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Purpose of Report To provide the Chief Executive Officers Group a brief update on the CURE 
programme expansion, prior to the scheduled update to Board in March 22.   

Executive Summary NHS England & NHS Inequalities teams have identified the Trust CURE 
model of delivery as a national exemplar in our approach to inpatient smoking 
cessation services.  

Cheshire & Merseyside Integrated Care System (C&M ICS) have requested 
LUHFT develop and lead a CURE hub and spoke model across the 
Merseyside region, in partnership with our local specialist hospital Trusts. 
This regional leadership role in smoking cessation reflects the importance 
LUHFT places on creating healthier, happier, fairer lives, embracing the 
prevention agenda in order to tackle health inequalities in our population.   

Expansion of the programme is also an efficient way to ensure rapid adoption 
of evidence based best practice of smoking cessation support to inpatients 
and NHS staff in those organisations.   

 
£116K was allocated from NHSE&I for development work to establish the 
expanded programme in 21/22 and is managed through the corporate 
nursing function. The Cheshire and Merseyside Health and Social Care 
partnership has confirmed it will recurrently fund the expanded CURE model.  
Recurrent funding will be integrated into the Trusts contract value or ‘bottom 
line’ from 2024 onwards but is estimated to be circa £874k. Value of funding 
for 22/23 will be confirmed as soon as the ICS allocation for Tobacco 
Dependency services for 22/23 and 23/24 is identified; however the team has 
been working with C&M to develop a model around the proposed £874K per 
annum.   
This income will be directed primarily towards increased staffing to support 
the work, and additional pharmacotherapy costs. This will facilitate the 
release time from the LUHFT’s cessation leadership  team to develop and 
oversee the model, plus a recruitment of a AfC6 Nurse to support clinical 
visibility of service and training & development of staff, and two additional 
AfC4 Assistant Practitioners to deliver inpatient and staff smoking cessation 
services at the hubs sites of the local specialist hospital Trusts. 

 

Action Required by the 
Board/Committee 

 

To note the progress with development of the CURE hub and spoke model 
prior to the scheduled verbal updated at Board in March 22. 

 

 



  REPORT DEVELOPMENT: 

Committee or meeting 
report considered at: 

Date Lead Outcome 

Reviewed with Divisional 
Leadership Team for Medicine 

 Anthony Duffy Supported 

 
 
MAIN REPORT 

INTRODUCTION 

Tobacco is the single greatest cause of preventable death, disability, illness and social inequality. 1 in 2 

smokers die prematurely due to their smoking. Tobacco addiction is a disease; a chronic relapsing disease 

that often begins in childhood. There are many highly effective treatments for this disease, and we want 

to support smokers to quit when they are admitted to hospital, which has been shown to improve outcomes 

and reduce readmissions and bed pressures. Smokers generally encounter worse outcomes and use a 

disproportionate amount of healthcare resource than other patients. Currently, nearly 1 in 4 patients 

admitted to LUHFT are smokers. 

The CURE service, established at LUHFT since October 2019, is a comprehensive secondary care 

treatment programme for tobacco addiction. At its heart is systematically identifying all active smokers 

admitted to secondary care and immediately offering nicotine replacement therapy, other 

pharmacotherapy and access to intense specialist support, for the duration of their admission and the 

immediate post discharge period.  The service collaborates closely with specialist community teams and 

provides a comprehensive handover of those patients motivated to extend their abstinence to a fully 

supported quit attempt.  This highly effective pathway moves away from the traditional model of 

stigmatising smokers and tokenistic signposting as identified by Keir-Lewis, to offering immediate 

treatment and support. 

The term ‘CURE’ (Conversation, Understanding, Replace, Expert Advice) has been specifically chosen to 

‘medicalise’ tobacco addiction and move away from the stigma of a lifestyle choice to disease treatment. 

Treating tobacco addiction must become part of the core activity of all clinicians in every part of the hospital. 

The work follows on from successful campaigns utilising the same secondary care models within Ottawa, 

Canada and Wythenshawe, Manchester. 

ANALYSIS 

Tobacco is the single greatest cause of preventable death, disability, illness and social inequality. 1 in 2 

smokers die prematurely due to their smoking. Tobacco addiction is a disease ; a chronic relapsing disease 

that often begins in childhood. There are many safe, licenced and highly effective treatments for this 

disease and we want to change these terrible statistics by helping smokers to quit when they are admitted 

to hospital. 

 

Tobacco will kill over 175 million people between now and the year 2030. Between 2016 and 2018, over 

75,000 preventable deaths were attributable to smoking per year in England. 

 

Nationally, there are nearly 8 million smokers in the UK, with only 5% of those currently accessing stop 

smoking services. Smoking costs the NHS £850 million per year inpatient costs, £1.1 billion per year in 

primary care costs and £696 million per year in OP secondary care services. Based upon this, it is arguable 

that treating tobacco addiction whilst we are caring for our inpatients, would be the single most cost-

effective life-saving intervention provided by the NHS. The cost per life year gained of treating tobacco 



addiction is 1/25th the cost of statin therapy in patients with coronary artery disease. For low- income 

households smoking is also a significant financial burden, thus is one of the main drivers of childhood 

poverty nationally- supporting patients to quit improves physical and financial health of multiple individuals. 

 

In 2017/18, the Trust had a referral process in place with SmokeFree Liverpool (SFL). RLH site identified 

that the demographics of the patients it served required some significant intervention, and after a brief 

audit on the process, the Trust found -   

 

800 referrals were sent via ICE with only 250 actually received by SFL, due to a lack of oversight and 

joined up systems within a twelve month period, and based upon current admissions there would ordinarily 

be an expectation of over 5000 smokers being referred.This appears to be the case for most areas utilising 

ICE for a smoking cessation referral to a third party on admission resulting in SFL contacting patients 

whilst still in hospital.  This led to just 23 patients being engaged in the process (2.88%), leading to 12 

quits (1.5%).The model was introduced to RLH in November 2019 and extended across LUHFT 2yrs later 

aimed to complete the following:  

 

• Identify smokers – simplified internal assessment of Ask, Advise, Act 
• Offer of prescription for Nicotine withdrawal 
• Opt-out referral for expert advice from CURE inpatient team and, led clinically Dr Gareth Jones 
• Individualised treatment plan 
• Seamless transition to community provider, developing a bespoke IT system that allows CURE to 

book follow-up directly 

Through simplification of the process by which to screen for smokers in our inpatient population, producing 

a prescribing recommendation to commence treatment immediately and an automated referral to the 

inhouse specialist team, LUHFT have made significant improvements to the care of sick smokers. 

 

Additionally, we now have access to real-time, multi-level (trust, site, specialty, ward, patient level) data 

which clearly indicates the level of need and the impact early intervention can have. 

 

High level successes to date -  

 

• 100% of those screened and assessed have been offered very brief advice and treatment for 

nicotine withdrawal.    

• 85.9% of identified smokers prescribed a licensed smoking cessation medication     

• CURE team assessed 86.9% of available smokers - most often within a day of being admitted 

(median 3 days)    

• 78.4% motivated smokers handed over to community cessation services (38% to Smokefree 

Liverpool)  

• Highly motivated - 45% continued with a quit attempt leading to the majority successfully quitting 

(55.5%), highlighting the teachable moment of initiating a quit attempt whilst in hospital   

• Over 400 4 week quits equating to 15 quits per month, achieving double the number of quits 

every month that we previously achieved in a year. 

• Rollout of weekly cross site staff clinics from January 22, with 2x4 week quits to date. 

 

 

SOLUTION 



NHS England & NHS Inequalities teams have identified the Trust CURE model of delivery as a national 

exemplar in our approach to inpatient smoking cessation services.  

Cheshire & Merseyside Integrated Care System (C&M ICS) have requested LUHFT develop and lead a 
CURE hub and spoke model across the Merseyside region, in partnership with our local specialist hospital 
Trusts. This regional leadership role in smoking cessation reflects the importance LUHFT places on 
creating healthier, happier, fairer lives, embracing the prevention agenda in order to tackle health 
inequaities in our population.   
Expansion of the programme is also an efficient way to ensure rapid adoption of evidence based best 

practice  of  smoking cessation support to inpatients and also NHS staff in those organisations.   

It has been agreed that it would not be financially viable for the ’spoke’ Trusts to start their own service 

due to the smaller numbers of patients involved at these sites. The most viable way to progress the work 

in Liverpool is to develop a hub and spoke model from an established service and spread expertise to the 

smaller sites. Risks to not progressing this model may lead to increased length of stay and increased 

readmissions.   

• Clatterbridge Cancer Centre- spoke model agreed 

• Walton Centre- spoke model agreed 

• Alder Hey Children’s Hospital- model in discussion 

• Liverpool Women’s- model in discussion 

• Liverpool Heart and Chest Hospital- model in discussion 

£116K was allocated from NHSE&I for development work to establish the expanded programme in 21/22 

and is managed through the corporate nursing function. The Cheshire and Merseyside Health and Social 

Care partnership has confirmed it will recurrently fund the expanded CURE model.  Recurrent funding will 

be integrated into the Trusts contract value or ‘bottom line’ from 2024 onwards but is estimated to be circa 

£874k. Value of funding for 22/23 will be confirmed as soon as the ICS allocation for Tobacco Dependency 

services for 22/23 and 23/24 is identified; however the team has been working with C&M to develop a 

model around the proposed £874K per annum.   

This income will be directed primarily towards increased staffing to support the work, and additional 

pharmacotherapy costs. This will facilitate the release of time from the LUHFT’s cessation leadership  team 

to develop and oversee the model, plus a recruitment of a AfC6 Nurse to support clinical visibility of service 

and training & development of staff, and two additional AfC4 Assistant Practitioners to deliver inpatient 

and staff smoking cessation services at the hubs sites of the local specialist hospital Trusts. The funds will 

also contribute to releasing the LUHFT lead nurse for smoking cessation to support the co-located ‘spoke’ 

Trusts for 2.5 days. Performance against the programme will be monitored using the KPIs that have been 

utilised in the Trust model, and routinely submitted as national dataset currently. Performance will be 

discussed and monitored on a monthly basis between the hub and spoke system and supported by the 

ICS.  

The proposed hub and spoke model would align the Trust ‘Our Future Together’ Strategy with greater 

collaboration with partners to strengthen opportunities for our local communities and wider population and 

is also aligned to the ONE Liverpool strategy which identifies smoking cessation as a core enabler to 

improve the health inequalities of our city.  

The proposal is also aligned to the NHE Long Term plan - by 2023/24, all people admitted to hospital 
who smoke will be offered NHS-funded tobacco treatment services, The proposal is also aligned to 
the  NHS Standard contract 22/23 - screen inpatients for tobacco use and to refer them, on discharge, 
to the relevant local authority alcohol advisory and smoking cessation services’. 



 
Work also continues to understand the long term impact the delivery of the service to patients in relation 

to length of stay and readmissions.  

                         

NOT YET ASSESSED 

. 



 

 
 

Risk 1: Failure to Provide Safe Care 
 

Lead Executive Director Medical Director Inherent Score Residual Score Target Score 
Lead Officer Director of Patient Safety L C RC RPS L C RC RPS L C RC RPS 
Date updated March 2022 5 5 2 12 5 4 3 12 5 2 1 8 
Commentary 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. 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

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 

- Waiting list 
reprioritisation 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 
 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

demand and/or safe 
system failure. 

- Long waiters harm 
review programme 

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 
 

 

 

Links to Significant Risks on the Corporate Risk Register (12+) 
Reference Risk Description Risk Owned By  

Clinical Group / Directorate  
CR Score 

Dx ID: 5891 Inability to meet the 18-week Referral to Treatment (RTT) performance standard.  Corporate Services Division / 
Operational Management  

13 

Dx ID: 5774 
 

There is currently insufficient outpatient capacity in place within Gastro service to see all of its follow up 
patients within their requested follow timeframes (Aintree) 

Medicine Division /  
Gastroenterology Care Group 

13 

Dx ID: 6479 There is currently insufficient outpatient capacity in place within Gastro service to see all of its follow up 
patients within their requested follow timeframes (Royal) 

Medicine Division /  
Gastroenterology Care Group  

13 

Dx ID: 5219 Currently unable to meet national cancer standards for Breast services and achieve RTT standards.  Surgery Division /  
Surgical Specialties Care Group  

13 

Dx ID: 6478 Insufficient workforce to deliver the Gastro service due to current vacancies resulting in increased patient 
waiting times (Royal) 

Medicine Division /  
Gastroenterology Care Group 

13 



 

 
 

Dx ID: 5497 Insufficient workforce to deliver the Gastro service due to current vacancies resulting in increased patient 
waiting times (Aintree) 

Medicine Division /  
Gastroenterology Care Group 

13 

Dx ID: 5396 Sustainability of the spokes due to lack of adequate consultant cover resulting in closure of MFU services Surgery Division /  
Head & Neck  

13 

Dx ID: 5604 
 

Avoidable falls causing harm in in-patient areas 
 

Medicine Division / 
Divisional Risk  

12 

Dx ID: 6452 
 

Avoidable falls due to failings in clinical practice causing harm to patients 
 

Medicine Division / 
Divisional Risk 

12 

Dx ID: 6297 
 

Delay in inpatient discharge due to lack of community capacity resulting in extended patient stays and delays 
in ED 

Medicine Division / 
Divisional Risk 
 

12 

Dx ID: 6425 
 

Delay in inpatient discharges of medically optimised patients due to lack of community beds and lack of 
discharge to assess services resulting in reduced patient flow. 

Medicine Division / 
Divisional Risk 
 

12 

Dx ID: 6285  Delays for inter-hospital transfers for HPB due to delays in gallstone surgery resulting in patients developing 
acute pancreati 

Surgery Division /  
Digestive and Emergency Surgery Care 
Group 

12 

Dx ID: 5525 Delays in CPAP treatment in Sleep Lab due to lack of staffing & equipment resulting in potential patient harm 
and trust reputation. 
- Delays in diagnosing patient with sleep conditions 
- Delays in initiating CPAP treatment for sleep conditions  
- Delays in active monitoring of patients on monitoring / surveillance on CPAP treatment 

Medicine Division / 
Cardiology and Respiratory Care Group 

12 

Dx ID: 4983 As a result of existing custom and practice within the Royal Hospital Diagnostic results are not being viewed 
and or acted upon by lead Consultant or being assigned to the wrong Clinical lead, resulting in potential 
significant patient harm. 

Corporate Services Division  12 

Dx ID: 6467 Due to insufficient cubicles in Emergency Triage patients privacy and dignity is not always maintained. Medicine Division /  
Accident & Emergency 
 

12 

Dx ID: 6422 Failure to safely and effectively open and maintain escalation areas resulting in potential patient harm & poor 
experience 

Medicine Division / 
Divisional Risk 
 

12 

Dx ID: 5025 Inability to provide dental undergraduates with essential 1:1 dental nursing support whilst delivering patient 
care due to insufficient dentals nurses resulting in patient safety risk.     

Dental Division / 
Dental 

12 

Dx ID: 6256 Lack of consistent processes for the management of outpatients across the Trust leading to variation of 
access to services for LUHFT, potential delay in patient management and harm 

Outpatients /  
Diagnostic and Support Services 
Division 

12 

Dx ID: 5814 
 

Unsafe medical devices (CPAP Machines) Medicine Division /  
Cardiology and Respiratory Care Group 

12 

 



 

 
 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 

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 
 

 
 

 

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 2: Failure to Provide Effective Care 
 

Lead Executive Director Medical Director and Chief Nurse Inherent Score Residual Score Target Score 
Lead Officer AMD for Governance; Director of Quality Governance L C RC RPS L C RC RPS L C RC RPS 
Date updated March 2022  4 4 4 12 4 4 4 12 4 3 1 8 
Commentary 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. 
 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

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). 
Update (April 2022): Clinical 
Standards Functional Group has 
been stepped down.  GIRFT 
reports to Clinical Effectiveness 
Group and the first update is 
scheduled in April 2022.   
 

The establishment of Clinical 
Reliability Groups (CRGs) 
across all specialties: 
6 specialties to commence in the 
first round to report to Clinical 
Effectiveness Committee (March 
2022) - Update (April 2022): The 
Breast CRG has commenced.  
Progress to implement CRGs 
was presented to the Clinical 
Effectiveness Group in April 
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 Audit Forward 

 Compliance check by Clinical 
Audit Dept. - quarterly reporting 
to Clinical Standards Functional 
Group (Oversight). Update (April 
2022): Clinical Standards 
Functional Group has been 
stepped down.  Clinical Audit 

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); Update (April 
2022): This was completed in 

Audit 
Committee  

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Plan presented to Audit 
Committee in July 2021 

reports to Clinical Effectiveness 
Group and the first update is 
scheduled in April 2022.    
 

January 2022 and work is 
underway to ensure Clinical 
Audit functions and processes 
are aligned to the Trust 
operating model.   
  
Internal Audit Report on Clinical 
Audit process (Independent) - 
This is not on the programme for 
2021-22; however will be 
requested for 2022-23 to test the 
Trusts response to the self-
assessment outlined above 
(April 2022): Update (April 
2022): Clinical Audit is included 
on the MIAA Internal Audit 
Programme to be undertaken in 
Q3 2022-23. 
 

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%  
 
Update (April 2022): Quality 
Performance Report to Quality 
and Safety Group (February 
2022):  Dementia screening 
57%   

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 & 
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 

 Continued clinical incidents due 
to not acting on results. 

Site assurance regarding actions 
taken and performance 
monitoring to be provided to 
Clinical Effectiveness Group 
(April 2022).  
 
Update (April 2022): This 
assurance will be received in 
June 2022 following confirmation 
that the sites/divisions/care 

Clinical 
Effectiveness 
Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

in LIGHT and used to 
monitor performance. 
- Divisional Quality Safety 
and Effectiveness Groups  
monitor and manage 
performance. 

groups have oversight of the 
data required.  A group led by 
the Associate Medical Director is 
reviewing the systems elements 
to understand if changes are 
required to support clinicians.   

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% 
• Day-case 8.46% 

 

Develop updated discharge 
summary policy (December 
2021) 
  
Engage with CCG to agree 
mechanism for day case activity 
reporting (January 2022) 
  
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 Group 
(April 2022).   
 
Update (April 2022): The above 
actions required a review and 
will be completed in May 2022. 
A serious incident has been 
escalated in April 2022 related to 
a significant number of 
Emergency Department 

Clinical 
Effectiveness 
Group 

Update 
(April 
2022): 
Amber to 
Red due to 
SI reported 
220422 re. 
ED 
discharge 
summaries 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

discharge summaries not being 
sent to GPs.  This is being 
investigated.     

 

Links to Significant Risks on the Corporate Risk Register 
Reference Risk Title Risk Owned By Current 

Risk Score 
Dx ID: 6457 Congested ED due to lack of flow, capacity & insufficient nurses to accept patients resulting in ambulance crews 

being delayed and not being released in a timely manner 
Medicine Division / 
Accident & Emergency  

12 

Dx ID: Delay in diagnosis and treatment for ventilated patient on weekends and out of hours. 
 

Surgical Division /  
Critical Care  

12  

 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is MODERATE.  
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. 



 

 
 

 

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 

Background 
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 

Risk tracking 
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2. Effective Care



 

 
 

Risk 3: Failure to Provide Timely Access to Care 
 

Lead Executive Director Chief Operating Officer Inherent Score Residual Score Target Score 
Lead Officer Director of Performance and Operational Improvement L C RC RPS L C RC RPS L C RC RPS 
Date updated March 2022 5 4 4 13 5 3 4 12 5 2 2 9 
Commentary In the new governance arrangements, the oversight of timely access to care has transferred from the previous strategic oversight groups to the site-based 

Hospital Leadership Teams and the Executive Operations and Performance Group, currently chaired by the Director of Finance.  Operational delivery remains 
the responsibility of the specialty and divisional teams. 
 
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.  Further unannounced inspections from the CQC happened at the end of March 2022; the focus being 
EDs on both acute sites. 
 
4 hour performance  

1. Trust Performance for the 4 A & E hour standard reached 66.93% at the end of March 22 (77% for th Royal site and 43.95% for Aintree).  
Performance shows special cause concern on both acute sites, a deteriorating position against the 95% standard.  AED attendances have shown 
common cause variation over the last quarter; however, a pattern is emerging of sustained high volumes of referrals into the Royal and a reduction 
to below the mean on the Aintree site. 

2. The Trust have benefitted from ongoing support from ECIST and the System Improvement Team on both sites saw short term benefit on the 
Aintree site, of the KPMG support delivered between September and December 21. 

3. ECIST Assessments have reported on both sites during early April with recommendations for action. 
4. The Aintree Site has identified and mobilised key pieces of improvement work in respect of Ambulance Handovers within 6 minutes (~140 patients 

per day waiting longer than 60 minutes for handover), 15 mins to Triage (64.77% of patients triaged within 15 mins against 85% target) and 60 
mins to be seen by a Clinician (28% of patients within 60 minutes against a target of 50%).  These indicators are also part of a Board Deep Dive at 
its May meeting. 

5. Patient flow remains a challenge with high volumes of beds occupied by patients with Long Length of Stay – the North West regional benchmark 
for 21+day length of stay is 22.65%.   

Indicator:  %age of beds occupied by 
patients with a Length of Stay (LOS) of 

LUHFT Position as at 31st March 2022 

7+ day LOS 60.45% 
14+ day LOS 39.62% 
21+ day LOS 28.12% 

6. The mobilisation of the Patient Review App continues and has been supplemented by a Trust wide point prevalence exercise to audit criteria to 
reside status of all inpatients.  This has confirmed the current under-reporting through the Patient Review App.  

Referral to Treat  
7. Overall performance for elective access (i.e. % of patients seen within 18 weeks) in March is 54% (61.19% at the Royal site, reflecting the higher 

volume of patients treated for Cancer on the Royal site and 47.07% at the Aintree Site) against the national target of 92%.   



 

 
 

8. Waiting list size has increased to 76,673 at the end of March 2022 and the number of patients waiting over 52 weeks has stabilised around 6,367 
patients.  

