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Board Freedom to Speak Up Self-Assessment Action Plan: 
November 2021 – October 2022
Ensuring high reliability in our Speak Up culture, aiming to:

                                           
                                                                                                                      

1. Support a culture of continuous 
improvement, increasing resilience and 
wellbeing, where high psychological 
safety is a given

2. Develop a mindset of quality and safety 
in curious, creative and compassionate 
leaders

3.  Consistently reinforce our Trust values 
and behaviours, by supporting 
awareness of speaking up, listening up 
and following up as intrinsic enablers, 
with leaders acting as role models who 
cultivate these values to be lived in 
their teams

The delivery of this plan is dependent on:

✓ Active Board & executive ownership*       

✓ Leaders taking personal accountability to role 
model values and behaviours consistently

✓ Freedom to Speak Up being universally 
understood as a cultural state, integral to living 
our values     
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These actions are aligned to:

• The People Plan 
• The Organisational Development Integrated 

Improvement Plan
• The Corporate Strategy
• The National Guardians Office Strategic 

Framework
• The Trust Equality, Diversity & Inclusion Strategy
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*NHSE/I and National Guardians Office recommend that 
this action plan is coordinated by the Executive Lead for 
Freedom to Speak Up to support the board and key 
contributors to achieve actions for improvement.  
Oversight and support should also come from Non-
Executive Lead for FTSU and the Trust Chair
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Priority rating is determined by the gap between fully meeting the standards and the Trust’s current assessed state (as described in appendix 1) High (H) = 1-5, Medium 
(M) = 6-8, Low (L) = 9-11

Last updated 27th June 2022 by L. Heaton

Outcomes: What’s the difference we 
want to see

Priority
rating

Priority Areas of 
Focus

Action / Intervention:                
 What we plan to do

Timescale:           
By 
when(SUGGESTED)

Lead:                     
By whom

Progress:
Including dates

Measures of Success: How will we 
know?

Finalise the draft FTSU enabling 
strategy End Feb 2022

Exec FTSU 
Lead & 
FTSUG

Delayed – new target end Mar
(now scheduled to EPOD in May)
12/05/21 Draft shared at EPOD

Engage key stakeholders in 
approval of the strategy 

End Mar 
2022

Exec FTSU 
Lead & 
FTSUG

Features of the in-progress FTSU 
strategy, including the priorities (as 
they appear in the People Plan) have 
been discussed at Board through 
FTSUG board report, but not the 
complete FTSU Strategy itself.

New staff engagement target end 
June*

H1 Standard no. 3
FTSU Strategy

The board can 
evidence that 
they have a 
comprehensive 
and up-to-date 
strategy to 
improve its FTSU 
culture

Measure achievement of the 
strategic principles of safe speak 
up culture, using the associated 
questions (and results) from the 

National Staff Survey.

End Q2 
annually

Exec FTSU 
Lead & 
FTSUG

Once Trust data is published, review 
will begin, including analysis of key 
areas of focus across the Trust

May 2022 – preliminary review of 
‘Voice that Counts’ is complete and 
insights shared with key leaders 
where possible to support with 
cultural development actions in line 
with FTSU principles.

June 2022 – Complete. Insights 
reported to HLTs via EPOD and to 
Board in July

FTSU Strategy for 3 years will 
be finalised, with milestone 
reporting evident through 
Exec People & OD Group

An annual increase in national 
staff survey scores, particularly 
with the Q “I feel safe to speak 
up about anything that 
concerns me” will be seen

*to note, FTSU Strategy is 
constructed around the 
Corporate Strategy and the 
Trust’s People Plan, both of 
which have undergone wide 
staff engagement.  Enhanced 
engagement re FTSU Strategy 
will involve key groups 
(Governors, Staff Networks).
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Enhance the evidence that 
currently exists with re-

establishment of regular non-exec 
walkrounds with safe speak up 

culture principles (Trust Values) as 
a core component

Oct 2022

Assoc Dir 
Corporate 
Affairs & 

FTSUG/Exec 
FTSU Lead

Complete – April 2022 - Non-
Executive Director/Governor 
engagement programme 
restructured and launched in March 
2022. Programme supports formal 
visits across Trust services on a 
monthly basis with Speak Up Culture 
Principles and Trust Values core to 
the purpose* 

