 months.

• December 2021  at 21.82%  falls  below pre COVID levels of  60.93% in 
December 2019.
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Time to First (Senior) Clinical 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 December 2021, 32.64% , 4,840 patients, were seen within this  time. This 
compared to 30.05%, 4,780 patients, in November 2021.  The average time to 
see a clinician decreased from  128 in November 2021 to 111 in December 
2021.

• At 32.64%, December 2021 performance is higher than the benchmark 
reported for the North of England of 29.71%.

• Improvement work has focused on the time to clinical review and the use of 
Pitstop for those patients triaged as high clinical priority for review.

Significant deterioration in  time to  senior review from April to October 2020.
Improvement in Trust Performance, driven by AUH Site, for four consecutive months

4 hour performance (Admitted Pathways) Time to First (Senior) Clinical 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, 
the Trust is focussing on the time from Decision to Admit to Admission to a bed.  
Improvement work includes the introduction of ‘silent handovers’ between ED 
and Ward where clinically safe to do so.  

• In December 2021, 5.59% of patients were moved within 60 minutes of the 
decision to admit being made, this compares to 5.44% in November 2021.  

• Performance across  sites shows a  drop in variation to just  0.5% in December 
2021; with Royal  at 5.83% and Aintree  at 5.34%.  Historically  there has been 
a greater variation between the sites with Aintree  outperforming the Royal. 

• At 5.59% , December 2021 falls below performance levels pre COVID of  
10.72% in December 2019.
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Discharges by 12noon

Early discharges are essential to emergency flow and the ability to move patients 
out of A&E who have arrived overnight and require admission. 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 continues to be below that achieved on the 
Aintree site.  There is the potential for significant improvement on both sites.

• At the Aintree Site only 16.16% of patients are discharged before 12 noon and 
10.05% are discharged before 10 am.  

• At the Royal site, this drops to 12.75% before 12 noon and 7.35% before 
10am.   

• The use of discharge lounge on both sites is monitored although it has had 
minimal impact on early discharges.Significant deterioration in  decision to admit to bed within 60 mins since June 2020 and with 

a second sustained deterioration from March 2021.  

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

Tr
en

ds
, D

riv
er

s a
nd

 R
is

ks

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.

• The graph above shows the net impact of admissions/discharges on demand 
for beds within November 2021; on Friday’s is it usual for discharges to exceed 
admissions.  While on  a weekend and Monday, admissions exceed discharges.

• This is seen in a net reduction of 40 beds on 3 December 2021 (Friday)  to a 
net increase of 36 beds on 5 December 2021 (Sunday).  This  variation is stark 
and shows the impact of bed availability over a weekend.

• 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.

• The Trust continues to work, at ward level, to reduce unnecessary delays to 
discharges on Pathway 0.  NHSE/I System Improvement Team are working 
with 11 wards across all sites to improve Pathway 0 discharge processes.

• The Winter focus, and in support of pandemic planning, is to reduce bed 
occupancy to 75% and reduce delayed discharges by 50% through an increase 
in discharges on all pathways.

• Despite exceeding discharge targets in 3 of the 4 weeks in month, the Trust 
continues to experience high occupancy and high levels of Ready for 
Discharge patients

Discharges by Pathway & Bed Occupancy Net impact of Admissions & Discharges
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Performance Standards in Diagnostics Standard Target Performance Trend Benchmark
UQ Assurance

Time to Diagnostic Test: (National Standard)
Maximum wait from first appointment to diagnostic 
test: 

6 Weeks

Time from Request to Vetted (internal standard)
Time from receipt of request to vetted for outpatients 
imaging :

24 Hrs

Time from Diagnostic Test to Report: (internal 
standard)
Maximum waiting time from Diagnostic Test to Report 
for outpatients imaging

48Hrs

Time from Report to Verification: (internal standard)
Maximum time from the production of the diagnostic 
report and verification for Outpatients Imaging

24Hrs

-

-

1%

-

15.24%

-

-

PA

-
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0.0%
Nov UQ

Not 
Available

Not 
Available

Not 
Available

43.40%

61.50%

92.20%
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Diagnostics
EFFECT:  DMO1 Performance  & CAUSE:  Patients waiting by diagnostic modality
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DM01 Performance :  Patients waiting >6weeks for outpatient diagnostic 
In December 2021 the Trust achieved 15.24%  against the national standard of no 
more than 1% of patients waiting in excess of 6 weeks for diagnostic tests. 
Waiting List Size:  The total number of patients waiting for outpatient diagnostics 
for December 2021 is 13,347 compared to 13,597 in November 2021; a decrease 
of 250.  
Waiting over 6 weeks:  A total of  2,034 patients were waiting > 6 weeks an 
increase of 429 patients. The percentage of patients waiting more than 6 weeks 
has also increased by 3.44% compared to November 2021. 
The modalities experiencing the greatest increase in patients waiting over 6 
weeks compared to November 2021 are: -
• MRI from 9 up to 58
• Sleep Studies from 339 up to 511
• Colonoscopy  from 657 to 762
• Gastroscopy  from  441 up to 476
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Despite continued access to insourcing and outsourcing; imaging and endoscopy 
remained challenged due to increases in demand and consistent delivery of capacity

• Gastroscopy performance has declined  in December 2021 and is 44.20% compared 
to 39.87% in November 2021. In December 2021 there are 476  waiting over 6 weeks 
compared to 441 in November 2021.

• Colonoscopy performance  has  declined  and is 55.02% in December 2021 compared 
to 51.41% in November 2021, with a increase of 105 waiting over 6 weeks.

• Flexi Sigmoidoscopy performance has  declined and is 43.45%  in December 2021 
compared to  32.11% in November 2021,  with an increase of  22  waiting over 6 
weeks.

• Sleep studies performance has  declined and is 77.78% in December 2021 compared 
to 50.07%  in November 2021 and increase of 172 waiting more than 6 weeks.

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

Patients waiting by modality and weeks wait
DM01 Performance 
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Diagnostics
CAUSE:  Waits >6 weeks by Modality

Tr
en

ds
, D

riv
er

s a
nd

 R
is

ks

Spotlight on Echocardiography Performance 

• The above graph shows the sustained improvement in waiting times for 
Echocardiography between April 2020 and December 2021. 

• December 2021 has shown a  increase  in the percentage of patients waiting 
greater than 6 weeks  in December 2021 alongside an increase in the overall 
numbers of patients waiting for echocardiography. 

• There are  1, 879 patients waiting in  December 2021, up from 1,717 patients 
waiting  in November 2021 (+162).  

• There are 37 patients waiting over 6 weeks equal to 1.97%, down from 0.47 % 
in November 2021. 
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Endoscopy services are critical to diagnostic pathways for urgent and routine patients.  
The graph above shows the movement of the waiting list position for the three principal 
tests from April 2020 to  December 2021.
• Colonoscopy :   1,385 patients waiting in December 2021 up from 1,278 patients 

waiting in November 2021. 762 over 6 weeks and  424 over 13 weeks. The Trust 
achieved 55.02%  for December 2021 compared to 51.41%  in November 2021 , this 
is a 3.61% point increase in patients waiting over 6 weeks and the overall number 
waiting  6+ weeks has increased by 105.

• Gastroscopy:   1,077 patients waiting and 476 over 6 weeks up from 441  in 
November 2021 ( 35).  Gastroscopy accounts for 23.40% of patients waiting over 6 
weeks. From the lowest number of patients waiting over 6 weeks in April 2021, the 
numbers of patients waiting for Gastroscopy has increased for 7 consecutive 
months.

• Flexi Sigmoidoscopy:  313 patients waiting down from 355 patients in November 
2021  and 136 over 6 weeks which is an increase of  22 patients compared to  
November 2021 .  Activity volumes remained below pre COVID levels until October 
2020 and this is affecting our ability to reduce the overall number of patients 
waiting.

Patients waiting >6 weeks for Echocardiography Patients waiting >6 weeks by modality for Endoscopy
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Performance Standards in Elective Care Standard Target Performance Trend Benchmark
UQ Assurance

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

18 weeks

Time to First Appointment: (Internal Standard)
Maximum wait from referral to first appointment: 6 weeks

Time to Diagnostic Test: (Internal Standard)
Maximum wait from referral to diagnostic test. 6 weeks

Time from Diagnostic Test to Decision to Treat: 
(Internal Standard *)  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): 
(Internal Standard *) 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

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

3 weeks

TBA

TBA

TBA

TBA

TBA

TBA

32%

89.6%

El
ec

tiv
e 

Ca
re

92% 54.13% PA

TBA

65% -Not 
Available

-Not 
Available

-Not 
Available

-Not 
Available

-Not 
Available

79.4%
Nov UQ

* From December 2021, these standards will be replaced by standards for Priority 2 patients receiving treatment within 4 weeks and Priority 3 patients receiving treatment 
within 12 weeks. T
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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
Retained of elective capacity has continued throughout December, with planned 
reduction over Christmas period.  Between 66% and 84% of funded theatres  have 
been available across sites.
• The number of patients receiving treatment within 18 weeks of referral has 

decreased in month from 57.40% in November to 54.13% in December 2021.  
Aintree’s performance was  47.63% and Royal’s 60.37%.  

• Treatment clock starts are a measure of demand (additions to the waiting list).  
New patient 18 week referral to treatment clock starts decreased in month; 
14,374 in December 2021 compared to 17,193 in November 2021.

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

• 9,818  patients received first definitive treatment on a non-admitted pathway in 
December 2021 (compared to 11,837 in November 2021)

• 1,600 patients received first definitive treatment on an admitted pathway in 
December 2021  (compared to 1,401 in November 2021)

• 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 decreased by 694

patients from  70,127 in November 23021 to 69,433 in December 2021, a 
decrease of  1%.

• In comparison to pre-COVID,  there are now 20,547 more patients waiting for 
treatment compared to 48,886 in December 2019.

• Outpatient referrals  month on month have decreased by  7,283  (21.8%) from  
33,473 in November 2021 to 26,190 in December 2021.

• However, December 2021 outpatient referrals remain below pre-COVID levels  
by  31.3% (11,960) from 38,150 in December 2019 to 26,190 in December 
2021. This is partly related to the move to IPM and validation of how referrals 
are recorded. 

• The variation in volumes of patients waiting on an elective pathway across 
sites has reduced as can be seen on the graph above. 

Sustained increase in waiting list size from June 2020;
Since March 2021 numbers waiting exceed previous upper control limits

RTT Performance RTT Waiting List Size
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RTT Performance

CAUSE – Waiting List Profile and Patients Waiting over 52 weeks
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RTT Waiting List < 52 Weeks
• In December 2021 there were 31,851 patients waiting longer than 18 weeks for 

treatment; this  equates to 45.87% of the total patients waiting. In November 
2021 29,874  patients waited longer than 18 weeks for treatment.

• 52.37% of those waiting at the Aintree site have waited longer than 18 weeks 
compared to 39.63% of those waiting at the Royal Liverpool site. 

• 5,932  (8.54%) patients are waiting on an admitted day case pathway, 1,681
(2.42%) are waiting on an admitted inpatient pathway and 56,038 (80.71%) 
patients are waiting on a non admitted pathway.

• The waiting list profile shows a lower number of patients waiting at week 52 
due to a reduction in referrals over Christmas Week 2020 and  further dip in 
patients waiting between 85 and 90 reflecting the reduction in referrals during 
COVID first wave. 
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RTT Waiting List > 52 Weeks
• Patients waiting more than 52 weeks for treatment has decreased  by 222

from 6,004 in November 2021 to 5,782 in December 2021.
• 1,578 patients (2.27%) are waiting > 52 weeks on an admitted day case 

pathway, 614 (0.88% ) are waiting > 52 weeks on an admitted inpatient 
pathway and 3,590  (5.17%) of patients are waiting >52 weeks on a non-
admitted pathway >52 weeks.

• In total during December 2021 206 patients were treated in excess of 52 
weeks on an admitted pathway and 570 on a non-admitted pathway.  

• Largest number of patients waiting >52 weeks are 
• Trauma & Orthopaedics (1,859), 
• Ear, Nose and Throat (1,254), 
• Other Surgical Services (759), 
• General Surgery (629), 
• Ophthalmology (421).

Week 52
Christmas Week

Patients waiting more than 52 weeks

Week 85 to 90
COVID 1st Wave

Patients waiting less than 52 weeks
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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.
• 68,982 outpatient attendances were delivered in  December 2021 compared 

to 67,926 in December 2020 and 74,114 in December 2019. 
• In December 2021, 77% of outpatient appointments were face to face and  

23% were virtual.  This  has  remained stable with November 2021 and is 
below the national target of 25%.

• Work through the Elective Access Strategic Oversight Group and Outpatient 
Improvement Programme will focus on the sustained and extended use of 
virtual appointments where it is clinically appropriate and in line with National 
Operating Guidance.
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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
• 1,752 elective theatre operations were completed during  December 2021 which 

is  an increase of 136 operations  compared to November 2021.
• Of patients receiving treatment, 68.3% were categorised at P2.
• 20.6% of patients treated had a  P2 cancer diagnosis  and 1.3%  with a P3 cancer 

diagnosis.   47.7% were P2 clinically urgent and 23.0% patients were P3 clinically 
urgent.  7.4% were P4 patients.

95.2%

68.6%

32.7%

In Month Outpatient Appointments Elective Theatre Activity
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Performance Standards in Cancer Care Standard Target Performance Trend Benchmark 
UQ Assurance

2 week wait: (National Standard)
maximum wait from referral to first appointment 14 days

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

31 days

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

62 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

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%

68.19%

50.00%

25.00%

68.61%

62.55%

93.14%

PA

PA

PA

PA

PA

AA

94.34%

98.31%

79.67%

78.25%

TBA

TBA
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2WW Referrals
• Patients with a suspicion of cancer are referred via the 2 week wait protocol.  

• 2ww referrals to LUHFT have exceeded pre-COVID levels since September 2020.  
but for December 2021 month on month referrals compared to November  
2021 decreased by -22.86%.  Referrals to the Royal Site decreased by 18.40%  
and by  29.96%  on the Aintree site.

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

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

• CCG support has been sought  to contact GPs, as GPs are still operating to COVID 
protocol and a number of patients referred under a 2ww protocol have not seen 
a GP prior to referral and this has led to some potentially inappropriate referrals.

Pe
rf

or
m

an
ce

 T
re

nd
:  

EF
FE

CT

Pe
rf

or
m

an
ce

 T
re

nd
 : 

CA
U

SE

Cancer

EFFECT:  2WW Performance &  CAUSE:   2WW Wait Referrals
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2WW Performance
• Challenges with increased 2ww referrals and capacity has resulted in the Trust 

not achieving the target of 93% in November 2021.  The Trust achieved  
68.19% in November 2021 and this position will deteriorate further, with a 
provisional position for December 2021 of 64.3%.

• Three specialties, Breast, Colorectal, Haematology and Lung did not meet the 
standard this month.

• The increase in referrals for Breast 2ww seen in October 2021 has continued in 
November 2021. Combined with pressures on capacity, this has resulted in a 
significant challenge to the 2ww performance.

Pressure in Breast and Colorectal has resulted in a step deterioration in performance in 
November and October 2021 Sustained increase in referrals above the mean – for 14 out of previous 15 months

Trust 2 week wait performance 2 Week Wait Referrals
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Cancer
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 November 2021 we achieved 62.55 % with 48.5 patients breaching this 

standard; of which 32 patients were treated between 62 days and 104 days 
and  16.5 treated over 104 days.

• The majority of patients between 62 day and 104 days were in Breast , Urology, 
Upper GI, Head and Neck, Haematology and Lower GI.  For the 16.5  patients 
who received treatment over 104 days the specialties involved were Lower GI, 
Urology, Head and Neck, Breast, and Lung,

• Breaches by Tumour group, 11.5 on a Urology pathway, 11.0 on a Lower GI 
pathway, 10.5 on a Breast pathway, 6.0 on a Head and Neck pathway, 4.0 on a 
Upper GI pathway, 3.0 on a Haematology pathway, 1.5 on a skin pathway and 
1.0 on a lung pathway. Longest Waiter was 190 days (Urology)

• For all services, except Other, Sarcoma, Skin and Testicular performance 
remains below 85 %.

• A patient should wait no longer than 28 Days from referral to diagnosis and was 
achieved for 68.61% of urgent suspected (TWW) patients this month which is 
an decrease from 71.40% last month;

• Detailed work has commenced to understand pathway delays for all specialties 
and tumour groups.

Tr
en

ds
, D

riv
er

s a
nd

 R
isk

s

Patient Breaches on a 62 day Pathway
• There are currently 3,890 patients actively being managed on a 62 day pathway. 

This has decreased by  964 patients in a month.
• In December 2021 the Trust has  521 patients waiting between 63 and 104 days, 

which is an increase of 66 compared to November 2021. The Trust has 223 waiting  
over 104 days which is an increase of 29 compared to November 2021.

• Urgent Suspected:  there was a decrease in the number of patients waiting at the 
end of December from 3,734 to 2,949  (-785). With 387 (63-104) and 156 (>104) 

• Breast Symptomatic :  there was a decrease in patients waiting from 291 to 166 
(-125) with 10 (63-104) and 5 (>104)

• Screening:  there was a decrease in number waiting from 504 to 457 down by (-47) 
with 84 (63-104) and 34( >104)

• Consultant Upgrade:  there was a decrease in number waiting from 325 to 318 (-7) 
with 40 (63-104) and 28 (>104

Risk: Sustained high volumes of 2ww referrals between February and October 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 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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Executive Summary - December

• Safe
– The Trust reported 5 falls causing moderate/severe harm within December.
– There were 15 Serious Incidents declared within December
– 1 never event was reported within December.
– 13 Category 2 pressure ulcers reported within December, and 5 Category 3 pressure ulcers reported. 
– 0 Cat 4 HAPU were reported.

• Effective
– Mortality remains within expected parameters.
– The Trust were compliant with the 95% national VTE assessment target for a third month.
– The Trust remain on target to hit the annual trajectory and national target for CDiff. 
– 0 MRSA reported within December.

• Caring
– The Trust were compliant against the complaints target for December. 
– For 2/3 Friends and Family Test (FFT) recommended rates, there were an improvement against the previous months responses. 
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Measure Target (annual/monthly) Performance (in month) Previous month 
position Performance YTD

Serious Incidents N/A 18

Never events N/A 0

Falls causing harm N/A 50

Falls – Mod > 37 (3) 4

Category 2 – HAPU 143 (12) 33

Category 3 – HAPU 17 (1.4) 3

Category 4 – HAPU 0 Same

SA
FE

Strategic Key Performance Indicators
GREAT CARE - December
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Strategic Key Performance Indicators
GREAT CARE - December

Measure Target (annual/monthly) Performance (in month) Previous month 
position Performance YTD

Mortality SHMI 100 101.54

VTE Risk Asst 95% 96.8

Clostridium Difficile 148 (12.3) 11

MRSA 0 Same

COVID cases NA 300

Dementia Screening 90% 64%

Duty of Candour 100% 60%

FFT AED NA 61%

FFT Outpatients NA 94%

FFT Inpatients NA 91.7%

Complaints 576 (48) 43
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103.11

95.8

10
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460
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65

65%

93%

91.9%

31
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Actions

A number of actions are being taken to address the backlog in the SI process in
conjunction with the CCG. 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, validating and expanding 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.

Duty of Candour

Duty of Candour Standard Operating Procedures Key Performance Indicators:

•Duty of Candour Letter 1 within 10 days of incident and include information on
verbal discussions - 65% of patients 22/34) received letter 1 within 10 days of the
incident. All letters included information on any verbal discussions that took place. Of
the remaining 11 letters, all have now been sent. There were delays within the
Division of Surgery which are now being addressed and have been supported by the
new operating structure.

•Duty of Candour Letter 2 to be sent 10 days post investigation - 100% (11/11) of
patients received letter 2 within 10 days post investigation.
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Fig 1 – number of serious incidents reported

Fig 

Great Care: Safe

Serious Incidents
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Key Issues
There were 15 serious incidents declared during December. (Fig 1)
There were 8 incidents on the Aintree site and 7 incidents on the Royal site. 
1 serious incident met the Never Event criteria.
There were 2 SI investigations that concluded and submitted to the CCG during 
December.
All 15 SIs were declared within the expected timeframe and a full investigation report for
each is due in March or April. The SIs related to the following areas – removal of oxygen,
reporting error of pancreatic mass, sepsis, retained suture (Never Event), liver
transection, fistula, delayed referral, patient fall X3, patient injury – fractured humerus,
misinterpreted x-ray results, missed cancer diagnosis, escalation of a complaint following
a patient death in the Emergency Department.

Target Performance Annual performance

NA 15 87
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Great Care: Safe

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 reported 5 falls causing moderate/severe harm within November,
which is a reduction from those reported within October.
These falls occurred in the following clinical areas –

RLB – Ward 6A, Ward 2A, Stroke Rehab Unit
AUH – Wards 2 and 21.

All falls will be subject to a concise investigation.
The number of falls causing moderate or severe harm per thousand bed days
(PTBD) stands at 0.11. (fig 3). The number of falls reported causing harm stands at
1.14 for December. (fig 4).

Actions
• As discussed in last months report, it is anticipated that the rollout of

intentional rounding will further improve the Trust position on patient falls.
This was rolled out as of 11th November.

• Work continues to be undertaken to build FRAD (Falls Risk Asst and Decision)
into ADT dashboard which will ensure improved accessibility and compliance.
Meeting commenced with IT and falls team. This should be accessible by
December.

• Areas of specific concern, identified through the balanced scorecard
(Appendix 2), specifically for falls, will be provided with support by the falls
specialist team, the Quality Matrons and also QI (Quality Improvement) so as
to target QI collaboratives to bring about change.

• The structure of the falls team is currently under review to enhance
improvements on all sites.

Target Performance Annual performance

37/3 5 55
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Great Care: Safe
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Fig 5 – number of Category 2 Hospital Acquired Pressure Ulcers PTBD 

.

Fig 6– number of  Category 3/4  Hospital Acquired Pressure Ulcers PTBD 
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Key issues

There was a 60% decrease in the number of reported Category 2 hospital acquired
pressure ulcers (HAPU) in December with 13 reported. This equates to 0.3 PTBD in
December, which is below the Upper Control Limit. (fig 5). There were 6 Cat 2
HAPU reported at RLB site and 7 at AUH site.
5 Cat 3 HAPU were reported within December , with 3 reported at AUH and 2
reported at RLB.
There was 0 Cat 4 HAPU reported within December.

Of all the HAPU reported, 19 of these were device related.
There were 39 DTIs (Deep Tissue Injuries) reported within which have the potential
to turn into a pressure ulcer.

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 produced and rolled out and will be

managed and monitored at the monthly Hospital Acquired Pressure Ulcer
group. The improvement plan was recently shared with commissioners at
Clinical Quality and Performance Group (CQPG).

• As discussed in last months report, it is anticipated that the rollout of
intentional rounding will further improve the Trust position on patient falls.
This was rolled out as of 11th November.

• Specific, targeted support will be provided from the specialist Tissue Viability
Team, the Quality Matrons and the QI team in an attempt to reduce
prevalence.

Hospital Acquired Pressure Ulcers
Target Performance Annual performance

143/12 13 187
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Great Care: Caring

Friends and Family Test (FFT)
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FFT

The satisfaction score for FFT in ED in December is back within the lower control limits
based on performance over time. In comparison to previous months FFT satisfaction in ED
has shown a second consecutive increase.

Outpatients showed a marginal decrease in patient satisfaction while Inpatients reported a
slight increase overall in comparison to November 2021.

Response rates across the Trust in December 2021 remain at similar levels.

Response Rates
The Trust continues to monitor response rates to provide assurance that appropriate
numbers of patients are being surveyed.

The FFT Satisfaction Score is the nationally recognised metric for measuring patient
experience so that organisations can identify any trends or variations. The following SPC
charts highlight performance in Inpatient, Outpatient and ED areas.
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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 increased in December 2021 to 91.9% (91.7% for
November). As can be seen from the above SPC chart, patient satisfaction in October
remains slightly below an average level when monitoring performance historically.
Patients spoke positively about the attitude of staff and the care and compassion they
had received. Although there were many positive comments across Inpatient areas,
themes in negative feedback included environment concerns with building works at the
Aintree site in addition to noise from doors and staff at the Royal site.
Communication with relatives and patients also remains to be a key theme. Due to the
increase in COVID-19 rates in the community and admissions to hospital, visiting
restrictions were again implemented across all LUHFT hospital sites towards the end of
December. This is being reviewed on a weekly basis.
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Great Care: Caring

Friends and Family Test (FFT)
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FFT - Outpatients

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

The Outpatient satisfaction score decreased slightly in December 2021 to 93.4% (93.9% 
for November). Performance for Outpatients overall in December is marginally below 
average when tracking data over time.
Patient feedback was primarily positive in relation to staff attitude and confidence in 
care and treatments. Staff members were professional and kept patients informed.   
Consistent to previous months, key themes for constructive responses were linked to 
waiting times and delays for appointments.
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FFT – ED

Patient satisfaction in December 2021 increased for a second consecutive month to 64.9%
(60.6% in November). As can be seen with the above SPC chart, the satisfaction score in ED has
now moved back within the lower control limit when monitoring performance historically.

A high volume of patient comments talked positively about the attitude of staff and told us they
were treated with empathy, care and compassion. Patient satisfaction differentiated across the
sites. Aintree had a 62% satisfaction score (64% in November), while the Royal site returned an
improved score of 68% (59% in November), which has driven the aggregated improvement in
the Trust satisfaction score for December.

Although patient satisfaction has shown some improvement, waiting time remained as the top
theme and this was consistent across both sites when looking at patient feedback. Waiting time
performance metrics across the ED departments within the organisation also continue to follow
reduced performance levels.

ED Performance continues to be fed back and discussed at the Patient Experience governance
meetings 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.
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Appendix 1

GREAT CARE: Safe
The data for December 2021 shows that Registered Nurse fill rate for both day and night has
reduced slight from November to December. This is also the case for HCA fill rate for day and
night.

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.

As a comparator between November and December, there is very little difference between the
two reporting months, other than a slight decrease for HCAs from 3.7 in November to 3.5 in
December. There was no change for the RN figure.

RN rate 
(Day)

RN rate 
(Night)

HCA (Day) HCA (Night)

November 82% 86% 100% 128%

December 80% 85% 94% 118%
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Appendix 1
GREAT CARE: Safe

In month sickness absence for December stands at 8.08%

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 managers 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.

Compliance for December stands at 86.69% against a target of 88%.