9. At the end of March, the Trust reported 205 patients waiting more than 104 weeks against a trajectory of 223 and is on target to eliminate 104 
weeks by the end of June 2022. 

10. Weekly long wait review meetings will now move to focus on patients waiting more than 78 weeks. 
11. During January and February, the Trust engaged additional validation support to administratively review all patients waiting more than 52 weeks 

and all patients on the Gastroenterology Waiting List. This resulted in the removal of 2,200 patients.  Further validation is underway to remove 
duplicate outpatient pathways for the same patient. This has commenced in Respiratory and will now move to ENT. 

12. Theatres at Royal and Broadgreen are fully restored. Staffing pressures on the Aintree Site continue to compromise ability to step up all theatres 
with 10 out of 14.4 open at the end of March-22. A deep dive review of theatre staffing has commenced with a focus on recruitment and re-
baseline staffing levels based on specialty requirements. 

13. Performance on RTT is now monitored through the site-based Hospital Leadership Teams. 
14. It is likely that performance against the 18-week referral to treatment measure will continue to deteriorate because 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 

15. At the end of March, 14.05% of patients are waiting more than 6 weeks for outpatient diagnostics and showing common cause variation. The 
number of patients waiting over 6 weeks is 1,901 compared to 1,231 6 months ago. The total number of patients waiting has also increased to 
13,530 patients compared to 12,117 6 months ago. 

16. At individual modality level, the highest volumes of patients waiting >6 weeks are in Colonoscopy (881 and of which 611 are at the Royal) and 
Sleep Studies (561, of which all are waiting at Aintree). 

17. Measures remain in place to help address / improve performance including waiting list initiatives, mutual aid and insourced Medinet capacity. 
Cancer Performance  

18. 2 week wait: % of patients seen within 2 weeks of referral with suspicion of cancer is 71.54% at the end of February 22.  This is driven by 
sustained challenges in Breast and Colorectal cancer services; for Breast services this is a combined increase in referrals and reduced capacity 
and in colorectal, sustained high referrals levels. A deep dive into the drivers and impact along the pathway are underway. 

19. 31-day target: % of patients who had 1st treatment within 31 days of cancer diagnosis is 88.74% and below the national target of 96%. Of the 222 
patients receiving surgical treatment for cancer in February, 25 patients breached the 31-day standard. This is impacted by the delays in Breast 
Cancer pathways (5 patient breaches) as well as long waits for Urology Surgery (11 patient breaches). 

20. 62-day target: % of patients who had 1st definitive treatment within 62 days of referral is 55.91% and below the target of 85%. 48.5 out of 110 
patients receiving treatment in February waited more than 62 days, with the greatest number of patient breaches in Breast (19 patient breaches), 
Urology (13 patient breaches) and Head and Neck (9.50 patient breaches. 

 

 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

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. 

 - Daily Tactical Coordination Group 
Meetings  
- site based Hospital Assurance 
and Risk Groups / Hospital 
Operations and Performance 
Groups  
- Divisional Assurance Group 
meetings / Divisional Ops and 
Performance Groups 
- Executive Oversight Group 
- Operations & Performance Exec 
led Group 
- Trust Integrated Performance 
report 
- Covid19 update report   
- NHSI assurance meetings 
 
 

- 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. 

 
 

Finance & 
Digital 
Group 
 
Quality & 
Safety 
Group 
 
 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

- NHS111 
implementation to 
redirect patients and 
reduce attends and 
enhanced admission 
avoidance pathways. 
- Specialty software 
procured to undertake 
comprehensive demand 
and capacity modelling 
to support delivery of 
reset plan and 2021/22 
operational plan. 
- Robust improvement 
programme to support 
ED (both sites). 
- Continuous review of 
RN staffing rosters to 
identify gaps and 
mitigations, ensuring 
that appropriate 
resource is deployed to 
provide adequate cover 
in all areas. 

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 

Reconfiguration of 
legacy Trusts’ clinical 
models to deliver an 
integrated single model 
of care based on best 
practice e.g. GIRFT. 
 
Harmonisation of Full 
Capacity Protocol to 
support time escalation 
and response to times 
of heightened pressure. 
 

 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 

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. 
 

Exec Ops 
and Perf 
Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

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

Enhanced capacity for 
GP Streaming to 
support safe divert of 
patients away from ED. 
 
Use of Independent 
sector outsourcing and 
additional sessions to 
increase diagnostic 
capacity. 
 
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. 
 

Stoddart Oversight Group (to 
oversee progress of new model of 
care with Merseycare) 
Weekly North Mersey capacity and 
flow meetings 

Recruitment process to fill nurse 
endoscopist vacancies being 
progressed as part of ongoing 
advert. 
 
ECIST and NWAS support into 
ED to improve ED Flow. 
Director of Patient Flow 
appointed to support in-hospital 
flow and system flow. 
 

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 

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. 

 Divisional Assurance Group 
meetings 
Executive Operations & 
Performance Group 
Trust Integrated Performance 
report (including KPI targets and 
Upper quartile benchmarks) 
NHSI/E assurance meetings 
 
Additional operational governance 
measures implemented to support 
patient flow and refer to discharge 
including: 

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 

Exec Ops 
and Perf 
Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

- Limited capacity of 
interdependent support 
services e.g. 
diagnostics 

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 

Daily & Weekly D2A Operational 
Groups 
Weekly oversight from NM 
Capacity & Flow group  
Weekly Executive Led Discharge 
Meeting 

with complex discharge needs 
into appropriate OOH care. 
 
ECIST ongoing support and 
NWAS/AQuA support to ED flow 
and ambulance handovers. 

 

Links to Significant Risks on the Corporate Risk Register 
Reference Risk Title Risk Owned By Current 

Risk Score 
Dx ID: 5218 Due to staffing levels the department is unable to provide a timely breast service resulting in failure to meet RTT 

targets. Including breast cancer assessment, surgery and screening. 
 

Surgery Division /  
Surgery Specialties Care Group  

12 

Dx ID: 6276 Failure to meet H2 guidance and 104-week waiter targets due to lack of theatre capacity resulting in patient delays 
 

Surgery Division /  
Digestive and Emergency 
Surgery Care Group 

12 



 

 
 

 
Dx ID: 6417 Inability to provide a robust PET/CT service due to supply issues of isotopes resulting in delay of patient diagnosis.  Nuclear Medicine /  

Clinical Support Services  
12 

Dx ID: 6032 The Trust lost its bid to provide the Intestinal Failure (IF) Service resulting in loss of income and expertise of nutrition 
 

Medicine Division / 
Gastroenterology Care Group  

12  

Dx ID: 6202 Regulatory concern that patients in ED are not always receiving appropriate care in a timely way resulting in potential 
harm 

Medicine Division /  
Divisional Risk  

12 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is MODERATE. 
Risk Level 
 
6Key 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 
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. 

Risk tracking 
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3. Timely Access



 

 
 

 

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 

 

A reduction to outpatient services was enacted with effect from 23rd March 
2020 across all specialties and where clinically appropriate face to face 
clinics were replaced by virtual clinics and telephone triaging. This has 
created performance challenges within the elective programme, particularly 
the period of time patients wait for first definitive treatment, and the period of 
time patients wait for a diagnostic test. 
The Trust’s Covid-19 Reset plan (presented to Trust Board in May 2020) 
supports LUHFT’s approach in resuming service provision following the 
surge in demand due to the Covid-19 pandemic. It provides an operational 
framework and guidance for reset, setting out key processes, roles and 
responsibilities, and governance arrangements across the organisation. 

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. Since the move back to business as usual in early 2022, the Trust 
focus is on the reduction in patients waiting >104 weeks and >78 
weeks for elective treatment; the recovery of 2ww waits for cancer 
patients and those referred with a suspicion of Breast Cancer. From 
an urgent care perspective, the focus is on the reduction of wait 
times in ED through redirection to other services or the direct 
conveyancing to assessment / IP areas and the safe delivery of 
care in the department. 

ix. Publication of national planning guidance in December 21 and the 
Elective Recovery Plan in January 2022 sets out the blueprint for 
the reduction in long wait patients and demand management 
initiatives over the next 12 months. The assumption is that COVID 
rates will remain low and demand for Urgent and Emergency Care 
does not increase.  

 



 

 
 

Risk 4: Failure to Provide a Great Experience for Our Patients 
 

Lead Executive Director Chief Nurse Inherent Score Residual Score Target Score 

Lead Officer Deputy Director of Quality Governance L C RC RPS L C RC RPS L C RC RPS 

Date updated December 2021 4 4 4 12 4 3 2 9 4 2 1 7 

Commentary A number of the risks discussed under BAF Risk 1, safe care, and BAF Risk 3, timely care, impact on the experience for our patients but are not directly 
dealt with in this section of the BAF. 

Since the last update the Trust has begun to strengthen the controls in place to manage this risk as the interventions outlined in the LUHFT Improvement 
Plan begin to take effect. This includes intentional rounding, a revised complaints response template and more consistent safety huddles. 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Ineffective complaints 
and concerns systems 

 

Complaints and 
compliments are 
reported and managed 
locally but with 
oversight by Board. 

Increase in low level 
informal action via 
wards and PACT 

Revised Trustwide 
complaints template 

 

 CQC Report (September 2021) 

Patient Experience Audit following 
response to complaint 

Divisional Reports  

Complaints Annual Report 
(October 2021) 

Compassionate Leadership training 
has been booked for January 2022 
for all staff responding to 
complaints. (January 2022) 

Implement a revised approach to 
complaints responses (December 
2021) 

Revised approach to maximising 
the humility, compassion and 
empathy (December 2021) 

Audit the satisfaction of 
complainants following the receipt 
of a response from the Trust (March 
2022) 

Quality & 
Safety 
Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Revise operational structures to 
support improved oversight of the 
complaints process (January 2022) 

Core nursing standards 
not of a quality to ensure 
the fundamentals of 
patient care and 
experience are always 
met 

Work ongoing to 
harmonise LQA 
assessment framework 
with CQC key lines of 
enquiry. 

Ward Accreditation 
Framework (LQA)  

Perfect Ward  

Staff training  

Intentional rounding 

Governance and 
escalation framework 
(staffing & quality 
standards)  

 LQA Results 

CQC Report (September 2021) 

Feedback from regulatory 
compliance team visits  

Review of Medicines Governance 
arrangements 

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 

Fully implement intentional rounding 

Quality & 
Safety 
Group 

 

Failure to engage and 
involve service users to 
shape high quality 
services 

 

Enhanced volunteer 
recruitment, to ensure 
there is a sufficient 
cohort of volunteers to 
support the move into 
the New Hospital 
including way finding 
on day 1. 

Successful volunteers 
programme 

 Lack of clear set of outcome 
measures 

Longer term impact of COVID on 
delivering engagement and 
involvement 

Capacity of experience team to 
deliver intensive programme of 
work and support each 

Implement a Trust experience plan 
to establish clearer plans on 
delivery model & outcome 
measures 

Clearly define the Trust’s plans for 
establishing service users and staff 
as partners  

Define site and divisional objectives 
linked to improving experience 

Patient & Family Liaison Officers 

Quality & 
Safety 
Group  

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Launch and delivery of 
Quality and Safety 
Strategy 

Workforce strategy 

Membership and 
Engagement Plan 

 

Links to Significant Risks on the Corporate Risk Register 

Reference Risk Title Risk Owned By Current 
Risk Score 

Dx ID: 6472 Overdue or missed endoscopy surveillance patients within their planned date resulting in delayed diagnosis. 

 

Medicine Division /  

Gastroenterology Care Group  

12 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red 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. 



 

 
 

 

 

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 

 
 

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 
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Risk 5: Failure to Provide a Great Staff Experience 
 

Lead Executive Director Chief People Officer Inherent Score Residual Score Target Score 
Lead Officer Deputy Chief People Officer (Jason Brannan) / Elaine Butchard 

Deputy Chief People Officer 
L C RC RPS L C RC RPS L C RC RPS 

Date updated March 2022 5 5 4 14 4 3 4 11 3 3 2 8 
Commentary LUFHT signed the North-West Pledge for wellbeing and absence management 

Integrated OD plan developed. 
Self- assessment of the national FTSU tool 
Progress communications on FTSU 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Failure to build an 
inclusive culture 
 

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

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

Integrated OD Plan developed in 
November 2021 following CQC report. 
OD plan has been reprofiled and new 
governance arrangements will be 
established in quarter one. This will 
include a culture steering group that is 
ideally CEO led, and a culture change 
group comprised of circa 30 staff, staff 
side and leaders. The programme will 
govern the next 3 years of culture 
change work. 
 
Action completed under previous OD 
delivery plan to improve cultural 
experience by the end of Q4: 
 
Colleague Experience Programme 
 New on boarding process and 
experience fully live in Q1 
New leadership offers from band 4 to 
band 9 now live. Occupational 
leaderships being developed and live in 
Q1 
 

Trust 
Board 
 
People & 
OD Group 
 
Workforce 
Assurance 
Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Culture Change: Phase 1 - Pilot launch 
of trust culture programme for leaders 
(Nov 21), evaluation planned Q4 21. 
Phase 2: Weaving Culture expectations 
and norms through the employee life-
cycle, people practices and processes 
(Q4 21 Design/Pilot) 
Pilot Group member of new NHSi/E 
Team Engagement & Development Tool 
(Q3 Planning for Q4 launch) 
EDI strategy launch Q1 22. 
Integrated OD plan developed and needs 
final approval. NHS E/I meeting with OD 
team monthly to provide support. 
Integrated OD plan has been reviewed 
by the Deputy Director of Intensive 
Support and Regional Chief People 
Officer. 
 

Failure to improve the 
experience of staff from 
diverse backgrounds 
 

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

 WDES and  WRES Annual 
Assessment Reports  
Annual Staff Survey 
Gender Pay Gap Report 
Annual Workforce Profile  
Action Planning from the Globis Report 
EDS2 – Annual assessment. 
External Consultancy Assessment  
Staff Equality networks 
Employee Relations Report 
Recruitment equality and diversity 
audits 
CCG oversight 
 

Develop 3 year rolling actions plans for 
the WDES, Workforce Race Equality  
and Gender Pay Gap Assessment 
Reports.  Q3   
Globis Cultural Assessment Q3 2021/22 
Update the WRES Model Employer 
Trajectory for the merged Trust and 
assess against trajectory Q3.  
Produce the Comprehensive Workforce 
Profile and any associated actions are 
integrated into the forth coming EDI 
Strategy in Q3 
Develop divisional level approach to EDS 
2 assessment and implementation within 
the Trust Q4.  
Feedback from the 3 Diversity Networks 
Member Organisation of the Cheshire 
and Mersey Schwartz Round 
Collaborative – Launching Q3 

Workforce 
and 
Education 
Committee 
Equality 
and 
Inclusion 
Exec Led 
Group 
 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Failure to develop our 
Leaders and Managers 
appropriately 

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

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

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

Workforce 
and 
Education 
Committee 
Staff 
Experience 
and 
Resourcing 
Exec Led 
Group 
 

 

Failure to improve the 
health and wellbeing of 
our staff 

Attendance 
Management / 
Sickness Absence 
Policy in place. 
COVID19 Secure 
working 
environment. 
Health and 
Wellbeing 

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

Targeted workforce support has 
commenced in Division of Surgery on 
RLH and AUH sites - Q4 
Development of COVID best practice 
support – Q1 
Menopause support monthly sessions to 
commence Q1 
Menopause guidelines completed and 
circulated  

Trust 
Board 
People & 
OD Group 
Culture 
Steering 
Group 
 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Strategy inclusive 
of physical and 
psychological 
support 
Flu and booster 
programme in 
place. 
OH service in 
place. 
Freedom To 
Speak Up 
Guardian and 
champions in 
place 
Health and 
Wellbeing Plan 
developed  
Health and 
Wellbeing 
Guardian NED 
appointed 
 

 Menopause monthly team sessions with 
guest speakers arranged 
Update of the Stress at Work Policy – 
launched Q1 
Monthly activities arranged within Staff 
Wellbeing Hubs – from Q1 onwards 
Signed up to RCN Health and Wellbeing 
pledge – comms to be launched from Q1 
Establishment of 140 Wellbeing 
Champions – formal launch meeting April 
22 
Wellbeing survey to be carried out in 
conjunction with OD commencing Q4 
into Q1 
New Hospital Integration Health and 
Wellbeing plan – Q1 
 
 

 

Links to Significant Risks on the Corporate Risk Register (12+) 
Reference Risk Title Risk Owned By Current 

Risk 
Score 

 There are no links to risks scored at 12+ on the Corporate Risk Register.    
 

 

 

 

 



 

 
 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 
 
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. 

 

 

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 

Background 
To become the North West healthcare employer of choice in three years’ time, we will ensure a 
great experience for all staff, whatever their backgrounds, to attract the best healthcare 
professionals to learn and work with us. 
  
In valuing the contribution that everyone makes to our deliver our mission, we will improve 
recruitment and retention. Delivery of our organisational development programme will underpin 
this. 
  
The issues that the WRES and WDES highlight are deep rooted and will take time to address. It 
proposed that going forward there will be a three-year rolling action plan for both standards. This 
will allow the Trust to take a longer term approach to the issues and align action plans to the 
forth coming EDI Strategy and refreshed equality objectives. In relation to the WRES we will also 
incorporate the actions that are required to meet the recommendation from the Globis race 
equality report and the WRES Model Employer actions.  
  
From Staff Survey results there is evidence that our staff do not always consider that their health 
and wellbeing needs are met. The NHS People Plan 20/21 has highlighted how we must look 
after our people and do more – especially in view of the further challenges ahead and through 
winter and beyond. There is further development needed to ensure physical and psychological 
wellbeing are proactively supported. 
 

Risk tracking 

 
 



 

Risk 6: A Failure to Become a Great Place for Healthcare Professionals to Learn and Work 
 

Lead Executive Director Chief People Officer Inherent Score Residual Score Target Score 

Lead Officer Deputy Chief People Officer (Jason Brannan) L C RC RPS L C RC RPS L C RC RPS 

Date updated March 2022 4 4 4 12 4 4 3 11 3 3 3 9 

Commentary Mandatory and role specific training remains below target. Mandatory training is currently 86.73% (target 88%) Role specific training is 76.62% (target 
80%). Mandatory and Role Specific training task and finish group is now underway but there remains issues with the Clinical Role Specific Training as 
compliance has yet to improve. Key risk areas have been escalated to the Medical Director and Chief Nurse. 

 

Quality visits have taken place for medical undergraduate and postgraduate education. No initial patient safety concerns due review March ’22. 
Progress needs to be made around job planning to ensure that PA’s for undergraduate education are transparent. 40% remain in the discussion phase.   

 

Education Governance & Heads of service portfolio’s reviewed.   

 

 

 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Failure to deliver a high 
quality multi-professional 
Education and Development 
Service 

Education Strategy 
(review March 22) 

Simulation Strategy 

Medical and 
Education Strategy 

 Undergraduate University 
visits 

Postgraduate Health 
Education England visits 

HEENW Visits 

Form new Nursing education group 
-Quarter 3 (now live) 

New multi-professional education 
group – complete 

HEENW Action Plan delivered- end 
Q4 

Trust Board 

People and 
OD Group 

Education 
Governance 
Group 

 



 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Library Strategy 

Action plans 
monitoring progress 
against standards 
reports to Medical 
Education 
Governance Group. 

Guardian of Safe 
Working, 

 

GMC Survey 

National Training Survey 
(NTS) 

Staff survey  

Guardian of Safe working 
quarterly reports  

KPI’s for all workstreams ¼ 
Education Governance Group. 

 

 

 

University Action Plan delivered – 
end Q4 

NTS Action Plan implemented – 
end Q4 

Failure to provide / increase 
recruiting apprenticeships to 
1000 by 2023 

Apprenticeship 
Strategy 

Apprenticeship 
Dashboard 

 

 Apprentice action plan reports 
– quarterly 

Apprenticeship levy quarterly 
report 

 

Work with the divisional teams to 
increase number of 
Apprenticeships – end Q4 then 
review 

Communication plans for internal 
and external engagement – plan in 
place. Implementation phase end 
Q4. 

Apprenticeship workforce planning 
– end Q4 linked to new hospital 

Deliver Apprenticeship Action Plan 
– end Q4 

Trust Board 

People and 
OD Group 

Education 
Governance 
Group 

 



 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Attendance of combined authority 
recruitment event on 1st March ’22.  

Plans are being developed for HCA 
Apprenticeship recruitment for the 
new hospital. 

Failure to achieve targets for 
mandatory / role specific 
training compliance 

Workforce Dashboard 

Training Needs 
Analysis (TNA) 

 Divisional Action Plans 

KPI dashboards 

Divisional reports on LIGHT 
system 

Training needs analysis (TNA) 
delivery plan 

Bi-weekly Divisional meetings 

Letter from Medical Director – 
complete (July 21 sent) 

Letter from Chief Nurse (July 21 
composed) 

New divisional governance 
structures – in place. 

Data Cleanse – Review Q4 

Courses of consistent non- 
compliance raised to executive 
team in December 21 

Trust Board 

People & OD 
Group 

Education 
Governance 
Group 

 

Failure to provide employee 
development opportunities 

Education Strategy 

Library strategy 

Training Needs 
Analysis (TNA) 

 Staff survey  

Appraisal reports 

Training Needs Analysis (TNA) 
delivery plan 

Review study leave policy and 
funding sources – end Q4 

Exit Questionnaire commenced 
June 2021- outputs discussed at 
Staff Experience Group in 
December 2021   

 

People & OD 
Group 

Education 
Governance 
Executive 
Led Group 

 

Failure to provide quality 
education placements 

Education Strategy 

Simulation Strategy 

 PARE reports (Nursing & 
AHP) 

Reports and action plans to EGG 
and Medical Education Sub-Group 

People & OD 
Group 

 



 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to improve 
controls/assurance  

(inc. date planned to implement or 
review) 

Group 
Oversight 

Level of  

Assurance 

(RAYG) 

Medical and 
Education Strategy 

Library Strategy 

RAG reports (Medical school) 

External visits 

and Nursing Group – continuous 
improvement 

Education 
Governance 
Group 

 

Links to Significant Risks on the Corporate Risk Register (12+) 

Reference Risk Title Risk Owned By Current 
Risk 
Score 

Dx ID: 6112 Inability to provide safe medical rotas caused by changes in curriculum resulting in 24WTE posts lost from 
StR rota 

Education Services /  

Corporate Services Division  

12 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 

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. 