Triangulate FTSU data through 
use of the revised Trust 

governance meeting structure, 
using FTSU report to EPOD and 

board as a basis for their 
enquiries and actions

Oct 2022 Board & 
HLTs

Mar 2022: FTSUG is now a member of 
RLH Site People & OD Group to 
support this at site level

Jun 2022: Meeting scheduled with 
AUH HLT to discuss

H2 Standard no. 6
Culture

The board can 
evidence that 
they receive 
assurance to 
demonstrate 
that the 
speaking up 
culture is 
healthy and 
affective

Agree cycle of business (CoB) for 
reporting progress and evaluation 

of the assessment

End Dec 2021 Exec Lead

Complete (10/12/21)
FTSUG will report progress quarterly 
at Executive Led People & OD Group 
(EPOD; formerly Workforce & 
Education Committee (WEC)), and be 
in monthly attendance at EPOD to 
assure alignment of FTSU plan with 
Workforce strategies.

Reporting schedule has been 
discussed and agreed with Corporate 
Governance Team

Board report to be received every 
quarter beginning Mar 2022

Repeat Self Ax workshop in CoB for 
October 2022

Hospital Leadership and 
Divisional Teams are reporting  
to the Trust Board on their 
activity towards improving and 
cultivating psychological safety 
in teams at all levels 

Risk Register for FTSU is active 
and reported via EPOD Group

*how do we share if any key 
speak up issues or good 
practice are noted, or seek 
FTSU support if the former?
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Report and record FTSU risks using 
the Trust risk register and matrix

End Q1 2022-
23

FTSU Exec 
Lead & 
FTSUG

For discussion.  Risks are informally 
discussed at Dep Chief People Officer 
(JB) monthly Senior Leadership Team 
Meeting, but not formally registered
26/04/22 – discussed at NW 
Guardians meeting and all agreed 
against having separate FTSU 
Guardian risk register
Consider datix reporting parameters 
to include speaking up risks

Include FTSU culture (leadership 
behaviours & psychological safety) 
in Board development programme

Use the National Guardians Office 
senior leader learning guidance to 
support and inform it’s content

End Q1 2022-
23

Chair & Dep 
Chief 

People 
Officer (OD)

18/05/22 D/W Dep CPO (OD) to be 
considered when tendering for Board 
Leadership Programme provider
Follow Up training launched 
nationally D/W Assoc Dir L&D: to be 
reviewed by L&D to re-structure and 
embed against Trust Values and 
Corporate cultural improvement 
goals

Systems: Describe and design a 
process through which possible 

detriment from speaking up in the 
Trust can be formally identified, 

monitored and measured 

Oct 2022 Chief 
People 
Officer

 

H3 Standard no. 2
Commitment

The board can 
evidence their 
commitment to 
creating an open 
and honest 
culture

Continue to invest in leadership 
development and  embed 

Speaking Up Culture (psychological 
safety)  throughout leadership 
training offers and resources

End Q1 2022-
23

Dep CPO 
with Assoc 
Dir’s L&D 
and OD

Nov 2021: Psychological Safety now 
opens the Core Management 
Programme
It is also a key component of the 
Leadership & Management 
Framework.
It is included in the forthcoming 
Cultural Awareness training.

Required elements evident 
and fulfilled in Board 
development progamme

Process described and in use 
that applies to all workers who 
report (whether through FTSU 
or other means) that they 
have experienced detriment 
because they spoke up
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Aim to include this in future offers 
e.g. preceptorship for new leaders 
programme

Update the FTSU Communications 
plan for 2022  

Centre all FTSU communications 
and marketing around our Speak 

up/Values cycle for clear and 
consistent messaging and to 
enhance understanding that 

having the freedom to speak up 
should be a Trust delivered state 

of being.