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 have produced a new
Compliance dashboard within Light that provides 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. T
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Appendix 2
Balanced Scorecard - Aintree
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AMU (AUH) 73.98 % 81.70 % 82.79 % 12.02 0 0 44 11.08 % Data Not 
Available

Data Not 
Available 0 0

Ward 24 (AUH) 50.31 % 79.48 % 108.16 % 13.34 1 0 33 12.67 % 19.43 66.67 % 1 0
Ward 25 (AUH) 64.21 % 93.96 % 124.83 % 6.03 2 0 23 6.64 % 3.48 73.68 % 0 0
Ward 34 (AUH) 73.82 % 96.02 % 90.87 % 7.04 0 0 11 7.16 % -56.21 100.00 % 0 0
Crital Care Ward (AUH) 105.33 % 107.16 % 112.25 % 27.48 0 0 0 8.88 % -37.10 75.00 % 0 0
Ward 28 (AUH) 36.40 % 72.04 % 111.06 % 8.19 0 0 9 7.66 % -2.68 96.55 % 0 0
ACCU (AUH) 77.60 % 81.64 % 106.45 % 9.65 1 0 24 8.61 % 1.67 100.00 % 0 0
FAU (AUH) 63.16 % 64.51 % 109.25 % 8.18 0 0 14 8.52 % 8.59 83.33 % 0 0
Ward 17B Rehab (AUH) 67.57 % 93.54 % 98.36 % 6.55 0 0 16 8.15 % 31.43 100.00 % 0 0
Ward 20 (AUH) 60.45 % 87.42 % 92.19 % 5.76 0 0 17 10.01 % 8.11 69.23 % 0 0
Ward 21 (AUH) 61.63 % 82.79 % 111.94 % 5.07 0 1 13 10.36 % 4.87 88.24 % 0 0
Ward 22 (AUH) 57.05 % 69.32 % 114.40 % 5.37 0 0 21 8.16 % -1.87 87.10 % 0 0
Ward 23 (AUH) 71.49 % 89.87 % 131.47 % 6.30 0 0 17 8.86 % 3.88 89.47 % 0 0
Ward 30 (AUH) 83.71 % 88.45 % 109.35 % 8.10 0 0 16 11.67 % 4.12 100.00 % 0 0

Ward 31 (AUH) Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 0 0 4 10.71 % 14.09 100.00 % 1 0

Ward 32 (AUH) 58.38 % 77.78 % 124.77 % 6.79 0 0 25 12.27 % 2.47 100.00 % 0 0

Ward 33 (AUH) 73.38 % 88.38 % 125.10 % 6.44 0 0 19 9.83 % Data Not 
Available 100.00 % 0 0

Ward 6-VIC (AUH) 96.52 % 89.17 % 77.04 % 18.02 1 0 7 6.28 % Data Not 
Available 80.00 % 1 0

Ward 8 (AUH) 80.19 % 88.35 % 189.62 % 5.82 0 0 16 6.06 % 0.18 95.65 % 0 0

Woodlands (AUH) 78.57 % 72.04 % 103.22 % 12.39 0 0 14 14.54 % Data Not 
Available 0.00 % 0 0

Major Trauma Ward 
(AUH) 67.07 % 55.35 % 221.31 % 11.07 0 0 0 8.52 % 3.45 100.00 % 0 0

Sefton Suite (AUH) 60.77 % 96.29 % 182.41 % 6.59 0 0 7 11.63 % 2.16 Data Not 
Available 1 0

Ward 1 (AUH) 87.69 % 90.24 % 157.67 % 7.13 0 0 39 10.92 % 3.71 92.31 % 0 0
Ward 10 (AUH) 70.15 % 63.53 % 104.60 % 5.72 0 0 16 17.91 % 3.76 91.67 % 1 0
Ward 11 (AUH) 65.54 % 74.63 % 96.74 % 5.24 1 0 9 13.81 % -1.91 87.50 % 0 0
Ward 15 (AUH) 75.23 % 70.96 % 211.50 % 5.91 1 0 9 8.45 % 1.38 71.43 % 0 0
Ward 16 (AUH) 70.27 % 94.56 % 119.21 % 6.24 0 0 29 10.09 % 1.08 83.33 % 0 0
Ward 16B Fractured Hip 
Unit (AUH)

Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 0 0 0 Data Not 

Available
Data Not 
Available 80.00 % 0 0

Ward 17 (AUH) Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 1 0 10 9.71 % 2.28 73.33 % 0 0

Ward 2 (AUH) Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 0 1 16 Data Not 

Available
Data Not 
Available

Data Not 
Available 0 0

Ward 29-SAU (AUH) 55.70 % 79.90 % 77.19 % 5.33 0 0 11 12.78 % 9.56 76.56 % 0 0
Ward 3 (AUH) 75.91 % 88.02 % 89.11 % 6.45 0 0 25 10.72 % 2.76 78.26 % 0 0
Ward 4 (AUH) 61.61 % 75.26 % 93.54 % 6.68 0 0 4 5.08 % 2.54 82.86 % 0 0

132.06 %

90.27 %

103.43 %
90.35 %
87.67 %
79.29 %
94.80 %
Data Not 
Available
Data Not 
Available
Data Not 
Available
81.94 %
93.84 %
90.63 %

Aintree

85.76 %
106.02 %
88.18 %
92.92 %
102.60 %
113.49 %
90.00 %
80.15 %
Data Not 
Available
96.32 %

83.06 %

62.17 %

141.11 %

96.01 %

Aintree
107.13 %
159.35 %
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Appendix 2
Balanced Scorecard - Royal
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9BDW (RLH) 82.15 % 73.80 % 214.28 % 7.33 0 0 29 9.97 % 3.22 57.14 % 0 0
AMU (RLH) 88.45 % 88.68 % 94.27 % 10.23 0 0 46 4.16 % -1.32 76.19 % 0 0
8HDU (RLH) 73.70 % 89.24 % 77.41 % 18.61 0 0 14 7.63 % 6.73 100.00 % 0 0
ITU (RLH) 84.41 % 87.39 % 72.58 % 30.86 0 0 22 5.90 % 4.35 100.00 % 0 0

POCCU (RLH) 69.37 % 88.17 % Data Not 
Available 23.94 1 0 4 10.05 % 1.23 50.00 % 0 0

2A (RLH) 94.71 % 100.00 % 97.47 % 6.02 0 1 17 5.38 % 8.73 Data Not 
Available 0 0

2B (RLH) 93.24 % 72.04 % 138.70 % 7.16 1 0 22 19.59 % 1.32 83.33 % 0 0
3A (RLH) 85.72 % 72.04 % 218.58 % 6.61 0 0 32 11.53 % 2.90 92.86 % 0 0
3X (RLH) 85.98 % 100.00 % 116.12 % 7.84 0 0 12 3.99 % 1.28 100.00 % 0 0
3Y (RLH) 100.32 % 100.00 % 106.31 % 6.14 0 0 15 7.61 % 0.00 100.00 % 0 0
6A (RLH) 82.71 % 104.83 % 104.83 % 5.84 0 1 21 16.67 % 3.79 100.00 % 1 0

6B (RLH) Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 0 0 4 7.53 % 8.73 Data Not 

Available 0 0

6X (RLH) 96.44 % 79.14 % 155.25 % 7.82 0 0 38 11.74 % 1.86 87.50 % 0 0
6Y (RLH) 108.27 % 108.38 % 113.97 % 11.50 0 0 31 9.89 % -19.62 100.00 % 0 0
7A (RLH) 95.73 % 69.79 % 169.35 % 6.20 0 0 26 8.21 % 3.87 66.67 % 0 0
7B (RLH) 100.92 % 66.66 % 196.77 % 6.38 1 0 16 9.44 % 1.15 62.50 % 0 0

9ADU (RLH) 66.47 % 61.29 % 90.32 % 13.47 0 0 7 5.96 % 0.00 Data Not 
Available 0 0

9X (RLH) 79.24 % 72.97 % 194.24 % 7.52 0 0 20 8.79 % 3.88 85.71 % 1 0
ACU (RLH) 90.38 % 86.45 % 85.48 % 10.17 0 0 18 6.42 % 1.80 95.00 % 0 0
AIFU (RLH) 102.61 % 100.00 % 96.77 % 8.64 2 0 6 5.41 % 3.11 90.00 % 0 0
APCU (RLH) 88.59 % 98.38 % 66.66 % 9.61 0 0 20 7.00 % -0.52 0.00 % 0 0
SU-2Y (RLH) 84.85 % 88.17 % 166.12 % 6.28 0 0 31 12.13 % 0.98 80.00 % 0 0
4A (RLH) 78.78 % 100.00 % 108.60 % 6.04 0 0 22 15.11 % 0.00 80.00 % 0 0

4B (RLH) 85.69 % 69.89 % 136.79 % 7.81 Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 94.12 % Data Not 

Available
Data Not 
Available

5A (RLH) 90.11 % 83.06 % 116.12 % 7.35 0 0 5 6.49 % 3.37 96.88 % 0 0
5B (RLH) 70.68 % 68.54 % 117.74 % 8.04 0 0 12 6.28 % 6.94 95.12 % 0 0

5X (RLH) 97.37 % 76.48 % 153.36 % 6.19 1 0 11 12.38 % -1.16 Data Not 
Available 0 0

5Y (RLH) 98.50 % 66.66 % 129.03 % 7.33 1 0 32 5.88 % 2.28 98.28 % 0 0
8A (RLH) 78.59 % 65.32 % 154.83 % 6.57 0 0 20 6.06 % 3.08 88.24 % 0 0
8X-ACRU (RLH) 85.57 % 72.25 % 100.00 % 5.42 0 0 15 5.71 % 0.40 94.74 % 0 0

8Y (RLH) Data Not 
Available

Data Not 
Available

Data Not 
Available

Data Not 
Available 0 0 0 8.84 % Data Not 

Available
Data Not 
Available 0 0

9A (RLH) 70.69 % 80.64 % Data Not 
Available 7.19 0 0 6 5.77 % 4.10 100.00 % 0 0

9Y (RLH) 70.73 % 95.16 % 99.25 % 7.48 0 0 10 9.40 % 2.13 87.50 % 1 0
ESAU (RLH) 107.52 % 146.77 % 100.00 % 6.88 0 0 14 5.84 % 1.79 62.50 % 0 080.64 %

90.13 %
91.95 %
77.72 %

Surgery Royal Liverpool

94.48 %

137.63 %

85.03 %
76.15 %

100.00 %

96.66 %
118.04 %
83.87 %
Data Not 
Available

75.31 %

82.33 %

Specialist 
Medicine Royal Liverpool

94.31 %

100.55 %
122.19 %
86.72 %
96.11 %
118.33 %
Data Not 
Available
101.19 %
94.10 %
98.65 %
141.46 %

31.90 %

133.46 %
94.03 %

59.51 %
69.94 %

65.59 %
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Appendix 2
Balanced Scorecard - Broadgreen

*workforce data not available until 16th of the month
**LQA inclusion is currently being worked on by the Trust Business Intelligence team 
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Anaesthetics, 
Critical Care, 
Head and Neck, 
Theatres

Broadgreen Ward 4 (BG) 114.92 % 100.00 % 100.00 % 17.99 0 0 2 7.52 % -0.68 100.00 % 0 0

SRU (BG) 93.74 % 68.81 % 158.06 % 5.73 0 1 17 13.12 % 5.42 100.00 % 0 0
Ward 11 (BG) 105.60 % 100.00 % 109.67 % 6.49 0 0 20 10.49 % 2.87 100.00 % 0 0
Ward 9 (BG) 110.61 % 66.66 % 164.51 % 6.52 0 0 14 9.97 % 3.22 100.00 % 0 0
Ward 1 (BG) 72.98 % 93.47 % 56.52 % 8.12 0 0 3 10.83 % 4.76 95.45 % 0 0
Ward 2 (BG) 70.89 % 100.00 % 104.83 % 5.51 0 0 6 23.75 % 5.06 100.00 % 0 0
Ward 3 (BG) 84.16 % 88.70 % 61.29 % 10.47 0 0 7 8.47 % 10.34 88.89 % 0 0

Ward 5 (BG) 122.81 % 100.00 % 167.74 % 10.97 0 0 8 Data Not 
Available

Data Not 
Available 0.00 % 0 0

57.92 %
81.69 %
60.65 %

82.42 %
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Specialist 
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Great People: Workforce 
Staff Overall Absence 
Total staff sickness absence within the Trust was 7.41% ‘in 
month’ in November and 8.08% ‘in month’ in December.  
Rolling sickness absence is currently at 6.59%, with total absence recorded through Light at 
4.10%. The sickness figure from ESR is correct whilst 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 7.41% ‘in month’ 
to 8.08% in December. 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 have not been updated recently. 

Item Description 
Current 
Month 

Previous 
Month 

Peer Median  
(July 20) 

National Median 
(July 20) 

Rolling Sickness Absence 
(12m) 

6.59% 6.39% 3.95% 3.96% 

 
Sickness Absence 
As a result of the increased community prevalence of COVID 19 the Trust has seen absences 
spike to 12.07% as @ 5th Jan 22 from 6.32% on 23rd Dec 21. At that time COVID related 
absence accounted for 263 absences, whereas in January COVID related absence accounted 
for 1008 absences.  
As a result of this significant increase, the Business HR team has adapted their focus on the 
monitoring of COVID related absences supporting managers with their recording of absences 
to monitor isolation periods and gain assurance of staff accessing the Trust rapid on-site 
testing. Where the team were identifying prolonged isolation periods, they have worked with 
the testing team to ensure staff are tested and can return at the earliest opportunity. 
Following this focus and the slow decline in community prevalence of COVID 19, at the time 
of completing this report (14 January 22) COVID related absence has reduced by 232 episodes, 
with the Trust reporting an overall absence position of 10.11%. The team will continue their 
efforts as they are clearly having a positive impact.  
To support line managers, guidance has also been drafted & circulated as national 
developments have been received, to ensure that isolation periods are aligned to the national 
position.  
Despite recent focus being on short term absences particularly monitoring isolation periods, 
the team have continued to support Ward and Department managers with the management 
of absences in line with the Trust’s sickness absence policy, through holding stage meetings 
with staff for both short & long term absences that are non-COVID related. The management 
of long COVID cases also continues, ensuring those staff are supported and opportunities to 
resolve these absences are explored. 
The team are also reviewing their practice considering opportunities to simplify and quicken 
processes that will support management capability when managing staff sickness. 
The Trust has used the Light system to record COVID absences and the team continue to cross 
reference these figs with ESR to ensure absences are accurately recorded. 
 
Hotspot areas 
The HR Business Partners and Advisors are aware of “hotspots” in their respective Divisions 
and have plans in place to support managers with targeted interventions that includes support 
from the wider workforce teams; OD, Workforce Systems, Occupational Health and 
Wellbeing. The team have put particular focus on those areas where staff / ward areas may 
have been required to change in response to clinical demands appreciating the impact change 
can have on individuals and their teams.  
 
Development sessions on absence management for managers are also in place to ensure they 
are fully supported and aware of the additional health and wellbeing support available. 
Moving forward the team will continue to closely monitor isolation and all COVID related 
absences and support progression of stage meetings for all non-COVID related absences. 
 
The HR Advisory team are developing our management toolkits with regards to Attendance 
Management that will support management capability with regards to sickness management 
and streamline our processes that will support at ward and department level.  
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The team continue to support those hotspot areas. The involvement of the senior nursing 
team will enable any recommendations that will support the causes of sickness absence at 
ward level to be acted upon. 
 

 

 
Total Staff Absence – Daily position as at  10th Jan 2022(LIGHT DATA) 

 

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

 

COVID Vaccine  
The Trust has now vaccinated almost 92% of staff. The Royal hub remains open to 
support phase 3 of the vaccination programme (provision of COVID boosters to all 
staff) and to support those staff who need to be vaccinated ahead of the Feb 3rd 
deadline as per the national mandate. This has also meant there is an opportunity 
for staff to attend for both COVID and Flu. Given the success of this uptake, the 
Aintree hub also continues to offer both Flu and COVID vaccines to staff and to 
support the vaccination of patients in cohorts 1-9 identified as part of the phase 3 
roll out as needing a booster. The Trust is also enabling the vaccination of third 
primary vaccinations for severely clinically vulnerable patients who are identified as 
needing a further primary vaccine. These ‘at risk’ patients are now presenting for 
their 4th vaccine, defined as the ‘true booster’. The hub continues to provide 
vaccinations to eligible inpatients able to attend the hub when clinically well.  We 
are also supporting long stay patients in Broadgreen with COVID vaccinations. The 
Aintree hub remains the only hospital hub capable of offering enhanced monitoring 
for identified ‘At Risk of anaphylaxis’ patients from the wider community. The city 
centre hub, which opened in June 21, remains operational and is focussed on the 
offer of vaccination along with the phase 3 delivery to the wider community 
offering walk in appointments. Both Aintree and the Pier Head sites are supporting 
the vaccination of 12-15 year olds. As at 4th January 22, over 11,000 flu 
vaccinations have been administered to staff (meaning our flu season stats for 21/22 
is 86.2% for frontline vaccinations) and over 70% of staff have had their COVID 
booster. We will draw our successful flu campaign to a close, having submitted our 
31st Dec 21 figures to IMMFORM, however flu vaccines are still available for staff at 
any of our hubs with weekend and out of hours provision.    
The Trust is reviewing the national position on mandating vaccines for NHS staff, to 
assess the risk and potential mitigation needed before the April 2022 deadline. A 
significant amount of proactive supportive is being given to staff to help them to 
make informed decisions ahead of the deadline of Feb 3rd for first vaccine 
administration.  
 
Covid Risk Assessments 
Risk Assessments continue to be undertaken and reviewed considering the current increased 
prevalence of Covid -19 and variants  T

B
21

.2
2_

12
0 

In
te

gr
at

ed
 P

er
fo

rm
an

ce
 R

ep
or

t

Page 20.43 of 151



Staff Movements – 
Turnover/Recruitment & Retention 
Rolling 12 month turnover within the Trust has increased this 
month from 13.29% from  13.82% (excl covid appointments).  
 
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 % has inflated the rate from 
14.22% (excluding Covid staff) to 16.53% (including covid staff), an increase of 2.31% against 
the rolling figure.  
 
Nursing Turnover is currently 11.95%, a slight increase from 11.51% last month. 
The Trust has recruited 2242 staff in the last 12 months (rolling) with 1906 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% 

 

0.00% 5.00% 10.00% 15.00% 20.00% 25.00%

Add Prof Scientific and Technic

Additional Clinical Services

Administrative and Clerical

Allied Health Professionals

Estates and Ancillary

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered

Turnover with and without covid by Staff group

Turnover (with covid) Turnover (Exclude covid)
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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 – current activity 
International Nurses: 
277 of the 280 international nurses arrived in 2021, with the final 3 due to arrive in February 
22. 184 have passed their OSCE training with 93 scheduled to take the exam. The current plan 
is to recruit 10 international nurses each month utilising the HEE support programme from 
February through to November 22. However, this will be reviewed against the new Royal 
requirements and revised as necessary.  
 
HCA’s: 
B2 - 8 substantive HCA B2’s started in post in December. A total of 43.21 FTE are undergoing 
employment checks ready to be allocated as vacancies are identified. In addition, 17 HCAs 
commenced with Temporary Staffing in December with a further 26 starting in January. There 
are 94 bank B2 HCA’s currently undergoing employment checks.   
B3 –3 wtes posts have been filled for the Staff Pool, where staff are offered a permanent 
contract but with the caveat that their shifts are where the operational need is. 
 
Newly Qualified Nurses - 12 applicants, qualifying in spring, have applied for positions and 
will be interviewed 17th Jan; the rolling advert has a further 11 applications. There is a nursing 
event on 29th January for qualified nurses and 3rd year student nurses, with 38 places booked.  
 
In addition: 
 Theatres - 10 Theatre Practitioner roles are out to advert 
 A&E are advertising 5 x B6 posts 
 Ward 8a (RLH site) are advertising for 7 Staff Nurse posts 
 Endoscopy are holding interviews for 5 Staff Nurse posts 
 Staff Pool are recruiting to 10 fte Staff Nurse posts 
 Critical Care (AUH site) have 6 RNs under offer plus 6 starting in January. 
 Critical Care (RLH site) have 4 RNs under offer, plus 5 starting January & 1 March 
 A&E have 4 B3 HCAs under offer, plus 4 starting In January and 1 in February. In addition, 

they have 1 RN starting January and 3 under offer. 
 Shortlisting is underway for 6.5 Nursing Associates 
 20 Trainee Nurse Associates have been shortlisted from 35 applicants 
 LCL have 10 Band 3 MLA’s starting in January with further recruitment underway in 

Virology, Histopathology and Clinical Chemistry across all bands 
 Pharmacy have 16 Rotational Pharmacist posts out to advert as well as 3 Technician posts 
 Therapies are advertising 7 x B6 Rotational OT’s and 11 x B5 OT’s 
 4.4 Therapy Assistants (B3) are at shortlisting  
 The Dental Hospital are recruiting 5 Dental Nurses and are currently at shortlisting 
 A substantive Consultant in Critical Care and Respiratory medicine and a Consultant in 

Rheumatology commenced in post in December 
 Substantive Consultants joining in January include Anaesthesia, Gastroenterology, 

Radiology, Restorative Dentistry and Respiratory. 
 

 
Recruitment Pipeline  
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Below is the data for the recruitment volumes since March 2020. The numbers include all 
stages of the recruitment process. 
** Bank recruitment is included in this data as 1 wte per person.  

 

The Recruitment administration KPIs are itemised below. When compared to other Trusts 
via Model Hospital stated above, the time to hire within LUH compares well. 

  Working days 
  AFC Medical 
Advert compliant - live 1 1 
Length of advertising - average 10 15 
Closed to manager notified 1 1 
Manager to shortlist - average 6 6 
Shortlisting complete to interview sent 1 1 
Interview details sent to date of interview 5 5 
Date of interview to outcome notified 2 2 
Advert to Conditional offer sub total 26 31 
Outcome notified to offer sent 2 2 
Conditional offer - checks complete 25 30 
Checks complete - unconditional letter sent 2 2 
Conditional offer to unconditional offer sub total 29 34 
      
Total 55 65 

 
 

Performance against the KPIs is shown below. 

  

 

Often Medical recruitments are impacted due to candidates coming from other parts of the 
country or from overseas and also due to the notice periods that may be needed.    
Given the thousands of pieces of recruitment activity, the General Staffing time to hire is 
good. We have seen some delays with Medic recruitments as candidates have dropped out, 
interviews have been delayed or roles have had to be re-advertised due to a poor standard 
of applicants or no applicants at all. Obviously these issues impact the time to hire. 
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Mandatory Training 
Rolling 12 month compliance within the Trust has slightly 
reduced from 87.12 % last month to 86.73% this month.  
 
Mandatory Training compliance is currently 86.73% which, although very slightly reduced 
from last month, does show continued improvement since February 21.  Role Specific training 
is currently at 76.86%. The Mandatory and Role Specific training assurance group runs 
fortnightly and is attended by the Divisional Leads. Compliance is reported on a fortnightly 
basis with L&D supporting regular meetings to achieve continued improvement. 
 
The L&D team are working with areas within the Trust, supporting them with their structures 
to ensure the correct competencies are attached to their teams. Currently the team are 
working with LCL as part of their workforce change and Sexual Health due to TUPE. 
 
 

 

Staff Education 
Assurance Group meetings have been extended until the end of March 2022 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 Education Team are supporting the BI team with ESR compliance extracts to ensure 
managers have access to reports. The new Compliance dashboard within Light will be 
launched in Feb 2022. 
 
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 bi-weekly to divisions and HRBPs. These reports allow managers 
to focus their attention on the areas that need it most, thereby maximising performance. 
Regular communications and updated guides, videos etc. are available to Managers on the 
Staff Hub. 
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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. 
 
Staff Engagement 
The Trust has continued to undertake Staff Survey and quarterly Staff Pulse surveys. The most 
recent figures, published in 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. 
The first of Our Future Together Big Conversations was launched in December 2021 with the 
aim of creating a platform and vehicle for trust-wide colleague engagement, listening and 
learning as we move towards the new hospital and the integration and reconfiguration of 
services. Colleagues are asked key questions and invited to contribute to share thoughts and 
ideas around the new hospital and integration of services.  As at 20th December there were 
2,098 log-ins to the platform recorded. Analysis of the conversations will be reported with key 
themes during early 2022 and information used to action the concerns and ideas raised. 
 
Appraisals  
The Trust moved to a single appraisal system in August 2020 to support a consistent approach 
across the organisation. The Trust appraisal compliance target is 80% and it currently stands 
at 34.83% as at 7th January 2022. This reflects a continued downwards trend, largely caused 
by staff becoming non-compliant where more than 12 months has lapsed since their last 
appraisal.  This can be seen particularly in Corporate Services, where large numbers of staff 
had appraisals before the end of the original 2020-21 window (October 2020, later extended 
to March 2021) and have become non-compliant before their planned appraisals can take 
place or be recorded on the appraisal system - WorkPAL.   
 
Line Manager Appraisal Completion 
The estimated compliance for line managers at Band 7 and above at the close of their appraisal 
window on 31st October 2021 was 39.69%. Completion by % is estimated as follows, broken 
down by band:  Band 7 (46.57%); Band 8a (33.71%); Band 8b (38.64%); Band 8c (39.06%); Band 
8d (15.79%); Band 9 (7.69%); Other (14.29%). 
 
The OD Team is reviewing processes and support available for completion and recording of 
appraisals, including engaging with areas of low compliance to discuss planning, direct 
communication with non-compliant staff, and procuring tablets to assist areas with limited 
access to PCs.  A review of how we record contributions and process will take place in 2022. 

Division Available Staff Appraisals Held Percentage 
Compliance  

ACHT 1718 565 32.89% 

Acute & Emergency Medicine 667 237 35.53% 

Corporate Services 2013 650 32.29% 

Diagnostic & Support Services 2681 1391 51.88% 

Specialist Medicine 2367 737 31.14% 

Surgery 1663 298 17.92 

Ranked highest to lowest, common cited reasons for low compliance appraisals are:   
• Workload pressures  
• Rescheduled because self or manager assessments not completed in time 
• Managers’ own appraisals not completed are less likely to complete for team  
• WorkPAL user issues: logging in; appraiser incorrect; password reset difficulties 
• Limited use of Trust PC’s - clinical areas required for patient systems and records 
• Appraisals deferred during integration work/clarification of line management 
• Completion of mandatory and role specific training took precedence 
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Bank & Agency 
Bank and Agency fill rates for Registered staff have reduced 
this month from 62.40% to 56.77% this month. Unregistered 
fill rates have increased from 75.68% last month to 69.09% 
this month.  
 

Bank and Agency usage is monitored weekly and reported monthly. 
The Trust works to ensure we offer consistent of rates across the organisation, working with 
divisions to ensure that all Bank & Agency usage is kept to a minimum, while also ensuring 
consistent and safe 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 is now being monitored on a 
weekly basis by senior Nursing with a rollout programme of detailed ward reports. 
 
Ward KPIs are being reviewed following the restructure of the operational site management 
teams.  
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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. There is a tangible benefit for departments 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 currently implementing in Trauma & Orthopaedics 
(all Medic grades), as well as Gastro and Respiratory Consultant leave and also On Call shifts. 
Workload is still high due to vacancies in the team and taking on additional support for areas 
in staffing. 
Medic rates continue to be reviewed and the challenges of major gaps within General 
medicine on the Aintree site have caused pressures to multiple departments. 
 
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. However, the delayed progress is now logged as a risk for the organisation. Once 
the Medical Director’s team has reviewed all plans, outstanding pay changes will be 
actioned. This will be the baseline for the merged organisation. 
 
The current position is below. 
 

 

Workforce Efficiencies QEP Programme 
The divisional self-assessments and monthly progress is now being monitored directly through 
the FIP Board. The focus is 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. 
 
A further review of reporting will be required following the site Management structure 
changes being implemented. 

 
ESR housekeeping & Ledger budget setting 
The hierarchy data within ESR will be reviewed alongside Finance following the recent site 
Hospital Management structure implementation. Revised structures are needed to fully 
reflect the organisational hierarchy.  
 
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 the site teams to manage their workforce and to support the HR function in 
achieving the People Plan objectives.   
 