 

 

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 

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 

Mandatory Training compliance is currently 87.06% which shows continued improvement 
since 

February 21. Mandatory and Role Specific training task and finish group is now underway 
Assurance Group meetings will be continuing until the end of September to support the 
Divisions with improving Mandatory and Role Specific training compliance. Divisional 
trajectory reports have now been produced enabling the tracking of progress towards 
compliance. The BI team are in the process of producing a new Compliance dashboard 
within Light that will provide divisions with regular, accessible reports. 

Undergraduate and post graduate feedback 

On Thursday 11th March 2021, there was a quality visit undertaken by the University of 
Liverpool (UOL)Medical School to Liverpool University Hospital Trust (LUHFT). The visit 
focussed on the Royal site education provision for undergraduate medical students. The aim 
of this visit was to monitor implementation of the requirements specified at the previous visit 
in July 2020. There are a number of requirements due for completion by November 2021 
when a follow-up visit will occur. An update report of these outstanding requirements and 
actions taken against them so far was submitted  

HEE Visited the Trust [29/30 July 2021. The Trust was not able to meet the full attendance 
requirements for the visit. It was recognised that there are extreme staffing pressures at this 
time, and additionally it was just one week before a large rotation, Of those in attendance the 
feedback was largely positive. No immediate patient safety concerns were flagged, and a 
number of responses meant that actions were able to be closed down. A formal report is to 
follow, but referenced were clear improvements in educator job planning and in the learning 
experience in foundation and in several other areas 

Risk tracking 

 

 



 

Risk 7: Failure to Improve Recruitment and Retention Rates 
 

Lead Executive Director Chief People Officer Inherent Score Residual Score Target Score 

Lead Officer Deputy Chief People Officer – Elaine Butchard L C RC RPS L C RC RPS L C RC RPS 

Date updated March 2022 4 4 4 12 4 5 4 13 3 3 2 8 

Commentary Establishment review and requirement for new hospital numbers confirmed.  Due diligence process with Commissioners in place.  Review meeting on 
7/4/2022. 

Maintaining position with turnover with nursing workforce.  Our Trust turnover rate has increased due to a number of staff leaving due to end of fixed term 
contracts to support COVID. 

Agreement to recruit 100 international nurses February – November 2022 

People Promise Exemplar – Appointment made to People Promise Manager 

Increased focus on early sign-off of rosters to ensure staff have flexibility and advance notice of working pattern.  

Consequence score increased to reflect that delivery of nursing workforce plan is critical to new hospital opening. 

 

Risks/issues impacting on the 
achievement of the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

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. 

Unable to confirm 
numbers of staff until 
due diligence process 
has taken place.  
Recruitment pipeline 
continues. 

 

Waiting for the outcome 
from Commissioners 

Workforce plan triangulated 
with activity and finance 

Check and Challenge 
meetings with nursing 

Pay Improvement Group 

Targeted workforce support 
has commenced in Division 
of Surgery on RLH and AUH 
sites – Q4 

 

Nurse Establishment review 
and new hospital numbers 

Trust Board 

People & OD Group 

Exec Led New 
Hospital Group 

 

 



 

Risks/issues impacting on the 
achievement of the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

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 

regarding funding – due 
to be completed end 
March 2022 

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% 

 

 

to be confirmed subject to 
due diligence process - Q1 

   

Allocate - Ward Guardian 
reports have been rolled out 
with Rostering Support and 
Roster Scrutiny meetings 
currently being planned to 
support Ward Managers 
and Matrons to roster in the 
most efficient way. 

 

Staff affected by integration 
have been asked for their 
preferences to highlight any 
potential risk. Work to be 
completed Q4 and results 
available Q1 

  

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 

 Improved student survey  

Workforce Dashboard 

Clear recruitment pipeline 

Apprenticeship plans in 
place – all posts reviewed 

Domestic recruitment 
programme ongoing.  

 

International recruitment 
pipeline in place – 
commencing Q1 

Trust Board 

People & OD Group 

Culture Steering 
Group 

 

 



 

Risks/issues impacting on the 
achievement of the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

Part of Pan Mersey 
Collaborative for 
international 
recruitment 

Pipelines in place for 
domestic recruitment 

Apprenticeship 
Strategy 

All students are offered 
posts within the Trust 

 

  

Roster Improvement 
programme in place and 
monitored by Hospital 
Leadership Teams and 
Culture Steering Group 

  

Campaign for new hospital 
to be launched Q4 into Q1 

  

Open days established for 
RN’s and HCA’s – Q3 

  

Roster KPI’s in place and 
monitored via Culture 
Steering 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 Hospital 
Leadership Teams – Q1 

  

Retention project post to be 
recruited – Interviews to 
take place Q4 

People and OD 
Group 

Culture Steering 
Group 

 



 

Risks/issues impacting on the 
achievement of the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

   

Findings from review of staff 
survey data – Q1 

 

Action plan to be developed 
using the NHS Improving 
Staff Retention Guidance - 
Q1 

  

Outcome of Bath University 
“Should I stay or should I 
go” survey to be reviewed 
with Culture Steering Group 
– Q1  

 

Link with HEI’s for the Trust 
to offer apprenticeship roles 
to people they cannot offer 
places – Q1 

 

Progress recruitment to 
Nursing Associate posts – 
Q1 

 



 

Risks/issues impacting on the 
achievement of the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

All band 2 HCA vacancies 
to be advertised as 
apprentices – Q1 

 

Links to Significant Risks on the Corporate Risk Register 

Reference Risk Title Risk Owned By Current 
Risk 
Score 

Dx ID: 5858 Optimal process for Recruitment not achieved, resulting in the Trust not achieving its objectives under great people 
leading to inability to achieve great care. 

Human Resources /  

Corporate Services Division   

12 

Dx ID: 5857 Optimal rate for retention not achieved, resulting in the Trust not achieving its objectives under great people leading 
to inability to achieved great people. 

Human Resources /  

Corporate Services Division   

12 

Dx ID: 6487  Unable to provide recruitment and resourcing to the new hospital resulting in an inability to provide safe staffing Human Resources /  

Corporate Services Division 

11 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 

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 

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, 

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 



 

 

Background 

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

  

The workforce plan has identified a number of workforce challenges, which include 
the demographics of the workforce, the morale of staff post COVID and an emerging 
pension issue for staff within the over 55 group 

  

A domestic and international pipeline is in place and the focus for quarter 3 and 4 will 
be an improvement in retention.   

 

Risk tracking 

 

 

 

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 

 

relating to regulatory non-
compliance. 

recognising that both of these elements are key to ensuring quality 
service and care to patients and achieving the Trust objectives. 

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. 



 

 
 

Risk 8:  A Failure to Deliver High Quality Research & Innovation 
 

Lead Executive Director Director of Strategy  Inherent Score Residual Score Target Score 
Lead Officer Director Research & Innovation; Associate Director Research & 

Innovation 
L C RC RPS L C RC RPS L C RC RPS 

Date updated March 2022 4 4 4 12 3 3 3 9 2 2 2 6 
Commentary The main focus for Q4 has been the completion of deep dives into the divisions and the review of SPARK. 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

Ineffective research 
governance. 
  
If the Trust has 
ineffective research 
governance this can 
potentially lead to:- 
  
Impact on patient safety 
  
Impact on quality of the 
research being delivered 
  
Untrained and 
inexperienced research 
staff 
  
Non- compliance with 
the national regulatory 
requirements 
  
Inability to document 
control 
  

 
  
  
  
  
  
  
Business continuity 
plan/Contingency plans 
  
Suite of Standard 
Operating Procedures for 
Research Governance in 
place across LUHFT 
  
Compliance with the 
national good clinical 
practice (GCP) 
guidance/framework. 
  
GCP training delivered by 
a qualified in house trainer 

  
  
  
  
  
  
  
Medicines Healthcare 
Regulatory Authority and the 
ethics regulatory authority 
audit and review compliance 
to GCP every 2 years. 
  
Inspection outcome reported 
to the Research & Innovation 
Committee (R&I) and the 
Board 
  
Clinical trial oversight and 
safety reports received  bi-
monthly at the Research 
Governance Group (RGG) 
  

 
  
  
  
  
  
  
Deep dive into the 
governance and sponsorship 
function during Q1 22/23 
 

 
  
  
  
  
  
  
 
RGG and R&I 
Group 
  
CRF Operational 
Group, RGG and 
R&I Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

Loss of revenue 
  
Loss of MHRA Phase 1 
accreditation certificate 
  
 
 

or accredited on-line 
training. 
  
Delivery of a GCP “Light” 
for those researchers not 
undertaking 
Investigational Medicinal 
Products to keep them 
engaged in GCP.  
  
Auditable Quality 
Management system 
housed on an external 
server 
  
Annual audit plan 
  
Royal Site Clinical 
Research Facility (CRF) 
MHRA Phase 1 
accreditation re-inspected 
on a bi-annual basis. 
  
CRF Operational group 
weekly meeting 
  
Experimental Medicines 
Group Monthly meeting  
  
Executive led oversight 
group of Liverpool Health 
Partners SPARK office 
that meets monthly 
 

LUHFT GCP monitoring 
reported bi-monthly to the 
Research Governance Group 
(RGG). 
  
Annual audit plan and reports 
against plan received bi-
monthly and the Research 
Governance Group (RGG) 
  
CRF operational and 
experimental medicines 
reports received bi-monthly to 
the Research Governance 
Group (RGG) 
  
All Serious Adverse Events 
and Unexpected Serious 
Adverse Events relating to 
research are reported to the 
MHRA and HRA in line with 
the National reporting 
framework 7 & 15 days 
Internally they are reviewed at 
the RCG bi-monthly  
  
Datix reports of research 
related incidents reviewed bi-
monthly at the Research 
Governance Group (RGG) 
  
Enhanced MHRA Inspections 
for re-accreditation take place 
every 2 years. 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

Weekly SPARK 
operational meetings to 
monitor KPIS on set up of 
studies 
  
Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the RSG 
  
Serious adverse events 
and breaches included in 
the IPR to Board to 
provide governance 
assurance   
 
 

  
Inspection outcome reported 
to the Board. 
  
Audit and monitoring reports 
reviewed and actioned at the 
Quality group bi weekly 
 
SPARK KPI’s reported 
monthly to the RSG 

Failure to deliver 
research performance in 
accordance with national 
indicators  
  
If the Trust has 
ineffective research 
performance against the 
range of national 
indicators this can lead 
to:- 
Impact on quality of the 
research being delivered 
  
Inability to offer research 
to our eligible patients 

 
  
  
  
  
  
  
  
  
Performance and Delivery 
reports reviewed monthly 
at the Research Steering 
Group (RSG), including 
recruitment, study 

  
  
  
  
  
  
  
  
  
Performance and Delivery 
reports generated by the 
NWC CRN and uploaded onto 
a National system.  
  

 
  
  
  
  
  
  
  
  
 
 

 
  
  
  
  
  
  
  
  
  
RSG and R&I 
Group 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

  
Opportunities to grow 
research and business 
not fully realised leading 
to a loss of income both 
NIHR and commercial 
  
Breach of contractual 
agreements 
  
Reputational damage so 
not a place of choice to 
commercial partners 
  
 
 

numbers and delivery to 
time and target. 
  
Performance Initiation and 
Delivery reports 
completed and uploaded 
quarterly to the DHSC 
which highlights where 
LUHFT sits in the league 
tables and allows 
benchmarking against 
other Acute Trusts of a 
similar size  
  
Monthly financial 
statements of income and 
expenditure aligned to 
contract value reports 
received monthly at the 
Executive Led Group 
(ELG). 
  
Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the ELG 

Operational performance 
monitored through the RSG 
monthly. This included a 
governance process for 
realignment of resources 
against the portfolio. 
 
Performance reported as part 
of the Integrated Performance 
Report (IPR) to the Trust 
Board 

Lack of experienced 
Chief Investigators and 
Principal Investigators to 
deliver a balanced 
research portfolio. 
  

 
  
  
  
  

  
  
  
  
  
 NHSi self-assessment of 
progress against NHSi 

 
  
  
  
  
CI Development Programme 
commencing Q1 22/23  

 
  
  
  
  
RSG  
  

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

If LUHFT has a lack of 
experienced research 
leaders this can lead to:- 
Inability to grow the 
research portfolio 
  
Unable to offer our 
patients the opportunity 
to participate research 
studies 
  
Negative impact on our 
ability to recruit the best 
research active 
clinicians  
  
  
Reputational damage 
 

Accountability Framework 
/ linked to job planning 
and appraisals. 
Development of a 
capacity and capability 
programme for clinicians 
that will be supported 
through the RSG on a 
monthly basis 
 
 
Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the RSG 
 

Standards carried out 
annually. 
 
Chief Investigator (CI) 
Development Programme 
designed to support clinicians 
becoming new CI’s. 
Workshops, forums and 1:1 
mentoring working with the 
HEI’s and CRN. Reporting 
monthly to the RSG   
 

 
 
 

R&I Group 

Risk of not having 
appropriate numbers 
and grades/roles of staff 
to deliver research. 
  
A failure to maintain and 
grow research support 
role capacity  could lead 
to:- 
  
Negative impact on the 
ability to recruit into 
clinical trials 
  

 
  
  
  
  
  
  
Workforce planning 
aligned to income 
generation and budget 
setting. 
  

  
  
  
  
  
  
  
Quarterly review meeting with 
NIHR CRN to secure 
funding/resource to deliver 
the current research portfolio 
  

 
  
  
  
  
  
  
Strengthen links with LUHFT 
workforce and OD. Q1 22/23  
  
 

 
  
  
  
  
  
  
  
R&I & Workforce 
Committee 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

Failure to meet the 
national performance 
indicators set for 
research 
  
An increase in the 
number of patient safety 
related issues 
  
Reputational damage 

Recruitment and retention 
plan for research roles 
within LUHFT 
  
Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the ELG 
 

Staff establishment reported 
monthly to the Research 
Steering Group (RSG) 
 
A collaboration working group 
for the development and 
capacity building of AHP’s 
between LUHFT, LJMU & 
UoL.  Reporting monthly to 
the RSG  

Links to Significant Risks on the Corporate Risk Register 
Reference Risk Title Risk Update Risk Owned By Current Risk Score 
Dx ID : 6401 NIHR annual funding at risk due to 

changes in the model resulting in the 
inability to undertake research 

Currently LUHFT receives £2.3 million from NIHR to support research. This 
is based on LUHFT percentage of all recruitment in to NIHR supported 
projects across NWC CRN. In the proposed (but not finalised) new 
allocation of funding by NWC CRN LUHFT could potentially loose £600k 
from that budget for failure to meet High Level Objectives 1,2 and 9 

J West 13 
Currently at a score 

of 13 on the 
operational register 

but this will be 
reviewed in line 
with clinical risks 

 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 
 
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. 

 

 

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 

 
 
 

Background 
The Research and Innovation strategy was approved by Board in May 2021.  
This has set the direction for Great Research & Innovation for LUHFT, aligned to the 
Our Future Together Strategy. 
The COVID 19 Pandemic in March 2020 saw the halting of all non COVID research in 
line with DHSC/NIHR guidance, to allow the workforce to focus recruitment into the 
Urgent Public Health clinical studies. 
LUHFT, in partnership with other Liverpool Health Partners delivered a significant 
national contribution to COVID research in 20/21 and the R&I function are ensuring 
that all lessons learnt from this agile and high impact response are captured and 
implemented while the research portfolio is restarted. This is being achieved in line 
with national guidance. 
The main focus for Q3 has been on analysing performance and robust data reporting 
to the RSG and R&I committee. Identification of the pinch points and gaps have work 
plans to address and this is being reported back to the RSG monthly.  A deep dive 
into Division of Specialist Medicine and Division of Surgery have been completed to 
date with action plans to take forward. 
 
 

Risk tracking 

 



 

Risk 9: A Failure to Widen Access to Research Opportunities 
 

Lead Executive Director Director of Strategy  Inherent Score Residual Score Target Score 

Lead Officer Director Research & Innovation; Associate Director Research & 
Innovation 

L C RC RPS L C RC RPS L C RC RPS 

Date updated March 2022 5 5 5 15 3 3 3 9 2 2 2 6 

Commentary Following a meeting with Jason Bincalar LUHFT CIO, the possibility to offer patient inclusion in research has been agreed in principle at 4 points of patient 
contact including: - 

GP referrals into the Trust 

Letters of invitation to outpatients or procedures– Informing patients about the Trust research ambition and prompting them to ask staff if there are any 
studies, they could be eligible for. 

Routine text communications. 

PENS system. 

Where appropriate, there will be a link to the Consent 4 Consent recruitment portal to register interest in participating in research and agreeing to have data 
held by the Trust for future research purposes 

 

 

Risks/issues impacting on 
the achievement of the 
objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

Failure to open studies in a 
timely manner  

  

 

  

  

  

  

  

 

  

  

 

  

  

 



 

If the Trust fails to open 
studies in a timely manner,  
this can lead to: 

  

Impact on patient access to 
research opportunities 

  

Reputational damage and 
research disruption 

  

Loss of revenue  

  

Negative impact of recruiting 
and retaining a high calibre 
of research staff  

 

 

  

  

  

Liverpool Health 
Partners (LHP) Joint 
Research Office 
(SPARK) manages start 
up activities as a central 
function for Liverpool 
adopting system 
working. 

 

Weekly operations 
meetings with SPARK to 
ensure set-up times are 
managed.  

LUHFT start-up 
performance is 
measured against KPI’s 
set for SPARK, this is 
reported monthly to the 
Research Steering 
Group (RSG) 

  

Development of the 
PID’s and enabling 
programmes to deliver 
the strategy with 
oversight of progress 
from the ELG 

  

  

  

Associate Director of R&I 
attends LHP monthly 
meetings to review LHP 
SPARK performance on 
behalf of LUHFT. 

  

Weekly meetings with 
SPARK on set up 
performance to ensure 
studies open in a timely 
manner. Reported to the 
RSG monthly. 

 

R&I group receives a bi-
monthly report of SPARK 
set up times for LUHFT. 

  

National NIHR indicators 
for study start-up are 
published quarterly on the 
DHSC website which 
highlights where LUHFT 
sits in the league tables 
and allows benchmarking 
against other Acute Trusts 
of a similar size. 

  

  

  

 

 

  

  

  

  

RSG and R&I 
Group 



 

 

 

Patients are not offered 
research opportunities as 
part of their clinical review or 
treatment option.  

  

If patients are not offered 
research opportunities this 
could lead to: 

  

The Trust is not able to 
retain University status  

  

patients who participate in 
research do better, the Trust 
would be denying this 
opportunity 

  

Patients choose to go 
elsewhere for their treatment 
that does offer research 
options 

  

Poorer outcomes for patients 

 

  

  

  

  

  

  

Embedding research 
activity as a core 
function in each 
specialty and reportable 
through the Integrated 
Performance Report to 
Board 

  

Through job planning 
and appraisals gain 
clinical engagement, 
reported through the 
RSG monthly 

  

Every patient is made 
aware that research may 
be offered as a 

  

  

  

  

  

  

  

Reporting of number of 
patients who were 
considered for research 
participation against clinical 
presentations, this will be 
reported to the RSG and 
R&I Group. 

  

Quarterly reporting to 
Board about the strategic 
objective to widen access 
to research 

 

  

  

  

  

  

  

Appointment of a R&I 
Comms officer Q1 22/23 

 

Development of a research 
communication strategy that 
will raise awareness for 
patients Q1 22/23 

  

Development of a research 
engagement plan to 
achieve 80% from the 
baseline of patients offered 
the opportunity to 
participate in research.  
Support from CIO on 
going expected go live  
April 2022 

 

  

  

  

  

  

  

RSG 

 

 



 

treatment option as part 
of routine clinical care in 
all correspondence, 
reported through the 
RSG monthly 

  

Development of the 
PID’s and enabling 
programmes to deliver 
the strategy with 
oversight of progress 
from the ELG 

 

Audit and trend analysis by 
specialty Q1 22/23  

 

Failure to deliver a balanced 
portfolio of commercial and 
non-commercial, academic 
led and home grown 
research meeting the needs 
of our local population  

  

A failure to deliver a 
balanced portfolio may lead 
to: 

  

Inability to provide research 
opportunities that meet the  
needs of our local population 

  

Inability to offer patients the 
opportunity to be recruited 
into a research study 

 

  

  

  

  

  

  

  

  

  

  

Specialty reporting 
drives local development 

  

  

  

  

  

  

  

 

 

 

 

Number of active studies 
increase in all Divisions 
and Care Groups by 10% 

 

  

  

  

  

  

  

  

  

  

 

Identification of the clinical 
need in each specialty 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

  

Failure to deliver commercial 
research results in a loss of 
opportunity for patients and 
revenue for the Trust 

  

Failure to attract high calibre 
of research active clinicians  

  

Reputational Damage 

plans and this will be 
reviewed through the 
RSG. 

  

Monitoring of research 
income (commercial, 
non-commercial studies, 
grants and fellowships), 
this will be reported 
through the RSG 

  

Review of the gaps in 
the population needs 
across the divisions, this 
will be reviewed at the 
RSG   

  

Development of the 
PID’s and enabling 
programmes to deliver 
the strategy with 
oversight of progress 
from the ELG 

from baseline, this will be 
reported to the RSG 

 

Growth in number of 
funding bodies within 
LUFHT portfolio, this will be 
reported to the RSG 

 

Growth in number of 
research grants and 
commercial studies 
secured, this will be 
reported to the RSG 

 

Growth in number of 
clinical fellowships, this will 
be reported to the RSG 

 

 

Research staff in 
attendance at the Hospital 
Site Clinical Reliability 
Groups (CRG) and the 
Quality & Safety Groups 

through the CRG’s that can 
support research Q1 22/23.  