End Mar 
2022

Dir of 
Comms & 

FTSUG

Complete Jan 2022: FTSU 
Communications Plan was revised 
and updated, with dedicated 
Communications Team support 
allocated.

Celebrate success: shared learning 
through Staff/Team Award e.g. 
Enacting change and achieving 
Great Care through cultivating 

psychological safety

Oct 2022 Chair, CPO 
& Dir 

Comms

Develop a walk-round programme 
model to increase visibility and 

confidence with that the Speak Up 
& Values Cycle is being lived and 

led by example 

End Q2 2022-
23

Non-Exec 
Lead for 
FTSU & 
Assoc Dir 
Corporate 
Affairs

COMPLETE - April 2022 – Executive 
Patient Safety programme in place 
which enables weekly visits in place 
from the Executive Team. Non-
Executive Director/Governor visiting 
programme established from March 
2022.

H4 Standard no. 1
Behaviours

Individual 
executive and 
non-executive 
directors can 
evidence that 
they behave in a 
way that 
encourages 
workers to 
speak up. 

Seek diverse feedback through:

• Inviting broader contributors 
(those with the lived 
experience) to report at 
committees/governance & 
assurance meetings

End Q1 2022-
23

Chair, CEO 
and Assoc 
Dir 
Corporate 
Affairs
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• Widening ‘go-to lists’ when 
sending 360˚ appraisal 
invitations

Engage with the Governors and 
raise their awareness of this 
assessment and their role in 

supporting the non-executives to 
evidence their speak up enabling 

behaviours

End Q2 2022-
23

Assoc Dir 
Corporate 
Affairs & 
FTSUG

Establish routine meetings with 
Chair and Chief Executive for 

oversight and monitoring of the 
FTSU service utilisation and 

development, as well as 
maintaining visibility as to 

achievement of these actions

End April 
2022

    
Assoc Dir 
Corporate 
Affairs & 
FTSUG  

Complete May 2022 - Quarterly 
meetings with Chair and Chief 
Executive established from April 
2022. New Chief Executive 
commences in May 2022 and 
meeting with FTSUG included within 
the Induction Programme.

Succession plan for the next Non-
Executive FTSU Lead

End Q1 2022-
23

Exec & 
Non-Exec 
Leads for 
FTSU, & 
Assoc Dir 
Corporate 
Affairs

April 2022 – Discussions commenced 
by the Chair with the Non-Executive 
Directors to identify a new NED FTSU 
Lead. Aim to have identified 
individual during May to enable 
hand-over during Q2 with the existing 
NED FTSU

Complete – 17/05/22 Meeting with 
current and incoming NED FTSU 
Leads and FTSUG.  New NED Lead 
included in all forthcoming senior 
FTSU Team Meetings

H5 Standard no. 
11
Specific Board 
responsibilities

The Chair, Chief 
Executive, 
Executive Lead 
for FTSU (also 
the Chief People 
Officer), the 
Non-executive 
lead for FTSU, 
Medical Director 
and Chief Nurse 
should evidence 
that they have 
considered how 
the meet the 
various 
responsibilities 
associated with 
their role as part 
of their 
appraisal Build content about 

contribution to speak up 
End Q2 2022-
23

Dep Chief 
People 
Officer (OD) 

April 2022 – Appraisal process for 
Non-Executive Directors and 
Executive Directors currently under 

All established meetings 
tabled and active.  Report 
‘FTSUG activity’ in EPOD and 
Board reports

Non-Exec Lead appointed (in 
accordance with Senior 
Independent Directorship)
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culture and support into board 
appraisal/360 assessment

& Assoc Dir 
Corporate 
Affairs

review. FTSUG to feed into process 
as part of the design phase. 