Additional resource has been supported and this is now being recruited. A Project Lead has 
begun to support this work and the programme is being monitored through the Workforce 
Establishment Group, chaired by the Chief Finance Officer and the Chief People Officer. 
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Item Item No Item Desc Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Absence and Attendance WF 1.1 In-month Sickness Absence (1m) 5.74% 6.01% 4.92% 5.11% 4.36% 5.05% 6.25% 5.64% 6.09% 5.84% 7.47% 7.41% 8.08% <5.30% 5.31% - 5.99% >6.00%

WF 1.2 Rolling Sickness Absence (12m) 5.83% 5.92% 5.84% 5.77% 5.42% 5.52% 5.84% 5.81% 7.09% 6.12% 6.30% 6.39% 6.59% <5.30% 5.31% - 5.99% >6.00%

WF 1.3 Average Annual Days per person (12m) 21.35 21.66 21.30 21.07 22.80 20.13 20.88 21.19 22.23 22.35 22.98 23.33 24.04

WF 1.4 Average Annual Days per person (1m) 1.78 1.86 1.38 1.59 1.31 1.56 1.87 1.75 2.20 1.75 2.31 2.22 2.51

WF 1.5 Total Absences 1229 1242 1015 900 578 520 716 728 677 668 618 684 1393

WF 1.6     - Of which Covid related 700 762 555 432 97 67 247 203 210 131 104 151 885

WF 
1.6.1

Total absences (from LIGHT) 6.90% 10.69% 7.56% 7.14% 4.94% 4.13% 6.35% 5.78% 5.37% 5.32% 4.90% 5.43% 11.06%

WF 1.7 Long Term Absence FTE % (12m) 4.31% 4.19% 4.00% 3.55% 4.05% 4.02% 4.07% 4.22% 4.30% 4.43% 4.45% 4.50% 4.55% <2.90% 2.90% - 3.40% >3.40%

WF 1.8 Short Term Absence FTE % (12m) 1.43% 1.82% 1.33% 1.56% 1.59% 1.50% 1.65% 1.59% 1.79% 1.69% 1.85% 1.89% 2.04% <1.30% 1.20% - 1.35% >1.35%

Health & Wellbeing WF 2.1 New Starter Assessments 331 338 309 368 431 356 342 364 319 402 396 373 377

WF 2.2 New Management Referrals 223 190 265 308 327 263 318 291 301  344 330 350 284

WF 2.3 Total Activity Levels (inclusive of 
cancellations

1148 1208 1075 1257 1107 1272 1387 1182 946 1064 1200 1522 1254

Staff Movements WF 3.1 Turnover Rate FTE (12m) 14.42% 14.71% 14.48% 14.34% 14.89% 14.52% 14.86% 13.36% 12.68% 13.07% 13.54% 13.72% 14.25% <12.00% 12.01% - 13.00% >13.01%

WF 3.2 Starters Headcount 137 212 279 136 132 126 142 113 247 223 146 214 135

WF 3.3 Leavers Headcount 95 125 92 123 223 134 151 118 280 153 149 108 155

Staff Group Turnover (12m) WF 3.4 Add Prof Scientific and Technic 7.45% 8.10% 7.80% 8.21% 8.36% 9.09% 9.20% 10.43% 10.44% 11.73% 12.25% 13.74% 14.37% <12.00% 12.01% - 13.00% >13.01%

Labour WF 3.4 Additional Clinical Services 28.96% 28.96% 27.46% 27.49% 28.24% 29.21% 28.94% 20.38% 13.91% 16.42% 13.92% 16.51% 16.53% <12.00% 12.01% - 13.00% >13.01%

WF 3.4 Administrative and Clerical 8.72% 8.29% 8.30% 8.18% 8.16% 8.56% 8.37% 8.75% 8.31% 9.77% 10.43% 10.59% 11.52% <12.00% 12.01% - 13.00% >13.01%

WF 3.4 Allied Health Professionals 14.17% 15.09% 16.11% 16.20% 16.61% 17.15% 16.69% 15.68% 14.15% 15.39% 16.64% 15.93% 16.62% <12.00% 12.01% - 13.00% >13.01%

WF 3.4 Estates and Ancillary 8.37% 8.24% 7.61% 7.20% 7.80% 8.23% 7.18% 7.75% 6.53% 9.14% 9.32% 9.34% 10.26% <12.00% 12.01% - 13.00% >13.01%

WF 3.4 Healthcare Scientists 12.39% 11.53% 11.37% 12.03% 12.73% 12.54% 12.45% 12.88% 12.22% 12.17% 13.22% 12.18% 12.07% <12.00% 12.01% - 13.00% >13.01%

WF 3.4 Medical and Dental 26.17% 27.08% 27.26% 26.03% 26.45% 20.24% 20.75% 21.59% 19.92% 22.09% 22.49% 23.19% 24.09% <12.00% 12.01% - 13.00% >13.01%

WF 3.4 Nursing and Midwifery Registered 8.69% 9.13% 9.40% 9.54% 9.77% 10.28% 10.58% 10.65% 10.02% 10.91% 11.51% 11.60% 11.95% <12.00% 12.01% - 13.00% >13.01%

Recruitment Timeline WF 4.1 Average Time to hire - Medical (Advert - 
Conditional Offer) (Average Days)

49 43 43 50.4 40.2 47.2 46.4 48.4 52.1 59.4 43.3 41.7 36.8

WF 4.2 Average Time to hire - Medical 
(Conditional Offer - Unconditional Offer) 
(Average Days)

34 46 39 37.5 49.9 32.2 31.0 46.7 41.7 52.3 76.5 45.5 41.2

WF 4.3 Average Time to hire - Non Medical 
(Advert - Conditional Offer) (Average 
Days)

41 43 39 38.7 27.4 38.5 42.7 33.5 40.9 36.1  35.9 34.2 34.3

WF 4.4 Average Time to hire - Non Medical 
(Conditional Offer - Unconditional Offer) 
(Average Days)

21 33 30 31.5 43.1 24.5 30.5 35.2 47.3 44.5  31.1 31.3 30.8

Bank & Agency Usage RN Demand & Usage WF 5.1 Total RN % Fill 62.19% 61.61% 67.77% 62.54% 61.34% 58.90% 54.78% 54.79% 52.41% 51.36% 54.60% 62.40% 56.77% <70% 70.01% - 79.88% >79.99%

Bank & Agency Usage HCA Demand & Usage WF 5.2 Total HCA  % Fill 74.67% 69.92% 75.46% 76.79% 76.01% 70.20% 71.64% 74.93% 72.33% 68.66% 69.97% 75.68% 69.09%
<70% 70.01% - 79.88% >79.99%

Mandatory Training Compliance WF 6.1 Mandatory Training Compliance % 84.54% 84.63% 84.01% 85.21% 86.44% 87.01% 87.92% 88.02% 87.60% 87.88% 87.76% 87.12% 86.73% <80.00% 80.00 % - 88.00% >89.00%

Staff Group Mandatory Training WF 6.2 Add Prof Scientific and Technic 87.85% 88.22% 89.40% 89.46% 89.65% 90.19% 91.22% 91.55% 92.57% 92.68% 92.62% 93.00% 93.41% <80.00% 80.00 % - 88.00% >89.00%

WF 6.3 Additional Clinical Services 84.65% 84.40% 81.70% 83.24% 86.60% 86.75% 87.38% 87.48% 87.22% 86.60% 86.90% 86.57% 84.46% <80.00% 80.00 % - 88.00% >89.00%

WF 6.4 Administrative and Clerical 88.27% 88.53% 87.92% 89.66% 90.59% 91.35% 92.59% 92.70% 92.77% 93.10% 92.57% 91.53% 91.67% <80.00% 80.00 % - 88.00% >89.00%

WF 6.5 Allied Health Professionals 89.59% 90.01% 90.63% 90.51% 90.12% 90.04% 90.19% 90.46% 89.53% 89.71% 89.97% 89.54% 88.83% <80.00% 80.00 % - 88.00% >89.00%

WF 6.6 Estates and Ancillary 90.98% 88.94% 88.09% 94.42% 93.07% 94.55% 94.77% 95.56% 95.10% 94.39% 94.72% 88.85% 89.78% <80.00% 80.00 % - 88.00% >89.00%

WF 6.7 Healthcare Scientists 81.76% 82.31% 83.51% 83.20% 83.59% 84.01% 85.48% 85.91% 84.58% 84.96% 86.28% 87.80% 87.05% <80.00% 80.00 % - 88.00% >89.00%

WF 6.8 Medical and Dental 67.80% 68.72% 68.85% 69.78% 71.95% 74.45% 77.19% 74.24% 73.98% 77.63% 78.77% 79.05% 80.05% <80.00% 80.00 % - 88.00% >89.00%

WF 6.9 Nursing and Midwifery Registered 85.02% 85.10% 84.92% 85.85% 86.03% 86.09% 91.22% 87.01% 86.47% 85.62% 85.51% 85.31% 84.73% <80.00% 80.00 % - 88.00% >89.00%

Appraisal Compliance WF 7.1 Trust appraisal compliance (New 
window - 1/9/21)

32.02% 33.52% 36.44% 44.03% 47.18% 43.12% 40.45% 43.14% 42.32% 39.94% 36.23% 34.16% 34.90%
<78.00% 78.00% - 83.00% >85.00%

Employee Relations WF 8.1 Overall Disciplinary 31 39 31 23  29  21 26 21  23 21 19 24 28

WF 8.2 No. Gross Misconduct 19 24 19 17  10  10 17 15  9 13 10 16 17

WF 8.3 No. Misconduct 12 15 12 6  19  11 9 6  14 7 9 8 11

WF 8.4 Grievances / B&H 22 19 22 9  12  9 11 11  4 11 19 16 17

Organisational Development WF 9.1 Staff Friends & family Test - Treatment LUH–75% LUH–80% LUH–80%

WF 9.2 Staff Friends & family Test - Working LUH–64% LUH–60% LUH–66% 

Target
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Finance Performance Report   

January 2022 
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Apr May Jun Jul Aug Sep Oct Nov Dec Trend
2021/22 

target
Actual 

2020/21

I&E Surplus / (deficit) £m -1.02 -1.74 -1.55 -1.03 -0.54 0.02 -4.47 -4.97 -7.43 0.00 0.69

Capital spend £m 0.5 18.4 31.7 45.1 58.4 68.5 79.0 88.3 105.6 149.7 204.5

Cash in bank £m 147.7 118.1 117.8 109.7 112.1 113.0 110.3 130.3 120.0 70.0 167.5

CIP DELIVERED £m 0 0 0 0.62 0.72 2.40 3.05 2.93 3.15 16.0* n/a
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Great Ambition – Finance 
Finance Report – Month 09 2021/22 
Executive Lead: Robert Forster 
Deputy CEO/ Chief Finance Officer 
 
 
 
 
 
 
Reported financial performance deficit of £7.4m (M8: £5.0m deficit), but in line with plan. 
Key highlights:  
 

• H2 forecast position is more challenging as system allocations have reduced alongside 
a continuation of existing cost pressures. 

• Key drivers for performance remain activity throughput, pay costs and CIP achievement. 
• For the first 3 months of H2, activity levels are below plan and thresholds set to achieve 

ERF. Total ERF receipts in the first half of 2021/22 (H1) was £6.5m, no additional ERF 
income generated from M4 onwards.  No further ERF income is anticipated for the 
remainder of the year. 

• Pay spend is above plan and above pre-COVID levels driven by more WTE and 
continued use of bank and agency staff at premium costs.  

• Non-pay spend is trending below plan, reflecting lower activity throughput and offsetting 
in pat the loss of income fro ERF. 

• CIP target for H2 set at £16m. At the end of M9 savings to the value of £3.2m have 
been recognised, £8.8m behind plan. For reporting purposes this is supplemented by 
Plan B actions. 

• Capital expenditure at M9 is £105.6m, which includes £93.4m on the New Hospital 
development.  

• Cash balance at the end of December 2021 was £120.0m which reflects an decrease on 
the M8 position (£130.0m), the balance is forecast to further reduce by year end as 
creditors are settled. 

• A Financial Stability plan (Plan B) has been developed and is being progressed to assist 
with the achievement of the year end target, including run rate, commercial and 
technical elements. 

 
 
 
 

CFO COMMENTARY - MONTH 09  
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Finance Regime, Integrated Care System (ICS) and H2 Plan Update 
• C&M partners have submitted a breakeven position for H2 as has Liverpool University 

Hospitals NHS Foundation Trust (LUHFT), aligned to the activity and workforce plans 
submitted.  

• LUHFT initial projections for H2 indicated an outturn deficit of £29.7m before cost 
savings/efficiencies. Working closely with the Health and Social Care Partnership (HSCP) 
and system partners, the Trust was able to agree allocations that reduced the efficiency 
requirement to £16m.  

• The breakeven plan for H2 thus includes £30m of risk (£16m of cost savings in H2 plus 
£14m in ERF  income). 

• ERF resources received if delivering >89% of clock stops, (national assumption this 
equates to 95% of 2019/20 throughput).  LUHFT plan was to achieve 101% of clock stops 
within 95% activity throughput. Performance in H2 is lower than the estimated 95% and 
the 89% clock stop threshold.  No ERF income has been achieved for these months. A 
similar position is reported across the wider C&M Integrated Care Board (ICB).  

• Additional capital resource has been released to the ICS system for H2 to support 
elective recovery and for digital innovation. 

• Overall the Trust and system challenge for the remainder of the year is comparably 
challenged. The system is expecting a minimum of 2.5% efficiencies from all Clinical 
Commissioning Groups (CCGs) and providers and in addition ambitious activity plans are 
committed to without major disruption from winter or covid anticipated.  

• The impact of covid on financial arrangements will be considered in real time, and as 
measured as required. 
 

ANALYSIS 

Income & Expenditure (I&E) Key issues: 

• Pay overspends within Accident & Emergency Department (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 
Wating List Initiatives (WLIs)). Run rate Statistical Process Control (SPC) charts on spend 
and WTE worked since April 2019 shown below. 
 

  
 

• The underlying non-pay position is underspent overall, reflecting reduced throughput 
through theatres against baseline plan.   

• CIP shortfall of £8.8m to M9 against trajectory of £12.0m. Target adjusted to £16.0m for 
the year.  

• Activity delivery against contractual plan (baseline budgets set on 2019/20 actual 
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Financial Stability Category Scheme RAG status
Potential Total 

Value
Confidence/  

Reality rating
Impact Assessment

M9
Recurrent/ Non 

Recurrent
Scheme 

Impact 
Assessment

M8
A (£m) B AxB (£m) AxB (£m)

Category 1 : CIP 109 Various 11.24 various 7.67 Various 108 7.71
Category 2 : CIP-R 10 Various 0.70 Various 0.45 Various 10 0.45

Plan B
Category 3 : CIP-C 10 Various 6.93 Various 2.64 Various 9 1.78
Category 4 : CIP-T 16 Various 20.92 Various 10.28 Various 10 5.01
Total 39.79 21.04 14.95

throughput) down across all modalities, excepting AED footfall which is 1.3% up on 
2019/20 levels. 

• Shortfall in CIP and ERF income being offset by lower non-pay spend (linked to activity 
throughput), additional income of £2.0m secured from NHS England / NHS 
Improvement (NHSE/I) to support winter and projected support from Plan B schemes. 

 
Forecast I&E 

• The underlying forecast I&E position for 2021/22 as at M9 indicates an underlying deficit 
of c£20m, driven by unachieved ERF and CIP shortfall.  This is £10m below the 
unmitigated risk identified for H2 as outlined above and includes the additional £2m 
funding received to support winter pressures. 

• Work is ongoing with NHSE/I and nationally to seek additional funding to support 
delivery, including a recent bid of c£6m to support the costs of COVID surge (decision 
pending). 

• Progress on the financial stability plan (Plan B) in order to cover any remaining gap 
continues, with schemes increasing.  

• Despite the underlying gap, progress on Plan B and the potential that more funds may 
be available as we move towards year end (ERF is below trajectory nationally), means 
delivery of the Trust breakeven target is achievable and is considered to be medium/low 
risk. 

 

 
 

Capital:  

• The approved programme approved by the Board of Directors and submitted and 
accepted by NHSE/I is £149.7m. 

• Total spend at M9 is £105.6m, £8.6m behind projected spend. Progress against the 
programme is shown in the table below: 
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Funding position: 
 

• New Hospital Construction - £108.1m approved and a signed Memorandum of 
Understanding (MOU) in place.  A mitigations plan was approved by the Board in the 
event of an overrun; 

• Reinforced Autoclaved Aerated Concrete (RAAC) - £1.2m, formal notification of 
allocation received and signed MOU in place; 

• Aintree Urgent and Emergency Care (UEC) - £7.5m, business case approved and 
signed MOU in place; 

• Surgical robot £1.6m, business case in preparation for submission to Charitable Funds 
Committee.  

• New Capital Funds were released for elective recovery and digital innovation and the 
Trust has submitted plans for £2.2m and £5.4m confirmation is anticipated over the 
coming the weeks. 

 
Progamme position: 
 

• The performance to M9 is an underspend of c£8.6m (M8 £13.3m). 
• With the exception of the substituted Cardiology scheme all underspending schemes 

are forecasting to spend in full for the year. 
• NHSE/I continue to scrutinise the new Royal delivery plan and capital programme and 

consider it in line with plan. 
• Overall C&M are showing an underspend against capital plans at M9 (excluding directly 

funded Public Dividend Capital (PDC) schemes e.g. New Royal).  Work is ongoing to 
within the system to ensure optimal utilisation of resources available. 

2021/22 CAPITAL PROGRAMME
TOTAL BUDGET SPEND VARIANCE

BUDGET

31 
December 

21

31 
December 

21 At Month 9
£000

Estates Schemes:
New Royal Hospital - Construction - PDC 108,100 89,578 91,250 (1,672)
New Royal Hospital - Construction - Trust Fun 7,230 5,430 155 5,275
New Royal - Development Team Costs 2,400 1,800 1,433 367
Estates (Backlog / H&S / Environment) 2,733 1,539 1,410 129
Aintree - UEC - Phase 2 5,450 3,825 1,169 2,656
Critical Infrastructure Risk 1,350 1,350 418 932
Aintree - Tower Block Cladding 5,617 4,179 4,267 (88)
Aintree - Tower Block RAAC Roof 300 126 0 126
Aintree - Stoddard House 420 420 118 302
Aintree - Critical Care Department 2,500 1,000 2,064 (1,064)
Aintree - Critical Care - RAAC roof 2,000 717 550 167
Aintree - Maternity Block Extension 0 0 0 0
Aintree - Ward Updgrades (Cov19 Safety) 1,292 392 62 330
Aintree - Estates schemes completion 0 0 0 0
Aintree - Clinical Sciences Extension 0 0 99 (99)
Royal - Dental Ventilation (Cov19 saftey) 800 600 77 523
Total Estates Schemes 140,192 110,956 103,071 7,885

Equipment Schemes:
Medical Equipment - general 2,476 976 860 116
Total Equipment Schemes 2,476 976 860 116

IT Capital Schemes:
IT General 2,390 0 244 (244)
New Royal - IT 1,573 0 536 (536)
LIMS - Pathology system 254 254 27 227
Total IT Schemes 4,217 254 807 (553)

Other Capital Schemes:
Divisional & Minor Other Schemes 1,264 469 902 (433)
Surgical Robot (donated) 1,600 1,600 0 1,600
Total Other Schemes 2,864 2,069 902 1,167

TOTAL 149,749 114,255 105,641 8,614
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Cash  

Cash position will be sufficient for H2. Cash risk scenarios (Appendix 2), shows this holds 
true under a variety of downside assumptions. However, unaddressed there is a 
considerable risk for cash holdings during 2022/23 . 

 
Risk 

 

 
Better Payment Practice Code 

• Action plan for improved performance submitted to NHSE/I in August 2021. Trajectory to 
improve in month performance to 90% by Quarter 4 and to 95% by end of March 2022 
remains on track. 

 
Summary 

• I&E Position: The Trust is developing a mitigation plan (Plan B) as part of management 
of the position and is also submitting further bids to the HSCP and NHSE/I; 

• Capital: The Trust has a capital management process established within the Trust and 
works closely within the ICS and at a national level to ensure resources are prioritised 
appropriately; 

• Risk: Risks are clearly articulated and reviewed on a regular basis; 
• Better Payments Practice Code: Performance has shown a sustained level of 

improvement of the course of the year. 
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Trust Board 

 
COVER SHEET 

 
Meeting Date Monday, 25 January 2021 Item Reference TB21/22_121 

Report Title  Improvement Plan Update 
Author  Siobhan Moran, Director, Quality Improvement 
Responsible Director Siobhan Moran, Director, Quality Improvement 

 
Purpose of Report To provide a brief update on the progress of the LUHFT Improvement Plan 

Executive Summary The final version of the Improvement Plan (V2) was submitted and 
accepted by the System Improvement Board in December 2021. 
Following the commencement in post of Maggie Oldham, NHSIE 
Improvement Director, the Trust is now working to shape the improvement 
plan into programmes of work with clear milestones that can be monitored 
by the System Improvement Board. These programmes of work will ensure 
the improvement plan, SOF4 exit criteria and system support offer are 
aligned and sufficient for successful delivery. A review of these 
programmes of work and milestones is proposed for the March 2022 SIB.  
Key deliverables in the previous reporting period: 

• Delivered new site leadership structures 
• Initiated the deteriorating patients collaborative, and fundamentals of 

care collaborative 
• Whole system flow programme introduced RFD app and focus on 

P0 patient discharge 

Key Areas of Concern Key risks to delivery in the previous reporting period: 

• Staff absence delaying some participation in workstreams, however, 
not expected to delay delivery dates 

• Elective administration workstream working on some data quality 
issues with procedure codes 

• A CEO led rapid review of the risks associated with delivering the 
new hospital and integration programme has been completed. 

 

Action Required by the 
Board 

The Board is asked to note the progress of the Improvement Plan. 

 
  REPORT DEVELOPMENT: 
Committee or meeting 
report considered at: 

Date Lead Outcome 

    
 
 
 
 



Meeting Date Tuesday, 18 January 2022 

Report Title  LUHFT Improvement Plan Update 

 

1. Introduction 
This paper is a brief update on the Trust’s progress of the Improvement Plan. It includes key highlights 

and key risks to delivery. This update is accompanied by the Trust’s improvement plan with updated 

RAG ratings based on progress in the previous month. 

2. Future reporting format 
Following the submission of the LUHFT Improvement Plan and the commencement in post of Maggie 

Oldham, NHSIE Improvement Director, the Trust is now working to shape the improvement plan into 

programmes of work with clear milestones that can be monitored by the System Improvement Board. 

These programmes of work will ensure the improvement plan, SOF4 exit criteria and system support 

offer are aligned and sufficient for successful delivery. A review of these programmes of work and 

milestones is proposed for the March SIB. Once agreed, future reporting would be done against these 

programmes and key milestones. 

3. Risks to delivery in the previous reporting period 
3.1. The current Omicron wave has impacted the progress of some actions in this reporting period. For 

example, fewer LocSSIP reviews and harmonization’s have been completed because clinician 
availability. Given that it is the first month of our improvement plan, however, it’s not projected to 
significantly delay the completion dates of most actions. 

3.2. Elective administration – While the Trust fully complies with the national guidance on harm 
surveillance for long waiting patients, the actions in the improvement plan, however, are intended 
to go well beyond the current external requirement for harm and waiting list surveillance. As all 
Trusts are, we are grappling with this issue at the moment and the Region has helpfully published a 
set of 12 principles for patients waiting. We are currently working through these principles to 
understand our ability to enact a harm surveillance standard for a wider set of patients. It is 
anticipated that this process may uncover some barriers to surveillance and potentially some 
patient harms in cohorts that sit outside of the current national surveillance guidance. 

3.3. New hospital and integration – A rapid review of the risks associated with delivering the new 
hospital and integration programme has been done. (Review covered in separate agenda item) 
 

4. Highlights in the previous reporting period 
4.1. New organizational site structures implemented as of 4th January, including site based leadership 

teams, new divisional leadership triumvirates, new risk scoring, new governance arrangements and 
assurance committees. This restructure, designed to create the conditions for local ownership of 
flow, quality, and safety, will underpin our ability to achieve the rest of the improvement plan. 

4.2. Safety Projects:  
4.2.1. The Deteriorating Patient Collaborative faculty has been assembled and is underway. The 

first Learning Session is scheduled for February 2022.  
4.2.2. The Fundamentals of Care Collaborative has commenced the first two modules focusing on 

intentional-rounding and PPE use/IPC. 
4.3. The Whole System Flow Programme is forming with leadership from Maggie Oldham. Work on the 

App development and testing for RFD patients underway with project team. Recent focus has 
shifted internally to rapid P0 discharges. 
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f  

SAFE 

EFFECTIVE 

CARING 

LUHFT 

Improvement 
Plan 

• Improve urgent and emergency care and assessment services 
• Improve patient flow services 
• Elective administrative services 

Clinical quality 
and safety 

Operational and 
performance 
management 

Systems of 
assurance, risk, 

governance, 
and learning 

Service 
integration 

and the new 
hospital 

• Improving Safety Programme 
• Improving Safety in Procedures 
• Improving Fundamentals of Care 
• Improving Clinical Effectiveness 
• Reliable Dementia and Delirium Care 
• Ensure safe medicines management 
• Ensure safe facilities, equipment and maintenance 

• Revise Governance Structures 
• Access to robust, accurate and timely quality and 

performance information  
• Improve Incident Management 
• Improve Complaints Management 
• Revise Clinical Audit policy 
• Sharing and embedding learning across the organisation 

• Effective leadership oversight 
• Implement Clinical Reliability Groups 
• Report and track benefits realisation 
• Workforce review and safe staffing 

Integrated 
organisational 
development 

plan 

• Implement a bespoke programme for leaders 
• Operate as a unitary board 
• Implement new organisational structures 
• Undertake baseline staffing review (medical and nursing) 
• Improve workforce availability 
• Mandatory and role-specific training 
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What and why we need to improve 
 

Between 29th June and 26th July, 2021, the CQC inspected services at LUHFT. On 19th August, 2021, a Section 31 enforcement notice was served 
in regard to immediate safety concerns in Urgent and Emergency Care. An action plan has been put in place in regards to the section 31 that 
includes both immediate actions to mitigate any patient safety risks and medium term actions to create reliable systems for flow, quality, and 
safety. 
 
On 27th October 2021, the CQC published the full inspection report which rated the Trust as:  

 
 
Given the concerns raised within the CQC inspection report, the Trust has been given a Single Oversight Framework rating in segment 4. This 
requires an Improvement Board to be established by NHSEI via the national intensive support team. The Improvement Board will monitor this 
Trust-wide improvement plan and includes, but is not limited to the findings in the CQC inspection report. This action plan is designed to be a 
unified approach to the improvements needed at LUHFT and incorporates previous action plans submitted to the CQC as well as findings from 
other key diagnostics including the independently led Governance Review. 
 
This action plan addresses both the ‘Must’ and ‘Should’ do recommendations but is set out thematically rather than by location or division. The 
key areas for improvement identified are: 
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 Clinical quality and safety 

 Operational and performance management 

 Systems of assurance, risk, governance, and learning 

 Service integration and the new hospital 

 Integrated organisational development 
  
In addition, the Trust has identified four fragile services. These are services which will require particular focus and support to deal with the 
scope of the issues identified. They are: 
 

1. Urgent and emergency care and assessment services; 
2. Patient-flow services with particular focus on transfer and discharge arrangements; 
3. Elective administrative services i.e. out-patient assessment and booking; and 
4. Dementia and delirium services. 

 

Who is responsible? 
 
The Trust Interim Chief Executive Sir David Dalton is ultimately responsible for implementing the actions in this document, the Trust executive 
team will provide the leadership to ensure we identify the right improvement actions that will tackle some of the long standing issues the Trust 
has faced and create the right conditions to deliver the changes required.  
 
Our divisional triumvirates and clinical leaders across the Trust will be critical to delivering the actions that will ensure service transformation 
and sustainability. The high level deliverables articulated in this plan are underpinned by weekly improvement actions that clinical and 
management teams have developed and own. The actions and evidence of delivery will be managed via the respective assurance committees 
noted in the action plan which in turn report to the Risk Advisory Group chaired by the CEO and to the Board of Directors. Please note that an 
action included in this plan, and recommended in the recent externally led Governance Review, is to revise the committee and assurance 
structure. Once complete, this plan will be updated a resubmitted with the revised committee responsibilities noted. 
 
The Improvement Board will bring together parts of the local health and care economies to ensure there is a shared understanding and 
collective commitment to the delivery of the improvement plan, including resources that need to be made available to enable the changes to 
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happen. While this plan includes numerous actions fully under the remit of LUHFT, there are many that have external dependencies and a 
need to work across the whole Liverpool System to achieve improvement; in particular improvement in whole system patient flow will require 
in-depth partnership working to create shared solutions. Therefore actions within this improvement plan sit at varying points in the 
accompanying Venn diagram. In addition, LUHFT will receive additional support for improvement from the national improvement support 
team (NIST) including an Associate Director of Transformation. LUHFT is in the early stages of agreeing the complete support offer from the 
NIST. Where key system dependencies exist this is noted in the ‘Partner Support’ column of the action plan. In addition, items that have been 

provisionally agreed as part of the support offer form the National Intensive Support Team have been marked with a ▲ within the body of the 
action plan. 

 

 

Merseycare 

Local 
Authority 

CCGs 

LUHFT 
SIB 

& 

NIST 
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It is evident that the Trust has many thousands of staff trying to deliver good standards of care to patients.  However, we need to create a 
culture of continuous improvement supported by robust governance and accountability arrangements from Board to ward which ensures 
leaders are focused on the key risks to the delivery of Great Care.  

 

How will we measure our improvement? 
 
Measurement of our improvements will be fundamental to ensuring sustainability and reliability of our care.  We will improve our high level 
and local assurance dashboard to ensure alignment with our key themes and measures our progress. We will ensure that our improvement 
actions and activities are translating to improvement in outcomes for patients using a small number of key performance indicators. 
 
We will assure our improvement plan through our Trust board and Assurance committees. 
 
This action plan will use a RAG rating system of: 

 
 
 

Key 
Delivered 

On track to deliver 

Some issues – narrative disclosure 
and/or revised delivery date 

Not on track to deliver 



 

 

How will we communicate progress? 
 

Having a unified improvement plan along with an integrated organisational development plan provides a clear direction of travel for the organisation on its 
journey to becoming a high reliability organisation.  All communications and engagement activity will be aligned to these plans.  
The improvement plan affords an opportunity for the Trust to reset how it communicates and engages with internal and external stakeholders to support the 
delivery of the plan.  Ensuring that we are a listening organisation, in which communication is a two-way process.  One built on listening and creating 
opportunities for dialogue, communicating clear and consistent messages, and using insight and feedback to measure impact and refine our approach over 
the lifetime of the improvement plan and the longer-term improvement journey. 
We will do this through harnessing both corporate and operational communications and engagement opportunities.  The function of corporate 
communications will be to: 

 Set the direction of travel with clear prioritised messages. 

 Support the development of a listening and learning culture. 

 Support the delivery of the overall objectives. 

 Raise awareness and understanding of the purpose of change. 

 Develop an understanding of the improvement journey and what we are seeking to achieve. 

Through effective operational communications, it will empower the middle of the organisation, in which line managers will be the key communicators for 
their teams to: 

 Enable people to do their job effectively. 

 Understand the daily project and service delivery requirements. 

 Provide a direct and regular listening and feedback loop. 

 Enable colleagues to understand and explore how their individual role contributes to the delivery of the overall improvement plan. 

The impact of taking this approach will be to: 

 Build trust. 

 Establish positive relationships. 

 Develop open and transparent conversations. 

 Deliver measurable outcomes and strategic priorities. 
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 Enable behavioural change. 

 Be insight-driven and learning throughout this journey. 

The outcome being that we will seek, over time, for our stakeholders to move from being aware to informed, to interested and then to being advocates of 
the organisation and the quality and safety of care we deliver. 
We will maximise the impact and opportunities to communicate and engage on the Improvement plan through a range of tools including regular updates 
through existing corporate channels, listening and engagement sessions, targeted briefings, and digital and social media platforms. 
The key communication principles to be used, both internally and with partners, are: 
 

 Ensuring clear, consistent, and integrated delivery of all internal and external communications, including staff, patients, families and carers, key 

stakeholders (commissioners, regulators etc.) 

 Ensuring the patients and public are informed and reassured that services are safe. 

 Ensuring that all key partners and stakeholders are kept up to date and informed about developments, decisions and any service changes that are 

required and their impact. 

 Ensuring the effective management of all media enquiries to ensure clear and consistent messages and that media coverage is accurate. 

 Working to manage and protect the reputation of the NHS in Liverpool and across Merseyside. 

 Ensuring any subsequent operational or service changes are communicated effectively across LUHFT and the local healthcare system to staff, patients 

and the public and to key partners. 
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LUHFT Improvement Plan 
 
Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

Clinical Quality 
and Safety 

A new Quality and Safety 
Strategy has been 
approved at Board with 
an aim to achieve ‘the 
best safety culture in the 
NHS.’ 
 
This strategy will address 
a number of safety and 
clinical quality issues 
that have been flagged 
through the CQC report 
as well as our own 
internal systems. 
 
The Trust has designated 
Dementia and Delirium 
as a fragile service, 
meaning it will need 
significant wrap around 
support for 
improvement. 
 

Improving Safety Programme        

Implement Quality and Safety 
Strategy 

Sep 
2021 

Sep 2024 Quality and 
Safety 
Committee 

AQUA 
 

 Chief Nurse 
and Medical 
Director/ 
Director of 
QI 

 

Implement Deteriorating Patients 
Breakthrough Series Collaborative 

 Reduce unexpected cardiac 
arrests by 50% 

 Improve reliability of 
NEWS2 to 95% 
 

Jan 
2021 

July 2022     Deteriorating patients 
collaborative faculty in 
place. Learning Session 
1 planned for February. 