 

 

RSG 

       

 

 

 

      



 

Links to Significant Risks on the Corporate Risk Register 

Reference Risk Title Risk Update Risk Owned By Current Risk Score 

Dx ID:5863 Lack of research opportunities for  
patients due to the reduced 
protected time for research resulting 
in going to other Trusts 

only evidence from Edge database J West 12 

This risk is being reviewed in 
relation to the current risk score 
and wording of the risk 

 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 

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. 

 

 

 

 



 

 

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 

 
 

 

Background 

The Research and Innovation strategy was approved by Board in May 2021.  

This has set the direction for Great Research & Innovation for LUHFT, aligned to the Our 
Future Together Strategy. 

The COVID 19 Pandemic in March 2020 saw the halting of all non COVID research in line 
with DHSC/NIHR guidance, to allow the workforce to focus recruitment into the Urgent 
Public Health clinical studies. 

LUHFT, in partnership with other Liverpool Health Partners delivered a significant national 
contribution to COVID research in 20/21 and the R&I function are ensuring that all lessons 
learnt from this agile and high impact response are captured and implemented while the 
research portfolio is restarted. This is being achieved in line with national guidance. 

R&I have not made any further progress during Q3 to have EPR recording patients 
approached about research or research appearing on all external correspondence to 
patients.  

This was reported again to the R&I committee on the 3rd December 2021 and an Exec lead 
will support action for this.  

The latest data on the performance report highlights the opening of studies in a timely 
manner is now for LUHFT in line with the National targets set of 40 days 

 

 

Risk tracking 

 

 



 

 
 

Risk 10: A Failure to Embed a Culture of Research & Innovation 
 

Lead Executive Director Director of Strategy  Inherent Score Residual Score Target Score 

Lead Officer Director Research & Innovation; Associate Director Research & 
Innovation 

L C RC RPS L C RC RPS L C RC RPS 

Date updated March 2022  5 5 5 15 3 3 3 9 2 2 2 6 

Commentary Working with the Hospital site leadership teams to integrate research into the divisions and specialties. 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

Actions required to 
improve 
controls/assurance  

(inc. date planned to 
implement or review) 

Group Oversight Level of  

Assurance 

(RAYG) 

A failure to recognise 
research as an integral 
part of clinical services 

  

A failure to recognise 
research as part of 
clinical service can lead 
to: 

  

Service impact that 
results in detriment to 
patient quality and 
experience 

  

Opportunities to improve 
clinical services not 

 

  

  

  

 Each division is integral in 
supporting the delivery of 
the research and 
innovation portfolio, 
performance against the 
portfolio will be reported to 
the RSG monthly. 

  

The divisional Integrated 
Performance Reports will 
include research 
performance and stretch 

  

  

  

  

Research and innovation 
performance reported monthly 
to RSG and R&I Group. As 
part of the integrated 
performance review to the 
Trust Board. 

 

Research staff in attendance 
at the Hospital Site Clinical 
Reliability Groups (CRG) and 
the Quality & Safety Groups 

 

  

  

  

 

 

  

  

  

RSG  

  

R&I Group 

 



 

 
 

realised leading to a loss 
in income 

  

Inability to offer patients 
the opportunity to 
participate in research 

  

 

 

target growth. This is a 
risk on the risk register 
and will be monitored 
through the RSG 

  

Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the RSG 

 

 

Failure to invest in 
research capacity PA’s 

  

  

  

A failure to invest in 
research capacity PA’s 
could lead to 

  

Unable to attract high 
calibre of researcher to 
work in the Trust 

  

Inability to develop grant 
applications for research 
due to time constraints 

  

 

  

  

  

  

Review of job planning 
and appraisals identifying 
the research active areas, 
this will report through the 
RSG  

  

Review of the number of 
grant applications applied 
for, declined and accepted 
will be reported through 
the RSG 

  

Collaboration with the 
University of Liverpool and 

  

  

  

  

  

Monthly report to the RSG of 
grant applications submitted, 
successful and failed.  

 

  

  

  

  

Review of all research PA’s 
funded within LUHFT, Q2 
22/23. 

  

Visibility of the research PA’s 
included in the job plans Q2 
22/23 

 

 

  

  

  

  

RSG  

  

R.&I Group 

  



 

 
 

Failure to develop 
services through 
research 

  

Clinical staff are unable 
to commitment job 
planned time to research 

other HEI’s for joint clinical 
academic posts, reported 
through the R&I Group 

  

Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the RSG 

  

 

 

Support services are 
unable to support 
increased activity   

  

Support services failure 
to support research 
activity may lead to: 

  

Inability to grow the 
research portfolio 

  

Unable to conduct 
research studies that 
require certain support 
service activity 

Weekly meetings/dialogue 
with Pharmacy, Radiology 
and LCL on a study by 
study basis, reported to 
the RSG monthly. 

  

Strong relationships with 
external suppliers with 
existing contracts in place 
but noting this may be 
more expensive than in 
house delivery 

  

Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the ELG 

 Trend analysis of studies 
declined by LUHFT, reported 
to the RSG monthly 

  

Determination of those 
declined due to support 
service capacity which is 
reported to the Research 
Governance Group (RGG). 

Deep dive into support 
services LCL, Pharmacy, 
Radiology Q2 22/23 

 

  

  

 

 

 

RSG and RGG 
Groups 

 



 

 
 

Outsourcing which can 
be expensive and result 
in a loss of revenue 

Failure to embed and 
deliver innovation across 
the divisions 

  

A failure to embed and 
deliver innovation may 
lead to 

  

A delay in new products 
being developed and 
taken to market 

  

Inability to access 
current and  new 
products that are on the 
market 

  

A lack of encouragement 
for staff to look to 
innovation to solve 
problems 

  

Inconsistent adoption of 
innovation and best 
practice 

 

 

  

  

  

A dedicated innovation 
team in R&I working 
across sites to facilitate 
and enable innovations to 
be developed and 
supported, progress will 
be reported to the RSG 
monthly. 

  

Working closely with 
LUHFT 
transformation/service 
improvement team to 
improve patient care and 
quality, progress will be 
reported to the RSG 
monthly 

  

Development of the PID’s 
and enabling programmes 
to deliver the strategy with 
oversight of progress from 
the RSG 

  

  

  

  

  

Collaboration with the NHSE/I 
Innovation Agency to pull in 
NHS innovations and push out 
LUHFT innovations to other 
trusts. Progress reported to 
the ELG bi-monthly 

 

Appointment of an Assistant 
Director of Innovation to lead 
on innovation and report 
monthly to the RSG 

 

  

  

  

  

To hold an Innovation festival 
for staff promoting and 
showcasing innovations, Q1 
22/23. 

 

 

 

  

  

  

  

  

RSG & R&I Group 

 



 

 
 

 

 

 

 

Links to Significant Risks on the Corporate Risk Register 

Reference Risk Title Risk Update Risk Owned By Current Risk Score 

Dx ID : 5866 Unable to attract high calibre of staff due 
to the inability to develop grant 
applications for research 

Low number of PA's current in divisions for research J West 12 

 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 

 

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. 



 

 
 

 

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 

 

 

 

 
 

Background 

 

The Research and Innovation strategy was approved by Board in May 2021.  

This has set the direction for Great Research & Innovation for LUHFT, aligned to the 
Our Future Together Strategy. 

The COVID 19 Pandemic in March 2020 saw the halting of all non COVID research in 
line with DHSC/NIHR guidance, to allow the workforce to focus recruitment into the 
Urgent Public Health clinical studies. 

LUHFT, in partnership with other Liverpool Health Partners delivered a significant 
national contribution to COVID research in 20/21 and the R&I function are ensuring 
that all lessons learnt from this agile and high impact response are captured and 
implemented while the research portfolio is restarted. This is being achieved in line 
with national guidance. 

The new divisional structures that are being implemented across sites have created a 
delay in the divisional engagement plans. 

An initial review of LCL, Pharmacy and Radiology has taken place this quarter that 
has identified gaps in capacity that require a deep dive.   

 

 

 

 

 



 

 
 

Risk 11: A Failure to Build Upon Successful Partnerships 
 

Lead Executive Director Chief Executive Inherent Score Residual Score Target Score 
Lead Officer Director of Strategy L C RC RPS L C RC RPS L C RC RPS 
Date updated March 2022 4 4 3 11 4 3 3 10 4 2 2 8 
Commentary • Continuing to explore opportunities arising from partnerships at C&M ICS, place (Sefton Liverpool, Knowsley) and with acute and specialist 

providers 
o C&M ICS...system P/population health management; CMAST; CURE expansion 
o Sefton.... 
o Liverpool....City Plan; One Liverpool strategy 
o Knowsley.... 

• LWH- Future Generations 
• LHCH - Single Cardiology Service 
• C&M commissioned review of the Acute Clinical Model for Liverpool 

 
The best practice review on ‘Maximising the social impact of our anchor organisations’ on behalf of Liverpool Strategic Partners has been completed by the 
Centre for Local Economic Strategy (CLES) and LSP are now working with partners to define an implementation plan. This is a workstream of the Liverpool 
City Plan. This will enable creation of the LUHFT anchor institution delivery plan (by Mar 22) defined in Great Ambitions as a strategic objective 
Sustainability Strategy delivery plan now being enacted, with progress updates through F&P. 
Stakeholder Priority Mapping exercise now complete to inform Stakeholder Engagement Plan. 
Initial stakeholder perceptions audit finalised with Ipsos Mori with 50 defined stakeholders 
Ongoing engagement and profile with Liverpool Strategic Partners, University of Liverpool, LSTM, Liverpool Growth Partners, Knowledge Quarter, Northern 
Health Science Alliance, the emerging Liverpool Pandemic Institute and Liverpool Health partners. 
Ongoing working within task and finish groups for Liverpool, Sefton and Knowsley to shape the governance and priorities of the emerging Integrated Care 
Partnerships in line with legislative changes in April 22 to move to Integrated Care Boards. The scope of the place Provider Alliances for both Liverpool and 
Sefton have been incorporated into the ICP task and finish meetings over the last 12 months; ongoing discussions with the Place leads to determine how 
specific transformational priorities, pertinent to providers can be addressed within the emerging governance structures if no provider alliances e.g., system 
capacity and flow.  
Positive system 6.  Collaborative working with Mersey Care, Liverpool City Council and the CCGs to drive system wide opportunities to improve health 
outcomes and patient experience and population health management 
The CE and Chair continue to has led LUHFT engagement within the C&M governance framework, in shaping the priorities and ensuring LUHFT is seen 
and a collaborative partner. Appointment of the substantive leadership roles for the C&M ICS is an important step in securing the stability needed to 
progress into full ICS status by April 22.  Ongoing LUHFT leadership at thematic level to shape C&M programmes e.g., finance, workforce etc.  
The interim CE has committed to partnerships as a priority. In September he held several meetings with key partners and stakeholders across the city to 
develop a shared understanding of the health issues and challenges we face as a system in Liverpool; and to seek a commitment to unity on shared 
challenges through which we will share the risks in order to create a win:win situation.  There is an acknowledgement of the need for LUHFT to become 
more of a leader in the city region and beyond, as is expected and required of us. 
Health Inequality improvement priorities for our communities is being led at Place through a Population Health Management approach. C&M is also a 
Marmott community, which is supporting additional programme definition and improvement capacity for our Places. Improving Health Inequalities plan will 
be developed in early 22, to ensure Place priorities are embedded in the LUHFT business plan and appropriately resourced and supported. 
 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Failure to be considered 
as a socially responsible 
organisation and loss of 
trust of the communities 
we serve 

LUHFT Sustainability 
Strategy approved by 
Board, with management 
and audits by 
sustainability manager 
  
Sustainable 
development plan in 
place  
  
Modern Slavery Act 
annual 
declarations 
 

 Management and audits 
against combined 
Sustainability Strategy  
Delivery against our strategic 
priorities (&measures of 
success), which align our 
vision of Healthier, Happier, 
Fairer Lives to the ‘One 
Liverpool’ strategic vision of 
Healthier, Happier, Fairer 
Liverpool 
Anchor Institution self –
assessment  
Recognised as an anchor 
institution for the Liverpool 
City Region, as per published 
indicators defined in our 
anchor institution delivery 
plan 

Sustainability Community 
Engagement Plan developed  
Membership Strategy developed 
LUHFT Anchor Institution self -
assessment and anchor institution 
delivery plan developed based 
upon  ‘Maximising the social 
impact of our anchor organisations’ 
by Mar 22 
 

Finance & 
Digital 
Group  

 

LUHFT is not considered 
a collaborative system 
partner by key 
stakeholders, which 
impacts  improved health 
outcomes and quality of 
life of the local 
population 

Senior leadership 
representation in: 
Cheshire and 
Merseyside Health & 
Care Partnership 
Local  Health and 
Wellbeing 
Boards & place 
Integrated Care 
Partnership Boards 
Local Provider Alliances 
C&M Acute & Specialist 
Trust Provider 
Collaborative 
Liverpool Strategic 
Partnership 
Liverpool Health 
Partners 

 Positively rated by our 
stakeholders through Ipsos 
Mori annual perceptions audit 
Active participation in system 
wide programmes and 
governance  as a 
collaborative partner 
Delivery against our strategic 
priorities (&measures of 
success), which align our 
vision of Healthier, Happier, 
Fairer Lives to the ‘One 
Liverpool’ strategic vision of 
Healthier, Happier, Fairer 
Liverpool 
LUHFT Improving Health 
Inequalities plan developed 

Ipsos Mori annual perceptions 
audit finalised  
Communications and Engagement 
Strategic Plan   
Senior leadership shaping the 
emerging ICPs for Liverpool, 
Sefton & Knowsley 
Inclusion in LCR economic wider 
plans/external meetings 
Collaborative working with Mersey 
Care, Liverpool City Council and 
the CCGs  to drive system wide 
opportunities to improve health 
outcomes and patient experience 
and population health 
management 
System wide flow programme 
implemented  to identify innovative 

Trust Board   



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including 
independent sources of 
assurance) 

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

Group 
Oversight 

Level of  
Assurance 
(RAYG) 

Northern Health Science 
Alliance 
CE's monthly report to 
the Board 
LUHFT strategy  aligned 
to the One Liverpool 
Strategy 2019-24 
 
 

approaches to sustainable flow 
and discharge pathways 
Improving Health Inequalities plan 
developed for LUHFT, aligned to 
Place plans for population health 
management- Mar 22 

 

Links to Significant Risks on the Corporate Risk Register (12+) 
Reference Risk Title Risk Owned By Current Risk 

Score 
 There are no links to significant risks scored above 12+ on the corporate risk register. 

 
  

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk MODERATE. 
 
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. 

 

 

 



 

 
 

 

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 

Background 
As a partner in the Cheshire & Merseyside Health & Care Partnership and the Liverpool City 
region, we have prioritised the key actions we must take to achieve to build successful 
partnerships.  
To be deemed successful LUHFT must be considered as a socially responsible anchor 
institution, who positively contributes to our community organisation which builds the trust of the 
communities we serve. To achieve our vision of Healthier, Happier, Fairer Lives we must ensure 
LUHFT is considered a collaborative system partner by our key stakeholders, to drive improved 
health outcomes and the quality of life of our local population. 

Risk tracking 
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Risk 12: A Failure to Consolidate Sustainable Services  
 

Lead Executive Director  Chief Operating Officer  Inherent Score  Residual Score  Target Score  
Lead Officer  Director of Integration  L  C  RC  RPS  L  C  RC  RPS  L  C  RC  RPS  
Date updated  March 2022  4  4  3  11  3  4  3  10  2  2  1  5  
Commentary  The Trust’s Integration and New Hospital Programme continues to remain on track, in line with the programme plan and key milestones set.   

Programme Governance  
• Senior Responsible Officer now in place (effective February 2022), providing additional senior capacity to give oversight on the Trust’s New hospital 
programme readiness and reconfiguration of services.  
• Detailed implementation plans developed and in place for each scheme setting out key activities, deliverables and owners to ensure safe and effective 
implementation of service changes from day 1.   
• Operational Readiness sessions held with clinical leads /operational teams for each reconfiguration scheme to assess current state of preparedness 
for delivery of the various reconfiguration of services. This also provides an opportunity to raise and understand potential unintended consequences of 
proposed changes, highlighting key risks and ensure mitigation actions in place. Further sessions planned aligned with implementation programme plan. 
Progress updates from readiness assessment will be reported through the respective operational readiness groups or project groups accordingly.   

NHSEI assurance process  
• As the proposed clinical reconfiguration schemes will involve a change in the location of where services are delivered, there is a statutory requirement 
to engage and consult with the public. This forms part of the NHSEI assurance process in place for developing and implementing major service change which 
is led by the commissioners.  
• The Joint Health and Overview and Scrutiny Committee (Liverpool, Sefton and Knowsley) met on 22nd March 2022 to review the public consultation 
plans, the next meeting will take place in August to review the findings from the consultation.     
• Formal public consultation is planned to take place 10th May to 5th July 2022  
• The Clinical Senate are undertaking an independent peer review assessment of the Integrated Business Case, this is a desktop exercise and will be 
held on 14th April.  
• Stroke public consultation ended on 14th February; the report on the findings of the consultation is due mid-April.    

Workforce and Staff Engagement  
• Following presentations of the safe staffing review to the Executive team and Trust Board between January and February 2022, staffing requirements 
and associated additional resources were shared with the System Improvement Board. Communication has now been shared from the CEO supporting 
delivery of the recommendations of the safe staffing review. Further notification of system support for additional funding pending.   
• Staff engagement sessions are ongoing led by the respective clinical project teams supported. Engagement activities are tailored to ensure they 
meet the needs of the team affected by the respective service reconfiguration scheme.  ‘Drop in’ sessions at ward areas are being carried out supported by 
HR and OD teams.   
• Staff preference form process commenced in March for impacted staff in the six clinical teams, this gives staff the opportunity to informally indicate 
their preference for future working, outcomes will be collated and reviewed early April.   

Benefit realisation  
• Benefits realisation plans have -been developed for each clinical reconfiguration scheme, detailing the proposed benefits anticipated from the key 
service changes delivered and the indicative timescales for when these will be realised. These will be reviewed and amended as part of the implementation 
plan and form part of the ongoing operational readiness assessments.   

Once implemented, it is proposed that the benefit realisation will be monitored by the Clinical Reliability Groups with oversight from the Clinical Effectiveness 
forum,    



 

  
Risks/issues impacting on 
the achievement of the 
objective  

Controls  Gaps in Controls  Assurance (including 
independent sources of 
assurance)  

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

Group Oversight  Level of   
Assurance  
(RAYG)  

COVID-19 impacts on the 
Trust’s ability to deliver the 
Integration and 
Reconfiguration Programme 
within the set timescales.  

The Covid-19 Reset 
plan is regularly 
updated and considers 
the impact and 
approach required for 
the Integration 
Programme.  
Approach to developing 
the future service 
models incorporates 
Covid landscape and its 
limitations within the 
service planning 
process.  
A dedicated Integration/ 
New Hospital team 
programme 
management team 
prevents operational 
distractions caused by 
Covid.  

  Executive Operations 
Performance Group  
Reset Group and relevant 
Operational Oversight 
Meetings  
Executive Oversight Group  
New Hospital Operational 
Readiness Oversight Groups  
Divisional reports on 
Integration/New Hospital 
Programme highlighting 
progress against key milestones 
and highlighting any risk of 
potential slippage against plan.  
  

  Finance & Digital 
Group  
  
Safe and Effective 
Care Group  

  

Estates constraints within 
the new RL hospital build 
prevents/limits the newly 
reconfigured sustainable 
model to be delivered as 
planned.  

Clearly defined design 
principles within the 
Integration 
/reconfiguration process 
for developing the 
consolidated single 
service model.  
Demand and capacity 
model planned to inform 
and identify risks.   
Risk documentation, by 
floor, outlines areas 
requiring adaptation.  
Processes established 
within the Integration 
/New hospital planning 

  New Hospital Construction 
Project Board  
New Hospital Programme 
Steering Group  
New Hospital Operational 
Readiness Oversight Groups  
Divisional Integration /New 
hospital meetings   
Operational Readiness Working 
Groups established focused on 
specific areas including beds, 
critical care, theatres, 
Diagnostics and Imaging, 
Emergency Floor   
Revised New Hospital 
governance arrangements to 

Operational readiness 
assessments ongoing for 
each reconfiguration scheme 
and at Divisional level (next 
assessment due 8th April)  
  

Finance & Digital 
Group   
New Hospital 
Committee  
  

  



 

Risks/issues impacting on 
the achievement of the 
objective  

Controls  Gaps in Controls  Assurance (including 
independent sources of 
assurance)  

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

Group Oversight  Level of   
Assurance  
(RAYG)  

approach to ensure that 
mitigation plans are in 
place at divisional level 
to address potential 
constraints in resource 
allocation (i.e., beds, 
theatres, outpatient 
clinics).     
Integration team aligned 
with planning for new 
hospital, this is 
supported by 
revised/enhanced 
governance changes.  

enhance decision making and 
assurance process aligned to 
executive portfolios now 
operational.  
  

Limited resources available 
to provide the investment 
required to implement 
proposed service changes 
to deliver the reconfigured 
sustainable service model.  
  
Risk number – 6487  
(risk score 11)  

Financial sustainability 
set as one of the key 
design principles for 
developing the future 
service model.  
 ‘Confirm and 
Challenge’ process built 
in within the 
development of the 
service model ensuring 
additional spend is 
essential for service 
delivery.  
Phased reconfiguration 
approach helps spread 
potential investment 
required across 5 year 
programme.  
Permanent service 
change governance 
process in place.  
Processes in place via 
Capital Group and 
Finance Improvement 

  Operations and Performance 
Exec led group  
New Hospital Programme 
Steering Group  
New Hospital Leadership Team 
Surgical and Medicine 
meetings  
Quality Assurance Reviews  
Trust Capital Group   
Finance Improvement 
Programme Board  
Safe staffing and Workforce skill 
mix review and supporting 
paper presented at Executive 
team meeting and Trust Board 
(Jan – Feb 2022)  

Additional workforce 
requirements shared at local 
and system level (System 
Improvement Board) – 
outcome pending.   