M6 Standard no. 9
Gap Analysis

The board can 
evidence that 
they receive gap 
analysis in 
relation to 
guidance and 
reports from the 
National 
Guardian

Gap analysis of Trust service and 
speak up culture against the most 
recent NGO report (Blackpool) and 

other NGO guidance tools

End Q1 2022-
23

Adjusted due 
to higher 
priorities to 
Oct 2022

       
FTSUG FTSU Guardians in the Northwest are 

engaging in this and supporting 
colleagues through sharing best 
practice.

The findings will inform future 
service development 
needs/changes once reported 
to Trust board via FTSUG 
report.

M7 Standard no. 5
Policy

Evidence that 
you have a 
speaking up 
policy that 
reflects the 
minimum 
standards set 
out by NHS 
Improvement

Review the Freedom to Speak Up: 
raising concerns and whistle 

blowing policy, including EIA once 
the new national template is 

published.

(A preliminary review to be 
conducted as part of gap analysis 
against the Blackpool Review)

End Q2 2022-
23

       
FTSUG The current Trust Policy is in date 

until Jan 2023.
The National Template from NHSI/E is 
due for publication by end 2021-22, 
after which Trust policy review will 
begin

26/04/22 – update from NGO rep at 
NW meeting; publication by NHSE/I is 
delayed.  No date given

June NW meeting – publication 
‘imminent’

Revised and updated policy 
written and approved that 
aligns with and meets national 
and local needs and 
expectations

M8 Standard no. 10
Transparency

The Trust can 
evidence how it 
has been open 
and transparent 

Agree an optimum reporting 
schedule and purpose to 
Commissioning Quality 

Performance Group (CQPG), as a 
Trust oversight organisation

End May 
2022

       
FTSU Exec 
Lead & 
Quality 
Governance 
Lead

For discussion at April CQPG

COMPLETE April CCG – updates to be 
provided on request, but no more 
frequently than quarterly

FTSUG updates recorded as 
per agreed reporting schedule
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Further develop worker 
communications methods to share 

learning and outcomes from 
concerns raised and feedback 

about worker experience

End Q1 2022-
23

FTSUG and 
Comms 
Team

Included in updated FTSU 
Communications Plan

in relation to 
concerns raised 
by its workers

New National Guardian 
appointed, therefore plan an 
invitation to visit to the Trust

Oct 2022 FTSUG and 
Exec & 
Non-Exec 
Leads

National Guardian to attend NW 
Guardians Network Meeting in Q1 
2022-23 where her capacity for Trust 
visits will be established.
Apr 2022 – NG attendance not yet 
achieved

Evidence traceable in Trust 
comms, social media, 
Divisional Bulletins re FTSU 
updates and information

Date for visit in place.

L9 Standard no. 4
Guardian 
Support

The executive 
team can 
evidence they 
actively support 
their FTSU 
Guardian

Engage with the Northwest FTSU 
Network and the NGO in relation 
to the Champions role guidance 

and adjust local service structures 
as required

End April 
2022

     
FTSUG  Impact of guidance now fully clarified 

understood (LUHFT FTSUG, NW Chair 
and NGO meeting Feb 2022)
Changes shared with LUHFT FTSU 
Champions, and Senior FTSU Team.  
Board to be updated at both EPOD 
and Board Meeting in March 
(completed).
Changes activated in principle (for 
current Champions) and will be 
evident in revised role outline by end 
April. Adjusted (now end June).

Revised role outline finalised 
and utilised in recruitment of 
next Champions from April 
2022

L10 Standard no. 7
Board 
Attendance

The board can 
evidence the 
Guardian 
attends board at 
least every 6 
months and 
presents a 

Maintain current standard as fully 
met

N/A
       

Maintained Guardian reported to 
Board in April 2022.  Next due in July 
2022.