Implement 90 day improvement 
cycle for pressure ulcers and falls 

 25% reduction in G2-3 PUs 

 0 G4 PUs 

 15% reduction in falls with 
harm 

 

Jan 
2021 

Apr 2022    Chief Nurse/ 
Site 
Directors of 
Nursing 

 

 Improving Safety in Procedures 
 

      Delay in the trajectory 
of completion for 
LocSSIP alignment due 
to staff availability for 
reviews.  

 Integrate and optimise 100% of 
LUHFT LocSSIPs documents aligned 
to  learning from local and national 
Never events to enhance reliability 
of care 

Nov 
2021 

Feb 2022 Quality and 
Safety 
Committee 

  Medical 
Director/ 
Director of 
Patient 
Safety 
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

 

  Deliver 6 Human Factors team 
sessions (and quarterly thereafter for 
new team members) for ITU and 
theatres 
 

Nov 
2021 

Nov 2022      

  Unify process and policy for 
procedure count across all theatres 
 

Dec 
2021 

Apr 2022      

  Implement the HALT tool in 
empowering staff to raise real time 
concerns during clinical procedures. 
 

Dec 
2021 

Apr 2022      

  Improving Fundamentals of Care 
 

       

  Improve LQA system (ward 
accreditation) to ensure core nursing 
standards are met 
 

Sep 
2021 

Feb 2022 Quality and 
Safety 
Committee 

MIAA  Chief Nurse/ 
Deputy and 
Site Dir of 
Nursing 

 

Clinical Quality 
and Safety 

 Mobilise and engage senior nurse 
leaders in a Fundamentals of Care 
Collaborative, to include ward based 
safety processes:  

 standardised ward boards 

 safety huddles 

 productive ward 

 end PJ paralysis/preventing 
deconditioning 

 Streamlining documentation 
 

Nov 
2021 

Nov 2022     Fundamentals of care 
collaborative first two 
modules underway. 
Focusing on intentional 
rounding reliability and 
PPE/IPC. QI and 
corporate nursing 
deploying appreciate 
enquiry techniques for 
coaching wards. 

  Baseline assessment of all priority 
wards and improvement plans 

Sep 
2021 

Feb 2022      
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

developed 
 

  Improvement in standards met 
including risk assessments, 
fluid/nutrition and infection 
prevention and control 
 

Nov 
2021 

May 2022      

  Implement intentional rounding 
 

Nov 
2021 

Feb 2022      

  Improving Clinical Effectiveness 
 

       

  Implement Clinical Reliability Groups 
across all specialties 

 6 specialties to start in first 
round 

 Remaining 20 specialties (6 
new every 6 months) 
 

 
 
Jan 
2022 
Aug 
2022 

 
 
July 2022 
Aug 2024 

Quality and 
Safety 
Committee 

  Medical 
Director/ 
Director of 
Quality 
Improvemen
t 
 

Clinical Lead for CRGs 
appointed and draft 
proposal complete. 
Selection process to be 
complete by end of Jan. 

  Reliable Dementia and Delirium 
Care 
 [Dementia and Delirium services 
have been designated as fragile] 
 

 Full review team staffing 
and structure across sites 

 Improve training 
compliance. 95% of nurse 
staff in targeted areas to 
have received training 

 Improve Dementia and 
Delirium screening to 90% 

 Provision of memory 
boxes/reminisce materials 

 Implement carer’s passport 

 
 
 
 
Nov 
2021 
 
Ongoin
g 
 
 
Nov 
2021 
 
Nov 
2021 
 

 
 
 
 
Nov 2021 
 
May 2022 
 
 
Nov 2022 
 
May 2022 
 
May 2022 

    
 
 
Chief Nurse/ 
Dementia 
and Delirium 
Team 
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

and ‘this is me’ reliability 
 
Safeguarding 

Nov 
2021 

  Appropriate and Consistent 
processes for Deprivation of Liberty 
Safeguards 
 

Sep 
2021 

Feb 2022    Chief Nurse/ 
Deputy and 
Site Dir of 
Nursing 

 

  Reliable senior review 
Undertake a baseline assessment of 
consultant led ward rounds and 
readmissions outliers to determine 
reliable access to senior clinical 
decision makers 
 

Jan 
2022 

Apr 2022  GIRFT  Medical 
Director/ 
Director of 
Quality 
Improvemen
t 
 

 

Clinical Quality 
and Safety 

 Ensure safe medicines management 
 
Develop and deliver on an updated 
Medicines Safety Improvement Plan 
 
Medicines Storage audit and 
improvement  
Launch the updated medicines 
assessment standards and achieve 
>95% compliance 
 

 
 
Sep 
2021 
 
 
Jan 
2022 

 
 
Dec 2021 
 
 
July 2022 

Quality and 
Safety 
Committee 

  Medical 
Director / 
Director of 
Pharmacy 

MSIP development in 
progress. Draft 
complete – awaiting 
stakeholder comments 
for finalization 
  
Recovery plan for audit 
in progress by 
Medicines Safety Group  
 
 

  Controlled Drugs 
Improve compliance with daily CD 
checks to >95% 
 

Oct 
2021 

Jan 2022     Audit due January 
2022.  
 
94.8 (↑) LUHFT July 2021 
 

  Midazolam process redesign – 
continued reliability 
 

Oct 
2021 

Dec 2021     Plan delivered. Awaiting 
ratification at Feb 2022 
MGG. No new 
incidents. Ongoing 
weekly digital check 
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

report.  
  

  Gentamicin 
>90% of gentamicin prescriptions 
reviewed by pharmacy 
 

 
Sep 
2021 

 
Sep 2022 

    Regular reporting to 
AMG/MGG agreed 
starting Feb 2022 

  Weekend reviews by pharmacy, 
antibiotic formulary changed to 
reduce use, EPMA prompts, safety 
newsletter  
 

Sep 
2021 

Oct 2021      

  Missed doses of critical medicines 
Establish an audit methodology and 
baseline metric for omitted and 
delayed doses of antimicrobials 
(including EPMA and paper) 
 

Jan 
2022 

Sep 2022      

  Ensure safe facilities, equipment and 
maintenance 
 

       
 
Risk register review 
completed and 
progressed to 
procurement of  
prioritized items 
 
Medical Equipment 
Asset register 
consolidation project 
underway to identify 
forward plan of EOL 
equipment 
replacement program 

  Medical equipment review: 
 
Review of all medical equipment 

Nov 
2021 

Apr 2022 Medical 
Equipment 
Group 

  Executive 
Director of 
Finance/ 

 
 
Review of Estates and 
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

prioritisation requests to confirm 
and correlate requests against risk 
register and expediting the 
procurement of required kit by 
clinical risk  
 

Director of 
Estates & 
Facilities 
 

Facilities Works 
management and 
Compliance systems 
underway to develop 
consolidated systems 

  Implementation of enhanced EBME 
compliance system to ensure E&F 
maintenance and 
works  management targets are 
achieved and tracked 
 

Jan 
2022 

Jun 2022      
 
 
 
 
National Cleaning 
standards introduced to 
all sites, high traffic 
touch points delivered 
to all sites, enhanced 
frequency cleaning 
introduced to Covid 
high risk areas at AUH 
and phased 
introduction 
commenced at RLH 

  Facilities Management and Site 
Control: 
 
Implement enhanced cleaning 
regime for high traffic touch points 
 

 
 
Dec 
2022 

 
 
Mar 2022 

Estates and 
Facilities 
Assurance 
Group 

    
Extended 24 hours 
cleaning teams 
supplemented in ED 
and AMU areas at AUH 
and introduction 
commenced at RLH 
 

  Enhanced out of hours rapid 
response provision 
 

Dec 
2022 

Mar 2022      

  Implement a clear the clutter 
campaign consistent with a revised 

Dec 
2022 

Mar 2022      
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

Fire Safety Improvement Plan and 
communication strategy 
 

Following completion of 
Fire Safety 
improvement works 
(05/01/22) 
Communications plan 
to be implemented 
including “clear the 
clutter” campaign 

Operational 
and 
performance 
management 
 
Fragile Services 
 

The Trust has designated 
the following as fragile 
services: 

 UEC 

 Patient flow 
services 

 Elective 
administration 

 
Both UEC and patient 
flow issues were 
featured throughout the 
CQC report. While 
elective administration 
services do not, it is an 
area flagged by internal 
systems as having 
significant risk to patient 
safety; therefore, we 
have included it here. 

Urgent and emergency care and 
assessment services (UEC)▲ 

 
Establish clear leadership for the 
urgent and emergency care services 
in line with the new operating model 
and hospital leadership teams 
 

 
 
 
Oct 
2021 

 
 
 
Jan 2022 

 
 
 
Trust Board 

   
 
 
CEO/ 
Exec Team 

New divisional 
leadership / 
triumvirates in place. 

 Phase 1 Urgent Treatment Centres – 
reopen city centre walk in centre and 
agree redirection pathways for non-
urgent patients 
 

Nov 
2021 

Dec 2021 AED Delivery 
Board 

Merseyc
are 

 CEO/ 
COO 

 

 Deliver Phase 2 Urgent Treatment 
Centres – that will provide care to 
patients redirected from the Royal 
and Aintree EDs 
 

Dec 
2021 

Apr 2022  CCG 
Merseyc
are 

 CEO/ 
COO 

In progress - COVID 
incidence response may 
impact timescales. 

 Improve triage process to stream 
patients as appropriate  
 

Sep 
2021 
 

Mar 2022 Ops and 
Performance 
Committee 

KPMG  COO/ 
Hospital 
Leadership 
Teams 

KPMG contract 
complete, including 
diagnostic at Aintree.  
 
ECIST to commence 
diagnostic at Royal 
from mid-Feb 22.  
 
NHSD E-triage 
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Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

implemented at front 
door of both Acute sites 
in Dec 21. 
 

 Implement integrated ambulatory 
pathways 

 Commenced DVT 

 Others to be determined 
 

Nov 
2021 
 
Apr 
2022 

Mar 2022 
 
Mar 2023 

 KPMG   KPMG test of change 
for streaming to 
SDEC/ambulatory 
completed; (increase 
from 9 patients to 13 
patients per day with 
high of 21 patients per 
day) 
 
ECIST support to Royal 
site to commence from 
mid-Feb 22. 
 

 Implement pathways to facilitate 
direct conveyancing for patients 
referred via GP to assessment areas 
and/or ambulatory care areas  

 Frailty pathway commenced 
 

Nov 
2021 

Mar 2022  NWAS 
Merseyc
are 

 COO/ 
Hospital 
Leadership 
Teams 

KPMG test of change 
support to direct 
conveyancing GP 
patients to assessment 
completed; (increase 
from 1 patient per day 
to 5.4 per day with high 
of 12 patients per day). 
 
ECIST support to Royal 
site to commence from 
mid-Feb 22. 
 

 Re-establish medical assessment 
areas at Aintree and implement at 
the Royal site, aligned to opening of 
the new Royal 
 

Dec 
2021 

Aug 2022     MAB/FAB and Majors 2 
areas re-established at 
Aintree (Dec 21). 
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included in the plan? 
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Committee 
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Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

  Patient flow Services 
 
Implement revised Trust escalation 
policy, including triggers for 
escalation   
 

 
 
Oct 
2021 

 
 
Apr 2022 

 
Ops and 
Performance 
Committee 

 
 
KPMG 

  
 
COO/ 
Hospital 
Leadership 
Teams 

Trust escalation policy 
and full capacity 
protocol drafted and 
currently being tested.  
Refinement of trigger 
tools ongoing. 

      NHSIE/EC
IST 

   

  Reliable implementation of  criteria 
to reside 
 

Dec 
2021 

Apr 2022  NHSIE   In progress with 
support from NHSI/E 
flow team. 
 

Operational 
and 
performance 
management 
 

 Implement new operating model for 
the management of patient flow  
Phase 1 – Define 
Phase 2 - Implement 
 

 
Dec 
2021 
 
Dec 
2021 

 
Apr 2022 
 
Dec 2022 

    Scoping workforce 
model commenced 
with senior posts to be 
appointed Feb-22 

  Implement new data collection tool 
and reporting mechanism for RFD 
patients in line with CCG review of 
discharge pathways 
 

Nov 
2021 

Apr 2022  Merseyc
are 

 COO, CFO/ 
Hospital 
Leadership 
Teams, CCIO 
 

App development 
complete.  Testing and 
engagement in progress 
at Aintree.   

  Reduce occupancy of patients RFD by 
70 through out of hospital support 
e.g. nursing homes, domiciliary care, 

etc.* ▲ 

 
*Work Programme and dates of the 
above to be agreed with Liverpool 
system partners to reduce number of 
RFD patients occupying medical beds 
. 
 
 

 Feb 2022 AEDB National 
Intensive 
Support 
Team 
appointe
e: 
Maggie 
Oldham 
 
 
CCG 
Local 

 COO/ 
Hospital 
Leadership 
Teams 

Weekly local system 
safety huddle in place 
and daily escalation 
calls with local 
authority. 
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and 
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Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

authority 
Merseyc
are 

Operational 
and 
performance 
management 
 

 Elective administrative services 
 
Implement revised Elective Patient 
Access Policy which will specify 
process for booking, validation and 
recording outcomes of clinics 
 

 
 
Dec 
2021 

 
 
Jul 2022 

 
 
Ops and 
Performance 
Committee 

   
 
COO/ 
Operational 
and 
performance 
managemen
t 

Harmonised Patient 
Access Policy for LUHFT 
agreed Nov 21.  
Implementation plan 
and compliance audit in 
development. 

  Undertake validation aligned to the 

MBi project ▲  
 

Feb 
2022 

Jul 2022  MBi   MBI LUNA Validation 
tool scoped 

  Develop and implement a single 
dashboard for outpatient access 
standards and data quality 
 

Dec 
2021 

Mar 2022    COO, CFO/ 
Operational 
and 
performance 
managemen
t, CCIO 
 

Dashboard 
development in train 
and on target to be 
operational by March 
2022. 

  Complete full recording of 
outstanding forms and validation of 
waiting lists 
 

Dec 
2021 

Feb 2021    COO/ 
Operational 
and 
performance 
managemen
t 

Backlog of un-
outcomed clinics 
significantly reduced, 
BAU processes 
embedded, and daily 
reporting in place. 
 

  Create standard for harm 
surveillance of waiting lists 
 

Nov 
2021 

Jan 2022     National harm review 
standard implemented. 
Using regional 12 step 
guidance, expanding 
scope of harm 
surveillance. Exploring 
use of C2AI for harm 
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and 
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Leadership 
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highlights – be brief, a 
couple of bullet points 

risk. 
 

Operational 
and 
performance 
management 
 

 Fully implement harm surveillance 
standard for waiting lists across Trust 
 

Dec 
2021 

Mar 2022     National standard fully 
implemented. 
However, implementing 
a broader standard for 
understanding the risk 
of harm for patients 
waiting will take longer. 
 

  Provide training and support in 
operationalizing the new policies  
 

Dec 
2021 

Jul 2022     Onboarding of new 
staff in place and plans 
for ‘admin academy’ in 
development. 

 While not mentioned in 
the CQC inspection 
report, it is an area 
flagged by internal 
systems as having 
significant risk to patient 
safety; therefore, we 
have included it here. 
 

Deliver on NHS requirements for 
long waiting patients* 
 
 
*Dependent on Omicron wave 
experience 

 Mar 2022    COO/ 
Hospital 
Leadership 
Teams 

 

Systems of 
Assurance, 
Risk, 
Governance, 
and Learning 

▲ 

To ensure processes 
clearly define 
accountability for risk 
management at all levels 
of the organisation and 
ensures there is 
appropriate and robust 
reporting, oversight and 
challenge of the 
management of risks at 
all levels. 

Risk Management 
 
Review the Trust’s Risk Management 
Strategy, Policy and Processes that 
clearly define accountability for risk 
management at all levels of the 
organisation, reporting oversight and 
challenge at all levels of the 
organisation 
 

Nov 
2021 
 

Mar 2022 Audit 
Committee 

NHSIE 
governan
ce 
support 

 CEO/ 
 
Director of 
Strategy;  
Associate 
Director of 
Corporate 
Affairs; 
Director of 
Quality 
Governance 

 
 
Review commenced 
with amendments 
currently under 
development. 
Scheduled for 
consideration by the 
Audit Committee in 
March 2022. 



 

21 
 

Improvement 
Theme 
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and 
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Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

 Implementation of a revised scoring 
system for risks to ensure that the 
strength and reliability of controls is 
understood 
 

Nov 
2021 
 

Mar 2022     85% of risks on the 
Trust risk register have 
been reviewed and re-
scored under the 
revised scoring system.   

Develop and undertake a 
programme of risk management 
training 
 

Nov 
2021 
 

Mar 2022      
Training is underway 
specifically related to 
the new scoring system 
(2 sessions a week). 
Following this the 
training framework 
outlined in the Quality 
Governance TNA (Tiers 
1 to 4 for Execs/NEDs to 
all staff) will be 
enacted.   

 To improve systematic 
oversight of quality, 
performance and risk at 
all levels of the 
organisation and point of 
care to Board line of 
sight.   

Governance Structures 
 
Review of assurance committees and 
associated groups to simplify the 
structures and ensure a greater focus 
on divisional reporting and seeking 
assurance against the delivery of the 
Trust priorities. Changes to include 
development of Terms of Reference 
and associated activity schedules. 
 

 
 
Nov 
2021 

 
 
Feb 2022 

 
 
Trust Board 

 
 
NHSIE 
governan
ce 
support 

 CEO/ 
 
Director of 
Strategy;  
Associate 
Director of 
Corporate 
Affairs; 
Director of 
Quality 
Governance 

 
 
New governance 
arrangements approved 
by the Board of 
Directors with meetings 
commencing in January 
2022 and fully 
operational in February 
2022. 
 

  Refocus the arrangements for Audit 
Committee with greater focus on 
aggregation of risk and management 
of controls, acting as the principle 
committee of the Trust on systems, 
controls and risk.   
 

 
 
Nov 
2021 

 
 
Feb 2022 

    Refocused Audit 
Committee to take 
place on 19

th
 January 

2022 with revised 
arrangements 
developed with NED 
Committee Chair. 
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Target 
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Partner 
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RAG  Executive 
and 
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Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

  Refocus the arrangements for the 
Risk Advisory Group Chaired by the 
Interim CEO, amalgamating Trust 
Management Group to become an 
overarching group focused on 
Assurance & Risk. The purpose of the 
group is to gain assurance on the 
delivery of strategic and operational 
priorities with a focus on the 
associated risks. Meeting to be 
attended by Executives and Senior 
Leaders in Divisions and Support 
Services. 
 

 
 
Nov 
2021 

 
 
Feb 2022 

     
New Executive 
Assurance & Risk 
Committee to hold its 
initial meeting on 17

th
 

January 2022.  Work to 
be undertaken to 
enable review of new 
arrangements by 
Internal Audits within 
first three months of 
operation. 

Systems of 
Assurance, 
Risk, 
Governance, 
and Learning 

 Divisions to be supported to define 
develop and implement their 
governance arrangements to meet 
standard output requirements.    
 

 
 
Nov 
2021 

 
 
Feb 2022 

    Outline arrangements 
developed with Terms 
of Reference scheduled 
to be in place by mid-
January with launch of 
new arrangements 
from February 2022. 

 To ensure robust, 
accurate and timely 
quality performance 
information is available 
at all levels of the 
organisation. 

Access to robust, accurate and 
timely quality and performance 
information  
 
Ensure that robust, accurate and 
timely quality performance 
information is available at all levels 
of the organisation to include the 
following: 
 

 Delivery of ‘Making Data 

Count’ session for Board ▲ 

 Availability of data at 

 
 
 
Nov 
2021 

 
 
 
Nov 2022 

 
 
 
Digital 
Oversight 
Committee 

   
Chief Nurse/ 
CFO/ 
CIO 

Making data count 
session scheduled for 
Board. 
 
Review and revision of 
the Board Integrated 
Performance Report 
and Quality and Safety 
Dashboard underway. 
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Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 
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Committee 

Partner 
Support 

RAG  Executive 
and 
Operational 
Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

Specialty  Level; 

 Alignment of Quality and 
Safety Strategy Metrics; 

 Review of the ward level 
balanced score cards and 
divisional dashboards; 

 Standardised quality boards 
for all wards; 

 Refresh of the Quality 
Performance Report to 
include targets/trajectories.   

 Aggregated quality 
reporting by ward (to 
include LQA scores; falls; 
pressure ulcers etc.) to 
identify ‘hotspots’; 

 Improved visibility and 
oversight of  clinical 
effectiveness metrics 

 

 To ensure that serious 
incident processes are fit 
for purpose and that all 
SIs and never events are 
declared and managed 
appropriately.   

Incident Management  
 
Completion of the Trust’s Serious 
Incident (SI) Recovery plan for SIs 
that have significantly breached 
timescales.  
 

 
 
Nov 
2021 

 
 
Mar 2022 

 
 
Quality and 
Safety 
Committee 

  Chief Nurse;  
 
Director of 
Quality 
Governance 
 

 
 
Progress is being made 
to reduce the numbers 
of incidents that have 
significantly breached 
timescales; however, 
there is further work to 
do to improve the 
ownership/ 
management of the SI 
process and the quality 
of the investigations. 
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and 
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Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

Systems of 
Assurance, 
Risk, 
Governance, 
and Learning 

 Revised arrangements for patient 
and family liaison – DMDs/DDNs 
commence liaison and have 
oversight of continued liaison with 
patients and families.   
 

Nov 
2021 

Mar 2022     Responsibilities for 
patient and family 
liaison have been 
emphasised by the 
Chief Nurse to the 
Divisional Directors of 
Nursing. Patients and 
families contacted prior 
to receiving an 
investigation report to 
offer a meeting to 
discuss the findings.   
 
There is further work 
required to ensure that 
patient and family 
liaison arrangements 
are consistently met 
and responsibilities are 
understood.   

  Development of the Trust’s Patient 
Safety Incident Response Plan. 
 

Nov 
2021 

Mar 2022      
Draft Patient Safety 
Incident Response Plan 
completed and 
scheduled for 
consultation in January 
2022.  For Trust 
approval and sharing 
with Liverpool CCG 
February 2022. 

  Delivery of a training programme for 
lead investigators. 
 

Nov 
2021 

Mar 2022      
A training package for 
lead investigators is 
under development.   
 



 

25 
 

Improvement 
Theme 
 
  

Why is this item 
included in the plan? 

Summary of Actions Required Start 
Date 

Completion 
Target 

Assurance 
Committee 

Partner 
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and 
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Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

This will be finalised in 
January 2022 and 
training dates circulated. 

 To improve complaints 
processes the quality of 
responses and 
timeliness.  To ensure 
that the Trust is acting 
on feedback 

Complaints Management 
 
Implement a revised complaints 
management process to include:  
 

 A revised approach to 
complaints responses 
maximising the humility, 
compassion and empathy; 

 Compassion and Empathy 
training for those 
responsible for responding 
to complaints. 

 
 
Nov 
2021 

 
 
Mar 2022 

 
 
Quality and 
Safety 
Committee 

  Chief Nurse;  
 
Director of 
Quality 
Governance 

 
 
A revised approach to 
how the Trust responds 
to complaints was 
introduced in 
November 2021.  This 
revised approach aims 
to provide 
complainants with one 
high quality personal 
response letter which 
addresses the points of 
concern raised by the 
complainant and 
maximises the humility, 
compassion and 
empathy.  There is 
further work to be 
undertaken to ensure 
that the approach is 
aligned to the revised 
operating model.  The 
divisional Directors of 
Nursing are undertaken 
a greater role in 
complaints from the 
beginning of the 
process to determine 
the individuals to lead 
the response. 
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RAG  Executive 
and 
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Leadership 

Exceptions and 
highlights – be brief, a 
couple of bullet points 

The first three of six 
compassion and 
empathy training 
sessions to take place in 
January 2022. 

          

 To review Clinical Audit 
processes ensuring that 
clinical audit outcomes 
are reviewed and acted 
upon. 

Clinical Audit 
 
Review and revise Trust Clinical Audit 
Processes against national HQIP 
guidance for Boards. 
 
Implement recommended changes 
 

 
 
Nov 
2021 
 
 
Jan 
2022 

 
 
Jan 2022 
 
 
Mar 2022 

Audit 
Committee 

  Medical 
Director 
 
Trust Clinical 
Audit Lead; 

 
 
Report following a 
review of Trust 
processes against 
national HQIP guidance 
for Boards to be 
presented to Audit 
Committee on the 19

th
 

January 2022.  The 
report outlines actions 
to be taken by the end 
of March 2022. 
 

Systems of 
Assurance, 
Risk, 
Governance, 
and Learning 

To improve the current 
approach to sharing and 
embedding learning 
across the organisation. 

Sharing and embedding learning 
across the organisation 
 
Complete a review of learning from 
complaints, incidents and inquests to 
understand the extent of 
embeddedness 
 
Agree and implement Trust Learning 
Framework approach/methodology 
to share and embed learning across 
the Trust 
 

 
 
 
Nov 
2021 
 
 
 
Jan 
2022 

 
 
 
Feb 2022 
 
 
 
Jan 2023 

Quality and 
Safety 
Committee 

  
 
 
 

Chief Nurse 
and Medical 
Director/ 
Director of 
Patient 
Safety; 
Director of 
Quality 
Governance 

 

  Define a methodology to measure 
repeat causal factors resulting in 

Sep 
2021 

Mar 2022      
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serious incidents.  
 

Readiness to 
move to the 
new hospital 

To improve the pace and 
visibility of service 
integration and 
readiness to move to the 
new hospital 

Leadership Oversight ▲ 

To have effective commissioning 
arrangements for transfer of staff, 
equipment, and patients to ensure 
safe operations of the new facilities 
on the appointed date. 
 

Nov 
2021 

Hospital 
completion 

New 
Hospital 
Committee 

Potential 
NHSIE 
support 

 CEO/ 
Exec Team 

Update provided via 
deep dive agenda item 

  Implement Clinical Reliability 
Groups 
for the 6 integrating specialties to 
move into the new hospital 
 

Jan 
2022 

Ongoing      

  Benefits realisation 

Report and track benefits realisation 
from new hospital service integration 
 

Dec 
2021 

Hospital 
completion 

 GIRFT 
 
 

   

  Workforce 
Complete the New Hospital 
workforce review for Nursing/AHP 
model 
 

Ongoin
g 

Mar 2022      

  Complete the New Hospital Medical 
Staffing review: to include in and out 
of hours model for delivery 
 

Ongoin
g 

Mar 2022      

  Implement the ‘Building our Future 
Together’ Communication & 
Engagement plan 
 

Ongoin
g 

Hospital 
completion 

     

Integrated 
Organisational 
Development 

Establishing a culture of 
safety, compassion and 
inclusivity with high 
engagement. 

Deliver the OD Integrated Plan ▲ 

 
Fully roll out the cultural change 

 
 
Jan 
2022 

 
 
Mar 2023 

 
 
Workforce 
and 

 
 
 

  
 
Chief People 
Officer/All 
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 programme for 1000+ leaders and 
managers to set the standard 
 

education 
committee 

Execs 

  Implement a Trust compact to define 
mutual expectations 
 

Dec 
2021 

Mar 2022      

  Improved visibility of senior leaders 
locally in work areas. 
 

Dec 
2021 

Ongoing      

 Ensure Leaders at all 
levels have the skills 
they need to deliver the 
LUHFT strategy 

Implement a bespoke programme 
for leaders ▲ 

 
Roll out of integrated Trust 
leadership programmes at four key 
levels 
 

 
 
Nov 
2021 
 
 

 
 
Ongoing 

Workforce 
and 
education 
committee 

Faculty 
of 
Medical 
Leadersh
ip 

 CEO/Chair/C
PO 
Associate 
Director of 
Corporate 
Affairs & 
Company 
Secretary 

 

 

  Mandate programmes for key roles 
 

Nov 
2021 

Dec 2021      

  Continue and complete Executive 
development programme including 
coaching 
 

Oct 
2021 

Ongoing      

 Ensure the Executive 
Team operates as a 
unitary board as part on 
normal operating 
rhythm, role modelling 
values and behaviours 
consistently. 
 

Unitary Board 
 
Deliver a Board development 
programme 
 

 
 
Jan 
2021 

 
 
Apr 2022 

Workforce 
and 
education 
committee 

  CEO/Chair/C
PO 

Measurement Board 
Development session 
scheduled 

 Embed a performance management 
system for leadership and 
management delivery, linked to 
values and behaviours 
 

Dec 
2021 

Apr 2022      

Integrated Ensure the Trust’s organisational Dec Apr 2022      
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Organisational 
Development 

structures are aligned to provide role 
clarity, accountability to support 
patient safety at Hospital and 
Divisional level. 
 

2021 

  Ensure all staff have an effective 
appraisal aligned to the Trust’s 
values and objectives 
 

Oct 
2021 

May 2022      

 Building Trust operating 
model and 
organisational design to 
give clarify for role and 
accountability to 
support patient safety 
 

Implement new organisational 
structure aligned to Hospital site and 
divisional model to provide role 
clarity, accountability and support 
patient safety. 