Finance & Digital 
Group   
New Hospital 
Committee  

  



 

Risks/issues impacting on 
the achievement of the 
objective  

Controls  Gaps in Controls  Assurance (including 
independent sources of 
assurance)  

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

Group Oversight  Level of   
Assurance  
(RAYG)  

Programme Board to 
prioritise/agree cases of 
need.  

Failure to recruit to posts 
required to deliver the 
consolidated service thus 
impacting on the 
sustainability of the service 
(particularly in hard to recruit 
areas).  
  
Risk - 5785  

Trust People Plan and 
wider OD plan in 
development to help 
become an employer of 
choice.   
Workforce included as 
one of the guiding 
principles in planning 
the service moves to the 
new RL building   
Workforce benefits 
identified within 
consolidated integrated 
model supports staff 
recruitment and 
retention.  
Close working 
relationships with 
Universities to ensure a 
steady flow of recruits  
  
Recruitment and 
resourcing plan in 
place.   

  Divisional Assurance Groups  
Operations and Performance 
Executive Led Group  
Workforce & Communications 
Readiness Oversight Group  
Workforce Integration New 
Hospital Group  
New Hospital Medical staffing 
group  
New Hospital Nursing /AHP 
staffing group.  
  

International pipeline agreed - 
International Recruitment 
programme to commence  
Social Media recruitment to 
be launched   
Resourcing Exec Led Group 
in place to provide monitoring 
in key areas.  
  
KPIs reviewed & refreshed to 
include specific measures 
related to the integration / 
new hospital projects - these 
KPIs will be reported to the 
Workforce and 
Communications Readiness 
Oversight Group on a 
monthly basis e.g. No. of 
positions being recruited to 
that are additional new 
hospital requirement  
by opening date;   

Safe & Effective 
Care group  
  
Workforce and 
Communications 
Readiness 
Oversight group   
  
New Hospital 
Steering Group  
Resourcing Exec 
Led Group   
  
  
  

  

Failure to deliver intended 
benefits from the 
reconfiguration of services  

Clearly defined, 
achievable and 
measurable  benefits  
Clear ownership of KPIs 
for measuring 
successful delivery of 
benefits   
Production of Benefits 
realisation reports 
following 

  New Hospital Programme 
Steering Group  
Clinical Advisory Group  
Divisional Assurance Groups  
Operations and Performance 
Executive Led Group  
NHSIE assurance meetings  
Divisional Integration /New 
hospital meetings   
Finance Improvement Board  
  

Draft Benefit realisation plans 
drafted – to be revisited 
/refreshed by respective 
clinical areas in line with 
programme plan  
Trust approach for benefits 
realisation and supporting 
governance mechanisms to 
be agreed  
  
  

Executive 
Performance 
Group  
Clinical 
Effectiveness 
Group  
Clinical Reliability 
Groups  

  



 

Risks/issues impacting on 
the achievement of the 
objective  

Controls  Gaps in Controls  Assurance (including 
independent sources of 
assurance)  

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

Group Oversight  Level of   
Assurance  
(RAYG)  

implementation of each 
service integration  
Lessons learnt exercise 
to be undertaken post 
implementation   
Divisional 
responsibilities defined 
for delivery/benefits 
realisation  
Progress reporting/risks 
against key milestones 
included within 
governance/reporting 
framework  
  

  

  
Links to Significant Risks on the Corporate Risk Register  
Reference  Risk Title  Risk Owned By  Current Risk Score  
Dx ID: 6429  Inability to provide safe care within the new hospital as a result of insufficient budget to meet additional 

nursing requirements due to ward structures, resulting in substantial increase in revenue budget  
 Chief Nursing Officer  14  

  
Links to Significant Risks on the Corporate Risk Register  
Reference  Risk Title  Risk Owned By  Current Risk Score  
Dx ID: 6447  Lack of storage space for equipment in Critical Care due to additional pandemic equipment resulting in 

equipment being stored in inappropriate areas - such as corridors.  
Critical Care /   
Surgery Division   

14  

Dx ID: 5152  Cessation of all bowel cancer screening activity during Covid 19 pandemic increasing activity once service 
resumed, leading to inability to meet endoscopic demand  

Gastroenterology Care Group /   
Medicine Division   

12  

Dx ID: 4908  Haem - Non-sustainable Consultant Haematologist On-Call Rota due to lack of cover resulting in risk of 
error due to pressures  

Complex and Academic Medicine 
Care Group /   
Medicine Group   

12  

Dx ID: 4144  Lack of availability of Anaesthetist and Operational Departmental Practitioners within endoscopy due to 
increase in demand resulting in increased waiting times for patients.  

Gastroenterology Care Group /   
Medicine Division  
  

12  
 

Dx ID: 5835  Reduced theatre capacity due to staff vacancies resulting in delays in surgery for cancer patients  Digestive and Emergency 
Surgery Care Group /   
Surgery Division   

12  
 



 

  
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is MODERATE.  
  
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  
A structured integration programme is already well established to 
deliver the integration and consolidation of services from the legacy 
organisations (clinical and corporate) and intended benefits achieved 
from the merger through the reconfiguration of services.  
The programme is supported by robust and comprehensive 
integration plans that will help implement the transformation changes 
required, using continuous improvement methodologies. This is 
delivered through a phased programme of work to provide the 
resilience required to implement the integrated models whilst 
managing Business as Usual activities and other large Trust 
programme running in parallel. Progress is overseen by the 
Integration Programme governance arrangements including the 
Integration Programme Steering Group, Programme Working Groups 
and Clinical Integrated Planning Teams and monitored by reporting 
mechanisms and detailed implementation plans.   
Revised governance arrangements have also now been implemented 
to further support the operational planning for the new hospital 
programme and ensure alignment with the Integration Programme 
and the reconfiguration of clinical services.  

Risk tracking  

  
  

 
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 13: A Failure to Digitally Enable the Organisation  
 
Lead Executive Director  Chief Finance Officer  Inherent Score  Residual Score  Target Score  
Lead Officer  Chief Information Officer  L  C  RC  RPS  L  C  RC  RPS  L  C  RC  RPS  
Date updated  March 2022   4  4  3  11  3  2  2  7  2  2  1  5  
Commentary  Work related to the digital roadmap continues.  The primary focus of the Digital Services Directorate is as follows: -   

  
1. Business As Usual service (Lights on Doors Open), providing Infrastructure, systems, and intelligence.  
2. Assurance services, including Information Governance, Cyber Security, Change Advisory and Digital Risk Assurance.  
3. Digital Portfolio that enables the Digital strategy through a portfolio of five programmes that underpin patient care by the 
extensive use of digital solutions.  The programmes are: -   

Care Record Liverpool (CaRL) Programme  
New Royal Liverpool Hospital Digital Implementation Programme  
Digital Hospital Mid Life Improvements Programme  
Clinical Digital Programme  
Digital Outpatients Programme  

4. Provision of a Digital faculty, partnership with the University of Liverpool and support for research initiatives  
5. Provide support for Liverpool Place initiatives, Civic data and Cheshire & Merseyside Integrated Care System initiatives  

Maintaining business as usual and preventing cyber-security threats is a priority.  Our Digital Services professionals continue to 
maintain and advance the Trust defensive grid, systems, and processes.  
  
 In addition, key programmes are: -  

1. Implementation of the new Royal Liverpool hospital.    
All activities are on-target  

2. Care Record Liverpool (CaRL)  
Our EPR Programme re-commenced in October 2021 with support from NHS E&I, NHS Digital.  The full patient history, including 
correspondence and diagnostics, along with decision support will be highly available to all staff 24/7 via a portal.    
CaRL programme has engaged with clinical and administrative teams identifying strategic priorities for an EPR. Staff engagement 
has informed the specification, and our digital clinicians are defining workflows for supplier assessment.  The procurement target 
date is early summer 2022.  Organisational engagement and support are essential for success.  
CaRL will: -  

• Empower our patients to get involved in decisions about their care  
• Facilitate and drive integration within the Trust and between other partner organisations  
• Remove duplication and disjoined processes  
• Automate activities and streamline pathways   
• Inform local health and wellbeing strategies  
• Drive greater efficiency and productivity  
• Support a Greener NHS by removing paper  



 

Failure to implement CaRL (recovering from the failed TrakCare programme) limits the Trust’s ability to deliver safe and effective 
care.  
  

  
Risks/issues impacting 
on the achievement of 
the objective  

Controls  Gaps in Controls  Assurance (including 
independent sources of 
assurance)  

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

Group 
Oversight  

Level of   
Assurance  
(RAYG)  

Excessive local admin 
privileges increase risks 
of inappropriate activity 
and disruption    
  
Risk Number 6344  
Risk Score 10  

Problem identified by external 
assessments.  Current 
processes are to review and 
reduce numbers as well as 
reducing/separating privilege 
and day to day capability.    

  Regular review at the Digital 
Risk Assurance Group.  
Monthly report to the Digital 
Oversight Committee and the 
Information Governance 
Group on Cyber Security 
progress  

Detailed review of permissions 
with action to reduce 
access.  Monitoring via the 
Information Governance 
Group  

    

Risk of Primary Digital 
Data Storage platform 
failure causing service 
disruption  
  
Risk number 6620  
Risk Profile score = 10  

1. 17/4/21 - 
Manufacturer disabled the 
“failing” disk on the primary 
platform.  
2. 21/4/21 – 
Manufacturer updated the 
firmware on the primary 
platfrom (bug fix included).  
3. 25/4/21 – 
Manufacturer replaced the 
“failing” disk  
4. 25/4/21 – 
Manufacturer update the 
firmware on the secondary 
system.  
  

  Regular review at the Digital 
Risk Assurance Group.  
  

Review digital based 
workflows in Aintree AED 
department (April 2022)  
  
Rearchitect data storage 
platforms to provide failover 
with minimal data loss (May 
2022)  
  
Move core systems to Cloud 
provider (August 2022)  
  
Launch Care Record Liverpool 
(CaRL), which replaces these 
systems (May 2024)  

Digital 
Oversight 
Committee  
  
  

  

Risk of Cyber Attack - 
Ransomware causing 
major operational 
disruption and data loss   
   
Risk number 4329   
Risk Profile score = 9  
  

Technical controls in place, 
including Anti-Virus software, 
network firewall’s, ethical 
hacking solution and event 
logs.  
Regular Alerts from NHS 
Digital regarding potential 
problems, suspicious traffic 
detections, etc.      
Audits by MIAA including 
against DSP Toolkit.    

  Monthly report to the Digital 
Oversight Committee and the 
Information Governance 
Group on Cyber Security 
progress.   
Regular audits commissioned 
by NHS Digital.    
Annual Audit by NHS Digital 
and internal audit (MIAA).   
Compliance with the NHS 
Digital DSP Toolkit   

Successful bids for central 
funding to strengthen our 
cyber processes and 
defences.  
Migration to Office 365 
increase monitoring capability.  
Commenced roll out of multi-
factor authentication and self-
service password changes.  
A technical security audit 
commissioned by NHS Digital 

Digital 
Oversight 
Committee  
  
Information 
Governance 
Group   

  



 

Proactive monitoring and 
alerting from Microsoft Office 
365 and Azure.    
  

Monthly review of cyber 
security risks at the Digital 
Risk Assurance Group.  
Multiple related risks 
registered on Corporate Risk 
Register and subject to review 
in various Exec led forums.     

has recently completed and 
remediation and improvements 
are ongoing (December 
2021).   
NHS organisations on high 
alert because of the cyber-
attacks on Irish Hospitals 
(June 2021).  CIO has reached 
out to the NHS X Cyber 
Security team to brief the Trust 
team (November 2021).   
   
Cyber resilience review 
primarily relating to backup 
and recovery undertaken 
(October 2021).     

Reduction of paper 
based care records to 
0.  No comprehensive 
electronic patient record, 
patient history and 
decision support system 
at the point of care (No 
Electronic Patient 
Record)  
   
Risk number 6222  
Risk Profile score = 8  

CaRL (EPR Programme) 
commenced October 
2021.  Procurement and 
Implementation Support has 
been agreed and is being 
provided by NHS E/I, Digital 
.  £250k Seed funding 
awarded.  
As an interim measure, a 
common set of systems 
(PaperLite) have been 
implemented across all Trust 
hospitals, which provides 
some digital support to care 
activities.  
Project planning for CaRL has 
commenced  

  PaperLite implementation 
complete (May 2021)  
PaperLite Lesson’s Learned 
report published and 
presented at Digital Oversight 
Committee and Finance & 
Performance Committee 
(November 2021).  
   
CaRL business case to 
be  approved (TrakCare 
business will be refreshed) – 
May 2022  
Workshop commenced to 
complete product 
specification  
  

Initiate the procurement of the 
EPR – Pre-Market 
engagement commenced 
2021.  
Identify stakeholders and 
agree time from clinical and 
operational leads (January 
2022) – Presentations and 
requests have been made to 
CEOG, November 2021, Trust 
Board December 2021 and 
Hospital Medical Board 
(December 2021)  
Utilise lessons learned from 
failed TrakCare project, EPR 
deployment and PaperLight 
prior to award – March 2022.  
  

Digital 
Oversight 
Committee  

  

Risk of Delay to delivery 
of Digital Strategy  
Risk number 5549  
Risk Score 8  

There is a comprehensive 
digital portfolio that underpins 
the five digital 
workstreams.  Each project as 
an updated RIAD log that is 
regularly reviewed.    
Formal projects and 
programmes of work using 

  Project/Programme 
Governance in place for the 
PMO portfolio.  
Deep Dive reviews form part 
of major change 
programmes.  
Regular CCIO/CNIIO review 
meetings.  

Project and Programme risks 
awaiting modifications to Datix 
to record all risks on the Trust 
risk register.  
   
Deep Dive Reviews to 
continue.  

Digital 
Oversight 
Committee  

  



 

PRINCE2 and MSP 
methodology  
Deep Dive reviews 
commenced to monitor 
progress for New Build and 
PMO portfolio of other IT 
projects.  
NHSI support for EPR bid 
successful.  EPR project 
manager appointed, Project 
meetings in place with 
LPP/NHSI. Engagement 
sessions commenced. SOC 
and Business case in 
development  
Progress and risks reported 
each month to the Digital 
Oversight Committee.  
The ability to record project 
risks on Datix is in 
development.  

Liverpool Procurement 
Partners leading on 
procurement for CaRL   
Regular review of risks at the 
Digital Risk Assurance 
Group.  
Regular review of risks at 
Project Boards.  
  

Operational/clinical 
engagement for CaRL to 
continue.   
Site Leadership sign-off of 
product specification when 
completed.    
Trust sign off of business case 
to ensure the programme is 
adequately planned and 
resourced  

  
Links to Significant Risks on the Corporate Risk Register (12+)  
Reference  Risk Title  Risk Owned By  Current 

Risk 
Score  

Dx ID:  N/A      
Dx ID:        
Dx ID:        
  
Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red.  
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 

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.  



 

regulatory non-
compliance.  

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.  

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this is shown by the red box below.  
  
  
Background  
Our Great Ambition is to ensure that all patients 
have comprehensive electronic care record to 
underpin their journey through our healthcare 
system and beyond!  
The digital strategy achieves five goals: -    

i.Reduction in paper-based records to 0 in 
three years.  

ii.Unification of our patient data, systems, 
infrastructure, processes, and staff by 
removing duplication and obsolete systems.  

iii.Delivery of the new Digital Royal Liverpool 
Hospital  

iv.Delivery of decision support and research 
platforms to ensure a great future.  

Keep the patients, data, systems, and 
infrastructure, safe, modern, and fit for purpose.  

Risk tracking  

 
  

  
 
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 14: Failure to Achieve Financial Sustainability 
 

Lead Executive Director Chief Finance Officer Inherent Score Residual Score Target Score 
Lead Officer Director of Finance & Business Services L C RC RPS L C RC RPS L C RC RPS 
Commentary  H1 breakeven target met, LUHFT surplus of £0.2m 5 4 3 12 5 1 1 7 5 1 1 7 
Commentary  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 
 
Q4 update: Additional resources of +£24m secured through H2 
supported by non-recurrent internal actions has delivered H2 
breakeven target met, allowing for technical deficit adjustment of 
-£6.6m agreed with NHSEI. Position is subject to Audit. 
 

5 4 3 12 5 1 1 7 5 1 1 7 

Commentary  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). 
 
Q4 Update: Funding regime confirmed for 2022/23. Significant 
pressures through new hospital, excess inflation and reductions 
in system support monies and COVID allocations has pushed 
LUHFT into a gross deficit position of -£139m. CIP target set at 
£57m (5.2%), reducing net planning deficit of -£82m. 
 
Consequences of failure to deliver financial sustainability 
Organisational reputation;  
Risk of higher regulation and intervention with consequent loss 
in autonomy; 

5 4 3 12 5 4 3 12 5 2 1 8 



 

 
 

Risk of cash deficit and consequent inability to invest in services 
and/or capital infrastructure including the commission of the 
new hospital; 
Financial issues displace other organisational priorities; 
Impact on ability to attract and retain staff. 
 
 
 

Date Updated  December 2021 
April 2022 

 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

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 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

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

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

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

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

 

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

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

 

 LUH Purchase 
requisition system 

 Transition to 'No PO No Pay' policy  Internal Audit 
(Accounts Payable) 
reported to Audit 

 



 

 
 

Risks/issues impacting 
on the achievement of 
the objective 

Controls Gaps in Controls Assurance (including independent 
sources of assurance) 

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

Group Oversight Level of  
Assurance 
(RAYG) 

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 

 

 

Links to Significant Risks on the Corporate Risk Register (12+) 
Reference Risk Title Risk Owned By Current 

Risk 
Score 

Dx ID: 6335 The Trust has an extensive capital programme - with limited financial resources to support the requirements.  There is a 
risk therefore that if the commitments to the capital programme in future years exceeds available resource - that this 
would have an adverse impact on the cash position. 

Financial Services /  
Corporate Services Division  

13 

Dx ID: 6040 Risk that failure to deliver CIP impacts on the delivery of financial plans Financial Services /  13 



 

 
 

Corporate Services Division 
 

Dx ID: 4894 Failure to manage service delivery within funded budgets due to failure to perform against key assumptions resulting in  
lower than planned cash balances, increased likelihood of financial intervention and reputational issues. 

Financial Services /  
Corporate Services Division 
 

12 

Dx ID: 4899 Risk of Overspending Against Approved Business Case Financial Services /  
Corporate Services Division 
 

12 

Dx ID: 6041 Risk that integration of services will result in an increase to the cost base Financial Services /  
Corporate Services Division 
 

12 

Dx ID: 6334 The current underlying financial position at the Trust is extremely challenging - with continuation of cost pressures and 
lower levels of efficiency than would ordinarily be the case.  The key risk is that this carries forward into the next 
financial year (22/23) resulting in an unsustainable financial position for future years. 

Financial Services /  
Corporate Services Division 
 

12 

 

Risk framework agreed in LUHFT Board paper at public Board April ’20.  Risk appetite for this risk is highlighted in red. 
 
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 
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. 

Risk tracking 
 

 



 

 
 

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 

  
Q4 Update: Achievement of breakeven position for 2021/22 confirmed (subject 
to audit) 
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1. Executive Summary  
 
Liverpool University Hospitals NHS Foundation Trust’s (“LUHFT” or “the Trust”) Risk 
Management Policy sets out the corporate framework and processes required for successful 
delivery of the Trust Boards risk management statement. The Policy will be supported by a 
Trust Risk Management Strategy and is underpinned by risk management processes that 
set out the specific activities required to implement the policy and evolve the Trusts risk 
management systems, processes, culture and competencies.  
 
This document provides the framework for all staff to understand their responsibilities and, 
alongside the more detailed processes, the specific methodology that should be followed to 
ensure a consistent approach to risk management across the Trust. The guidance and the 
methodology are built upon the Trust’s values.  

 
LUHFT’s risk management statement explains why it is important for us to manage our risks 
and the benefits of doing this. The statement is made by the Board of Directors, to 
demonstrate our commitment, and has been signed by the Chief Executive.  
 
The Trust believes that effective risk management is imperative, not only to provide a safe 
environment and high quality of care for service users and staff, but because it is critical in 
the business planning process. This will provide the Trust with a more competitive edge and 
greater public accountability in delivering the healthcare services required by our local 
population.  
 
The Trust is committed to working in partnership with staff to make risk management a core 
organisational process, and to ensure that it becomes an integral part of the Trust’s 
philosophy and activities. This Policy encourages appropriate risk taking, as well as effective 
performance management and accountability for organisational learning, in order to deliver 
continuous improvement in the quality of our services. To do this, the Trust undertakes to 
ensure the appropriate resources are made available, including finances, people, training 
and information technology.  
 
As part of the Annual Governance Statement, which is contained within the Trust’s Annual 
Report, the Trust will make a public declaration of compliance against meeting risk 
management standards. This Policy is subject to an annual review by the Audit Committee. 
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2. Risk Management Statement   
 

Liverpool University Hospitals NHS Foundation Trust is committed to delivering high quality 
services, which are safe, effective, sustainable, and promote the wellbeing of service users, 
their relatives and carers, staff and other stakeholders. The Trust recognises that effective 
risk management helps keep our patients, visitors and staff safe, protects the Trust assets 
and resources, improves organisational performance, and enhances its reputation. 
 
Managing risk is a key organisational responsibility and an integral part of the Trust’s 
governance arrangements. The Trust is committed to implementing the principles of good 
governance, defined as:  
 

The system by which the organisation is directed and controlled to achieve its 
objectives and meet the necessary standards of accountability, probity and 
openness. 

 
The Trust will ensure that the principles of governance are supported by consistent risk 
management systems and processes that aid the achievement of its strategic objectives. 
 
The Trust recognises that the provision of healthcare and the activities associated with the 
treatment and care of patients, employment of staff, maintenance of premises and managing 
finances by their nature incur risks. The principles of risk management apply to all staff and 
all areas of the Trust regardless of the type of risk. 
 