CoB is agreed and set for 
2022-23 with quarterly 
reporting
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comprehensive 
report

L11 Standard 
number 8
Guardian 
Recruitment

The board can 
evidence the 
FTSU Guardian 
role has been 
implemented 
using a fair 
recruitment 
process in 
accordance with 
the example job 
description and 
other guidance 
published by the 
National 
Guardian

Maintain current standard as fully 
met

N/A
       

Incumbent FTSUG was 
recruited and appointed in 
accordance with guidance, 
expectations and using the 
National Job Description 
template.
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Appendix 1 Current state board assessment (November 2021)

How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

Behave in a way that encourages workers to speak up

1 Individual executive and non-executive directors can 
evidence that they behave in a way that encourages workers 
to speak up. Evidence should demonstrate that they:

PARTIALLY Overall

• understand the impact their behaviour can have on a 
trust’s culture

• know what behaviours encourage and inhibit workers from 
speaking up 

Annual 
review 
date Oct 
2022

Understanding: Board FTSU workshop, Board & Committee discussions, 
Board FTSU Leads encouraging focus and awareness

Approachability: Board members approached by staff/colleagues to speak 
up or seek support. 

• test their beliefs about their behaviours using a wide range 
of feedback Feedback: Through staff survey, 360˚ appraisals (given and received), 

direct from colleagues.

Visibility: engagement options to test behaviour beliefs have been limited 
(ie – Exec/Non-Exec walkrounds and safety visits).

Listening and responding: Staff engage and contribute 
concerns/questions in Virtual Staff Brief that are answered live.

• reflect on the feedback and make changes as necessary Actively use feedback available: 360 feedback, staff survey, walkrounds 
etc

Achieve consistency: Mostly display ‘speak up’ signals, but agree, need 
more consistency in avoiding discouraging signals.
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

• constructively and compassionately challenge each other 
when appropriate behaviour is not displayed Board workshop and Survey: indicates that this happens, but that there 

are opportunities for improvement.

Demonstrate commitment to a freedom to speak up (FTSU) culture

2 The board can evidence their commitment to creating an 
open and honest culture by demonstrating: 

PARTIALLY Overall

• there are a named executive and non-executive leads 
responsible for speaking up Annual 

review 
date Oct 
2022

Executive and Non-Executive Leads: Both positions filled and active, 
forming a FTSU Lead Team with FTSU Guardian

Both are objective in discharging their FTSU duties and support for the 
FTSU Guardian

• speaking up and other cultural issues are included in the 
board development programme

• they welcome workers to speak about their experiences 
in person at board meetings Annual 

review 
date Oct 
2022

Staff Stories: Staff stories welcomed from FTSU/Equality, Diversity & 
Inclusion (EDI) etc. FTSU staff story was taken to September 2021 public 
board meeting

Approachability: Board members approached by staff/colleagues to speak 
up or seek support. 

Staff Brief: workers encouraged (and make use of) this as an anonymous 
way to raise questions/concerns

• the trust has a sustained and ongoing focus on the 
reduction of bullying, harassment and incivility Violence & aggression: Established FTSU Champion on Violence 

Reduction Group (VRG)

Staff Survey: annual monitoring of data and Organisational Development 
(OD) support to teams/managers to reduce where needed, through action 
plans

• there is a plan to monitor possible detriment to those who 
have spoken up and a robust process to review claims of 
detriment if they are made

Data: is collected re cases of concern reported through FTSU service where 
staff members describe experiencing detriment having spoken up, or where 
detriment is identified as having occurred
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

• the trust continually invests in leadership development Annual 
review 
date Oct 
2022

Leadership programmes: developed and evolving, led by Learning and 
Development and OD, including key contributors (including FTSU)

 

• the trust regularly evaluates how effective its FTSU 
Guardian and champion model is Regular 1:1 meetings: monthly with Exec Lead and quarterly with Non-

Exec Lead.  