Dec 
2021 

Jul 2022 Workforce 
and 
education 
committee 

  CEO/CPO 
All Exec 

Hospital Leadership 
Teams appointed and 
operational from 4.1.22 
 
Divisional Leadership 
Teams operational from 
4.1.22    

 Improve workforce 
capacity and capability 
to provide safe care 

Undertake baseline safe staffing 
review of nursing 
 
Assess all wards and departments 
against nursing standards 
commencing with high risks areas 
  

 
 
 
Nov 
2021 

 
 
 
Feb 2022 

Workforce 
and 
education 
committee 

NHSI/E 
Nursing 
& AHP 
Workforc
e Supply 
Team 

 Chief 
Nurse/CPO, 
Associate 
Director of 
Workforce 
Systems 
DNDs 

 
 
Safe staffing review 
completed, paper for 
presentation at January 
Executive assurance 
group 

  Agree and develop workforce plan to 
address shortfalls 
 

Jan 
2022 

Apr 2022      
 

  Have in place systems and processes 
to report and close workforce gaps 
to achieve safe reliable staffing (90% 
standard) 
 

Mar 
2022 

Jul 2022      

  Undertake baseline safe staffing 
assessment for medical staff 
 
Understand vacancies against funded 

 
 
 
Nov 

 
 
 
Feb 2022 

Workforce 
and 
education 
committee 

School of 
Medicine 
Liverpool 
Universit

 Medical 
Director/CP
O 
DMDs 
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establishment 
 

2021 y 

  Assess fragile services against 
national standards and clinical 
service need. Develop plans for 
resolution of gaps 
 

Jan 
2022 

Apr 2022      

  Close medical workforce gaps on 
sustainable basis including 
appointment to new roles 
 

Mar 
2022 

Jul 2022     Moved to the 
recruitment phase for 
30FTE Post Foundation 
Fellows 
 

Integrated 
Organisational 
Development 

 Improve workforce availability 
 
Improve availability of the workforce 
and reduce reliance on temporary 
staffing.  ESR/Establishment review.  
Ensure budgets are aligned 
 

 
 
Nov 
2021 

 
 
Apr 2022 

Workforce 
and 
education 
committee 

  CPO/Chief 
Finance 
Officer 
AD 
workforce 
systems 
 

 
ESR/ledger 
reconciliation team 
now in place   

  Assess baseline of 7 day services 
 

Jan 
2022 

Apr 2022    Medical 
Director/Chi
ef Nurse 
 

 

  Mandatory and role-specific training 
 
 

  Workforce 
and 
education 
committee 

  CPO/Chief 
Nurse/Medi
cal Director 
 

Biweekly review 
meetings now 
undertaken with all 
divisions to support 
trajectory and local 
performance 
management of targets. 

  Ensure Hospital Leadership Teams 
and divisions have an agreed and 
signed off trajectory and lead locally 
to reach compliance in all clinically 
focussed competencies. 

Dec 
2021 

Feb 2022      
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  Ensure Hospital Leadership Teams, 

divisions and corporate services have 
undertaken clinical training identified 
gaps (e.g., Safeguarding L3, PBLS, 
ALS). 
 

Jan 
2022 

May 2022      
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Purpose of Report The purpose of this report is to provide members of the Board with an 

update in relation to progress in delivering the Trust’s Our Future Together 
Strategy, encompassing the four Great Strategic Priorities as well as 
development of the range of enabler strategies. 

Executive Summary • Summary Table 1 provides an overview of progress against the Four 
Great Strategic Priorities, with a detailed narrative at Appendix 1. 

• A final Quality and Safety Strategy and Improvement delivery plan is 
required in order to provide further assurance in relation to the Great 
Care Strategic Priority. A detailed plan with associated milestones 
will be in place for March 22, aligned with the ask of the System 
Improvement Board. Progress against the year 1 target will be 
reported in Q4. 

• Five of the seven enabling strategies have been approved. 
Key Areas of Concern • Of the Strategic Priorities, Great People and Great Research and 

Innovation contain elements that are off-track for Year 1. 
• Progress against Great Care has not been rated this quarter and 

therefore the associated risk to delivery cannot be robustly 
determined at Q3.  

 

Action Required by the 
Board 

The Board is asked to note 
• the progress made against Our Future Together  and the Four 

Great Strategic Priorities, 
• the position in relation to the development of associated enabler 

strategies, and 
• plans to refresh the operational planning framework in order that 

Our Future Together and associated enabler strategies are 
embedded as part of Site-based leadership teams and Corporate 
Services. 

 

  



MAIN REPORT 

INTRODUCTION 

The Board approved the first three-year Corporate Strategy for the Trust, Our Future Together, in May 
2021. In order to achieve our vision of ‘healthier, happier, fairier lives’, we identified and agreed our four 
Great Strategic Priorities: Great Care, Great People, Great Research and Innovation, and Great 
Ambitions, following a period of engagement with a range of stakeholders.  This paper provides an 
update to Board in relation to progress made against the four Great Strategic Priorities at Quarter 3, 
2021-22, as well as the latest position in relation to the development of the range of enabler strategies. 

ANALYSIS 

• A RAG rating approach has been taken to assess progress against strategic objectives in Year 1. 
A summary table is provided below with full details at Appendix 1. 

• Detailed plans are expected in relation to the Quality and Safety Strategy and Improvement Plan 
in Q4 in order to provide assurance against Great Care. 

• Of the seven enabling strategies described in Our Future Together, five have been approved. 
o While progress has been made in the development of the Trust’s Clinical Services and 

Estates strategy, delivery dates are being revised. 
o A refresh of the Quality & Safety strategy is also due to be tabled shortly. 
o A summary of all the enabling strategies due to return to the Board is provided in Table 2 

below. 
• Our Future Together Strategy is now included as part of the Trust induction, and strategy 

sessions have been developed for inclusion in the Leadership Programme. A refresh of the 
Communications and Engagement Plan is scheduled for Q4. 

• This quarter, the Strategy and Planning Office rolled out a revised programme highlight report 
template aligned to the Board Assurance Framework and the Trust’s new corporate governance 
structure and risk management framework.  

• The overall approach to planning is being reviewed and will be re-launched in Q4 to ensure 
operational planning is undertaken across the Trust, for both Site-based leadership teams and 
Corporate Services. This will align operational planning, oversight and accountability in a single 
approach for the Trust Strategy and related enabler strategies, improvement plan and national 
planning guidance. 

Table 1: Progress against the Four Great Strategic priorities (Q3, 2021-22) 



 

Table 2: Progress in the development of enabler strategies (Q3, 2021-22) 
 
Enabling 
Strategy 

Strategy 
Owner  

Support to 
Owner  

Date submitted to 
Trust Board   Q3 update (14/01/22)  

People  Debbie Herring  
Elaine 
Butchard 
/Jason 
Brannan   

October 2020   Signed off 2020-21. 

Quality & 
Safety  

Elaine Inglesby-
Burke Siobhan Moran 

Version 1 approved: 
Jul 2021 
 
Final version: To be 
confirmed 

Strategy signed off by Trust Board 
July 21.  
A refresh of the strategy is in 
progress; awaiting confirmation of 
resubmission date.  

Clinical 
Services  John Brennan 

Tristan Cope/ 
Carwyn 
Langdown 

To be confirmed 

Refreshed approach to co-creating 
a clinical services strategy is being 
drafted. Timelines to be confirmed. 
The strategy will reflect areas of 
existing strength, growth and our 
place in the broader healthcare 
system, ensuring we meet the 
needs of our communities 

Sustainability  Rob Forster   
Paul 
Fitzpatrick/ 
Nicola Daly  

May 2021  Signed off Quarter 1. 

Estates  Rob Forster  Paul Fitzpatrick To be confirmed 
The new Estates Strategy is being 
drafted. The timescales and 
governance route will be agreed in 



January 2022. 

Digital  Rob Forster Jason Bincalar  November 2021  Signed off Quarter 3. 

Research & 
Innovation  Clare Morgan  Terry Jones/ 

Jules West May 2021  Signed off Quarter 1. 

 
 

RECOMMENDATION              
                         
Members of the Board are asked to note: 

• the progress made against Our Future Together  and the Four Great Strategic Priorities, 
• the position in relation to the development of associated enabler strategies, and 
• plans to refresh the planning framework in order that Our Future Together and associated 

enabler strategies are embedded as part of Site-based leadership teams and Corporate 
Services.This will align operational planning, oversight and accountability in a single approach for 
the Trust Strategy and related enabler strategies, improvement plan and national planning 
guidance.



 

Appendix 1: Progress against the Four Great Strategic priorities (Q3, 2021-22) 

Great Care 

Our 
strategic 
objectives 

Our measures of 
success Year 1 Target Q2 Q3 Narrative update 

Safe 

Have the best 
safety culture in the 
NHS 

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

  

The high level programmes of work are defined in 
the Quality & Safety strategy and the LUHFT 
Improvement plan. A detailed plan with 
associated milestones will be in place for March 
22, aligned with the ask of the System 
Improvement Board. Progress against the year 1 
target will be reported in Q4. 

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  

  

The high level programmes of work are defined in 
the Quality & Safety strategy and the LUHFT 
Improvement plan. A detailed plan with 
associated milestones will be in place for March 
22, aligned with the ask of the System 
Improvement Board. Progress against the year 1 
target will be reported in Q4. 

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

Achieve a significant increase in 
overall incident reporting   

Work is progressing to embed a culture and 
transparent approach to incident reporting and an 
initial increase has been observed. 
The high level programmes of work are defined in 
the Quality & Safety strategy and the LUHFT 
Improvement plan. A detailed plan with 
associated milestones will be in place for March 
22, aligned with the ask of the System 
Improvement Board. Progress against the year 1 
target will be reported in Q4. 

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  

  

The high level programmes of work are defined in 
the Quality & Safety strategy and the LUHFT 
Improvement plan. A detailed plan with 
associated milestones will be in place for March 
22, aligned with the ask of the System 
Improvement Board. Progress against the year 1 
target will be reported in Q4. 



Effective 

Deliver consistent, 
high quality 
inpatient care  

All wards improve one level or 
maintain LQA Gold status 

  

The high level programmes of work are defined in 
the Quality & Safety strategy and the LUHFT 
Improvement plan. A detailed plan with 
associated milestones will be in place for March 
22, aligned with the ask of the System 
Improvement Board. Progress against the year 1 
target will be reported in Q4. 

Be a top performing 
Trust for access 
standards  

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

  

DM01 Diagnostics 
• Weekly validation of DM01 position in place 
• PTL for sleep studies in development and 

then rolled out to other specialties 
• 6-4-2 meetings in place for endoscopy 

scheduling 
• Continuation of insourcing endoscopy 

support and commencement of mutual aid 
Cancer 2 week waits 
• Weekly tracking of 2 week wait referrals in 

place and early risk flags for escalation 
• Recovery plan developed for Breast Cancer 

2 week waits 
 

Great People 

Our 
strategic 
objectives 

Our measures of 
success Year 1 Q2 Q3 Narrative update 

Great Staff 
Experience 

Improved staff 
engagement score 
in the staff survey 

Achieve an improvement in staff 
engagement score to 7.0 

  No new data point available at the end of this 
quarter, so the RAG rating from Q2 has been 
carried over for this period.  
The national staff survey ran during November-
December, this now supersedes the Q3 pulse 
check/FFT. 
This quarter, we launched the New Hospital Big 
Conversation, which achieved over 750 staff 
interactions in the first week. 

Great Place 
to Learn and 

Improved NHS Staff 
Friends and Family 

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

  See above. 



work Test 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 

  The Trust has embedded values and behaviours 
in all of our five leadership offers that went live on 
1 October 2021, including five programmes that 
cover band 2 to band 9. 
Launched one day culture programme to 
divisional leaders, to embed leadership style and 
approaches. This will be supplemented by a 
bespoke development programme for divisional 
leaders to cover the next 12 months. 
Mandated key learning programmes for all new 
starters to ensure that managers are trained in 
developing a coaching culture, that will go live in 
January 22. 

Retain Our 
Talent 

Improved staff 
retention Improve staff turnover rate to 11.5% 

  The Trust’s staff turnover rate has increased from 
11.8% at the end of Q2 to 13% at the end of this 
period, making it increasingly unlikely we will 
achieve our year 1 target for staff retention. 
To better understand the reasons for staff leaving 
the organisation and help encourage staff to stay 
with the Trust we have completed the following 
actions: 

• Reviewed the exit interview/resignation 
data to identify hotspot areas as part of 
targeted intervention;   

• Completed a review of the Flexible 
Working Policy and a pilot study agreed 
within a ward area to develop initiatives 
co-created with nurses; 

• Established a pipeline for domestic and 
international recruitment; 

• All students nurses will be offered a role 
within the Trust and a video highlighting 
opportunities the Trust can provide is in 
place; 

• Appointment of a post funded by NHSI to 
embed the People Promise and develop 
as an exemplar Trust; 



• Review of bank rates and incentives for 
staff within clinical areas;  

• Social media campaign taking place to 
attract nurses to the Trust;     

• Pension flexibilities advertised  across the 
Trust. 

 

Great Research & Innovation 

Our 
strategic 
objectives 

Our measures of 
success Year 1 Q2 Q3 Narrative update 

High Quality 
Research 
and 
Innovation 

Increased number of 
active clinical 
research studies 

10% increase in active clinical 
research studies from baseline 

  In quarter 3, the number of active clinical research 
studies has increased from 196 to 211. The Trust 
must initiate an additional 49 research studies in 
Q4 to achieve our target for year 1. 
The following actions have been completed this 
period: 
• RESTART Programme and data cleansing of 

EDGE; 
• Mapping the skill mix against the portfolio; 
• Development of a winter plan and COVID 

taskforce. 

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 have engaged with outpatients and IT around 
the best means of capturing patients who are 
offered to participate in clinical research.  
Communications plan drafted to maximise our 
reach to promote new research opportunities, this 
includes setting up a dedicated Twitter account 
for LUHFT research. 
Despite the progress made to date, this year’s 
target of offering 20% of our patients the 
opportunity to participate in clinical research 
remains at risk. 

Embedded 
Culture 

Increased number of 
research active 
clinicians 

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

  This period our number of research active 
clinicians has grown to 356. This is equates to a 
19.5% increase in year 1, against the 20% target 



for year 3. 
 

Great Ambitions 

Our 
strategic 
objectives 

Our measures of 
success Year 1 Q2 Q3 Narrative update 

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 

  

The emerging findings were presented to CEOG 
on 9 November. The draft final reporting findings 
were shared with CEOG on 7 December for 
review and any comments. A provisional baseline 
position of 64.4% of stakeholders who rate the 
Trust as a good or excellent partner has been 
established. 

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

  

LSP report published and city plan workstream 
being refreshed. LUHFT anchor institution plan to 
be developed in Q4 aligned to Sustainability 
strategy. 

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 Trust’s Integration and New Hospital 
programme continues to remain on track, in line 
with the programme plan and key milestones set.  
Following the approval of the reconfiguration 
schemes and associated business cases, detailed 
implementation planning is in near completion for 
each clinical reconfiguration scheme with input 
from clinical and operational teams supported by 
the Integration/New hospital programme team.  
A NED workshop was held in October, to provide 
an overview of the proposed clinical 
reconfiguration schemes, the process followed to 
develop and approve each scheme, and highlight 
the key risks to implementation.   
Staff engagement has commenced for the 6 
specialties. 
Stage 1 of the NHSEI assurance process for 
major service change commenced on 22 Nov with 
a ‘Strategic Sense Check Review’ meeting held 



with commissioners. Key lines of enquiry in 
relation to the proposed clinical models were 
requested, with responses provided  to the NHSEI 
assurance team. 

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

  

Ongoing engagement with C&M & HCP 
leadership & priority work areas. 
Excellent engagement & contribution to 
developing  ICP plans (Liverpool, Sefton, 
Knowsley) in preparation to transition to 
C&M Integrated Care Board. 
H2 returns made to C&M & HCP. 

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 

  
Electronic Patient Record Programme – Care 
Record Liverpool (CaRL) has commenced; draft 
plan has been produced. 

Financial 
sustainability Achieve financial stability 

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

  

LUHFT delivered a surplus of £0.2m in H1, 
supporting the C&M system in achieving a 
balanced position for the half year. 
Breakeven plan for H2 submitted. Key for H2 
dependencies are: 
• Delivery of H2 activity projections securing 

£14m of additional income via Elective 
Recovery Fund (ERF); 

• CIP reduction in expenditure run rate of £16m 
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Purpose of Report The Board Assurance Framework (BAF) is refreshed on a quarterly basis 

through discussion with the Executive Director lead for each risk.  
 
This paper provides the Board of Directors with the latest version of the BAF 
for Q3 (September – December 2021) which contains details of the fourteen 
principal risks to the achievement of the Trust’s strategic objectives.  
 
Eight of these risks are currently rated at 10 or above with three being 
identified as serious risks and a further five rated at 12 or above i.e. significant 
risk.  Full details of these risks are attached. 
 

Executive Summary Previously each risk was allocated to a Board Assurance Committee which 
enabled oversight, scrutiny and assurance before being formally presented 
to the Board. Under the new Corporate Governance arrangements 
introduced from January 2022, each risk has been allocated to one of the 
new Executive Groups which going forward will undertake the oversight role 
prior to presentation at both the Executive Assurance & Risk Committee and 
Audit Committee.  
 
All risks have been subject to review by the respective lead Executive 
Director who has provided a recommended risk score in line with the updated 
risk scoring methodology. The reviews were aligned with discussions on the 
Trust’s Strategy to ensure there is a read across to objectives and 
deliverables. However, during the scheduling of meeting arrangements, it 
has not been possible to have the detailed scrutiny from all of the new 
Executive Group arrangements during January. It is intended that the 
reporting arrangements will be adjusted to allow this to take place in Q4.  
 
However, the Board Assurance Framework was presented to the first 
meeting of the Executive Risk & Assurance Committee on 17 January 2022 
at which time all risks scores were reviewed with specific focus given to those 
risks scored at 10 or above.  Full details of the most significant risks i.e those 
scored at 12 or above were presented to the Audit Committee for further 
review on 19 January 2022.   
 
Both committees identified the need for further work to take place to 
strengthen the action being taken to address gaps in controls. Whilst the 
actions have been scored as part of the updated risk scoring methodology, 
inconsistencies were identified. In addition, the committees requested further 
work be undertaken to review risks associated with the Digital agenda.  It was 
felt that current reporting did not (i) adequately reflect the risks being carried 



by the Trust until a new Integrated Patient Record system is procured and 
implemented, and (ii) adequately address issues with data quality.  
 
These amendments will be reflected in the Q4 report together with a mapping 
of all risks within the Trust with a score of 12+ to the respective BAF risk. This 
will enable clearer narrative and read across between the risk report, 
Executive Groups and the BAF e.g. the risks and actions being taken to 
address Delayed Transfer of Care or Referral to Treatment. 
 
As part of the ongoing governance restructure, reporting of all corporate risks 
scoring at 10 or above will be reviewed on a monthly basis by each Executive-
Led Group prior to submission to the Executive Assurance & Risk Committee.  
All risks scored at 12 or above will be reported to the Audit Committee and 
the Trust Board through the escalation process.   

Key Areas of Concern Additional work is required to fully implement the governance arrangements 
introduced during January 2022 and the risks associated with its 
implementation have been added to the Risk Register. Specific work is 
required to enable risks to be reviewed through Hospital Leadership Teams 
and the new Executive-Led Groups in advance of consideration by the 
Executive Assurance & Risk Committee. The timetabling of reporting will be 
crucial so that operational risks are considered at the same time as the BAF 
reviews.  
The risk level associated with Risk 7 (A risk to improve recruitment and 
retention rate) has increased during the quarter which reflects increased 
turnover rate together with the potential impact of implementing the national 
vaccination as a condition of employment for healthcare workers. This is 
subject to separate discussions with board members.  

 

Action Required by the 
Board  
 

The Board is asked to:  
• review the proposed BAF scores  
• assess whether there are any gaps in the identified controls that need 

to be addressed.  
 

  REPORT DEVELOPMENT: 
Committee or meeting 
report considered at: 

Date Lead Outcome 

Executive Assurance & Risk 
Committee 

17/01/22 Daniel Scheffer The Committee noted the updates to risks on the 
BAF in line with the new risk scoring methodology 
and requested the following:  

• Updates to reflect ‘Gaps in Control’ on the 
BAF 

• Clearer narrative between risks on the 
Corporate Risk Register and the BAF 

• An additional review of the scoring to Risk 
13; A failure to digitally enable the 
organisation was undertaken.   

Audit Committee  19/01/22 Daniel Scheffer The Committee approved the proposed risk scores 
recommended by the EARC and noted the 
improvements which had been agreed for future 
reports. The Committee also noted the updates to 
risks on the BAF in line with the new risk scoring 
methodology, and the role of the Executive 
Assurance & Risk Committee in reviewing risk.   

 



MAIN REPORT 

1. Introduction 

This report provides a summary of the BAF position, including notable changes in content during Q3 of 
2021/22 and outlines the work undertaken in the period to improve the quarterly review process. 
 
2. Risk Scoring Methodology 

A new risk scoring methodology was introduced across the Trust in November 2021. The aim of the change 
was to facilitate a dynamic approach to risk management enabling the Trust to be assured that appropriate 
mechanisms of control are in place.  A successful risk management system will ensure that risk owners 
provide assurance that they are managing risks consistently by ensuring the effectiveness of controls and 
actions being put in place to mitigate the impact of any risks.  
 
The new methodology details how scoring risks using a 5+5+5 matrix includes consideration of controls, 
rather than the previous 5x5 matrix, and can ensure increased visibility of the available assurance and 
support more robust oversight.  The following steps have been implemented:  
 
Risk scores are now broken down to likelihood, consequence and risk control scores which are defined 
as: 
 

• Risk likelihood score: the likelihood score is based on the probability of the risk emerging, how 
frequently it might occur and the timeframes in which the risk might occur 

• Risk consequence score: the consequence score is based on a number of factors, for example, 
the financial implications, the number of services users or staff potentially affected, the ability of 
the LUHFT to achieve its objectives or the effect on LUHFT reputation 

• Risk control score; risk controls are the means by which a risk’s consequence or likelihood, or both 
are reduced.  

 
The final risk score is calculated by adding the Likelihood, Consequence and Risk Control Score, i.e. 
[Likelihood] + [Consequence] + [Risk Controls] = [Risk Profile Score]. 
 
3. 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.  

Risk 1, 2 and 4 have been subject to further review during Q4 by the Interim Chief Nurse and Interim 
Medical Director to ensure alignment with the Trust’s Improvement Plan and also the Quality and Safety.  
 
Risk scores on the BAF have been updated to reflect the changes to risk scoring methodology described 
above.  
 
4. Strategic Alignment 

The table in Appendix 1 outlines the strategic objectives underpinning the “Four Greats” set out in the Our 
Future Together Strategy, alongside the measures of success for year 1 of the strategy (2021/22) and key 
deliverables.  It should be noted that capacity in the teams has impacted on the development of the 
deliverables for some areas. 



It is important to consider the BAF risks in the context of the Trust’s strategies and work will be undertaken 
in Q4 to fully align the BAF with the new strategic objectives.   Risk scoring is based on the risks to delivery 
of the measures of success set out for year 1. 

5. Updates to Risks 

Each risk score has been updated in line with the new risk scoring methodology.  The level of risk to the 
delivery of the Trust’s Strategy remains at a similar level to Q2, however concerns have been identified to 
Risk 7 which relates to the failure to improve recruitment and retention. The level of risk has increased 
reflecting the pressures in the employment market and recognition of the risks associated with the COVID 
Vaccination requirements which come into effect from 1 April 2022. A working group has been established 
to develop internal guidance and advice together with developing a fully understanding of the impact and 
risks facing the Trust. This will enable a series of actions to be undertaken to mitigate the level of risk... 
The top 8 serious risks i.e. those with a score of 10+ for escalated to the Executive Assurance and Risk 
Group were:  
 

• Risk 1 - A failure to provide safe care 
• Risk 2 - A failure to provide effective care  
• Risk 3 - A failure to provide timely access to care 
• Risk 5 - A failure to provide a great staff experience 
• Risk 6 - A failure to become a great place for healthcare professionals to learn and work 
• Risk 7 - A failure to improve recruitment and retention rate 
• Risk 11 - A failure to build upon successful partnerships 
• Risk 14 - A failure to achieve financial sustainability. 

 
The top 5 significant risks escalated to the Trust Board, are:  

• Risk 1 - A failure to provide safe care 
• Risk 2 - A failure to provide effective care  
• Risk 3 - A failure to provide timely access to care 
• Risk 7 - A failure to improve recruitment and retention rate 
• Risk 14 - A failure to achieve financial sustainability. 

6. Recommendations 

The Board is asked to:  
• review and approved the proposed BAF scores  
• assess whether there are any gaps in the identified controls that need to be addressed  

 
 

  



Appendix 1 

Table 1: 

Risk Reference / Full Risk Description 
Q3 

2020/21  
Risk 

Score 

Q4 
2020/21 

Risk 
Score 

Q1 
2021/22 

Risk 
Score 

Q2 
2021/22 

Risk 
Score 

U
PD

AT
ED

 R
IS

K 
SC

O
R

IN
G

 M
ET

H
O

D
O

LO
G

Y 

Q3 
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 + 4 + 3 
= 12  

2. A failure to provide effective care 5 x 3 = 
15 

5 x 3 = 
15 

5 x 3 = 
15 

5 x 3 = 
15 

4 + 4 + 4 
= 12 

3. A failure to provide timely access to care 5 x 5 = 
25 

5 x 4 =    
20 

4 x 4 =    
16 

4 x 4 =    
16 

5 + 3 + 4 
= 12 

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 +  
3 + 2 = 9 

5. A failure to provide a great staff experience 3 x 4 = 
12 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 + 3 + 4 
= 11  

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 

4 + 4 + 3 
= 11  

7. A failure to improve recruitment and retention 
rate 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 3 = 
12 

4 + 5 + 4 
= 13 

8. A failure to deliver high quality research & 
innovation 

3 x 2 =   
6 

3 x 3 =    
9 

3 x 3 =    
9 

3 x 3 =    
9 

3 + 3 + 3 
= 9 

9. A failure to widen access to research 
opportunities 

3 x 2 =   
6 

3 x 4 = 
12 

3 x 4 = 
12 

3 x 4 = 
12 

3 + 3 + 3 
= 9 

10. A failure to embed a culture of research & 
innovation 

3 x 2 =   
6 

3 x 3 =   
9 

3 x 3 =   
9 

3 x 3 =   
9 

3 + 3 + 3 
= 9  

11. A failure to build upon successful partnerships 3 x 4 = 
12 

3 x 4 = 
12 

3 x 4 = 
12 

3 x 2 = 
6 

4 + 3 + 3 
= 10 

12. A failure to consolidate sustainable services 4 x 4 = 
16 

4 x 4 = 
16 

4 x 4 = 
16 

4 x 3 = 
12 

3 + 3 + 2 
= 8  

13. A failure to digitally enable the organisation 4 x 4 = 
16 

3 x 4 = 
12 

3 x 4 = 
12 

4 x 2 = 
8 

3 + 2 + 2 
= 7  

14. A failure to achieve financial sustainability 5 x 4 = 
20 

5 x 4 = 
20 

5 x 4 = 
20 

5 x 3 = 
15 

5 + 4 + 3 
= 12  

 

 

  



 

 
 

 

Risk: Failure to provide safe care 
Lead Executive Director   Executive Medical Director 

Lead Officer Director of Patient Safety 

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

C L RC RPS C L RC RPS C L RC RPS 
December 
2021 The safe and effective care section of the BAF has been updated aligned to the overarching organisational 

strategic aims. The updated plan capture both the current critical risks and assures that any risks to the 
delivery of the LUHFT improvement programmes are both visible and acted upon in a timely manner. 

5 5 2 12 5 4 3 12 5 2 1 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) 

Significant Risks 
i.e. risks scoring 
12+ on the CRR 

Committee/Group Oversight Level of  
assurance 

Failure to prevent the 
occurrence of Never 
Events 

• NatSSIPS/LocSSIPS 
procedural safety 
framework 

Compliance with LocSSIPS 
safety checklists 
Team safety performance in 
utilising LocSSIPS to 
prevent unintended error 
 
 

Harmonisation and optimisation of 
68 current LUHFT LocSSIPS 
Human Factors for NatSSIPS team 
training programme  (Q1 22/23) 

 Quality & Safety Group  

Failure to prevent 
avoidable harm related to 
inpatient falls and hospital 
acquired pressure ulcers. 

• Associated risk 
assessments and 
preventative plans of 
care/ harm mitigation 

Monthly improvement 
dashboard tracking rates 
over time 

Implementation of 90 day 
improvement cycles aligned to the 
updated falls and pressure ulcer 
prevention strategies (Q1 22/23) 

 Quality & Safety Group  

Failure to recognise, 
respond and rescue the 
deteriorating patient   

• News 2 deterioration 
recognition system 

• Medical emergency 
response team 

Monthly News 2 compliance 
report.  

National cardiac arrest audit 
performance(NCAA) 

Implementation of the deteriorating 
patient breakthrough series 
collaborative (Q1 22/23) 

 Quality & Safety Group  

Failure to prevent unsafe 
prescribing and/or 
administration of 
medicines  

• MSIP medicines safety 
improvement plan 

• EPMA – safety 
medicines e system  

• Staff role specific 
training compliance  

DATIX – medication 
incident rates and associate 
harm levels 

Develop and deliver on an updated 
medicines safety improvement plan 
(Q2 22/23) 

 Quality & Safety Group  



 

 
 

Failure to deliver timely 
and effective care, 
resulting from issues 
aligned to capacity and 
demand and/or safe 
system failure. 