It is not appropriate or practical to avoid or eradicate all risks and, where relevant, greater 
exposure to risk will be explored and accepted by the Trust in order to achieve certain 
objectives or outcomes. Considered risk taking is encouraged, together with experimentation 
and innovation within authorised limits. The Board provides clarity about the level of risk it is 
willing to take by defining and reviewing regularly its risk appetite in relation to key risk 
themes and the Trust’s strategic objectives. 
 
The Trust is committed to developing its risk maturity and creating the necessary conditions 
for fostering a confident and proactive risk management culture at all levels that underpins 
and supports the business of the Trust. The aim is for risks to be identified, evaluated, acted 
upon and monitored in such a way as to provide appropriate assurance to regulators, 
stakeholders and the public that the Board has a comprehensive view of the Trust’s risk 
profile and that informed decisions are taken about the prioritisation of resources for the 
treatment of risk. 
  
Sir David Dalton  
Interim Chief Executive  
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3. Introduction  
 
This document describes the context of the organisation which can be characterised as 
complex and evolving. The Trust’s Risk Management Strategy sets out in greater detail the 
strategic direction, which is driven by a need to transform healthcare provision locally and 
nationally to provide high quality care, sustainable, patient-focused service, underpinned by 
seamless care pathways across the health economy. The Trust is currently focused on 
integration of systems, embedding service delivery changes and continually improving the 
Trust’s provision of healthcare. This is part of the wider transformation work with strategic 
partners across Merseyside and beyond to meet the changing needs of the communities we 
serve. The Trust accepts that transformational change carries greater risk than incremental 
change; however, the benefits in securing the long term sustainability of services and 
improved experience are clear.  
 
Given the nature and range of services provided by the Trust, the Trust has a complex risk 
environment. It is therefore essential that the Trust has in place robust and consistent risk 
management systems and practices across the Trust. This means using resources 
appropriately and proportionately to reduce the likelihood and impact of threats to an 
“acceptable level”, while ensuring there is adequate scope for risk-taking. In this way, risk 
management supports the improvement in quality, safety and effectiveness of our services. 
The Trust sets out its stance on acceptable levels of risk through its risk appetite statementi 
(see section 5).  
 
In recognition of the challenge and heightened uncertainty that change brings, the Board is 
committed to improving the Trust’s risks maturity. This requires continuous evolution of the 
Trust’s risk management framework to ensure that it is underpinned by sound principles; 
improved visibility of communication about risk; a positive learning environment; a risk aware 
culture; and good discipline applied to the risk management process.  
 
As outlined in the Risk Management Strategy, the Trust utilises “The Alarm National 
Performance Model for Risk Management in the Public Service” to assess its risk maturity.  
This document lays the pathway for the Trust achieving level 5 in the Alarm performance 
matrix in which risk management is used to drive excellence throughout the Trust, with 
strong support and reward for well-managed risk-taking. The aim of this is to create the 
conditions for risk to drive agendas and to inform decision-making, and for appropriate risk 
treatment plans to be developed and implemented in a timely manner and monitored for 
effectiveness. The outcome should be to minimise the potential for harm to patients, staff 
and visitors, loss of assets and damage to reputation, while ensuring that the benefits or 
experimentation and innovation may harnessed.  
 
The Trust takes an integrated approach to risk management across the organisation, which 
embraces all types of risk. The Trust is committed to understanding all risks that may impact 
upon the achievement of its objectives, applying a proactive risk-based approach to all 
aspects of its undertakings, its activities and conditions of its estate. This will be achieved 
using the Trust’s risk assessment methodology as a tool to identify, evaluate and respond to 
risk. The Board of Directors determines the strategic governance arrangements for the Trust, 
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creates and environment and structure for risk management to operate effectively, and 
addresses issues in compliance with the organisation methodology.  
 
 
4. Key Principles  
 
4.1     Purpose of the Risk Management Policy  
 
The purpose of this document is to detail the framework which defines the Trust’s risk 
management arrangements. This means the way the Trust evaluates controls and monitors 
the risks to its key functions, in carrying out its strategic plan and operations. The document 
underpins the Trust’s reputation and performance and is fully endorsed by the Board of 
Directors. 
 
The Trust’s risk management arrangements must comply with all relevant legislation, notably 
the terms of its Provider Licence and Care Quality Commission registration. The legislative 
and regulatory context provides an overarching framework that directs the Trust’s risk 
management responsibilities and informs the design of the Trust’s internal controls 
environment. This includes topics such as health and safety, employment practices, data 
protection and equality.  
 
4.2  Scope of the Policy 
 
The Policy sets out the direction for the components of the risk management framework that 
supports and sustains risk management throughout an organisation.  
 
The Board of Directors has overall responsibility for the governance of risk management in 
the Trust with identified committees and groups having delegated responsibilities. Each of 
the Hospitals Leadership teams has responsibility for embedding the process within their 
Hospital. The Corporate Governance function supports the Board in achieving its objectives 
to provide proactive leadership within a framework of prudent and effective controls. The 
Quality Governance function is responsible for implementing the Policy at an operational 
level, ensuring policies and Standard Operating Procedures are in place to enable the wider 
organisation to manage operational risk effectively.   
 
All members of staff are responsible for making sure that risks associated with the activities 
and assets they are responsible for, are identified, assessed and managed, in accordance 
with the Trust’s risk management systems and processes. This Policy applies to the 
management of all risks within the Trust’s associated services, operations and business. 
This includes aspects of the Trust’s work that sit outside of a “business as usual” 
environment, such as projects and programmes, change management, research and 
innovation.  
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4.3 Good Governance  
 
Corporate governance is the system by which an organisation is directed and controlled to 
achieve its objectives and meet the necessary standards of accountability, probity and 
openness. 
 
Risk Management is a component of good governance and the Trust has adopted an 
integrated governance approach, which ensures that the Board and its Committees have 
appropriate visibility of all aspects of governance, including performance, finance and clinical 
information. Integrated governance is defined as:-  

“The systems, process and behaviours by which we lead, direct and control our 
functions in order to achieve our organisational objectives and the safety, quality and 
values for money of services as they relate to patients and carers, the wider 
community and partners organisations”  
 

The Trust is required to demonstrate that it is doing “its reasonable best to manage risk”. In 
practice this means having systems and processes in place to identify, assess, evaluate and 
assign responsibilities to manage risk within the Trust. Oversight of risk is incorporated into 
the Trust’s assurance and escalation processes and structures. Appendix 1 outlines the key 
risk information flows through the Trust’s governance hierarchy. In addition, the Trust 
promotes a consistent approach to the investigation of, and learning from, complaints, claims 
and incidents. Consideration of risk will be incorporated into all decision making.  

4.4 Trust Objectives  
 
The Board recognises that the implementation of an effective risk policy and process is 
underpinned by a positive learning environment and a risk aware culture. The Board uses a 
Board Assurance Framework (BAF) as one of the main tools to facilitate the evaluation and 
monitoring of the principal risks that would hinder achievement of the strategic objectives. 
This allows the Board to understand where the greatest challenges to achievement of 
corporate strategy lie.  
 
 
5. Risk Appetite, Tolerance and Key Risk Indicators 

 
5.1 Risk Appetite  

 
The Trust recognises that it is impossible and not always appropriate to eliminate all risks. 
Systems of control must be balanced in order that innovation and the use of limited 
resources are supported when applied to healthcare. The Trust may be willing to accept a 
certain level of risk when the cost of treating the risk is disproportionally high in comparison 
to potential impact and the likelihood of it occurring. The Board sets its risk appetite annually 
in the context of the Trust’s strategic objectives and risk profile.  
 
LUHFT strives to be a risk embracing organisation which understands the importance of 
innovation and informed risk taking.  The organisation recognises that there is an element of 
risk in most if not all that activities it is undertaking.  



 
Liverpool University Hospitals NHS Foundation Trust 

Risk Management Policy  
  Page 8 of 30  

   

 
The Board will define its risk appetite as part of the process of setting the strategic direction 
for the organisation.  

 
5.2 Risk Tolerance  
 
Risk tolerance represents the practical application of risk appetite and is utilised to consider 
the levels that are considered acceptable to achieve specific objectives or gain identified 
benefits. Risk tolerance is the specific maximum risk that an organisation is willing to take 
regarding each relevant risk. To reduce its exposure to unacceptable risk the Trust will 
consider risk in a controlled manner.  

 
5.3 Key Risk Indicators (KRI’s) 
 
An essential element in effective risk management is the integration of performance 
indicators within the risk framework so that data analysis can be used routinely to make risks 
and their mitigation visible.  
 
Key Risk Indicators (KRI’s) may be used to assist in define risks.   The following are 
examples:-  
 
• Sickness absence levels  
• Staff Survey results  
• Clinical Audit results  
• Information Governance Incidents 
• Referral to Treatment (RTT) performance  

 
 

• A&E Performance  
• Financial Forecast  
• Internal Audit results  
• Patient Safety Incident  
• Business Continuity Incidents  
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6. Risk Management Process 
 

The Risk Management process is a list of co-ordinated activities that enable the Trust to 
assess all risks. It also ensure a continual, systematic approach to all risk assessments is 
followed throughout the organisation.  
  
The Trust’s Risk process is adapted from Risk Management Standard AS/NZ ISO 3100 
2009 and can be summarised in the following flowchart:- 
 
 

 
 
 

 
 
     
 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Adapted from Risk Management Standard AS/NZ ISO 3100 2009 

 

Each of the elements within the flowchart is described below, stage by stage, with guidance 
provided. For each stage there is then enhanced guidance within the Risk Management 
Knowledge base, which is available on the Trust’s intranet with accompanying training 
videos to provide practical examples. 

Establishing Objectives  
 & Context 

Identify Risks 
to Objectives 

 
Analyse Risks 

 
  
 
 
 

Estimate the risk level  
 

Evaluate the Risk 

Treat the Risk  

M
on

ito
rin

g 
&

 R
ev

ie
w

  

St
ak

eh
ol

de
r C

on
su

lta
tio

n 
/C

om
m

un
ic

at
io

n 

Likelihood  
Consequence 

Control Effectiveness  



 
Liverpool University Hospitals NHS Foundation Trust 

Risk Management Policy  
  Page 10 of 30  

   

 
 
Stage 1 – Establishing Objectives and Context   

 

Effective risk management requires a thorough understanding of the 
context in which the Trust and its Directorates/Divisions operates. The 
analysis of this operating environment enables managers to define the 
parameters within which the risks to their outputs need to be managed. 

Further guidance on Establishing Objectives and Context:- can be 
found within the Risk Management Knowledge base: - (1) Strategy and 
Planning Guidance (2) Risk Management Culture and Maturity Matrix.  

 
The context sets the scope for the risk management process. The context includes strategic, 
organisational and risk management considerations. Strategic context defines the 
relationship between the organisation and its environment. Factors that influence the 
relationship include financial, operational, competitive, political (public perceptions / image), 
social, client, cultural and legal. The definition of the relationships is usually communicated 
through analysis frameworks such as the SWOT (Organisational Strengths, Weaknesses, 
Opportunities and Threats) and PESTEL (Political, Economic, Social, Technological, 
Environmental and Legal). Other tools can also be used. 
 
Whether a new risk has been identified or staff need to know what to do next; clarifying 
objectives is a critical stage of the risk management process. To understand whether 
something constitutes a risk it must first be understood what the objectives/outcomes to be 
achieved are. 
 
Strategic or corporate objectives; to identify and clarify which Trust strategic or corporate 
objective is relevant to the division, directorate, or service. Look at the Trust business plan 
and the latest hospital, divisional or local business plan. If this step is missed or omitted then 
the risk register will be neither relevant nor effective. 
 
Local objectives should also be considered. By clarifying the objectives it can be identified 
whether there is a risk to manage.  
 
All staff have the responsibility to bring to the attention of their managers potential issues 
identified in their areas which may impact on the Trust delivering on its objectives. 
 
Board members have the responsibility to horizon scan and formerly communicate matters 
in the appropriate forum relating to their areas of accountability. 
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Stage 2 – Identifying Risks to Objectives 
 

 

Risk identification involves examining all sources of potential risk that 
the Trust may be exposed to from the perspective of all stakeholders 
throughout the organisation. When identifying potential risk, there are 
two key approaches: top down and bottom up approach.  
Further guidance on Identifying Risks to Objectives can be found 
within the Risk Management Knowledge base: - (1) Risk Identification 
Techniques (2) Board Assurance Framework Guidance (3) Risk 
(Concepts, Background and Terminology).  

 

Top Down (Identifying Strategic Risk) – Strategic Risk Management is undertaken 
through Executive Management and Committee structures and enables the identification 
assessment and recording of strategic risks which threated the achievement of LUHFT 
objectives.  

Board Assurance Framework  

The BAF is an important component of the Trust’s corporate governance and risk 
management framework. It is a monitoring tool used by the Board to assess the 
organisation’s capacity to achieve its strategic objectives, and to ensure it has 
appropriate oversight of the Trust’s risk profile and key controls. It aids transparency 
and can be used to inform the Annual Governance Statement as a means of 
monitoring the robustness of the systems of internal control. A properly used BAF will 
also drive the forward work plan and agendas for the Board and its Committees 

The risks contained within the BAF are those that are deemed to have a Trust-wide 
impact with potential to affect one or more strategic objectives. They are agreed 
annually by the Board and kept under regular review. The information mapped 
through the BAF allows the Board to question the evidence about the effectiveness of 
the Trust’s key controls.  
 

Bottom up (Identifying Operational Risk) – Operational Risk Management activity is 
supported by staff working in adherence to organisation’s policies and procedures. 
Operational Risk may present themselves, via incidents, complaints, claims, patient 
feedback, safety inspections, external review, ad hoc assessments etc. which may impact on 
the organisation’s ability  

Operational Risk  

The Trust has segmented its risk register into two levels: Board Assurance 
Framework (BAF), and operational (Datix). This enables the Board to take a holistic 
view of the Trust’s risk profile through assessment of risk across the Trust as well as 
taking a ‘bottom-up’ perspective from local operational areas. Through the scoring 
methodology set out in the A to Z Risk Management document “Risk Scoring SOP”, 
the Board is able to prioritise its attention on those risks that have the greatest 
potential to impact the Trust’s strategic direction.  
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Stage 3 Analyse the Risk and Defining and Recording Risks 
 

 

Identify the controls (currently in place) that deal with the identified risks 
and assess their effectiveness. Based on this assessment, analyse the 
risks in terms of likelihood and consequence. Refer to the Trust Risk 
Matrix to assist you in determining the level of likelihood and 
consequence, and the current risk level (combination of likelihood and 
consequence).  
 
Further guidance on Analysis of the Risks, Defining and Recording 
the Risk can be found within the Risk Management Knowledge base: - 
(1) Risk Evaluation and Analysis. (2) Datix Risk Management System 
user guidance (3) Key Risk Indicator Guidance, (4) Minimum standards 
for Managing Risks  

 
 
Stage 4 Evaluate the risk  
 

 

This stage of the risk assessment process determines whether the risks 
are acceptable or unacceptable. This decision is made by the person 
with the appropriate authority.  A risk that is determined as acceptable 
should be monitored and periodically reviewed to ensure it remains 
acceptable.  
 
The following further guidance on Evaluate the Risk can be found 
within the Risk Management Knowledge base: - (1) Using the Trust Risk 
Matrix.  (2) Project Risk management and Project risk matrix.  
 

A risk deemed unacceptable should be treated (see below). In all cases the reasons for the 
assessment should be documented within Datix to provide a record of the thinking that led to 
the decisions. Such documentation will provide a useful context for future risk assessment. 
 
 
Stage 5 Determine the Treatment for the Risk  
 

 

The range of risk treatment options or combination of risk treatments will 
vary dependent upon each risk and the costs and benefits applied to 
each option. 

Further guidance on Determine the Treatment for the Risk can be 
found within the Risk Management Knowledge base: - (1) Risk Appetite 
& Tolerance Framework (2) Developing and understanding Controls (3) 
Building an Assurance Framework.  (4) Cross Directorate risk 
management and action planning (5) Developing Action plans (6) 
Ownership of Risks  
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The 5T’s provide an easy list of treatment options available to anyone considering how to 
manage (control) risk:-  
 

• Tolerate – the likelihood and consequence of a particular risk happening is accepted. 
• Treat – work carried out to reduce the likelihood or consequence of the risk (this is 

the most common action).  
• Transfer – shifting the responsibility or burden for loss to another party, e.g. the risk 

is insured against or subcontracted to another party. 
• Terminate – an informed decision not to become involved in a risk situation, e.g. 

terminate the activity. 
• Take the opportunity – actively taking advantage, regarding the uncertainty as an 

opportunity to benefit. 
 

Potential mitigation options are developed according to the selected treatment strategy. The 
selection of the preferred mitigation options takes into account factors such as the costs and 
effectiveness. The determination of the preferred treatments also includes the 
documentation of implementation details (e.g. responsibilities, a timetable for implementation 
and monitoring requirements). The intention of these risk treatments is to reduce the risk 
level of unacceptable risks to an acceptable level (i.e.: the target risk level).  
 
 
Stage 6 Monitor and Report on the effectiveness of treatment 
 

 

Managers are required to monitor the effectiveness of risk treatment and 
have the responsibility to identify new risks as they arise and treat them 
accordingly. Managers are required to report on the progress of risk 
mitigation at regular intervals. The person who has the responsibility for 
risk mitigation is expected to provide feedback to the risk owner on 
progress being made. Monitoring should take into account the potential 
effect of the implementation of mitigation and any potential cause and 
effect obstacles.  
 
Further guidance on Establishing Objectives and Context can be 
found within the Risk Management Knowledge base: - (1) Risk Review, 
Ownership and Retention Guidance (2) Trust Governance Structure 
(Role of Risk Management and Assurance within the Structure).   
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Stage 7 – Stakeholder Consultation/Communication  
 

 

Involving key individuals/groups that may be affected by the risk can 
help with gaining an understanding of their perspective and ensure 
commitment and buy-in to changes that may be required for treatment. 
Communication may occur at any phase of the process and particularly 
when authority for decisions is required. 
 
The following further guidance on Stakeholder 
Consultation/Communication can be found within the Risk 
Management Knowledge base:- (1) Developing Effective Risk 
Communication & Culture (2) Risk Management Training resources (3) 
Suggestion & Feedback for Enhance Risk Management process (on-
line)  
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7. Embedding Risk Management at all Levels of the Organisation  
 
As previously described, LUHFT has a fully integrated Board Assurance Framework 
/operational risk register system.  The Board Assurance Framework summarises how the 
Trust Board knows that the controls it has in place are effectively managing the Principle 
Risks, together with reference to documentary evidence/assurance and current mitigation 
action plans.     
 
The Trust Board will maintain the Board Assurance Framework for the organisation, with the 
Hospital & Corporate management teams having responsibility for maintenance of their 
operational risks.  Through this process the risk management activities of the Trust are 
prioritised and managed. Principle Risks to the delivery of the Trust’s, Hospital or Divisions 
Principal Objectives and significant operational risks are monitored and managed via 
committee and group led assurance and governance arrangements.  These arrangements 
will ensure consistency designed risk registers, risk escalation and audit throughout the 
Trust.  
 
Risk Management activities will be managed as part of the normal business and monitored 
via Hospital and Divisional risk registers. To provide oversight and scrutiny of risk 
management activities, the Trust has clear expectations at all levels of the organisation. 
These are outlined below, within the roles and responsibilities of individuals in Section 8 and 
in the Terms of Reference for the Trust’s Risks and Assurance Committee and Groups.  
 
To ensure LUHFT realises its vision and fulfils its statutory duties the Trust’s Executive team 
identify Principal objectives which must be achieved within the business year. These 
Principal objectives are consolidated into Hospital, Division and Corporate function 
operational plans which are rigorously monitored via the organisation’s governance 
committee arrangements through the year of delivery. The operational plans are 
comprehensive in nature and fully detail the steps to be taken in year to achieve the 
Principal Objectives. The Board Assurance Framework/ Operational Risk Register accounts 
for the key controls in place to deliver the annual plans and details any further action 
required where gaps are identified. 
  
The contents of the Operational Plans is influenced by a number of factors including; 
national mandatory standards  such as the NHS Outcome Framework, Care Quality 
Commission Registration Standards and NHS Improvements Single Oversight Framework, 
National Strategic Development such as Integrated Care System development, and local 
priorities identified via the Hospitals/Divisions governance processes and by the 
organisations partners and stakeholders such as the local Clinical Commissioning Group 
and patient advisory groups  such as Health watch.   
 
The Trust 
 
The Board Assurance Framework (BAF) and the Trust Risk Register is a mechanism 
through which the Chief Executive Officer provides assurance to the Trust Board about the 
delivery of the Principal Objectives, with focus on Principal Risks. The BAF and the Trust 
Risk Register maps the systems of internal control in place to manage the Trust’s Principal 
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Objectives and map the assurances that give confidence that it is operating effectively. 
Where further action is needed the Trust BAF and Trust Risk Register includes detail of any 
further actions being undertaken to mitigate the principal risks.  
 
Hospital Management Team responsibilities in relation to risk assurance include:-  

• Local deployment and management of governance process set by the Trust in 
relation to Risk Management 

• Setting relevant and effective objectives, which collectively ensure the delivery of the 
Hospitals, set out in the annual plan. 

• Establish significant risks to the achievement of the Hospital objectives, escalate 
Risks with a Risk Profile Score of 12 to the Executive Assurance and Risk 
Committee.  

• Ensure that within the Hospital there are robust processes in place in to effectively 
escalate, approve and manage risks appropriately through the Hospital governance 
structure in line with the requirements set out in section 5.5.4 Table-4 

• Quality assuring risk assessments and de-escalating/approving operational risks 
which are identified within the Division, in line with the requirements set our within 
Risk Review, Ownership and Retention Guidance.  

• Establish a Hospital Assurance and Risk Group to monitor the effectiveness of risk 
management processes within the hospital, ensuring all relevant information is 
escalated to the Executive Assurance and Risk Committee. 

• Monitoring risk management activities against the Key Performance Indicators 
described in Section 9.1 of this document   

 
Divisional Management Teams responsibilities in relation to risk assurance include:-  

• Local deployment and management of governance process set by the Trust in 
relation to Risk Management 

• Setting relevant and effective objectives, which collectively ensure the delivery of the 
Divisions objective set out in the annual plan. 