Reports to Board: at least 6 monthly reports including trends, risks and 
achievements are delivered in person by FTSU Guardian to public board to 
ensure board oversight and accountability as well as contributing to board 
development

People Plan: FTSU priorities are aligned with the Trust’s People Plan and 
updates reported to Workforce & Education Committee

FTSU Team: Activity and actions are discussed and monitored at monthly 
team meetings, with Exec/NED attendance quarterly for contribution and 
oversight

• the trust invests in a sustained, creative and engaging 
communication strategy to tell positive stories about 
speaking up.

Active currently: FTSU is promoted through various means including visual 
(posters/screensavers), training modules (Inductions/preceptorship/teams), 
email comms (Liverpool News/LUHFT Life), Social Media (Staff FB page, 
twitter)

Intranet: Accessible by all staff, the FTSU pages content relevant clear 
information, but plans are in place, and support from communications team 
commissioned, to enhance this content further as a resource hub for staff 
and teams

Having a strategy to improve your FTSU culture

3 The board can evidence it has a comprehensive and up-to-
date strategy to improve its FTSU culture. Evidence should 
demonstrate: PARTIALLY Overall

• as a minimum – the draft strategy was shared with key 
stakeholders
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

• the strategy has been discussed and agreed by the board 

• the strategy is linked to or embedded within other relevant 
strategies Corporate Strategy: FTSU is a feature of Great Care and Great People 

objectives within the Corporate Strategy, with measures through the staff 
survey. 

Great People: Draft FTSU strategy has clear links with the Trust People 
Plan and OD Strategy 

Speak Up/Values Model is the lynch pin to the draft strategy 

• the board is regularly updated by the executive lead on the 
progress against the strategy as a whole  Updates: on service development, progress against priorities, and data on 

service utilisation are provided by both the Exec Lead and the FTSUG at 
WEC and Board.  

• the executive lead oversees the regular evaluation of what 
the strategy has achieved using a range of qualitative and 
quantitative measures.

Measures: include benchmarking LUHFT against Shelford Group on:

• FTSU Index
• Case numbers

Internally, improvements and areas of concern will be mapped through Staff 
survey and quarterly staff pulse check.

Support your FTSU Guardian

4 The executive team can evidence they actively support 
their FTSU Guardian.  Evidence should demonstrate:

FULLY Overall

• they have carefully evaluated whether their 
Guardian/champions have enough ringfenced time to 
carry out all aspects of their role effectively

Annual 
review 
date Oct 
2022

Regular 1:1s with Exec Lead and annual appraisal of FTSUG offers 
opportunities to evaluate performance and capacity.

Role was trialled at full-time with the Trust merger and has been 
substantiated following Exec report and approval.

Champions: the Guardian monitors Champion capacity through monthly  
team meetings (including attendance record) and at quarterly 1:1s
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

• the Guardian has been given time and resource to 
complete training and development

Personal Development: Guardian attends training/webinars/conferences 
appropriate to role and is encouraged to undertake formal substantial 
education.

• there is support available to enable the Guardian to reflect 
on the emotional aspects of their role

Wellbeing: is evaluated through 1:1 and at appraisal.

FTSUG has access to staff support services if needed. Has well-being 
supervision from Trust staff Consultant Psychologist

• there are regular meetings between the Guardian and key 
executives as well as the non executive lead.

Key Meetings: as well as those with Exec and Non-Exec FTSU Leads, 
FTSUG has 1:1s/meetings with key leaders (HR/OD/EDI/L&D) to triangulate 
themes, engage support, influence Trust activity, and progress concern 
responses as appropriate.

FTSUG is welcome at and invited to attend/report to key corporate 
meetings, for example, Staff Experience ELG, New Hospital Comms 
Working Group, Senior Leader events and learning.

• individual executives have enabled the Guardian to 
escalate patient safety matters and to ensure that 
speaking up cases are progressed in a timely manner 

Escalation: FTSUG has access to Execs who have and are supporting the 
responses to concerns in their areas of responsibility.