• Waiting list 
reprioritisation review 
programme  

• Long waiters harm 
review programme  

Datix – incidents related to 
failure to deliver timely 
access to care 

Review, refine and optimise both the 
waiting list reprioritisation 
programme and associated harm 
review process.Q4 21/22) 

 Quality & Safety Group  

Failure to maintain a 
positive patient safety 
learning culture  

• Incident reporting rates  
• Incident harm rates  
• Investigation completion  
• Action plan 

implementation  
• Lessons learnt sharing  

NRLS – Incident reporting 
benchmarking  

 

Development of the Trusts patient 
safety incident response plan, to 
include the sharing and embedding 
of learning across the organisation 
(Q1-Q4 22/23) 

 Quality & Safety Group  

Failure to ensure adequate 
levels of staffing and 
appropriate skill mix to 
deliver safe and effective 
care  

• Safe staffing e-system 
• Safe staffing huddles  
• Role specific training 

programmes 

Monthly safe staffing report  Implement new organisational 
structure aligned to Hospital site and 
divisional model to provide role 
clarity, accountability and support 
patient safety. (Q1 22/23) 

 Quality & Safety Group  

Failure to maintain safe 
services during infection 
outbreaks  

• IPC Policies/SOP’s 
• Co-flow guidance 
• Daily ward Covid 

checklist 
• Remote access for staff 

working from home 
•  

Daily monitoring via LIGHT 
dashboard & TCG 

Capacity and demand 
modelling  

Business continuity plans 

Annual review of effectiveness of 
measures taken, aligned to a 
forward view optimisation 
programme. (Q1 22/23) 

 Quality & Safety Group  

  



 

 
 

Risk xx Failure to …… 
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 
i)  

 

L = Likelihood C = Consequences RC = Risk Control RPS = Risk Profile Score 

Calculation of RPS - Likelihood (L) of the risk occurring + potential Consequence (C) of the risk + the effectiveness of controls in place (RC) = Risk Profile Score  
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BAF Risk 2: Failure to provide effective care 
Lead Executive Director  Medical Director and Chief Nurse 

Lead Officer AMD for Governance; Director of Quality Governance 

Date updated December 2021 
Date: Update Commentary Initial Score Current Score Target Score 

C L RC RPS C L RC RPS C L RC RPS 
December 
2021 
 

Risk 2: Failure to provide elective care has been revised for Q3 2021-22 to take into account the Trust’s 
LUHFT Improvement Plan developed in November 2021.  Controls currently however remain rated as 4.  
Actions have been agreed however, in some cases, no action has commenced.  The current levels of 
assurance for the risks and issues presented below remain moderate or limited. 
 

4 4 4 12 4 4 4 12 4 3 1 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) 

Significant Risks 
i.e. risks scoring 
12+ on the CRR 

Committee/Group Oversight Level of  
assurance 

Delivery of effective, 
reliable care at specialty 
level across LUHFT, with 
visibility of clinical 
effectiveness metrics.  

• Establishment of a 
GIRFT Oversight 
Group and 
confirmation of 
priority areas – 
Following a period 
of GIRFT hiatus 
during the COVID 
pandemic the 
programme is due 
to recommence 
(July 2021).   

Availability of external 
Advancing Quality; GIRFT 
and national audit 
data/outcomes providing 
benchmarked information at 
speciality level 
(Independent). 
 
GIRFT Reports – quarterly 
reports monitoring 
completed actions to the 
Clinical Standards 
Functional Group 
(Oversight). 

The establishment of Clinical 
Reliability Groups across all 
specialties: 

• 6 specialties to commence 
in the first round to report to 
Clinical Effectiveness 
Committee (March 2022). 

 Clinical Effectiveness Group   

Delivery of clinical audit 
processes to ensure that 
clinical audit outcomes 
reviewed and acted upon 

• Existing 
systems/SOPs for 
clinical audit; 

• Trust Clinical Audit 
Lead and Chair of 
Clinical Audit Group 
appointed; 

• Annual Clinical 
Audit Programme - 
A ratified Clinical 

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 
completed and presented to Audit 
Committee on the 19th January 
2022); 
 
Internal Audit Report on Clinical 
Audit process (Independent) - This 
is not on the programme for 2021-

 Audit Committee  



 

 
 

Audit Forward Plan 
presented to Audit 
Committee in July 
2021; 

22; however will be requested for 
2022-23 to test the Trusts response 
to the self-assessment outlined 
above (April 2022) 

Delivery of reliable 
Dementia and Delirium 
Care  

• Existing 
systems/SOPs for 
the delivery of 
dementia and 
delirium care. 
 

Quality Performance Report 
to Quality and Safety 
Committee (September 
2021):  Dementia screening 
48%  

Improve training compliance to 95% 
of nursing staff in targeted areas to 
have completed training (May 2022) 
 
Implement carers passport and “this 
is me” reliability (May 2022) 
 
Improve dementia screening to 90% 
(November 2022) 

 Quality and Safety Group  

Compliance with the 
acknowledgement of 
diagnostic results to 
enable effective and timely 
continued care.  

• Consistent site 
electronic systems 
for discharge 
summaries across 
LUHFT to aid 
reporting 

• A reporting system 
has been 
established in 
LIGHT. The system 
is live in LIGHT and 
used to monitor 
performance. 

• Divisional 
Assurance Groups 
(DAG) monitor and 
manage 
performance. 

Continued clinical incidents 
due to not acting on results. 

Site assurance regarding actions 
taken and performance monitoring 
to be provided to Clinical 
Effectiveness Committee (April 
2022). 

 Clinical Effectiveness Group   

Compliance with Electronic 
Discharge Summary 
Parameters to include 
notifications to primary 
care within 24 hours for 
>85% Patients.   

• Consistent site 
electronic systems 
for discharge 
summaries across 
LUHFT to aid 
reporting 

Assurance Report to Quality 
and Safety Committee 
(November 2021):  

• Inpatient wards 
77.23%; 

• Assessment Units 
75.04%; 

Develop updated discharge 
summary policy (December 2021) 
 
Engage with CCG to agree 
mechanism for day case activity 
reporting (January 2022) 
 

 Clinical Effectiveness Group   



 

 
 

• Day-case 8.46% Proceed with unified discharge 
summary notification for Acute & 
Emergency Medicine (January 
2022) 
 
Review to be undertaken regarding 
the reporting of electronic discharge 
summary compliance (April 2022) 
 
Site assurance regarding actions 
taken and performance monitoring 
to be provided to Clinical 
Effectiveness Committee (April 
2022). 

  



 

 
 

Risk xx Failure to …… 
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 

 

L = Likelihood C = Consequences RC = Risk Control RPS = Risk Profile Score 

Calculation of RPS - Likelihood (L) of the risk occurring + potential Consequence (C) of the risk + the effectiveness of controls in place (RC) = Risk Profile Score  
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Risk 3: Failure to provide timely access to care 
Lead Executive Director  Chief Operating Officer 

Lead Officer Director of Performance and Operational Improvement 

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

C L RC RPS C L RC RPS C L RC RPS 
09/12/21 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 Performance and Operational Improvement.  These are supplemented with weekly 
elective and non-elective reviews. 

The Trust continues to operate A&E services under the conditions 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 64.07% in October (Royal 74% and Aintree 44%) 
compared to 66.03% in August 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 77%. 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:  

- Commissioning expert external support from KPMG and NHSE/I System Improvement Team. 

• KPMG are providing 16 weeks of support to front door flow and demand on the Aintree site 
through Triage, Streaming, Direct Conveyancing to Assessment and enhanced Same Day 
Emergency Care pathways. Test of Change events are planned for November and 
December. 

• NHSE/I SIT teams are supporting ward based discharges and internal flow across 11 pilot 
wards across all sites.  Three cross Trust sprint events are planned for November and 
December. 

- Deployment of NHS Digital’s E-triage / E-Stream Navigator Tool to across all urgent and emergency 
care providers in North Mersey to support the safe triage of patients to the most appropriate pathway 
of care; in some instances this will be away from A&E and to other care providers. 

• During the first 10 days of September the Trust mobilised a ‘perfect week’ series of improvement 
interventions and which have resulted in the following improvements in key measures:  
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Baseline  
02/08/21 - 29/08/21 
 
No of patients >12 hours in 
ED: - 
- Aintree   46 
- Royal      50 
 
Daily Corridor Cases:- 
- Aintree   31 
-  Royal     33 
 
DTA to Bed Avg Wait Hrs:- 
- Aintree    6 
- Royal       8.1 
 
Overnight bed waits:- 
- Aintree   18 
-  Royal     29 
 
%age patients discharged  
< 12 noon:- 
- Aintree   14.3% 
-  Royal      8.7% 

Perfect Week  
06/09/21 
 
No of patients >12 hours in 
ED: - 
- Aintree   33 (-14) 
- Royal      46 (-4) 
 
Daily Corridor Cases:- 
- Aintree   25 (-7) 
-  Royal     41 (+8) 
 
DTA to Bed Avg Wait Hrs:- 
- Aintree    4 (-2hrs) 
- Royal       7 (-1.1hrs) 
 
Overnight bed waits:- 
- Aintree   14 (-4) 
-  Royal     29 (0) 
 
%age patients discharged  
< 12 noon:- 
- Aintree   15.2% (+1%) 
-  Royal      7.5% (-1.2%) 

 
• In line with response to CQC action plans, Acute and Emergency Medicine and Specialist Medicine have 

established Divisional Non Elective Improvement Groups to give local oversight of improvement.  Oversight 
continues to be managed by the Non-elective Strategic Oversight Group. 

Referral to Treat  
• Overall performance for elective access (i.e. % of patients seen within 18 weeks) in October is 57.59% 

against the national target of 92% and compared to the Upper Quartile benchmark performance of 80.40% 
(September UQ).   

• Waiting list size has increased 69,501 at the end of October from 63,996 in August.  The number of patients 
waiting over 52 weeks has increased to 6,066 from 4,824 in August.  The Trust has a process in place to 
validate all long wait patients and identify patients for clinical review. 

• The restoration of elective activity has continued. At the end of October 63% of theatres have re-opened 
with plans to increase to 86% by December.   1,315 elective cases were delivered compared to 942 in 
August; 29% cancer, 63% clinically urgent and 8% 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 (ophthalmology, orthopaedics, general surgery) and 
waiting list initiatives. 



 

 
 

• Performance on RTT continues to monitored by the Elective Access Strategic Oversight Group 
• It is likely that performance against the 18 week referral to treatment measure will continue to deteriorate as 

a result of now being able to treat patients of lower clinical priority (as determined by national P code 
definition) and with longer wait times. 

Diagnostic performance 

• At the end of October, 10.16% of patients are waiting over 6 weeks for outpatient diagnostics.  The number 
of patients waiting over 6 weeks is 1,231, an increase of 216 since August. Demand for diagnostics is 
continuing to increase with 12,117 patients waiting compared to 9,560 in August; a 26% increase.   

• At individual modality level, we have seen patients waiting over 6 weeks for CT decrease with an 
improvement in performance to 1.38%.    

• However, pressures continue in Endoscopy, in particular Colonoscopy and Gastroscopy.  The overall 
volume of patients waiting for colonoscopy has increased  and 1,265 patients (45.69%) are waiting over 6 
weeks compared to 952 patients waiting in August (49.26%).  1,102 (38.57%) patients are waiting over 6 
weeks for gastroscopy compared to 952 (36.34%) in August. 

• Measures remain in place to help address /improve performance including waiting list initiatives, mutual aid 
and insourced Medinet capacity including continuation of additional Medinet lists at the Royal. 

Cancer Performance  
• 2 week wait: % of patients seen within 2 weeks of referral with suspicion of cancer reached 92.84% in 

September and is projected to be 79.5% in October.  The deterioration in performance against the 2 week 
standard has been driven by significant increased demand for Breast Cancer which is expected to remain 
high through October’s Breast Cancer Awareness Month.  This will continue to put pressure on Breast 
Services and 2 week waits for a couple of months.   

• 31 day target: % of patients who had 1st treatment within 31 days of cancer diagnosis is 92.54%, below the 
national target of 96%. Performance against this measure is expected to improve with the restoration of 
elective theatre capacity. 

• 62 day target: % of patients who had 1st definitive treatment within 62 days of referral is 67.09%, below the 
target of 85%.  52 out of 158 patients receiving treatment in September waiting more than 62 days, with the 
greatest number of patient breaches in Colorectal, Breast and Urology. 

• Improvements measures in place include: 

- Elective restoration of theatre capacity continues with a trajectory to restore 86% of core capacity by 
December; and with additional weekend lists staffed through waiting list initiatives. 

- Weekly DM01 performance meetings to oversee recovery of deteriorating position in endoscopy and 
introduction of 6-4-2 planning meetings.  Review of IPC Guidance to ensure safe optimal use of all 
available endoscopy capacity. 

- Weekly long wait Patient Target List review for patients on cancer pathways continue ensuring 
potential delays in pathways are identified and remedied as quickly as possible. 



 

 
 

- Performance and BI support has resulted in the development of weekly plan and activity profiles for all 
aspects of elective care and for all specialties.  These are live on LIGHT and are reviewed weekly with 
mitigating actions identified.  

- Recruitment process to fill nurse endoscopist and consultant gastroenterologist vacancies in progress. 

  



 

 
 

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) 

Significant 
Risks i.e. 

risks scoring 
12+ on the 

CRR 

Committee/Group 
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. 

• Daily Tactical Coordination 
Group Meetings  

• Divisional Assurance Group 
meetings 

• Elective Recovery Delivery 
Group  

• Executive Oversight Group 
• Operations & Performance 

Exec led Group 
• Trust Integrated Performance 

report 
• Covid19 update report   
• NHSI assurance meetings 
• Non Elective Flow Oversight 

Group 
 

 

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

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

• Enhanced clinical assessment 
(Specialist in-reach to 
ED/AMU) 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  
• Implementation of E-Traige / 

E-stream at front door of AED. 
• Working with system partners 

to open Urgent Treatment 
Centres. 

 
 

Look up to 
CRR 

• Finance & Digital 
Group 

• Quality & Safety 
Group 

 
 

 



 

 
 

• 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. 

Failure to admit patients in a 
timely manner: 
• 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)  

 

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

• Divisional Assurance Group 
meetings 

• 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 

• Continued insourcing and 
outsourcing of support to 
diagnostics and elective long 
wait patients 

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

• Support to validation of long 
wait patients 

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

• Streamlining pathways of care 
in ED to direct convey to 
assessment and to same day 
emergency care; reinstate 
MAB/FAB as assessment 
capacity at Aintree and develop 
Specialist assessment area. 

 

 Finance & Digital 
Group 

 



 

 
 

discharge processes recently 
undertaken. 

• ECIST support arranged to 
further enhance discharge 
arrangements. 

 

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 
services e.g. diagnostics 

• 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. 

• 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 

• 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) 

• NHSI/E assurance meetings 
• Non-elective oversight group 
• Diagnostic and Elective Access 

oversight groups 
 

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 

• NHSE/I system improvement 
team support to ward based 
discharges and internal flow 
(October 22 through to March 
22). Focus on 11 wards across 
all sites. 

• Development of system plans 
across hospital and out of 
hospital provision to reduce 
hospital occupied beddays of 
patients no longer meeting 
criteria to reside and reduce 
wait times for placement of 
patients with complex discharge 
needs into appropriate OOH 
care. 

 Finance & Digital 
Group 

 

 

  



 

 
 

Risk 3 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: 
i) 4hr Performance was 87.2% - the Trust was performing in line 

with comparator organisations 
ii) RTT Performance was 77.3% 
iii) DM01 was 15.52% 
iv) 52 week breaches: 1 reported (T & O) 
v) Cancer Two week waiting times were complaint at 96.7% 
vi) 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 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 
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3. Timely Access



 

 
 

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. 

vii) Since the organisation entered into the Reset phase, in 
addition to clinics maintained for clinically urgent patients, there 
has been restoration 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 October 63% of 
elective theatres have been restored and with plans to increase 
to 86% by December.   

viii) Publication of National Guidance for H2 in September has 
restated the expectation of activity and waiting times through to 
March 22.  This includes the maintenance of Waiting List size, 
no increase in patients waiting >52 weeks, elimination of 
patients waiting >104 weeks and for cancer patients a 
reduction in patients waiting >62 days from referral to 
treatment. 

L = Likelihood C = Consequences RC = Risk Control RPS = Risk Profile Score 

Calculation of RPS - Likelihood (L) of the risk occurring + potential Consequence (C) of the risk + the effectiveness of controls in place (RC) = Risk Profile Score  

 

 

 

 

  



 

 
 

 

Risk 7:  Failure to improve recruitment and retention rates 
Lead Executive Director  Chief People Officer 

Lead Officer Deputy Chief People Officer (Elaine Butchard) 

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

C L RC RPS C L RC RPS C L RC RPS 
Dec 2021 • Workforce plan for the new hospital to be presented at Safer Care Committee on 17 January 2022 

 
• Trust has been successful in the bid to become a People Promise Exemplar and will recruit and 

additional post to support retention projects  
 

• Turnover rates have increased, but remain within the NW average and reflects the national position 
post COVID   
 

• Targeted support identified for 10 named wards   
 

4 4 4 12 4 5 4 13 3 3 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) 

Significant Risks 
i.e. risks scoring 
12+ on the CRR 

Committee/Group 
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% 
Vaccination as a condition 
of deployment – action plan 
produced 
 

Nursing establishment completed 
and signed off Chief Nurse - Q3  
 
Business case approvals have taken 
place for new posts- recruitment 
underway Q3   
 
Targeted workforce support for 
identified wards in place Q3 
 
Allocate rollout plan in place and 
analysis by ward through the ward 
guardian reports  
 
New Hospital workforce 
requirements to be identified Q4 
 
Vaccination as a condition of 
deployment.  This may impact on 
recruitment and retention. 
 
 

Risk 5857 
A failure to improve 
recruitment and 
retention rates (Great 
People) 
 
Risk 5858 
A failure to improve 
recruitment and 
retention rates (Great 
People) 

Trust Board 
People and OD Group 
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 
to be reviewed Q4 
 
Domestic recruitment programme 
ongoing.  
 
Roster Improvement programme in 
place 
 
Campaign for new hospital to be 
launched Q4 
 
Open days established for RN’s and 
HCA’s – Q3 
 
All student nurses to be offered 
posts within LUFHT – Q3 
 
Roster KPI’s in place and monitored 
via Staff Experience Group 
 

Risk 5857 
A failure to improve 
recruitment and 
retention rates (Great 
People) 
 
Risk 5858 
A failure to improve 
recruitment and 
retention rates (Great 
People) 

Trust Board 
People and OD Group 
Staff Experience Group 

 

Lack of understanding why 
people leave 

Monthly leavers report 
provided via ESR  
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 

Themes from Exit resignation forms 
to be shared with divisional teams   
  
Retention project post to be 
recruited – Q4 
 
Correlation between RN and HCA 
turnover used to highlight hot spot 
areas – Q3 
 
Review of staff survey data – Q4 
 
Bath University undertaking survey 
(“Should I stay or should I go”) into 
impacts of COVID-19 on NHS staff 
retention to be reviewed with above 
data 

Risk 5857 
A failure to improve 
recruitment and 
retention rates (Great 
People) 
 
Risk 5858 
A failure to improve 
recruitment and 
retention rates (Great 
People) 

People and OD Group 
Staff Experience Group 

 

  



 

 
 

Risk 7 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 
i) 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. 

 
ii) 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 

 
iii) A domestic and international pipeline is in place and the focus 

for quarter 3 and 4 will be an improvement in retention.    

 

 

L = Likelihood C = Consequences RC = Risk Control RPS = Risk Profile Score 

Calculation of RPS - Likelihood (L) of the risk occurring + potential Consequence (C) of the risk + the effectiveness of controls in place (RC) = Risk Profile Score  
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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 December 2021 

Date: 
December 
2021  

Update Commentary Inherent Score Residual Score Target Score 

C L RC RPS C L RC RPS C L RC RPS 

 H1 breakeven target met, LUHFT surplus of £0.2m 5 4 3 12 5 1 2 8 5 1 1 7 

 Funding regime for H2 confirmed. Balanced plan for H2 submitted. Key dependencies are  
 

1) Delivery of activity projections submitted for H2 and subsequent receipt of £14m income from 
Elective Recovery Fund (ERF); 

2) Delivery of CIP run rate cost reductions of £16m 
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 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 3 12 5 4 3 12 5 2 1 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) 

Significant Risks 
i.e. risks scoring 
12+ on the CRR 

Committee/Group 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 

  External Audit Report - Audit 
Committee annually 

 



 
 

Finance Report - monthly to 
OPELG, F&P Committee 
and Board 
Annual Accounts - Audit 
Committee and Board 

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. 
Monthly Finance Meetings 
with individual Divisions. 
Production/implementation 
of savings programme 

Organisational structure and 
development of financial support to 
the developed structure.  

 Annual CCG Audit 
FIP Board oversight 
F&P Committee 
Board 

 

 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 

 

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 H2 2021/22 £16m, subject to receipt of ERF income of £14m 

Finance regime for 2022/23 not yet published. Underlying risk reflects issues noted 
above. 

 

 
 

 

L = Likelihood C = Consequences RC = Risk Control RPS = Risk Profile Score 

Calculation of RPS - Likelihood (L) of the risk occurring + potential Consequence (C) of the risk + the effectiveness of controls in place (RC) = Risk Profile Score  
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Trust Board 
 

COVER SHEET 
 

Meeting Date Tuesday, 25 January 2022 Item Reference TB21/22_124 

Report Title  Guardian of Safe Working Q3 Report 
Author  Philip Weston, Guardian of Safe Working 

Justine Hadcroft, Deputy Guardian of Safe Working 

Responsible Director Debbie Herring, Chief People Officer 

 
Purpose of Report Contractual required quarterly report to report any issues & highlights in 

relation to junior doctors and safe working  

Executive Summary The report addresses the Q3 period of exception reporting, booking and 
junior doctor issues across the Trust.  
 

Key Areas of Concern Covid is increasing again and over winter trainees have been thinly spread, 
many reporting burnout. A number of rota patterns need to be reviewed 
following reports from trainees.  
 

 

Action Required by the 
Board 

The Board is asked to note the report.  

 
  REPORT DEVELOPMENT: 
Committee or meeting 
report considered at: 

Date Lead Outcome 

    
 
 
 
 

 

 

 

 

 

 

 

 



1. Define the issue 

It is a contractual requirement of Junior Doctor New Contract (2016) to provide a quarterly report by the 
Guardian of Safe Working Hours to the Board. The Trust Board, under the Terms and Conditions are 
responsible for providing these and an annual report by the Director of Medical Education to external 
bodies including HEENW, CQC, GMC and GDC. 

 
2. Key Findings 

The report highlights issues in relation to the junior doctors’ hours and safe working and focuses on 
exception report figures over the past quarter.  

A small number of Immediate Safety Concerns has been raised and investigated. None presented 
significant risks to patient safety. Individual departments provided short term solutions and are looking 
into whether changes need to be made in the longer term. 

Emergency departments in both sites have again been hit hard this quarter, evidenced in bank and 
locum bookings for the areas; although exception reporting for these areas is low. The Guardians and 
Trust must continue to encourage a culture of reporting. The new intake of Foundation year 1 medics 
has in line with previous years increased the number of exception reporting incidences and these are 
being reviewed. It is also evident that a large number of ER’s have been coded by the submitters as 
either General Medicine/Surgery. Whilst these could relate to the general rota’s in those area’s the 
Medical Compliance team will look to engage with submitters in these areas to highlight reporting and 
the need for clarity in coding. 

3. Solutions / Actions 

The Trust encourages Exception Reporting to enable the Guardians to understand trainees’ working 
environment and issues experienced in order to ensure that our patients and junior doctors are 
safeguarded from harm. The Guardian, Deputy Guardian and compliance team support a culture of 
exception reporting as much as possible within the Trust. It gives better visibility of problems and allows 
them to be addressed quickly and ensure both working compliance and appropriate trainee support. 

The Guardians are developing a series of emails containing information about various aspects of the 
2016 TCSs to trainees, consultants and managers to increase awareness of recommendations and 
requirements. 

4. Recommendations 

The Board is asked to note the contents of the report and the actions being taken to maintain high 
standards of education whilst supporting service delivery during the pandemic. 

 

 

 

 

 



MAIN REPORT 

INTRODUCTION 

It is a contractual requirement of the Junior Doctor New Contract (2016) for employers to provide a 
quarterly report by the Guardian of Safe Working Hours to the Board. The guardian is a senior 
appointment and the appointee should not hold any other role within the management structure of the 
employer.  
 
The guardian shall ensure that issues of compliance with safe working hours are addressed by the 
doctor and/or employer, as appropriate. The guardian shall provide assurance to the Board that doctors' 
working hours are safe. 
 
 
Immediate Safety Concerns 
 
Immediate Safety Concerns are always reviewed taken very seriously and the Guardians ensure that 
they are investigated and resolved, with assurance that the likelihood of recurrence has been mitigated 
as far as possible. 
 
Submitted ISC’s related to low levels of staffing.  This has been exacerbated by Covid and short notice 
absences due to isolation. Senior teams are actively working on options to ensure sustainable rotas that 
provide full support to trainees.  
 
 
High level data – Aintree Site  
 
Number of doctors / dentists in training on 2016 TCS (total):  288.70 FTE 
Amount of time available in job plan for guardian to do the role:  3 PA (Across sites) 
Admin support provided to the guardian (if any):    Via Medical Compliance 
Amount of job-planned time for educational supervisors:   0.25 per trainee 

High level data – Royal Site  
 
Number of doctors / dentists in training on 2016 TCS (total):  376.50 FTE 
Amount of time available in job plan for guardian to do the role:  3 PA (Across sites) 
Admin support provided to the guardian (if any):    Via Medical Compliance 
Amount of job-planned time for educational supervisors:   Currently included in Core 
SPAs or as additional to contract 

The Guardian, Deputy Guardian and compliance team support a culture of exception reporting as much 
as possible within the Trust. It gives better visibility of problems and allows them to be addressed quickly 
and ensure both working compliance and appropriate trainee support. 

This report is for the period October – December 2021. 

 

 

 

 



ANALYSIS 

The below graph shows the number of Exceptions reported for 2020 and 2021 by quarter. It is to be 
noted that a high level of reporting is a positive indicator of engagement and whilst this then requires 
intervention is something to be encouraged to allow appropriate support and remedial actions to be 
provided. 
 
The graph demonstrates exception reporting is less frequent in middle quarters and this corresponds 
with the waves of Covid, winter pressure and new intakes. Reporting for the latest quarter has again 
increased and whilst not comparable to the same period in 2020 it is a trend from earlier years and can 
be attributed to the new intake and impact of pandemic which is creating clinical pressure.  

 
 

 
The largest reportable reason for ER remains differences in hours of work, where trainees are required 
to stay late past their expected shift time to support the workload.  This time can be paid or taken as time 
in lieu, and the Trust is supporting the use of lieu time to ensure the trainees are getting adequate rest.  



 

The below details exceptions received for Q3 - 2021/22 by specialty, type, site and grade. 

 



 

The majority of Aintree site ERs concern additional hours worked, this seems to reflect a mixture of 
reduced staffing and increased intensity of work. General Surgery – FY1 has the highest occurrences of 
reported ER’s (21) for the quarter. 

The majority of RLH site ERs concern additional hours worked, this seems to reflect a mixture of 
reduced staffing and increased intensity of work. General Surgery – FY1 (28) and GIM – FY1 (26) have 
the highest occurrences of reported ER’s for the quarter. 

It is clear from the breakdown above that of the 136 reportable ER’s, 100 have been submitted by FY1 
medics and this accounts for 73.53% of which 71.00% can be attributed to the RLH/BGH site. 

Work was undertaken to manually assign some of those ER’s categorised under General Med/Surg 
although there remains a large number in these groups.  

 

The below details the current status’s of ER reports for quarter 3. 

 

The status of ‘Complete’ and ‘Unresolved’ within the E-Rota system can be categorised as closed whilst 
‘Pending’ is under review.  

The below shows the count of ER over the year by month and highlights a spike in May and August 
2021, these can be attributed to the implementation of new rota’s in April 21 and as previously the new 
intake of FY1. 