• Ensure all Divisional level operational risks are appropriately assessed and reported 
onto Datix.  

• Establish a Divisional Assurance and Risk Group to monitor the effectiveness of risk 
management processes within the Division, ensuring all relevant information is 
escalated to the Hospital Assurance and Risk Group. 

• Quality assuring risk assessments and de-escalating/approving operational risks 
which are identified within the Care Group, in line with the requirements set out within 
Risk Review, Ownership and Retention Guidance. 

• Monitoring risk management activities against the Key Performance Indicators 
described in Section 9.1 of this document  

 
Care Groups and Management Teams responsibilities in relation to risk assurance 
include:- 

• Local deployment and management of governance process set by the Trust in 
relation to Risk Management 

• Setting relevant and effective objectives, which collectively ensure the delivery of the 
Care Groups objective set out in the annual plan. 
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• Ensure all Care Group level operational risks are appropriately assessed and 
reported onto Datix.  

• Establish a Care Group Assurance and Risk meeting to monitor the effectiveness of 
risk management processes within the Care Group, ensuring all relevant information 
is escalated to the Divisional Assurance and Risk Group. 

• Quality assuring risk assessments and de-escalating/approving operational risks 
which are identified within the Care Group, in line with the requirements set out within 
Risk Review, Ownership and Retention Guidance. 

• Monitoring risk management activities against the Key Performance Indicators 
described in Section 9.1 of this document.  

 
Service Ward and Department responsibilities in relation to risk and assurance include  

• Identify any operational risks that exist within the service, ward or department, that 
threaten the achievement of the Trust’s Principal Objectives as set out in the annual 
plan.  

• Ensure Operational Risks are appropriately assessed and reported onto Datix.  
• Develop and maintain a risk register which reflects the risks relevant to the service 

ward or department and ensuring that risks are reviewed, managed and monitored 
effectively through local governance meetings.  

• Escalate risks through the Division and Hospital governance structure in line with the 
requirements set out in Risk Review, Ownership and Retention Guidance 

• Monitoring risk management activity against the Key Performance Indicators 
described is section 9.1 of this document  

 
Trust Wide Corporate Services responsibilities in relation to risk and assurance include:- 

• Identify any Operational risks that exist within their service that threatens the 
achievement of the Trust’s Principal Objectives as set out in the annual plan. 

• Ensure all operational risks are appropriately assessed and reported onto Datix. 
• Develop and maintain a Risk Register which reflects the risks relevant to the service.  
• Ensure that a robust system is in place for the approving, escalating and managing 

risk within the service that reflects the requirements set out in within Risk Review, 
Ownership and Retention Guidance.  

• Monitoring risk management activity against the Key Performance Indicators 
described in section 9.1 of this document  

 
Programme Management and Project Leads, responsibilities in relation to risk and 
assurance include: 

• Identify any Operational and Project risks that exist within their programme/project, 
that threatens the achievement of the Projects or Programmes aims and ensure they 
are linked to the Trusts Principle Objectives as set out in the annual plan. 

• Ensure all Project risks are appropriately assessed and reported onto Datix. 
• Follow the guidance set our within the SOP for the Management of Risk within 

Projects  
• Develop and maintain a Risk Register which reflects the risks relevant to the Project.  
• Ensure that a robust system is in place for the approving, escalating and managing 

risk to the Project or Programme that reflects the requirements set out within the 
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Project Management Risk Guidance and Risk Review, Ownership and Retention 
Guidance.  

• Monitoring risk management activity against the Key Performance Indicators 
described in section 9.1 of this document  

 
Shared Risks: 

• It is acknowledged that risk management often requires a co-ordinated cross 
divisional/department/hospital approach to achieve effective mitigation. The 
Guidance document Cross Directorate risks management and action planning  and 
Risk Review, Ownership, and Retention Guidance set out a framework for the 
management of shared risk within the Trust.  

 
 

8. Responsibilities 
 
8.1 Board, Committees and Groups   
 
The Board of Directors is ultimately accountable for ensuring that the Trust is complying with 
the terms of its Provider Licence, which includes its arrangements for integrated governance 
and effective risk management. The Chair and Non-Executive Directors exercise a key role 
for the promotion of risk management through participation in the Trust Board and its 
Committees. They are responsible for scrutinising systems of governance and for ensuring 
that the Chief Executive and Executive Directors are held to account for their risk 
management responsibilities.  
 
The Trust operates a risk monitoring and reporting system to ensure that there is clear 
ownership of risk at the appropriate hierarchical levels and robust scrutiny and oversight of 
how risks are managed. The Corporate Governance Framework Manual references the 
delegated responsibility from the Board to its Committees, which is reflected in their terms of 
reference. The responsibilities in relation to risk management for the respective Board 
Committees and Groups are outlined in the table below.  

Title  Responsibilities  

The Executive 
Assurance and Risk 
Committee  

The Executive Assurance and Risk Committees provide a holistic 
approach to the management of all risks and provide the Trusts 
Executive Management Team with assurances that a 
comprehensive Assurance Framework/Risk Register is 
maintained, and all risks are effectively managed. The Committee 
oversees the operational implementation of the Risk Management 
Strategy for the Trust. The Executive Assurance and Risk 
Committee review the Trusts/Hospitals Assurance Risk Register 
and, receive relevant assurance reports on the adequacy of risk 
management.  

Audit Committee The primary function of the Audit Committee is to assess the 
adequacy and effectiveness of the new Trust’s systems of 
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integrated governance, the internal control environment and risk 
management across the whole of the Trust’s activities (clinical 
and non-clinical) both generally and in support of the Annual 
Governance Statement.  

Quality & Safety 
Group 

The  Quality & Safety Group is responsible for providing the Trust 
Board with assurance on the standards of quality and safety for 
clinical care and patient experience, and the implementation of 
the Trust’s risk management policy in relation to those areas.  
The Group provides oversees and monitors the Trust’s 
compliance with all legal, regulatory and other obligations such as 
the Trust’s compliance with CQC Essential Standards of Quality 
and Safety.  

 
Clinical Effectiveness 
Group 

The Clinical Effectiveness Group responsible for providing the 
Trust Board with assurance that the Trust has implemented sound 
systems to ensure the Trust has the highest standards of clinical 
effectiveness.  
The Group will ensure that risks relating to the Trust’s clinical 
effectiveness and its capacity and capability to deliver the Trust’s 
objectives are monitored and managed appropriately. 

Remuneration & 
Nominations group  

The Remuneration & Nominations Committee is responsible for a 
range of duties relating to Board appointments, remuneration, 
appraisal and succession planning. The Committee appraises the 
Board of any risks relating to the recruitment and employment of 
senior staff, as well as the structure, size and composition of the 
Board.  

Operational 
Performance Group 

The Operational Performance Group is responsible for the 
oversight of operational performance with the Trust The Group will 
ensure all risks related to operational performance are properly 
scrutinised and to give oversight to the development of 
appropriate assurance mechanisms . 

Finance & Digital 
Group 

The Finance & Digital Group is responsible for the oversight of 
financial expenditure against planned budgets and the 
implementation of digital strategy across the Trust. The Group will 
ensure all risks related to the Trust Digital infrastructure and 
Financial performance are properly scrutinised and to give 
oversight to the development of appropriate financial and Digital 
strategy.  

People and 
Organisational 
Development Group 

The People and Organisational Development Group is 
responsible for providing assurance to the Board in relation to the 
delivery of the Trust’s Workforce Strategy and Plan, ensuring 
delivery of statutory objectives and compliance with legislation. 
The Group will ensure that risks relating to the Trust’s workforce 
and its capacity and capability to deliver the Trust’s objectives are 
monitored and managed appropriately.  

Research, 
Development & 
Innovation  

The Research, Development & Innovation Committee will advise 
on and direct the implementation of the Trust’s Research 
Development and Innovation Strategy. The Committee will ensure 
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that risk management is properly integrated through these work 
streams, and that there is appropriate oversight of risks relating to 
Research, Development and Innovation activities.  

Charitable Funds  
Delegated authority from the Board of Directors to oversee that 
the Charity is administered effectively and its spending is in 
accordance with the objectives set by the Board.  

 
8.2 Role of the Executive Assurance and Risk Committee 
 
The Executive Assurance and Risk Committee  supports the delivery of the Risk 
Management Policy, ensuring that good risk management principles are applied consistently 
across the Trust, and that risks are managed efficiently and effectively.  It has a ‘check and 
challenge’ remit and is not responsible for the management of individual risks.  It will use 
information, predominantly drawn from the Trust’s risk registers, to scrutinise the quality of 
risk records, check the appropriateness and effectiveness of risk treatment plans and key 
controls, and provide recommendations and advice for individual risk handlers, managers, 
and relevant Groups to improve the quality of their risk management arrangements. 
 
A key aim is to improve the Trust’s risk maturity by: promoting adherence to risk 
management processes and standard operating procedures, addressing quality issues 
relating to risk recording, challenging assurance evidence relating to the effectiveness of 
controls, providing a forum for constructive and joined up discussion of the Trust’s risk 
management arrangements, and identifying aspects of risk management where additional 
support, training or guidance may be required. 
 
8.3 Roles and Responsibilities  
 
Chief Executive is responsible for ensuring that LUHFT has in place the required systems 
and processes that support risk management across the organisation and these systems 
and processes are approved and monitored by Trust Board.  
 
Non-Executive Directors are responsible for providing independent judgement in relation to 
risk management issues and satisfying themselves that LUHFT systems of risk management 
are robust and defensible.  
 
Chief Nurse is the joint executive lead (with the Medical Director) for the mitigation of risks 
that relate to the delivery of clinical activities (Clinical Risk). The Chief Nurse works closely 
with the Chief Executive and other Executive Directors to ensure a whole systems approach 
to the management of Clinical Risk. The Chief Nurse is accountable to the Chief Executive  
for risks arising from areas linked to their executive responsibilities.  
 
The Medical Director is the joint executive lead (with the Chief Nurse) for the mitigation of 
risk that relates to the delivery of clinical activities. The Medical Director works closely with 
the Chief Executive and other Executives to ensure a whole system approach to the 
management of Clinical Risks. The Medical Director is accountable to the Chief Executive 
for risks arising from areas linked to their executive responsibilities.  
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Chief Finance Officer is accountable to the Chief Executive for risks arising from areas 
linked to their executive responsibility.  
 
Chief Operating Officer is accountable to the Chief Executive for operational performance 
related risks.  
 
Chief People Officer is accountable to the Chief Executive for workforce and organisational 
development related risks  
 
Director of Quality Governance has delegated responsibility for:-  
• Ensuring the developing and implementation of a risk management strategy and risk 

management policy for LUHFT.  
• Ensuring the Datix system effectively supports the risk management requirements of 

LUHFT as set out in the Strategy and Policy.  
• Ensuring appropriate monitoring of compliance with Strategy/Policy across the Trust.  
• Ensuring adequate training in risk management is provided for staff across the Trust.  
 
Associate Director of Corporate Affairs/ Company Secretary is responsible for working 
with the Executive Team in order to produce the Board Assurance Framework and ensuring 
it is reviewed at EARC and Trust Board.  
 
Hospital Senior Management Team is responsible for:-  

• Local deployment and management of governance processes for by the Trust in 
relation to Risk Management  

• Setting relevant and effective Hospital’s principal objectives which collectively 
ensuring the Trusts Principal Objectives as set out in the annual plan.  

• Identify Principal Risks to the achievement of the Hospitals objectives, and establish 
the Hospitals Risk Register.  

• Acting as guardians of the Hospitals risk register and escalating risks with a Risk 
Profile of 12 and over to the Executive Assurance and Risk Group.  

• Ensuring that there is robust process in place in order to effectively escalate, approve 
and manage risks appropriately throughout the Hospital governance structure in line 
with the requirements set out within this document  

• Ensuring that the Hospital risk registers are owned at and reviewed by the Hospital 
Assurance and Risk Group  
 

Divisional Leadership Teams are responsible for:-  
• Implementing the organisational arrangements for risk management throughout their 

Division in line with this risk management policy.  
• Leading on the development and maintenance of the Divisions risk register.  
• Ensuring all 10 and above risks are approved (if not rejected) within 2 months of first 

being logged.  
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Care Group leadership are responsible for:-  
• Local deployment and management of governance processes set by the Hospital in 

relation Risk Management.  
• Managing the Care Group Risk Register and escalating any Care Group risks with a 

Risk Profile Score of 10 and over to the Hospital Assurance & Risk Group 
• Quality assures risk assessments and de-escalate/approving operational risks which 

are identified within the Care Group. 
• Developing a Care Group Risk Register comprised of all risks identified in their 

directorate, wards, services and departments and ensuring that risks are reviewed, 
managed and monitored effectively through the Care Group Governance Meeting (or 
equivalent).  

• Escalating risks through the Divisional and Hospital governance structure in line with 
the requirements set out in Risk Review, Ownership and Retention Guidance  

• Monitoring risk management activity against the Key Performance Indicators 
described in Section 9.1 
 

Trust Wide Corporate Service Leadership Teams are responsible for:  
• Identifying any operational risks that exist within their service or department, that 

threatens the achievement of the LUHFT Objectives as set out in the annual plan.  
• Ensuring that all operational risks are appropriately assessed and reported onto 

Datix.  
• Developing and maintaining a Risk Register which reflects the risks relevant to the   

service/department.  
• Ensuring that a robust system is in place for approving, escalating and managing risk 

within the service that reflects the requirements set out in Risk Review, Ownership 
and Retention Guidance 

• Monitoring risk management activity against the Key Performance Indicators 
described in section 9.1 

 
Heads of Service, Ward and Department Managers are responsible for:  
 

• Identifying any operational risks that exist within the service, ward or department that 
threaten the achievement of the LUHFT Objectives as set out in the annual plan.  

• Ensuring that all operational risks are appropriately assessed and reported onto 
Datix.  

• Developing and maintaining a Risk Register which reflects the risks relevant to the 
service, ward or department and ensuring that risks are reviewed, managed and 
monitored effectively through local governance meetings.  

• Escalating risks through the Departmental or Service governance structure in line 
with the requirements set out in Risk Review, Ownership and Retention Guidance 

 
Risk owners are responsible for: ensuring that the risk is managed, including the on-going 
monitoring of the risk, ensuring controls and further actions are in place to mitigate the risk 
and reporting on the overall status of the risk in line with the processes outlined in the 
document. 
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Heads of Divisional Governance are responsible for:  

• Working with the Deputy Director & Associate Director of Quality Governance to 
ensure that the Risk Management Strategy and Policy is effectively conveyed to all 
staff and is translated into operational practice.  

• Supporting the Divisional Director in maintaining the Divisional Risk Register that 
accurately reflects risks and is up to date.  

• Providing governance reports for divisional and directorate committees and forums, 
collating risks to support assurance mechanisms and demonstrate compliance with 
key standards.  

• Regularly review risk owners and director leads to ensure named leads are still in an 
applicable post and re-assign the risks as required.  

• Responsible for ensuring data quality within the risk module for their area of 
responsibility.  

• Ensure all 11 and below risks are approved within 2 months of first being logged.  
• Ensure all 11 and below risks are appropriately managed within their area of 

responsibility. 

 
Central Risk Management Team is responsible for:  

• Maintaining the Datix system and ensuring that it supports the management of risk 
across the organisation in line with the Risk Management Strategy and Policy.  

• Supporting all staff to assess and report risks in line with the Risk Management 
Strategy and Policy.  

• Providing support in development and management of risks. 
• Maintain the Risk Management Knowledge Centre  
• Develop and deliver the Trusts risk management training programme  

 
All Liverpool University Hospitals employees and volunteers have a responsibility to:  

• Take reasonable care for the health, safety and welfare of themselves and others.  
• Report any incidents and identify and escalate any risks they feel exist within their 

department/area or during the delivery of their services.  
• Ensure that they comply with all organisation strategies, policies and procedures.  
• Undertake mandatory training and other relevant training appropriate to their role. 

 
All clinicians employed by the Liverpool University Hospitals Foundation Trust have a 
responsibility to:  

• Practice within the standards of their professional bodies, any other national 
standards and any locally determined clinical policies and guidelines to ensure their 
practice is as risk free as possible.  

• Be risk aware and report through their own department’s self-assessment process 
and line management arrangements, any risks they feel exist within the service and 
their practice.  

• To actively participate with the service to implement any actions.  
• Be aware that failure to adhere to the standards set by the Trust for the management 

and investigation of incidents and complaints may result in disciplinary investigation 
and subsequent action. 
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8.4 Third Party Organisations  
 
Risk management will be integral in governance arrangements set in place for all 
partnerships with other organisations. Relevant risks identified by the Trust will be 
documented and shared with partner organisations. Likewise, the Trust expects that any 
relevant risks identified by partners will be shared with the Trust. 
 
9. Evaluation and review  
 
This Policy will be reviewed and updated annually, taking into account progress in 
implementing the Policy through assessing evidence of compliance with the Trust’s Risk 
Management Policy.  
 
In addition, analysis of the Trust’s risk registers will be used to evaluate how risks have been 
managed across the Trust, and understand how effectively current risk management 
arrangements have been implemented. Feedback from risk practitioners will be sought to 
update guidance for staff and to inform future training plans.  
 
Each of Trusts Divisions and Trust as an entity will undertake a yearly risk maturity 
assessment to obtain a structured view of the adequacy of the components of its Risk 
Management Framework. The risk maturity assessment utilised will be based on the ALARM 
National Performance Model for Risk Management in Public Services This will inform the 
setting of future goals for evolving the Trust’s risk management arrangements and improving 
consistency of practice across all areas. The Trust Risk Advisory Group has responsibility for 
co-ordinating, review and actions arising out of the risk maturity review.  
 
9.1 Audit of Compliance with Policy  
 
The Director of Quality Governance and Deputy Director of Quality Governance (supported 
by the central Risk Management Team) will ensure that the processes described in this 
document are being applied throughout the organisation.  
 
The Risk Management Strategy and Policy will be reviewed every three years or sooner if 
circumstances dictate.  
 
All levels of the organisation will be expected to measure their risk activity against the 
following Key Performance Indicators (KPIs):  
 

• Percentage of approved and Unapproved risks which not moved to Approved within 
2 months  

• Percentage of Significant and Serious risks reviewed and progress notes completed 
in time 

• Percentage of risks below 12 with review overdue  
• Percentage of risks with open action plans  
• Percentage of risks with gaps in control  
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• Percentage of open actions beyond target date  
 
Assurance & Risk Committees and Groups of the Trust will receive reports monthly for all 
Divisions /Care Groups and Department on performance against these standards. The 
Trusts risk management department will undertake an independent audit against these KPIs 
quarterly.  
 
10. Monitoring of Compliance 
 

• The Trust can monitor the effectiveness of its risk management controls in a number 
of ways 

• Annual Governance Statement (AGS) – Each year the Chief Executive, on behalf of 
the Trust Board, must sign a statement on the effectiveness of the systems of 
internal controls and detail any weaknesses identified.  This is also independently 
verified by Internal Audit 

• DOH Care Quality Commission – The Trust is regularly reviewed by a number of 
external assessors each with their own set of performance and control standards 
against which the Trust is measured.  

• Performance against Key Performance Indicators 
• The Governance and Risk team have an integral part in monitoring the compliance of 

the Divisions and Corporate functions within the Hospital.  
• The Executive Assurance and Risk Committee are essential for the monitoring of 

compliance to both the Risk Management Policy & Procedure.   
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Appendix 1: Control Front Sheet 
 

Author with 
contact details 

Gregory Hope, Deputy Director of Quality Governance 
Michael Dorrian, Head of Risk Management 

Lead Executive/ 
Senior Manager 

Chief Nurse  

Original Issue 
date 

October 2020 

Issue Date: TBC Review Date Feb-2023  

Approval Group Audit Committee  

Consultation  Hospital Leadership Teams 
Executive Team 

Location of Staff 
applicable to 

Trustwide Staff groups 
applicable to 

All 

Equality, 
Diversity And 
Human Right 
Statement 

The Trust is committed to an environment that promotes equality and 
embraces diversity in its performance both as a service provider and 
employer. It will adhere to legal and performance requirements and will 
mainstream Equality, Diversity and Human Rights principles through its 
policies, procedures, service development and engagement processes. 
This procedure should be implemented with due regard to this 
commitment. 

To be read In 
conjunction with 
/ Associated 
Documents: 

 Risk Management 
Strategy 

 Risk Management 
Knowledge Base  

Information 
Classification 
Label 

 NHS 
Confidential 

 NHS Protect 

 Unclassified    

 

Access to 
Information 

To access this document in another language or format please contact 
the Patient Information Co-ordinator  PIF@LiverpoolFT.NHS.UK  or Tel: 
Ext 2266 

 
 

 

 

mailto:PIF@LiverpoolFT.NHS.UK
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Appendix 2: Equality Impact Assessment 
 

Title Risk Management Policy 

Strategy/Policy/Standard Operating 
Procedure 

Policy 

Service change 
(Inc. organisational change/QEP/ 
Business case/Project 

Update of existing policy  

Completed by Michael Dorrian 

Date Completed February 2022 

 

Description (provide a short overview of the principle aims/objectives of what is being 
proposed/changed/introduced and the impact of this to the organisation) 

Risk management policy intended for use across all Trust sites with the express aim of ensuring 
risks are systematically assessed and where necessary mitigated. That this is undertaken within 
the framework set out within this document. Ensuring decisions pertaining to risk management 
are consistently applied across the Trust.   

 

Who will be affected (Staff, patients, visitors, wider community including numbers?) 

 

All staff, All patient, All Visitors, All who are affected by the acts of omissions of the Trust.   

 
The Equality Analysis template should be completed in the following circumstances: 
 Considering developing a new policy, strategy, function/service or project(Inc. 

organisational change/Business case/ QEP Scheme); 
 Reviewing or changing an existing policy, strategy, function/service or project 

(Inc. organisational change/Business case/ QEP Scheme): 
 If no or minor changes are made to any of the above and an EIA has already been 

completed then a further EIA is not required and the EIA review date should be set 
at the date for the next policy review; 

 If no or minor changes are made to any of the above and an EIA has NOT 
previously been completed then a new EIA is required; 

 Where significant changes have been made that do affect the implementation or 
process then a new EIA is required. 

Please note the results of this Equality Analysis will be published on the Trust website in 
accordance with the Equality Act 2010 duties for public sector organisations 

Section 1 should be completed to analyse whether any aspect of your paper/policy has any 
impact (positive, negative or neutral) on groups from any of the protected characteristics listed 
below. 
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When considering any potential impact you should use available data to inform your analysis 
such as PALS/Complaints data, Patient or Staff satisfaction surveys, staff numbers and 
demographics, local consultations or direct engagement activity.  You should also consult 
available published research to support your analysis. 

Section 1 – Initial analysis 

Equality Group Any potential 
impact? 
Positive,  
negative  
or neutral 

Evidence 
(For any positive 
or negative impact 
please provide a 
short commentary 
on how you have 
reached this 
conclusion) 

Age 
(Consider any benefits or opportunities to 
advance equality as well as  barriers across 
age ranges.  This can include safeguarding  
consent, care of the elderly and child  
welfare) 

Neutral  

 

Disability 
(Consider any benefits or opportunities to 
advance equality as well as impact on  
attitudinal, physical and social barriers)  

Neutral 

 

Gender Reassignment 
(Consider any benefits or opportunities 
to advance equality as well as 
any impact on transgender or transsexual  
People. This can include issues relating to 
privacy of data) 

Neutral 

 

Marriage & Civil Partnership 
(Consider  any benefits or opportunities to advance equalit   
well as any barriers 
impacting on same sex couples) 

Neutral 

 

Pregnancy & Maternity  
(Consider any  benefits or opportunities 
to advance equality as well as 
impact on working arrangements, part time 
or flexible working) 

Neutral 

 

Race  
(Consider  any benefits or opportunities to advance equalit   
well as any barriers 
impacting on ethnic groups including 
language) 

Neutral 
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If you have identified any positive or neutral impact then no further action is required, you 
should submit this document with your paper/policy in accordance with the governance 
structure. 
You should also send a copy of this document to the equality impact assessment email 
address 
If you have identified any negative impact you should consider whether you can make any 
changes immediately to minimise any risk.  This should be clearly documented on your paper 
cover sheet/Project Initiation Documents/Business case/policy document detailing what the 
negative impact is and what changes have been or can be made. 
 
If you have identified any negative impact that has a high risk of adversely affecting 
any groups defined as having a protected characteristic then please continue to 
section 2. 
 
Section 2 – Full analysis 

If you have identified that there are potentially detrimental effects on certain protected groups, 
you need to consult with staff, representative bodies, local interest groups and customers that 
belong to these groups to analyse the effect of this impact and how it can be negated or 
minimised. There may also be published information available which will help with your 
analysis. 

 Is what you are proposing subject to 
the requirements of the Code of 
Practice on Consultation? 

No 

I Is what you are proposing subject to 
the requirements of the Trust’s 
Workforce Change Policy? 

No 

 Who and how have you engaged to 
gather evidence to complete your full 
analysis? (List) 

N/A 

 What are the main outcomes of your 
engagement activity? N/A 

 What is your overall analysis based on 
your engagement activity? N/A 

Religion or belief  
(Consider  any benefits or opportunities to advance equalit   
well as any  
barriers effecting people of different  
religions, belief or no belief) 

Neutral 

 

Sex 
(Consider  any benefits or opportunities to advance equalit   
well as any barriers 
relating to men and women e.g.: same sex  
accommodation) 

Neutral 

 

Sexual Orientation 
(Consider any benefits or opportunities 
to advance equality as well as 
barriers affecting heterosexual people as 
well as Lesbian, Gay or Bisexual) 

Neutral 

 

http://www.bis.gov.uk/files/file47158.pdf
http://www.bis.gov.uk/files/file47158.pdf
http://www.bis.gov.uk/files/file47158.pdf
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Section 3 – Action Plan 
 
You should detail any actions arising from your full analysis in the following table; all actions 
should be added to the Risk Register for monitoring. 
 

Action required Lead name Target date for 
completion 

How will you 
measure outcomes 

N/A    

N/A    

 
Following completion of the full analysis you should submit this document with your 
paper/policy in accordance with the governance structure. 
 
You should also send a copy of this document to the equality impact assessment email 
address 
 
Section 4 – Organisation Sign Off 
 

Name and Designation Signature Date 
Individual who reviewed the  
Analysis 

Michael Dorrian Risk 
Manager 02/02/2022 

Chair of Board/Group 
approving/rejecting proposal N/A  

Individual recording EA on central 
record N/A  

 
 

 



 

 

Trust Board 
 
BOARD COMMITTEE ASSURANCE INFORMATION REPORT 

Board Committee Assurance Report  

Report to Board of Directors  

Date 5 May 2022 

Committee Name New Hospital Committee 

Date of Committee Meeting 21 April 2022 

Chair’s Name & Title Tim Johnston, Non-Executive Director 

Executive Lead Beth Weston, Chief Operating Officer 
 
Matters for Escalation 
No matters were raised for escalation. 
 
Key Issues 
New Hospital/ Integration Workshop Summary 
The Committee received the report which provided a summary of the items covered in the New 
Hospital/Integration Workshop regarding the overall readiness for the New Hospital and the 7 integration 
schemes. The Committee noted the updated critical path: 

• Continue with all readiness planning for the move into the New Hospital 
• Continue with integration and reconfiguration planning for delivery for  

- Urology 
- Vascular Surgery 
- Breast Services 
- Nephrology (To be Confirmed) 
- Complex Colorectal Surgery 
- Stroke 

• Continue with integration and reconfiguration planning for Q2 2023/2024 delivery for Acute Surgery 
consolidation and Liver services.  

• Formalisation of a target date for occupation subject to further assurance around progress in 
recruitment plans, staff retention the completion of the Podium.  

 
Revised New Hospital Assurance Programme Framework 
The Committee noted the updated Programme Assurance Framework which provided detailed readiness 
overview across Commissioning readiness, Workforce Readiness, Operational Readiness, Safe & 
Effective Readiness, Communications & Engagement Readiness, Organisational Development 
Readiness, Education Readiness, Digital Readiness, Interdependencies, and Finance Readiness. An 
outline regarding Benefits Readiness would be provided to the Committee.  
 
Project Director’s Report 
The Committee received an update from the Project Director on the construction programme and the 
clinical readiness of the building. Further assurance was provided to the Committee received from 
Addleshaw Goddard, legal advisors, regarding the handover of the building.  



 
 
 
Cost Management Update  
The Committee noted that the programme was forecast to deliver within the budget, after mitigations and 
agreed funding lines.  
 
Decisions Made 
None. 
 
Recommendation 
The Board is asked to note the report.   
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

Board Committee Assurance Report  

Report to Board of Directors  

Date 5 May 2022 

Committee Name New Hospital Committee 

Date of Committee Meeting 31 March 2022 

Chair’s Name & Title Tim Johnston, Non-Executive Director 

Executive Lead Beth Weston, Chief Operating Officer 
 
Matters for Escalation 
No matters were raised for escalation. 
 
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. Further discussions would be held with the contractors to clarify the 
details of beneficial access to the building.  
 
Cost Management Update  
The programme was forecast to deliver within the budget, after mitigations.   
 
Master Planning and Access and Egress New Hospital Update 
It was confirmed that funding for some pre-development work was to be made available from DHSC for 
Phase 2 and Master planning work. A full detailed report with the mapped out plans regarding access and 
egress would be reported to the May 2022 Committee.  
 
Presentation of the New Hospital Assurance Programme (1st Draft) 
The Committee noted the draft Programme Assurance Framework (PAF) report which provided details on 
the risks, actions, gaps and mitigations associated with the New Hospital readiness. Further improvement 
would be made to the report to measure progress and to provide assurance to the Committee.  
 
Operational Readiness 
The Committee received an update and noted that the key areas of concern were regarding workforce and 
recruitment to safely deliver all services/activity; and impact of service changes to Elective Recovery 
programme and overall theatre capacity.  
 
Workforce and Communications  
The Committee received an update and noted that the key areas of concern were regarding briefings to 
the Nursing - and Medical workforce, preparedness education and simulation, along with programming the 
required public consultations on the planned service changes.   
 
 



 
 
 
Safe and Effective Care 
The Committee noted the progress on the risks in relation to patient safety. Updates were received on the 
review within Pharmacy and Allied Health Professionals group, digital support and procurement.   
 
Digital 
The Committee noted that all activities required for new hospital opening were on target. All procurements 
were complete and detailed implementation planning was in progress.   
 
Review of Committee Effectiveness, Terms of Reference and Cycle of Business  
The Committee noted the outcome of the review of the Committee’s effectiveness, issues addressed and 
the actions in place to address same. The Committee approved the updated Terms of Reference and 
Cycle of Business.  
 
Decisions Made 
The Committee approved the updated Terms of Reference and Cycle of Business. 
 
Recommendation 
The Board is asked to ratify the approval of the Terms of Reference.  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 



 

 

Board Committee Assurance Report 

Report to Board of Directors 

Date 5 May 2022 

Committee Name Charitable Funds Committee  

Date of Committee Meeting 5 April 2022 

Chair’s Name & Title Ibrahim Ismail, Non-Executive Director 

Executive Lead Robert Forster, Chief Finance Officer 
 
Matters for Escalation 
No matters were raised for escalation. 
 
Key Issues 
Application A0196-22CF Repurposing Award 
The Committee approved the request to bring forward the approved funds for the second post of a junior 
academic in genetics and molecular biology.  
 
Charity Annual Report & Accounts 2020/21: 
The Committee noted that the Charity Annual Report & Accounts 2020/21 were approved by the Trust 
Board on 1 February 2022.  
 
Charitable Funds Story 
The Committee noted the outcomes on the funds granted since April 2020 and asked for a standing report 
on the progress of the granted applications. An evaluation plan for the Grants Application process and 
outcomes monitoring would be implemented and reported as a standing item to the Committee on an on-
going basis. 
 
Governance Review Action Plan 
New Umbrella Charity  
The Committee noted the progress on the governance review actions and the Board approval of the 
creation of Liverpool University Hospitals NHS Foundation Trust (LUHFT) Charitable Funds as a new 
umbrella charity. 
 
Fundraising Strategy Update 
The Committee received an outline of the Fundraising Strategy. The update provided an outline of the 
fundraising assessment with an overview of challenges and opportunities, emerging visions, strategy for 
a unified organisation, new supportive leadership and the impetus to build high performing fundraising. 
The recommendations from the More Partnership would be included in the final report to be presented to 
the Committee in May 2022.   
 
Fundraising Update 



The Committee received the report which outlined the M11 income position, Non-financial performance 
update, and planned events for both Royal Liverpool and Broadgreen University Hospitals (RLBUH) 
Charity and Aintree University Hospitals (AUH) Charity.  
 
Investment Performance Review  
The Committee received the update for M11 as at 28 February 2022 for the RLBUH Charity and the AUH 
Charity. The portfolio for RLBUH charity had risen by £563,000 and AUH charity had risen by £30,200 
during the financial year.  
 
 
 
Finance Update Report  
The overall available balances of the two charities had fallen by £0.6m since 31/03/21, to £8.63m. The fall 
was driven by £2m of spend and commitments that had been partially offset by a rise of £0.775m of income 
and a £0.6m increase in the value of investment holdings held. 
 
Approvals and Rejections between Meetings 
The Committee ratified the decision to approve the grant approvals and rejections between 13 January 
2022 and 29 March 2022.   
 
Grant Applications 
The Committee reviewed and approved the following grant applications: 

• AUH Ward Storage Area Upgrades (Ph 2) (A0213/22CF)  
• AUH Fish Tank Maintenance (recurring) (A0217/22CF) 
• Nature Recovery Ranger Post 2022/23 (A0219/22CF) 
• AUH Theatre Kitchen Refurbishment (A0221/22CF)  
• AUH Staff Yoga Classes (A0222/22CF)  
• ENT Rapid Diagnosis Clinic Equipment (A0223/22CF)   
• Spinal Nurse Specialist Course Fees (A0214/22CF)  
• F P B Fundraising Staff Budget 2022/23 (A0225/22CF)  
• F P B Fundraising Non-Staff Budget 2022/23 (A0226/22CF)  
• Funding 0.5PA for F P B Chair/ Fund-holder (3 years requested) (A0227/22CF)  
• St Paul’s 150th Anniversary Eye Ball (A0228/22CF)  

The Committee asked to review A0216/22CF – EDI LD Manager 12 Months Start Up application after 
which a decision would be made. The Committee rejected the A&E Falls Prevention Pilot (A0224/22CF) 
application. 
 
Charitable Funds Risk Register 
The Committee noted that there was a total of 8 Charity risks on the Trust risk register.  
 
Review of Committee Effectiveness/ Terms of Reference/ Cycle of Business 
The Committee noted the review of committee effectiveness outcomes and approved the terms of 
Reference and Cycle of Business.  
 
Non-Recurrent Divisional Activities 
The Committee approved the proposal to review and present the non-recurrent divisional activities within 
the total threshold of £2million for further consideration by the Committee. 
 



Decisions Made 
The Committee: 

• Ratified the decision to approve the grant approvals and rejections between 13 January 2022 and 
29 March 2022.   

• Approved 11 grant applications. 
• Rejected 1 grant application. 
• Approved the Terms of Reference and Cycle of Business 

 
Recommendations 
The Board is asked to: 

• Note the summary report. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Board of Directors Assurance Report  

Report to Board of Directors 

Date 5 May 2022 

Committee Name Executive Risk and Assurance Committee 

Date of Committee Meeting 28 March 2022 

Chair’s Name & Title Sir David Dalton, Interim Chief Executive 

Executive Lead Sir David Dalton, Interim Chief Executive 
 
Matters for Escalation 
No matters were raised for escalation. 
 
Key Issues - General 
Scale:  
….. High risk remains and/or inadequate mitigation or insufficient information 
….. Moderate risk &/or improving  
….. Risk resolved or substantially improved 
 
Risk 6040:- Better Care at Lower Cost (Cost Improvement Programme) – The Committee remained 
concerned that sufficient action is yet to be confirmed. They noted the review in progress by Kingsgate, 
and the HLT & corporate function reviews being led by the Director of Finance. The Committee expected 
the production of more focussed delivery plans after these reviews.  
 
LUHFT Improvement Plan: 
Significant Risks – The Committee noted reasonable progress, especially in the governance and 
leadership arrangements and in the major improvement collaboratives. Three key risks to the delivery of 
the LUHFT Improvement Plan were noted: 

• High risk: no improvement to patient flow and the levels of patients who do not meet the ‘criteria to 
reside’; 

• High risk: low staffing levels impacting on reliability of planned improvement actions; and 
• Moderate risk: a reduction in funding from the Recovery Support Programme 2022-23; 

 
The Committee requested detailed action plans with identified improvement trajectories and timelines. 
 
The following significant risks from Risk Registers were selected for deeper review  
 
Royal Site  
Risk ID 6417:- The inability to provide a robust PET/CT services due to supply issues of isotopes 
resulting in a delay of patient diagnosis – The Committee was informed the supply of isotopes had 



improved and that the risk was expected to be resolved.  A further associated risk was noted with the 
admin function.  The risk scores would be reviewed and reset.  
 
Risk ID 6297:- Delay in inpatient discharges due to lack of community capacity resulting in 
extended patient stays and delays in Emergency Department – The Committee could not be given 
sufficient assurance against the risk at this stage. It was noted further discussions are being held with 
external partners on the recommendations following the Emergency Care Improvement Support Team 
(ECIST) report. The ECIST report contains a number of recommendations it has been agreed that ECIST 
will return to the Trust to provide support in executing some of the recommendations. 
 
Aintree Site 
Risk ID 5525:- Delays in CPAP treatment in Sleep Lab due to lack of staffing and equipment 
resulting in potential patient harm and Trust reputation – The Committee noted almost 50% of referrals 
are received from out of areas and an agreement is in place with Clinical Commissioning Groups (CCGs) 
for this however, the total number of agreed referrals is not currently known therefore, a demand and 
capacity review is being under taken. Once the demand and capacity review has been completed the data 
will outline the total of referrals and activity coming through to commence discussions with the CCGs. 
 
Risk ID 5396:- Sustainability of Spokes due to loss of consultant cover through retirement – Due to 
two Consultant retirements a number of spoke services have closed, which will result in activity being 
referred to the Aintree Hub which does not have the capacity to cope with the increase in activity.  The 
Committee agreed this risk requires escalation to Commissioners to ensure they are aware of the impact 
and to agree a solution. 
 
Risk ID 6317:- Due to unavailable MRI Scan equipment out of hours for ventilated patients there is 
a delay in diagnosis and treatment – The MRI service on site currently runs between 8am – 8pm which 
means there is no MRI scanning available for patients available out of hours (there is an agreement out of 
hours with The Walton Centre for Major Trauma Patients). The reason for the increase in risk to a level 
12+ was not known as the risk was raised by the Surgery Division. The Committee noted there have been 
no Datix incidents or patient harm incidents raised in relation to this and it was agreed an update on this 
risk would be provided at the next Executive Assurance and Risk Committee meeting. 

Risk ID 6112:- Inability to provide safe medical rotas caused by changes in curriculum resulting in 
24 whole time equivalent posts lost from Speciality Registrar rota - The committee noted this is a 
significant risk which will be discussed at the next Executive Assurance and Risk Committee meeting. 
 
Broadgreen Site 
Risk ID 6496:- Failure to safeguard a child, young person or adult from harm, abuse and neglect – 
The Committee noted this risk will be reviewed and reworded as it is associated to IT issues and the ability 
to access safeguarding data in a timely way. The risk will be reviewed and rescored.  
 
LCL 
Risk ID 5243:- Transfusion compatibility label printers – The Committee noted the current transfusion 
label printers were past end of life and are becoming unreliable. It was reported that the issue is largely 
resolved with an ability to reconfigure the printers and to source new printers. 

Corporate Services 



Risk ID 6112:- A failure to provide sustainable services (associated with electrical systems in 
Longmoor Sub Station – The Committee noted mitigations are in place and the risk will be reviewed. 

Decisions Made 
Outlined above. 
Recommendation 
The Committee are asked to note the report. 

Board Committee Assurance Report 

Report to Board of Directors 

Date 5 May 2022 

Committee Name Audit Committee 

Date of Committee Meeting 28 March 2022 

Chair’s Name & Title Neil Willcox, Non-Executive Director 

Executive Lead Robert Forster, Chief Finance Officer 
 
The Committee Assurance Report provides an overview of the Audit Committee meeting held on 28 March 
2022.  A verbal update will be presented to the Trust Board following the meeting held on 4 May 2022.   
 
Matters for Escalation 
There are no areas for escalation from the meeting held on 28 March 2022.  
 
Key Issues 
Internal Audit Annual Plan 2022/23  
MIAA presented the Internal Audit Annual Plan 2022/23.  The Committee approved the plan, and sought 
to ensure flexibility regarding the areas identified within the plan, which it was agreed would be reviewed 
in 6 months-time. 
 
Internal Audit Terms of Reference – Governance Review  
The Committee noted the Terms of Reference for a review into Trust’s new governance arrangements, as 
implemented in January 2022.  The review would take part in the following three phases:  
 

1. the review of establishment meeting arrangements for Committees and Groups within the new 
governance structure, and the review of the establishment of arrangements at a site management 
level; 

2. deep dive reviews into the robustness assurances within assurance framework/strategic risk 
register throughout 2022/23; 

3. the review of operation of governance arrangements, to take place in Summer/Autumn 2022. 
 

Internal Audit Follow Up Report 
The Committee noted that good progress had been made with the management responses to the legacy 
recommendations, and that going forward recommendations would be monitored by the respective 
Executive Groups.   

Internal Audit Progress Report 



An update was presented surrounding the Internal Audit Progress Report.  It was detailed that five reviews 
had been complete since the meeting in January 2022, with 4 reviews ongoing.  

Anti-Fraud Progress Report 
The Committee received the progress report and was pleased to note the update that the delays 
experienced regarding obtaining witness statements and interviews under caution had recommenced in 
line with the easing of restrictions.    
 
Anti-Fraud Plan 2022/23 
The Committee approved the Anti-Fraud Plan for 2022/23.    
 
External Auditor 
Grant Thornton presented an overview of deliverables for 2021/22 was presented to the Committee, which 
detailed that the Auditor’s Annual Report was planned for September 2022.   
 
Risk Management Policy 
The Committee approved the Risk Management Policy which had been updated to reflect the recent 
changes to risk management across the Trust.  
 
LUHFT Improvement Plan  
The Committee received an update on the LUHFT Improvement Plan and noted its role in seeking 
assurance for delivery of the plan, including the ability to request deep dives into areas of the plan for 
assurance.  It was noted that the plan was moving from a diagnosis and planning phase to the delivery 
phase.   
 
Significant Risk Report (12+): March 2022  
An update was presented the Significant Risks (scored 12+) to the organisation.  The Committee 
discussed its role and remit with regard to reviewing the Significant Risks presented.    
 
Executive Assurance & Risk Committee Report 
The Committee received an update following the Executive Assurance & Risk Committee (EARC) 
meetings which had taken place in February and March 2022.  An update would be presented to the next 
Committee surrounding the EARC’s review into ten significant risks which would act as an initial 
mechanism to review whether the new governance arrangements in place are developing as intended, 
alongside seeking assurance that the actions in place have resulted in improvement.   
 
Review of Committee Effectiveness  
The Committee received an update on the review of Committee Effectiveness undertaken for the period 
2021/22.  Feedback from the review will be incorporated into the Committee’s governance arrangements 
for 2022/23.  
 
Decisions Made 
The Committee approved the following: 

• MIAA Internal Audit Plan for 2022/23 
• Anti-Fraud Plan 2022/23 
• Risk Management Policy  

 
Recommendations 



The Board is asked to: 
• Note the summary report. 
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