 



 

a) Work schedule reviews 
 
Work schedule reviews may occur as a result of a serious breach of hours regulations or multiple similar 
breaches of hours regulations. No work schedules have been reviewed in the quarter as a result of 
exception reporting.  There are no open appeals with regard to work schedule reviews. 
 

b) Fines 
 

No fines have been levied in the last quarter 
 

Locum Bookings 

Medic Bank, October – December 2021 
 
 
AUH Site   RLB Site  
Count of Work Time   Count of Work Time  
Owning Org Unit Total  Owning Org Unit Total 

Medics - A&E Jnrs AUH 735.00  Medics - A&E RLB 314.00 

Medics - Acute Med AUH 228.00  Medics - Acute Medicine RLB 76.00 

Medics - Anaesthetic AUH 12.00  Medics - Breast Surgery RLB 9.00 

Medics - Cardiology AUH 137.00  Medics - Cardiology RLB 36.00 

Medics - COE AUH 392.00  Medics - Clinical Gerontology/Stroke RLB 44.00 

Medics - Diabetes & Endo Jnrs AUH 139.00  Medics - Clinical Haematology RLB 62.00 

Medics - ENT AUH 23.00  Medics - Covid Pressures RLB 158.00 

Medics - Gastro AUH 65.00  Medics - Dental RLB 11.00 

Medics - General Medicine AUH 322.00  Medics - Dermatology RLB 16.00 

Medics - General Surgery AUH 163.00  Medics - Diabetes & Endocrinology RLB 1.00 

Medics - ITU AUH Jnrs 13.00  Medics - ENT RLB 19.00 

Medics - Medic Research AUH 22.00  Medics - Gastro RLB 3.00 

Medics - MFU AUH 30.00  Medics - General Medicine RLB 193.00 

Medics - Nephrology AUH 78.00  Medics - General Surgery RLB 127.00 

Medics - Outliers AUH 736.00  Medics - GUM RLB 9.00 

Medics - Palliative Care AUH 1.00  Medics - Infectious Diseases RLB 84.00 

Medics - Radiology AUH 47.00  Medics - ITU RLB 4.00 

Medics - Respiratory Medicine AUH 131.00  Medics - Nephrology RLB 72.00 

Grand Total 3,274.00  Medics - Ophthalmology RLB 13.00 

   Medics - Pathology RLB 148.00 

   Medics - Pharmacology RLB 7.00 

   Medics - Renal Transplant RLB 12.00 

   Medics - Respiratory RLB 8.00 

   Medics - Theatres RLB 21.00 

   Medics - Vascular RLB 6.00 

   Grand Total 1,453.00 



 
Medics Locum shifts (Via PlusUs system) 
 

 Values  

Specialty 
Shift 
Count Booked Total Hours 

AMU 2304 18690.00 
Blood Science - Haematology 182 1456.00 
Breast Radiology 20 160.00 
Cardiology 1064 8512.00 
Cellular Pathology - Histopathology 66 528.00 
Clinical Haematology 87 880.00 
Diabetes 1347 16152.00 
Emergency Department 687 6928.50 
Emergency General Surgery Unit 13 160.00 
ENT Medics 1 12.50 
Gastroenterology 132 1056.00 
General  Medicine 1191 9731.25 
General Surgery 39 555.00 
Gerontology 651 5208.00 
Infection & Immunity - Microbiology 66 528.00 
Infectious Diseases - GIM 2019 16152.00 
Nephrology 69 552.00 
Orthopaedic Trauma 148 1197.50 
Radiology - Medical Staff 338 2704.00 
Respiratory Medicine 400 3200.00 

Grand Total 10824 94362.75 

   
 
 
Medics Locum by grade 
 

Grade 
Shift 
Count Booked Total Hours 

Consultant 4020 37601.00 
FY 1 62 535.50 
FY 2 5708 47393.75 
ST 1&2 11 137.50 
ST 3+ 1023 8695.00 

Grand Total 10824 94362.75 

   
 
 
 
 

 
 
 
 
 



Summary and action taken 

a) Junior Doctors’ Forum & Guardian of Safe Working 
 
Virtual monthly Junior Doctors Forums have taken place this quarter.  Attendance was poor, but 
this may be due to intense activity on the wards preventing doctors being released for these 
meetings.  Several trainees have contacted via email to get issues addressed, particularly where 
there may be a risk of unsafe staffing or a potential contract breach as a result. Emails have been 
issued to all trainees highlighting the meeting and further engagement is planned. 

 
b) Covid Update 

 
Covid cases are on the increase again as the government continues to relax its response to the 
pandemic, which continues to impact rotas. Covid patient numbers are once more increasing 
albeit with less serious illness. Capacity remains an issue with the impact of increasing patients, 
as well as requirements for staff to isolate resulting in short notice Rota gaps remains a 
significant issue.  
 
Covid has also impacted the timeliness of receipt of information from our stakeholders. As a 
result, there are some delays in the issuing of rotas, work schedules and duty rosters.  
 
Trainee vaccination is of paramount importance and the trust is monitoring the situation for F1 
and 2 staff along with regular updates from Lead Employer for hosted trainees. 
 
There are currently 32 F1/2 staff across the trust with a ‘not vaccinated’ status and a further 91 of 
Lead Employer trainees are also showing with this status. There is ongoing work to address data 
quality within the system and it is hoped this will impact the numbers quoted, there is also a 
national drive to interface systems to support this. 
 

c) Exception Reporting 
 
We encourage trainees to submit Exception Reports as a way of understanding the pressures 
experienced by the trainees. Often, breaches occur as a result of events which cannot be 
anticipated and it is to the credit of the trainees that they will work beyond their contracted hours 
in order to provide the care required. Where themes have been identified, the Guardians 
encourage department leads and trainees to consider and implement any changes that could be 
made to minimise the likelihood of these issues recurring. 

 
 

d) Workforce 
 
The number of junior medics commencing with the trust is fairly stable although more and more 
are looking to adopt part time working. This is reflected in middle grade appointments and the 
Medical Education is supporting Divisions in planning for multi professional roles to bolster these 
gaps.  
 
Post Foundation fellow recruitment for year 22/23 has commenced, with an advertisement for 
30.00 FTE new PFF’s to commence in August 22.  
 
Some areas are feeling the impact of Covid and are looking to implement a shadow rota to 
alleviate their position. Any change to rota is by agreement with staff and GOSW sign off. 



 
 
 

e) Drs Mess 
 
Refurbishment work has now been completed on the Royal site mess. The new space will 
provide improved facilities for rest and study for our trainees.  
 

f) Guardians Update 
 
Covid cases are high again and trainees are being spread ever more thinly as escalation wards 
are opened and existing staff are reallocated. This is reflected in increased Exception Reporting 
and trainee exhaustion. It is to our trainees’ credit that their professionalism shines through and 
they willingly cover colleagues, work harder and stay behind to care for patients in our hospitals. 
 
Medicine is discussing an escalation rota with medical trainees on both sites. This is planned as 
a ‘shadow’ rota with trainees on standby to cover short-notice absences occurring as a result of 
covid sickness or isolation. The registrar shadow rota will take weekend rostering to a frequency 
of 1 in 2 which, whilst not being in contravention of the Terms and Conditions of Employment, 
should be avoided if at all possible, affects work-life balance and can only be implemented with 
the consent of the affected trainees, the Junior Doctors’ forum and the Guardians of Safe 
Working Hours. The shadow rota also runs the risk of having a knock-on effect on daytime ward 
cover and specialty training as trainees is asked to increase their contribution to the acute take to 
the detriment of their regular daytime commitment. 
 
Site specific issues continue to include the paucity of FY1 allocation in surgery at Aintree. Several 
Exception Reports allude to this issue, and trainees were recently asked to miss teaching 
because of a critical lack of FY1 cover on several surgical wards. Paul Fitzsimmons promised a 
staffing review but was unable to undertake this before he left. We ask the Board to support and 
direct a review of staffing in surgery on the Aintree site as a priority.  
 
There has been some unhappiness within the group of IMT3s at Aintree at the IMT3 rota, which 
is said to have led to some trainees resigning, and others feeling disillusioned with medicine. A 
more acceptable rota has been devised for the next group of IMT3s, with the current group 
providing advice and agreement. We hope that this means that the next intake have a more 
satisfactory experience, and will continue to monitor this particular group of trainees.  
 
In the ED there have been anecdotal reports of trainees being unable to take breaks, and the 
Guardians are trying to obtain more information and encourage Exception Reporting on this issue 
in order to facilitate changes within the department. Without firm evidence it is difficult to 
challenge current practice. The Guardians will continue to try to investigate and support trainees 
in A&E. 
 
 We plan to discuss changes to the Junior Doctors’ forum which will hopefully improve its 
effectiveness. We are considering appointing specialty / grade representatives who can raise 
issues pertinent to them and their colleagues, but still plan on retaining an open format where 
anyone can attend (and is welcome). 
 

 



Guardian of Safe 
Working Report –
Q3 Oct – Dec 2021 

Philip Weston & Justine Hadcroft
Guardians of Safe Working



Exception Reports 



• Whilst a small number of Immediate Safety Concerns has been 
raised and investigated, none presented significant risks to patient 
safety.

• Individual departments provided short term solutions in the form 
of ‘Non Resident’ on call shifts and are looking into whether 
changes need to be made in the longer term.

• In total 10,824 shifts were booked via Agency over the period. AMU 
at both sites have been hit hardest this quarter, with 21.29% of 
agency shifts and 4.66%  bank bookings. 

• The Guardians and Trust continue to encourage a culture of 
reporting and to attend the junior doctors forum. The forum has 
seen poor attendance recently, although this may be due to current 
service pressures meaning trainees cannot be released to attend.

Quarter 1 21/22 Update



• The majority of ERs concern additional hours worked, this seems to 
reflect a mixture of reduced staffing and increased intensity of work, 
again with Covid pressures contributing.

• Exception reporting has decreased this quarter and can in part be 
attributed to the embedding  of August 21 rota’s along with the 
subsequent redesigns.

• Rota gaps are again an issue along with a changing workforce with less 
medics being supplied by HEE and those joining being more influenced by 
work life balance. The trust has seen an increase on previous years with 
requests for part time work and currently have 25 lead Employer and 4 
F1/2 staff.

Quarter 1 21/22 - Issues



• Working with the GOSW and clinical leads to support rota queries, providing advice and 
support in building safe and effective rota’s whilst ensuring excellent training & education 
opportunities. 

• Supporting the trust in reviewing staff requirements with a key focus on medical associate 
professional (MAPs) support roles. These roles will not replace juniors but alleviate some 
of the work intensity, hopefully reducing need for working outside of rostered hours. 

• Build upon the support structures in place to ensure employees have a contactable team 
to offer advice and guidance; and review ways to improve forum attendance and maintain 
a positive reporting culture.

• The recruitment of additional resource to fill gaps using PFF has been approved and 
recruitment is underway.

• The previous DMD had planned to undertake a workforce review and the GOSW 
supported this and would again encourage this to be undertake as a priority.

Quarter 1 21/22 Mitigation
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Purpose of Report This paper sets out the proposed Terms of Reference for the Audit 

Committee and the Executive Assurance & Risk Committee following the 
review of the Trust’s organisational structure and governance arrangements. 
 

Executive Summary Executive Assurance & Risk Committee Terms of Reference  
The Terms of Reference for the Executive Assurance & Risk Committee have 
been drafted to reflect the purpose, remit and membership in line with the 
Trust’s new corporate governance arrangements.  
 
The Terms of Reference were reviewed and Committee at its meeting on 17 
January 2022.   
 
Audit Committee Terms of Reference  
The Terms of Reference for the Audit Committee have been updated to 
reflect the Committee’s updated remit: 

• to review the establishment and maintenance of an effective system 
of integrated governance, risk management and internal control that 
support the achievement of the Trust’s objectives,  

• work closely with the Executive Risk & Assurance Committee so that 
the Trust Board can be confident there is an aligned independent and 
executive focus on strategic risk and assurance 

• receive annual assurance from the Operational Performance Group 
on the arrangements in place for emergency preparedness in line with 
the NHS England Emergency Preparedness, Resilience and 
Response (EPRR) Framework, and 

• receive assurance on the delivery of the LUHFT Improvement Plan 
and implementation of the actions.  The Committee may request a 
deep dive into any areas within the identified areas of programmes of 
work of the plan to seek assurance. 

 
The changes all reflect the strengthening of membership to include all Non-
Executive Directors.  

Key Areas of Concern There are no areas of concern.  

 

Action Required by the 
Board 

The Board is asked to: 

• Ratify the proposed Executive Assurance & Risk Committee Terms 
of Reference 



• Ratify the proposed amendments to the Audit Committee Terms of 
Reference  

 
  REPORT DEVELOPMENT: 
Committee or meeting 
report considered at: 

Date Lead Outcome 

Executive Assurance & Risk 
Committee  

17.01.22 Sir David Dalton, 
Chief Executive  

The Committee approved the Terms of Reference with 
a recommendation to the Board of Directors to ratify. 

Audit Committee 19.01.22 Neil Willcox, Non-
Executive Director 

The Committee approved the Terms of Reference with 
additions relating to Anti-Fraud and assurance role 
relating to the Trust’s Improvement Plan 

 
 
 
 

 

 

  



MAIN REPORT 

INTRODUCTION 
This paper sets out the proposed amendments to the Terms of Reference for the Audit Committee and 
the newly established Executive Assurance & Risk Committee. This follows the review of the Trust’s 
organisational structure and governance arrangements. The arrangements are being introduced during 
January and February 2022 with each Group being led by a member of the Trust’s Executive Team, as 
set out in Appendix 1.  
 
The new corporate governance arrangements aim to: 
 

i. Improve line of site from point of care to the Hospital Leadership Team and the Board of Directors; 
ii. Reduce the risk of silo working; 
iii. Reflect the devolved autonomy of the leadership teams at hospital, division and care group level; 

and  
iv. Reduce the duplication of meetings within the Trust.  

 
The Groups will not carry forward previous the sub-Committee arrangements which were in place within 
the Trust, as the intention is to create a new approach to assurance reporting and a new style of operating. 
The new approach will focus on agreed priorities and managing the risks associated with potential failure 
to deliver the agreed strategic and operational priorities.  By doing this the quality and safety of the care 
we provide together with delivering improved functionality of the Trust will be improved.   
 
The Audit Committee Terms of Reference have been updated to reflect the Committee’s updated remit to 
provide assurance of the effectiveness of the establishment and maintenance of an effective system of 
integrated governance, risk management and internal control which supports the achievement of the 
Trust’s objectives.  
 
The update reflects the establishment of the new Executive Assurance & Risk Committee (EARC) which 
will be chaired by the Chief Executive and the need for that Committee to work closely with the Audit 
Committee so that the Trust Board can be confident there is an aligned independent and executive focus 
on strategic risk and assurance.  It is proposed that the Audit Committee membership is strengthened to 
include all Non-Executive Directors with the exception of the Trust Chair.  
 
In addition to the amendments above, the Corporate Governance Team have undertaken a review of 
reporting into groups/committees in line with guidance1 recently published by NHS England/Improvement 
which details changes following a review of Non-Executive Director Champion Roles with a view to 
enhancing Trust Board oversight.  Amendments have been made to the Terms of Reference for the Audit 
Committee and the Operational Performance Group to reflect that the Audit Committee will receive annual 
assurance from the Operational Performance Group on the arrangements in place for emergency 
preparedness in line with the NHS England Emergency Preparedness, Resilience and Response (EPRR) 
Framework to ensure that the Trust is complying with legal and policy requirements.   
 
Arrangements to draft Terms of Reference for each Executive-led Group which report into the Executive 
Assurance & Risk Committee have commenced.  Each Group will review and approve its Terms of 
Reference in January/February, with a view to presentation to the Executive Assurance & Risk Committee 
for ratification.  
 
It is set out in the Constitution and Corporate Governance Manual of Liverpool University Hospitals NHS 
Foundation Trust (LUHFT) that amendments to Terms of Reference of all Committees shall be approved 
by the Board. The Constitution and the Corporate Governance Manual will be reviewed and updated to 
reflect that the new organisational structure and governance arrangements.  In line with the approved 
governance structure (Appendix 1).  

 
1 https://www.england.nhs.uk/publication/enhancing-board-oversight-a-new-approach-to-non-executive-director-champion-roles/  

https://www.england.nhs.uk/publication/enhancing-board-oversight-a-new-approach-to-non-executive-director-champion-roles/


 
The proposed Terms of Reference for the Audit Committee and the Executive Assurance & Risk 
Committee are attached at Appendix 2. 
 
RECOMMENDATION 

The Group is asked to: 

• Ratify the proposed Executive Assurance & Risk Committee Terms of Reference 

• Ratify the proposed amendments to the Audit Committee Terms of Reference. 
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AUDIT COMMITTEE 

 
TERMS OF REFERENCE 

 
Authority/Constitution 
 
1. The Audit Committee is constituted as a standing committee of the Trust’s Board of 

Directors.  Its constitution and Tterms of Rreference shall be as set out below, subject 
to amendment at future Board of Directors’ meetings.  The Audit Committee is a non-
executive Committee of the Board and has no executive powers other than those 
specifically delegated in these Terms of Reference.  
 

2. The Committee is authorised by the Board to investigate any activity within its Tterms 
of Rreference.  It is authorised to seek any information it requires from any member of 
staff and 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 obtain outside legal or other 
independent professional advice and to secure 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. 

 
Purpose 
 
4. The Audit  Committee shall provide the Board of Directors with a means of independent 

and objective review of financial and corporate governance, assurance processes and 
risk management across the whole of the Trust’s activities (clinical and non-clinical) 
both generally and in support of the achievement of the Trust’s objectives. nnual 
governance statement.  In addition, the Audit Committee shall:  
 
• provide assurance of independence for external and internal audit 
• ensure that appropriate standards are set and compliance with them is monitored 

in all areas that fall within the remit of the Audit Committee 
• monitor corporate governance (e.g. compliance with terms of the licence, 

constitution, codes of conduct, standing orders, standing financial instructions, 
maintenance of registers of interests) 

• ensure the Board has adequate assurance that systems and processes are in 
place to deliver safe care. 

 . 
•  

 
• The primary function of the Audit Committee is to assess the adequacy and 

effectiveness of the Trust’s underlying assurance processes which indicate the 
degree of the achievement of corporate objectives, the effectiveness of the 



 

 

management of principal risks and the appropriateness systems of integrated 
governance, the internal control environment and risk managementof the above 
disclosure statements. 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.  

• 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. In particular, it will review the work and 
findings of the auditors and consider management’s response to their work.  
 

Duties 
 
Internal Control and Risk Management 
 
4. 5. Review the establishment and maintenance of an effective system of integrated 

governance, risk management and internal control, across the whole organisation that 
supports the achievement of the Trust’s strategic vision and objectives. In particular, the 
Committee will review the adequacy and effectiveness of:  

• The Trust’s risk management structures and process, ensuring the provision 
and maintenance of an effective system of risk identification and reporting. This 
will be achieved through the routine review and scrutiny of the Operational Risk 
Register and Board Assurance Framework; The system of risk management 
across the whole of the Trust’s activities (clinical and non-clinical) and receive 
regular monitoring information against the management of risks judged as 
‘significant’ and provide assurance to the Trust Board on the systems in place 
for the management of risk across the Trust 

• All risk and control related disclosure statements including the Annual 
Governance Statement and Head of Internal Audit statement and external audit 
opinion, prior to endorsement by the Board;  

• Policies and procedures for ensuring compliance with relevant regulatory, legal 
and conduct requirements 

• The arrangements in place for allowing staff to raise (in confidence) concerns 
about possible improprieties in financial (fraud), clinical or safety matters and 
ensure that any such concerns are investigated proportionately and 
independently. In carrying out this work the Committee will utilise the work of 
internal audit, external audit and other assurance functions as well as reports 



 

 

and assurances sought from directors and managers and other investigatory 
outcomes. The Committee will also consider the outcomes of significant 
reviews carried out by other bodies which include but are not limited to 
regulators and inspectors within the health (and social care) sector and 
professional bodies with responsibilities that relate to staff performance and 
functions. This will be evidenced through the Committee’s use of an effective 
Assurance Framework to guide its work and that of the audit and risk functions 
outlined above, that report to it. 

To ensure the provision and maintenance of an effective system of financial risk 
identification and associate controls, reporting and governance. 

 
66. To ensure the provision and maintenance of an effective system of financial risk 

identification and associate controls, reporting and governance and 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. 

 
7. To review processes to ensure appropriate information flows to the Audit Committee 

from executive management and other Board Committees in relation to the Trust’s 
overall internal control and risk management position in liaison with the Quality & 
Safety Committee. 

 
8. To review the adequacy of the policies and procedures in respect of all counter-fraud 

work.  
 
8. To review the adequacy of the policies and procedures in respect of all anti-fraud work 

by satisfying itself that the organisation has adequate arrangements in place for anti-
fraud, bribery and corruption that meets the NHS Counter Fraud Authority’s (NHS CFA) 
standards.  The Committee will refer any suspicious of fraud, bribery and corruption to 
the NHS CFA and review and approve the Trust’s annual Anti-Fraud workplan, 
ensuring that it is consistent with the needs of the organisation. 

 
9.  Receive annual assurance from the Operational Performance Group on the 

arrangements in place for emergency preparedness in line with the NHS England 
Emergency Preparedness, Resilience and Response (EPRR) Framework to ensure 
that the Trust is complying with legal and policy requirements.   

 
10.  To receive assurance on the delivery of the LUHFT Improvement Plan and 

implementation of the actions.  The Committee may request a deep dive into any areas 
within the identified areas of programmes of work of the plan to seek assurance.   

 
9. To review the adequacy of the Trust’s arrangements by which Trust staff may, in 

confidence, raise concerns about possible improprieties in matters of financial 
reporting and control and related matters or any other matters of concern. 

 



 

 

10. To review the adequacy of underlying assurance processes that indicate the degree 
of achievement of corporate objectives and the effectiveness of the management of 
principal risks. 

 
11. To review the adequacy of policies and procedures for ensuring compliance with 

relevant regulatory, legal and conduct requirements.  
 
12. To oversee and review the adequacy of the Trust’s IT and Cyber Security 

arrangements ensuring that they are fit for purpose and provide the necessary 
protection to the Trust. In carrying out this work, Audit Committee will primarily utilise 
the work of Internal Audit, External Audit, and Trust’s Executive Committees/Groups 
but will not be limited to these. Audit Committee will work closely with the Executive 
Assurance and Risk Committee. The work of the two committees needs to be linked 
so that the Trust Board can be confident that there is an aligned independent and 
executive focus on strategic risk and assurance. This will be achieved through 
committee work plans underpinned by the Assurance Framework, agreed priorities 
and, routine referral of issues between committees so that there is respective 
understanding of risk and assurance concerns. It will also seek reports and assurances 
from directors and managers as appropriate, concentrating on overarching systems of 
integrated governance, risk management and internal control, together with indicators 
of their effectiveness. 

 
 
 
Internal Audit 
131. To review and approve the internal audit strategy and programme, ensuring that it is 

consistent with the needs of the organisation.  
 
1412. To oversee on an on-going basis the effective operation of internal audit in respect of: 

• adequate resourcing 
• its co-ordination with external audit 
• meeting relevant internal audit standards 
• providing adequate independentce assurances 
• having appropriate standing within the Trust, and 
• meeting the internal audit needs of the Trust. 

 
1513. To consider the major findings of internal audit investigations and management’s 

response and their implications and monitor progress on the implementation of 
recommendations.  

 
1614. To consider the provision of the internal audit service, the cost of the audit and any 

questions of resignation and dismissal of internal audit staff.  
 
1715.. To conduct an annual review of the internal audit function.  
 
External Audit 



 

 

1816. To make a recommendation to the Council of Governors in respect of the appointment, 
re-appointment and removal of an external auditor and related fees as applicable.  To 
the extent that the recommendation is not accepted by the Council of Governors, this 
shall be included in the annual report, along with the reasons why the recommendation 
was not adopted.  

 
1917. To discuss with the external auditor, before the audit commences, the nature and 

scope of the audit, and ensure co-ordination, as appropriate, with other external 
auditors in the local health economy.  

 
1820. To assess the external auditor’s work and fees each year and based on this 

assessment, to make the recommendation to the Council of Governors with respect to 
the re-appointment or removal of the auditor.  This assessment should include the 
review and monitoring of the external auditor’s independence and objectivity and 
effectiveness of the audit process in light of relevant professional and regulatory 
standards.  

 
1921. To oversee the conduct of a market testing exercise for the appointment of an auditor 

at least once every three years and, based on the outcome, make a recommendation 
to the Council of Governors with respect to the appointment of the auditor.  

 
202. To review external audit reports, including the annual audit letter, together with the 

management response, and to monitor progress on the implementation of 
recommendations. 

 
213. To develop and implement a policy on the engagement of the external auditor to supply 

non-audit services. 
 
224. To consider the provision of the external audit service, the cost of the audit and any 

questions of resignation and dismissal of the auditors.  
 
Annual Accounts Review 
 
2523. To review the annual statutory accounts, before they are presented to the Board of 

Directors, in order to determine their completeness, objectivity, integrity and accuracy.  
This review will cover but is not limited to: 

 
• the meaning and significance of the figures, notes and significant changes 
• areas where judgement has been exercised 
• adherence to accounting policies and practices 
• explanation of estimates or provisions having material effect 
• the schedule of losses and special payments 
• any unadjusted statements, and 
• any reservations and disagreements between the external auditors and 

management which have not been satisfactorily resolved. 
 



 

 

2624. To review the annual report and annual governance statement before they are 
submitted to the Board of Directors to determine completeness, objectivity, integrity 
and accuracy.  

 
257. To review all accounting and reporting systems for reporting to the Board of Directors, 

including in respect of budgetary control.  
 
Standing Orders, Standing Financial Instructions and Standards of Business Conduct 
 
268. To review on behalf of the Board of Directors the operation of, and proposed changes 

to, the standing orders and standing financial instructions, the constitution, codes of 
conduct and standards of business conduct including maintenance of registers. 

 
279. To examine the circumstances of any significant departure from the requirements of 

any of the foregoing, and whether those departures relate to a failing, an overruling or 
a suspension.  

 
2830. To review the scheme of delegation. 
 
Other 
 
2931. To review performance indicators relevant to the remit of the Audit Committee.  
 
3032. To examine any other matter referred to the Audit Committee by the Board of Directors 

and to initiate investigation as determined by the Audit Committee.  
 
313. To review each year the accounting policies of the Trust and make appropriate 

recommendations to the Board of Directors.  
 
324. To develop and use an effective assurance framework to guide the Audit Committee’s 

work.  This will include utilising and reviewing the work of the internal audit, external 
audit and other assurance functions as well as reports and assurances sought from 
directors and managers and other investigatory outcomes so as to fulfil its functions in 
connection with these terms of reference.  

 
353. To consider the outcomes of significant reviews carried out by other bodies which 

include but are not limited to regulator and inspectors within the health and social care 
sector and professional bodies with responsibilities that relate to staff performance and 
functions.  

 
346. To review the work of all other Trust committees in connection with the Audit 

Committee’s assurance function.  
 
Membership 
 
35. The Committee shall be composed of not less than threeall Non-Executive Directors of the 

Trust with the exception of the Trust Chair. A, at least one of the memberswhom should 



 

 

have recent and relevant financial experience and should be appointed Chair of the 
Committee by the Board. The composition of the Committee should be given in the Trust’s 
Annual Report. 
 

386. The Chair of the Trust shall not be a member of the Committee. 
 
3937. A quorum will be twobe twothree members.   
 
3840. The following are required to attend meetings of the Audit Committee in a non-voting 

capacity: 
 

• Chief Finance Officer Director of Finance  
• Chief Nursing Officer 
• Chief Medical Director 
• Head of Internal Audit 
• Representatives of the External Auditors 
• Anti-Fraud Specialist  
• Associate Director of Corporate Affairs/Company Secretary  
• Head of Corporate Finance 
• Chief Executive Officer will attend meetings at least annually when the Committee 

considers the draft annual governance statement and the annual report and 
accounts.  
 

3941. Other Executive Directors or relevant members of staff  management or clinical staff 
may be co-opted or requested to attend for specific agenda items as necessary by 
invitation of the Audit Committee Chair.  Nominated deputies are permitted.   

 
Requirements of Membership 
 
402. Members of the Audit Committee must attend at least 75% of all meetings each 

financial year but should aim to attend all scheduled meetings.   Attendance will be 
recorded and monitored.  

 
Equality Diversity & Inclusion 
 
431. 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 
 
4442. The minutes of all meetings of the Audit Committee shall be formally recorded and 

submitted to the next meeting for approval.  An assurance report shall be submitted to 
the Board of Directors 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.  It will also include, when required, details of any evidence of 
potentially ultra vires, otherwise unlawful acts of co-mission or omission, practices or 
any other important matters. 

 
453. The Chair of the Audit Committee will provide a report to the Council of Governors 

identifying any matters in respect it considers that action or improvement is needed. 
The report will specify what improvement is needed and make recommendations as to 
the steps to be taken to mitigate the level of risk posed to the Trust. 

 
4564. The Audit Committee will report annually to the Board of Directors in respect of the 

fulfilment of its functions in connection with these terms of reference.  Such report shall 
include but not be limited to functions undertaken in connection with the annual 
governance statement, the assurance framework, the effectiveness of risk 
management within the Trust, the integration and adherence to governance 
arrangements, and any pertinent matters in respect of which the Audit Committee has 
been engaged.  

 
45.7.6. The Trust’s annual report shall include a section describing the work of the Audit 

Committee in discharging its responsibilities.  
 
  



 

 

Administration of Meetings 
 
4876. Meetings shall be held as required but not less than five six times per year.  Additional 

meetings may be called if required.  
 
4798. The Director of Corporate GovernanceAffairs/CompanyTrust 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. 

 
489. Agendas will be produced and agreed by the Chair in conjunction with the Executive 

Lead and Lead Officer.  Agendas and papers will be circulated at least 4 working days 
(or 3 working days plus a weekend) in advance of the meeting.  

 
4950. Minutes will be circulated to Committee members as soon as is reasonably practicable.  
 
Review 
 
510. The Terms of Reference of the Audit 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) 

30/06/21 1 The Chief Executive Officer will attend meetings at 
least annually when the Committee considers the 
draft annual governance statement and the annual 
report and accounts.  
 
Job titles updated for the Associate Director of 
Corporate Affairs/Company Secretary 

08 July 2021 27 July 2021  
Item TB2122_51  

14/01/22 2 To review the establishment and maintenance of an 
effective system of integrated governance, risk 
management and internal control that support the 
achievement of the Trust’s objectives 
 
Work closely with the Executive Risk & Assurance 
Committee so that the Trust Board can be confident 
there is an aligned independent and executive focus 
on strategic risk and assurance 
 
Receive annual assurance from the Operational 
Performance Group on the arrangements in place 
for emergency preparedness in line with the NHS 
England Emergency Preparedness, Resilience and 
Response (EPRR) Framework 
 
Receive assurance on the delivery of the LUHFT 
Improvement Plan and implementation of the 
actions.  The Committee may request a deep dive 

19 July 2022   



 

 

into any areas within the identified areas of 
programmes of work of the plan to seek assurance. 

 

 

 
 

 

 

 

 



 
 

 

 
 

EXECUTIVE ASSURANCE & RISK COMMITTEE 
 

TERMS OF REFERENCE 
 

Authority/Constitution 
 

1. The Executive Assurance & Risk 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 of Directors 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 beneficial to the 

fulfilment of its functions.  
 
Purpose 
 

5. The Executive Assurance & Risk Committee has been established to oversee, coordinate, review and 
assess the effectiveness of risk management, governance and assurance arrangements and related 
activities across the Trust. Interaction with the Audit Committee will be an important enabler of this 
power. 
 

6. The Committee is responsible for managing the strategic risk across all areas of the Trust. This 
includes ensuring 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 priorities of Great Care, Great People, Great 
Research & Innovation and Great Ambitions, through review and scrutiny of the relevant risks from 
the Board Assurance Framework and the Hospital Leadership Team/Corporate risk registers requiring 
consideration in accordance with the Risk Management Policy. 
 

7. The Committee will operate in alignment with the Audit Committee in order to assess the adequacy 
and effectiveness of the Trust’s underlying assurance processes which indicate the degree of the 
achievement of corporate objectives, the effectiveness of the management of principal risks. 

 
Duties 
 

8. The Committee will oversee and seek assurance on all matters and will make recommendations to 
the Board of Directors where appropriate and in line with the Scheme of Delegation.  Specifically, it 
will: 

 
 



Liverpool University Hospitals NHS Foundation Trust 
 

   

• To monitor performance and take appropriate action to ensure effective delivery of the Trust’s 
principal objectives through receipt of the Integrated Performance Dashboard. 
 

• To agree and monitor action plans where remedial steps are indicated to improve performance. 
 
• To have overarching responsibility for risk and oversee the development and implementation of 

the Trust’s Board Assurance Framework and risk management arrangements, including the 
approval of associated strategies and policies. 

 
• To promote the ‘risk management’ culture and the ‘risk appetite’ of the Trust. 
 
• To ensure significant risks to the Trust’s Principal Objectives are identified and managed 

effectively and efficiently. 
 
• To monitor delivery of the Trust’s Improvement Plan (The Journey to High Reliability) and take 

appropriate action to ensure effective delivery. 
 
• To ensure adequate assurance mechanisms exist and are appropriately monitored to enable self-

certifications and declarations of compliance with national standards and guidance to be 
confidently given. 

 
• To ensure quarterly Hospital Leadership Teams Annual Plan Reviews are undertaken, and 

ensure any required actions are taken to support the effective delivery of the Hospital 
Leaderships’ Principal Objectives. This includes those relating to Liverpool Clinical Laboratories 
together with Estates & Facilities.  

 
• To provide assurance to the Board of Directors that ensures ongoing compliance with the Trust’s 

authorisation and statutory duties.   
 
• To establish and maintain an effective relationship with Audit Committee, to provide confidence 

to the Board of Directors with respect to the delivery of Trust’s Principal Objectives. 
 

Membership 
 

9. The Group shall be composed of the following members:  
 
• Chief Executive (Executive Lead & Chair of the Group) 
• Chief Finance Officer  
• Chief Nurse 
• Medical Director 
• Chief Operating Officer 
• Chief People Officer 
• Director of Strategy 
• Director of Service Improvement 
• Director of Communications 
• Hospital Site Leadership Team (Aintree) 
• Hospital Site Leadership Team (Royal) 
• Hospital Site Leadership Team (Broadgreen) 
• Leadership Team Liverpool Clinical Laboratories  
• Director of Estates & Facilities 
• Director of Quality Governance 
• Chief Information Officer 
• Chief Pharmacist  

 



Liverpool University Hospitals NHS Foundation Trust 
 

   

10. The Associate Director of Corporate Affairs/Company Secretary is required to attend meetings of the 
Committee in a non-voting capacity. 

 
11. The Committee will be deemed quorate when three Executive Directors, one member of Hospital Site 

Leadership Team (Aintree) and one member of the Hospital Site Leadership Team (Royal) are 
present.   

 
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 and Audit Committee after each meeting via an 

assurance report which will provide key assurances and any identified exceptions / risks in relation to 
the delivery of the priorities set out in the Trust’s Strategy and annual business planning objectives. 
In reporting to the Board of Directors and Audit Committee, details should include any associated 
action plans to mitigate the level of risk to the Trust 

 
17. The Committee will report annually to the Board of Directors in respect of the fulfilment of its functions 

in connection with these terms of reference.  This will include an evaluation of its performance 
according to a standardised framework and process.  

 
18. The Committee will receive assurance reports from the Groups falling under the remit of its 

responsibilities, including: 
 

a) Executive Finance & Digital Group 
b) Executive Quality & Safety Group 
c) Executive Clinical Effectiveness Group 
d) Executive People & Organisational Development Group 
e) Executive Research & Innovation Group 
f) Executive Operational Performance Group 
g) Aintree Hospital Assurance & Risk Group 
h) Royal Hospital Assurance & Risk Group 
i) Broadgreen Hospital Assurance & Risk Group 
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Assurance reports will be provided following each meeting of the relevant group and also at the 
request of the Committee, should the need arise. 
 

Administration of Meetings 
 

19. Meetings shall be held monthly with additional meetings held on an exceptional basis at the request 
of the Chair or any three members of the Committee.  

 
20. The Director of Corporate Affairs/Company Secretary will plan to ensure that the Committee is 

supported administratively.  Duties in this respect will include taking minutes of the meeting and 
providing appropriate support to the Chair and Committee members. 

 
21. Agendas and papers will be circulated 5 working days in advance of the meeting.  

 
22. Minutes will be circulated to Committee members as soon as is reasonably practicable.  
 

Review 
 
23. The Terms of Reference of the Committee shall be reviewed 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 
Group 

Date ratified by 
Board of Directors 
(thereby come 
into force) 

21/12/21 1 Development of Terms of Reference for new Committee 17/01/22  

 



 

 

Trust Board 
 

COVER SHEET 
 

Meeting Date Tuesday, 25 January 2022 Item Reference TB21/22_126 

Report Title  Committee Assurance Report 
Author  Corporate Governance Team 

Responsible Director Daniel Scheffer, Company Secretary 

 
Purpose of Report • 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.   

Key Areas of 
Concern/Matters for 
Escalation 

Finance and 
Performance 

• Challenges associated with identifying suitable 
Cost Improvement Programme schemes, and risks 
associated with the security of the Elective 
Recovery Fund, had resulted in the necessary to 
implement a Financial Stability Plan to secure the 
forecast breakeven position for H2.   

• An increase in the number of new referrals which, if 
continuous, could negatively impact achievement 
of the Financial plan.  

• The increased number of Covid-19 patients being 
admitted to the Trust. 

• Reporting of a deterioration in financial 
performance over November 2021, mitigated by 
implementation of the Financial Stability Plan.  

Quality and Safety No matters of escalation 

New Hospital No matters of escalation 

Research and 
Innovation 

Performance regarding the number of open studies 
had fallen below the target, however, a task and finish 
group would address the issue by promotion of the 
research agenda.  

 

Action Required by the 
Board 

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

 
 
 

  REPORT DEVELOPMENT: 



Committee or meeting 
report considered at: 

Date Lead Outcome 

The report summarises the discussions held at Board Committees 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



MAIN REPORT 

Board Committee Assurance Report 

Report to Board of Directors  

Date 25 January 2022 

Committee Name Finance and Performance Committee 

Date of Committee Meeting 25 November 2021 

Chair’s Name & Title Mike Eastwood, Non-Executive Director 

Executive Lead Rob Forster, Chief Finance Officer / Deputy Chief 
Executive 

 
Matters for Escalation 
Challenges associated with identifying suitable Cost Improvement Programme schemes, and risks 
associated with the security of the Elective Recovery Fund, had resulted in the necessary to implement a 
Financial Stability Plan to secure the forecast breakeven position for H2.   

 
Key Issues 
Operational Performance 

a) Elective Recovery Update 
The phased approaches to be adopted to reduce the waiting lists in General Surgery and Limb 
Reconstruction were outlined and would run alongside the waiting list data cleansing programme 
which was already underway.  Work would be undertaken during the second half of the year (H2) 
to analyse clock stops, progress validation and monitor referral patterns to inform activity 
forecasting.              
 

b) Performance Report 
Improvements had been realised in relation to 31-day and 62-day cancer diagnostic targets 
however a small deterioration had been recorded in compliance with the 2-week wait cancer 
target and a further decline was projected due to a steep increase in referrals.  Relevant teams 
had begun to develop remedial actions to counteract any associated risks.   
 

c) Winter Plan 
Quality Impact Assessments had been conducted for 18 identified Winter Plan schemes and 
feedback on the plans was awaited from the Integrated Care System (ICS) however, a total of 48 
beds had been identified across both the Aintree and the Royal sites, to support winter pressures 
which would be phased in from early 2022.  
 
The Committee was alerted to the system wide issues associated with Ready for Discharge 
(RFD) patients and it was requested that the plan to mitigate admissions avoidance be presented 
at a future meeting.      

 
Finance 

a) Financial Performance Report Month 7 2021/22  
The Trust had reported a breakeven position for the first half of the year (H1) and had submitted 
a balanced plan for H2 based on the run rate forecast and planned service changes.    



b) Cost Improvement Plan 
The Cost Improvement Plan target had been reduced following discussions with the Cheshire 
and Merseyside Health and Care Partnership (C&M HCP).  However, due to the challenges 
associated with identifying suitable schemes and risks associated with the security of the Elective 
Recovery Fund, a Financial Stability Plan had been drafted to secure the forecast breakeven 
position for H2.   
 

c) Workforce Update 
Monies associated with the Month 5 pay award had been backdated, resulting in the reporting of 
an above projected mean level for Month 7.  A meeting had been conducted with colleagues 
across the patch in late November 2021 to discuss shared challenges associated with staffing 
and pay.   

 
Operational Planning 

a) Liverpool University Hospitals NHS Foundation Trust H2 Operational Planning Return 
The Operational Planning Return for 2021/22 had been forwarded to the C&M ICS and the 
Finance Return submitted by the relevant deadline.  Work was underway to analyse the data 
collected as part of the in-year planning rounds conducted in August 2021 to further inform H2 
plans.   
 

b) 2022/23 Annual Business Planning Process – Outline Approach 
The Committee stated that business planning must consider financial implications during all 
phases of the process and that strong connections would need to be made with workforce 
plans. 

 
Financial Plan 2022/23 
A firm launch of the financial planning process would be carried out in December 2021 and a workshop 
was to be conducted in March 2022 to facilitate in-depth review of the Financial Plan 2022/23 ahead of 
its presentation for approval in the same month.  The Committee agreed that an additional budget review 
meeting be held in March 2022 to facilitate focus on the triangulation between the financial and 
operational plans to ensure strong alignment of workforce plans.  
 
The attention of the Committee was drawn to an addendum to the Trust Standing Financial Instructions 
which reflected the agreed increased autonomy recently bestowed upon the divisions and departments.  
 
Digital Intelligence Delivery and Development Plan  
The Committee noted its strong support of initiatives outlined within the plan which included statistical 
process and integrated progress report data to illustrate real time performance, a monthly balanced 
scorecard with granular detail and the longer term goal of consolidating existing warehouses into a 
master repository to underpin curated datasets and interrogation tools.  The presented workplan had 
been integrated into the Care Quality Commission (CQC) Improvement Plan.   
 
 
 
Digital Strategy  
The decision was taken to defer the item to a focused workshop in early 2022, to which system 
colleagues would be invited.   
 



New Hospital Contract Awards – Integrated Patient Entertainment Contract Award 
A structured tender process had been undertaken to identify a preferred provider for an Integrated 
Patient Entertainment system to be installed in the New Royal.  A site visit was to be conducted to view 
the system in use and subject to satisfactory completion of this element of due diligence, the preferred 
bidder would be presented to the New Hospital Committee for approval.  The Committee approved the 
Integrated Patient Entertainment Contract Award in principle.   

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 
The Committee approved the Integrated Patient Entertainment Contract Award in principle.   

Recommendation 
The Board is asked to note the report.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Board Committee Assurance Report 

Report to Board of Directors  

Date 25 January 2022 

Committee Name Finance and Performance Committee 

Date of Committee Meeting 23 December 2021 

Chair’s Name & Title Mike Eastwood, Non-Executive Director 

Executive Lead Rob Forster, Chief Finance Officer / Deputy Chief 
Executive 

 
Matters for Escalation 
• An increase in the number of new referrals which, if continuous, could negatively impact achievement 

of the Financial plan.  
• The increased number of Covid-19 patients being admitted to the Trust. 
• Reporting of a deterioration in financial performance over November 2021, mitigated by 

implementation of the Financial Stability Plan.  
 

Key Issues 
Operational Performance 

d) Reset Plan 
A reduction in waiting lists was reported alongside an increase in patients receiving their first 
treatment and an enhanced programme of validation.  The number of new referrals had 
increased beyond anticipated levels and it was noted that any further rise could negatively impact 
achievement of the Financial Plan for the second half of the year (H2).   
 

e) Performance Report 
Continued pressure was reported on all constitutional standards with the exception of the 31-day 
cancer target.  The Trust had reported a breach in six-week standards for sleep study patients 
and plans were being implemented to reduce the backlog and contrive a sustainable solution.     
 
Overall, emergency access was considered to be in a stable position however work was 
underway to transfer patients onto appropriate alternative treatment pathways to address the 
slight drop in performance.  Work was underway with the North West Ambulance service to 
improve ambulance handovers and associated performance against national standards and a 
successful handover had been conducted with KPMG to continue the improvements realised 
within the emergency department as a result of their support.  
 

f) Winter Plan 
A total of 12 schemes associated with the Winter Plan had been funded and mobilised and 
additional monies had been received from the Integrated Care System (ICS) to offset winter 
pressures.  Additional discharge planners had been recruited at Aintree to assist with the 
discharge or transition of Ready for Discharge (RFD) patients.  A collaborative programme of 
work was also underway with Information Technology and system colleagues to develop a bed 
base information set to assist in addressing RFD issues.   
 



Covid-19 Update – Pandemic Preparedness 
Correspondence received from NHS England / NHS Improvement (NHSE/I) had confirmed declaration of 
a Level 4 National Incident in response to the threat from the Omicron variant and in recognition of the 
potential impact on the NHS.  The Trust had increased its vaccination programme and introduced daily 
tactical meetings in response.   
 
The Trust had reported a 25% increase in the number of Covid-19 patients over recent a 72-hour period 
and visiting arrangements would be reviewed to ensure ongoing patient and staff safety. 
 
The Committee requested that an evaluation of staff vaccination demographics be undertaken to identify 
any inequalities.  
 
Un-outcomed Appointments Progress Update and Future State 
A significant number of appointments had been identified as un-outcomed within the current system.  
Conduct of a deep dive determined that the increase in the number of un-outcomed appointments was 
primarily as a result of changes to the outcomes process and remedial action was being taken to 
address the issue whilst long term mitigations were implemented.   
 
The Committee requested that the proposed methodology for future monitoring of the level of un-
outcomed appointments be presented at a forthcoming meeting.  
 
Finance 

d) Financial Performance Report Month 8 2021/22  
The Trust had reported a deterioration in financial performance during November 2021 however, 
as a consequence of implementing the Financial Stability Plan, the Trust remained ahead of the 
planned trajectory for a breakeven position at year end.  Budget planning continued and 
significant work was to be undertaken to realign reporting to the new governance structure.    
 

e) Cost Improvement Programme Update 
The Cost Improvement Plan remained a key element of quality improvement and work continued 
to identify recurrent schemes.   
 

f) Merger Benefits 
The Committee was disappointed to note the lack of progress associated with realisation of the 
anticipated merger benefits; however, recognition was given to the unprecedented and sustained 
externally generated issues which had arisen post-merger and welcomed the opportunity to 
review the current position.  The importance of regular future monitoring was agreed.   

 
 
 
 
Accelerator Update 
The Committee agreed that whilst a preferred option had been identified with regards to the future 
ownership and management of the Accelerator Building, further information was to be provided at the 
next meeting with regards to the other explored options.  
 
Quarterly Sustainability Update 



A new Sustainability Manager had taken up their post in November 2021 and had since focused 
primarily on developing a strategy to minimise the financial impact of the significant rise in energy costs.   
 
In contrast to comparable organisations, the Trust had maintained its performance with regards to its 
carbon footprint however, work was underway to realise a reduction of in carbon consumption by 2025.  
A reduction strategy had been submitted to the ICS, but further work would be required regarding the 
Trust carbon management plan, green plan and all carbon reduction initiatives.   
 
Review of Committee Effectiveness Process and Timeline 
The Committee noted the imminent changes to the Governance meeting structure and importance of 
completing the effectiveness review to inform future developments.  
 
Use of Trust Seal – Liverpool University Hospitals and Edge Hill University 
The Committee approved the use of the Trust Seal for the renewal of lease arrangements for premises 
on the Trust’s Aintree site utilised by Edge Hill University.  
 
Executive Led Group Assurance Reports 
The Committee received and noted the Executive Led Group Assurance Reports from:  

d) Operations and Performance.  
e) Digital Oversight. 

Decisions Made 
The Committee approved the use of the Trust Seal for the renewal of lease arrangements for premises 
on the Trust’s Aintree site utilised by Edge Hill University.  
 
Recommendation 
The Board is asked to note the report.  
 

 

 

 

 

 

 

 

 

 

 



Board Committee Assurance Report 

Report to Board of Directors 

Date 25 January 2022 

Committee Name Quality & Safety Committee 

Date of Committee Meeting 24 November 2021  

Chair’s Name & Title Eustace De Sousa, Non-Executive Director 

Executive Lead Elaine Inglesby, Chief Nurse 
 
Matters for Escalation 

 
Key Issues 
 
High Risk Register Report  
The Committee welcomed the further iteration of the new reporting style of High Risks which facilitated 
clearer interpretation of risks and trends.  The continuing significant pressures across the Trust’s 
activities and the measures in place to mitigate against patient harm were noted.  The Committee 
received assurance that the ongoing implementation of intentional rounding on all Trust Wards had been 
received positively by staff.   

LUHFT Improvement Plan 
The Committee noted the proposed single LUHFT Improvement Plan, which incorporates actions to 
address CQC requirements as well as internally identified priorities. Committee welcomed the format of 
the report, noting that further work was being finalised before submission to the LUHFT Improvement 
Board.   
 
Quality Performance Report M08 
Committee members discussed concerns surrounding the number of falls and the number of hospital 
acquired pressure ulcers, and noted the improvements anticipated as a result of intentional rounding and 
other measures at ward level. The improved balanced score card method of reporting was noted, 
alongside the noted the pressures for wards and the actions to reduce risks of patient harm. The 
Committee noted that further work was necessary on how wards are assessing their ward-based 
Liverpool Quality Assessment.  
 
Gastroenterology Update  
The progress on the actions being taken following the Gastroenterology Delayed Follow-up Review was 
presented to the Committee.  The Trust continues to keep patients informed and is working with external 
agencies and stakeholders to support improvement work and develop a sustainable service based on 
demand and capacity modelling.   
 
Organ and Tissue Donation Annual Report 2020/21 
The Committee approved the annual report. It was noted that notwithstanding the impact of COVID-19, 
the Trust’s work on organ and tissue donation continued. There were 11 proceeding solid organ donors 
at LUHFT, benefitting 25 transplant recipients throughout 2020/21. 
 
Learning from Deaths  



The Committee received assurance that the revised Learning from Deaths Policy and increased role of 
divisional mortality leads would address the variation in compliance with mortality reviews across some 
care groups. Committee noted the current compliance position and the necessary actions to address 
poor performing wards, departments or clinical teams. The development of reporting tools will facilitate 
this to identify areas of the trust requiring support, and the Trust continues to work with the CCG to agree 
mechanism for day case activity reporting. 
 
Safe Staffing  
The Committee noted the current challenges around vacancy rates, turnover rates and staff sickness 
and absence rates. The Nursing Workforce Programme Board is driving the staff staffing programme 
and extensive work has been undertaken to finalise nursing establishments across all in-patient areas, 
taking into consideration acuity and dependency studies, nursing ratios, the ward environment and the 
application of professional judgement and assessing any financial impact. 

 
Health and Safety Annual Report 2020/21  
The Committee approved the annual report.  The Committee noted the positive working relationship with 
regulators and city region partners, the increased scrutiny of accidents, incidents and near miss events 
and the unification of key policies and procedures.  
 
Compliance with Mortuary Arrangements 
The Committee received an update following a request from NHS England / NHS Improvement that all 
Boards of organisations with either a mortuary or body store ensure they are compliant with existing 
guidance.  The Committee received the review undertaken and noted that whilst the Trust was generally 
compliant, there was a level of non-compliance in respect of swipe card systems at one site but that 
there were manual systems to ensure restricted access.  Assurance was provided that ongoing work 
towards full compliance continued, with an expectation that further national guidance will be published in 
2022.   
 
ELG Chairs Assurance Reports  
• Quality of Care ELG  
• Health & Safety ELG  
• Infection Prevention and Control ELG  
 
The Committee noted the reports. 

Decisions Made 
The Committee approved the following: 
 
• Health and Safety Annual Report 2020/21 
• Organ and Tissue Donation Annual Report 2020/21 
 
Recommendations 
The Board is asked to: 

• Note the summary report. 
 



Board Committee Assurance Report 

Report to Board of Directors 

Date 25 January 2022  

Committee Name Quality & Safety Committee 

Date of Committee Meeting 23 December 2021  

Chair’s Name & Title Eustace De Sousa, Non-Executive Director 

Executive Lead Elaine Inglesby, Chief Nurse 
 
Matters for Escalation 

 
Key Issues 
 
Emerging Concerns  
was advised of the rising pressures in our hospitals as a consequence of increasing rates of Covid-19 in 
the community and the more transmissible variant Omicron. Particular pressures were on increased 
attendances in A&E and rising number of Covid-19 positive patients, and staff sickness/absences 
because of isolation requirements. The Trust Executive is monitoring the position carefully and taking 
action to mitigate risks to access and safety.  

The Committee was informed that there is an urgent internal review of the pancreatic pathway following 
issues raised.  

LUHFT Improvement Plan 
The Committee welcomed the new format of the LUHFT Improvement Plan which had been positively 
received at the first Improvement Board.  The Committee was advised that additional capacity had gone 
live in December to assist with patient flow and avoidance of unnecessary attendance at A&E, with 
further GP-led capacity at Aintree planned for January as part of the Trust’s Winter Plan with system 
partners. 

LUHFT Improvement Plan Deep Dive  
The Committee welcomed the format of the deep dive report on complaints. Committee noted that 
further work is needed to raise the standard and quality of complaints handling, building a 
compassionate and empathetic culture and that actions were being taken to address these through 
training, leadership visibility, and the use of data and feedback. The Committee noted that actions would 
aim to embed learning as part of continuous improvement. 
 
Quality Performance Report M08 
Committee members received an update detailing the continuing significant pressures across the Trust 
and challenges faced as a result of the rising transmission rates of the Omicron variant of Covid-19.    
 
Waiting List Surveillance System 
The Committee received an update on development of the system that would give more timely and 
accurate information on patients on waiting lists. The significant challenges in updating the system were 
noted with a request for an update in February 2022.   
   
Practice Improvement and Lessons Learnt 



The Committee noted the latest iteration of the report and that future reports would provide greater 
insight into impact of improvement and reduce the current level of duplicative reporting across 
Committees and groups. 
 
 
 
ELG Chairs Assurance Reports  
• Quality of Care ELG  
• Health & Safety ELG  
• Infection Prevention and Control ELG  
 
The Committee noted the reports. 

The Committee discussed new governance arrangements and noted that the work of this Committee 
would transfer to new Executive Led groups chaired by the Chief Nurse and Medical Director from 
January 2022.   

Recommendations 
The Board is asked to: 

• Note the summary report. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Board Committee Assurance Report  

Report to Board of Directors  

Date 30 November 2021 

Committee Name New Hospital Committee 

Date of Committee Meeting 2 December 2022  

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 and the 
clinical readiness of the building.  An outline was provided of the plans in place to manage the move to 
the new hospital.   
 
Cost Management Update  
The programme was forecast to deliver within the budget, after mitigations.  
 
Senior Responsible Officer Arrangements 
The Committee reviewed the arrangements in place for the Senior Responsible Officer and agreed that 
the Director of Finance would continue to hold the role.  Arrangements would continue to be reviewed as 
the programme progressed.  
 
Master Planning 
The Committee received an update on Master Planning and noted that a project team was being 
established to deliver Phase 2.   
 
Operational Readiness 
The Committee received an update on Operational Readiness which detailed that the next phase had 
commenced.  Public consultation for the reconfiguration of stroke services across the Cheshire & 
Merseyside Integrated Care System had commenced.   
 
Workforce and Communications  
The Committee noted that the modelling of medical, nursing and allied health professional workforce had 
commenced.  A deep dive into Education and Simulation has been carried out to provide assurance, 
alongside a training needs analysis to inform the required next steps.   
 
Digital 
The Committee discussed the implementation of the Integrated Patient Experience (IPE) System.    
 
Nurse Staffing Model  



The Committee noted that the review of the Nurse Staffing Model which would provide a baseline to 
inform the draft staff model was due to be finalised in December 2021.   
 
Assurance Reports 
The Committee received and noted assurance reports from: 

• New Hospital Programme Steering Group 

Decisions Made 
None. 
 
Recommendation 
The Board is asked to note the report. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 



Board Committee Assurance Report 

Report to Board of Directors  

Date 25 January 2022 

Committee Name Research & Innovation Committee 

Date of Committee Meeting 01 December 2021 

Chair’s Name & Title Tom Walley, Non-Executive Director 

Executive Lead Clare Morgan, Director of Strategy 
 
Matters for Escalation 
Performance regarding the number of open studies had fallen below the target, however, a task and 
finish group would address the issue by promotion of the research agenda.  
 
Key Issues 
Research & Innovation Performance Update 
An accurate baseline had been determined, but as the number of open high-quality studies during 
quarter 2 fell below the target and baseline, a task and finish group had been established to drive 
forward the research agenda.  Work as also required to increase the number of participants contributing 
to commercial studies.   
 
Research Story 
The Committee was provided with a research story of the Liverpool research response to Covid-19 
which contributed to development of a treatment framework for the virus.  The Committee agreed that 
the presentation be made to the Trust Board at an appropriate time.     
 
Innovation and Intellectual Property Update 
Following completion of a significant project in collaboration with the Innovation Agency, it was agreed 
that to ensure best practice, an innovation hub was needed, processes for managing healthcare 
innovations should be formalised and collective learning must be shared.  
 
The Committee noted that work would be undertaken with the Divisions to realise the projects that were 
not selected as part of the I3 programme; a paragraph on each project be circulated.   
 
Divisional Update – Specialist Medicine 
The item was deferred to January 2022 to ensure robust Divisional clinical engagement however, the 
Committee noted that the presentation had been reviewed at the Research Steering Group (RSG) and 
any resultant actions were being implemented.  
 
 
National Institute for Health Research Biomedical Research Centre (NIHR BRC) Application 
Feedback 
Whilst the NIHR BRC application had been unsuccessful, the feedback from the Department of Health 
and Social Care Scientific Review Panel had been welcomed.  A review session would be conducted in 
early 2022, after publication of the outcomes of all BRC applications, to determine next steps within the 
system and alignment with University objectives.   



 
Our Future Together – Great Research and Innovation Delivery Plans 
The plan had been mapped against the Our Future Together Strategy and work was to be undertaken to 
ensure delivery against the year one measures, including workforce consultation, capacity building and 
systems improvements.  A three-year plan will be presented to the Committee in February 2022 and the 
Committee requested that a relevant Communications and Engagement Plan should also be provided.   
 
Research Governance Update 
Serious research breaches had been reported in Ophthalmology (May 2021) and Diabetes (August 
2021).   Each breach had been addressed, and consequently downgraded by the Medicines and 
Healthcare products Regulatory Agency (MHRA), closing the breaches.   
 
Research Steering Group Assurance Report 
The Committee was disappointed to note the Trust performance in numbers of submission of 
Expressions of Interest for commercial studies but noted that a team would proactively respond to and 
seek out opportunities.   
 
The work of the RSG will be reinvigorated by embedding of senior research staff within care group and 
divisions to improve engagement and increase culture change in research.   
 
A paper will be presented to the Committee in February 2022 on the recent NIHR Clinical Research 
Facility (CRF) submission for a 26-bed expansion to support research studies.  
 
Month 7 and Forecast Outturn Financial Position 
Regarding Divisional performance, an improved forecast position was reported because of receiving 
unanticipated income and the conduct of unplanned Covid-19 studies.  The Clinical Research Unit 
(CRU) had moved from a deficit to a balanced position.   
 
The Committee requested that a forecast be presented at the February 2022 meeting to compare the 
current financial position against previously reported positions.  
 
Committee Effectiveness Review 2021/22 
The Committee supported the approach to be adopted with regards to the Committee Effectiveness 
Review for 2021/22.  
 
Decisions Made 
No decisions were made during the meeting.  
 
Recommendation 
The Board is asked to note the report.  
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