• they have enabled the Guardian to have access to 
anonymised patient safety and employee relations data 
for triangulation

Data: FTSU Guardian has established connections with specific depts., e.g. 
Patient Safety, Nursing Quality, and is afforded access to data as required.

• the Guardian is enabled to develop external relationships 
and attend National Guardian related events

FTSUG is actively engaged and a consistent contributor within the NW 
regional network.  National events are attended remotely at present.

Be assured your FTSU culture is healthy and effective
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

5 Evidence that you have a speaking up policy that reflects the 
minimum standards set out by NHS Improvement. Evidence 
should demonstrate:

PARTIALLY Overall

• that the policy is up to date and has been reviewed at least 
every two years Annual 

review 
date Oct 
2022

FTSU Policy is aligned with National template and in date.  It is accessible 
on the intranet document management system, and via the FTSU intranet 
pages

• reviews have been informed by feedback from workers 
who have spoken up, audits, quality assurance findings 
and gap analysis against recommendations from the 
National Guardian.

Case Feedback: Service user feedback informs Trust approach to this and 
other policies, mainly employee relations, however, not completed a formal 
stakeholder review this year.

Policy review is always against national guidance.  An updated national 
policy is due this year.

As with all policies, this is reviewed and approved by Staffside and Execs.

6 Evidence that you receive assurance to demonstrate that the 
speaking up culture is healthy and effective. Evidence should 
demonstrate: PARTIALLY Overall

• you receive a variety of assurance Annual 
review 
date Oct 
2022

Board: Quarterly reports to Board including trends, improvements and risks, 
benchmarked against comparable Trusts

Trust People Plan: and corporate strategy contain improvement measures 
informed by the NHS staff survey in relation to safety and speak up culture

Workforce & Education Committee (WEC): receives assurance of 
progress against the People Plan of which speak up culture is part – 
enhanced by regular FTSU Guardian report.  Both Exec and Non-Exec 
FTSU Leads are members of this committee

Staff Experience Exec Led Group: receives a highlight progress report 
from FTSU Guardian.  This Group reports to WEC
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

• assurance in relation to FTSU is appropriately triangulated 
with assurance in relation to patient experience/safety and 
worker experience.

Non-Exec members: can triangulate assurance across committees

Staff Survey: FTSU review of Staff survey (safety culture and additional 
question of I feel safe to speak up about anything that concerns me in this 
organisation) is shared in Trust reports.  FTSU Guardian 
evaluates/triangulates relationships in scores between safety culture and 
worker experience/engagement, leadership, and team-working.

Data submission: is made quarterly to the National Guardians Office and 
they write back to the CEO with the results.  This data is included in the 
FTSU Guardian Board and WEC reports

• you map and assess your assurance to ensure there are 
no gaps and you flex the amount of assurance you require 
to suit your current circumstances

• you have gathered further assurance during times of 
change or when there has been a negative outcome of an 
investigation or inspection

Additional assurance: has/is gained/flexed under certain circumstances, 
for example, following notification of external concern disclosures.  The 
FTSU Guardian is now informed of this by Quality Governance so that 
further supportive information can be sought as to what failed for staff in 
using internal concern raising processes and channels

• you evaluate gaps in assurance and manage any risks 
identified, adding them to the trust’s risk register where 
appropriate.

7 The board can evidence the Guardian attends board 
meetings, at least every six months, and presents a 
comprehensive report. 

FULLY

Overall

Annual 
review 
date Oct 
2022

Board reporting 6 monthly in public Board and in person.  Evidence through 
public board papers.

8 The board can evidence the FTSU Guardian role has been 
implemented using a fair recruitment process in accordance 
with the example job description (JD) and other guidance 
published by the National Guardian.

FULLY

Overall

Annual 
review 
date Oct 
2022

Recruitment to both secondment and substantive role was in line with 
standardised recruitment process and in accordance with National FTSUG 
JD.

9 The board can evidence they receive gap analysis in relation 
to guidance and reports from the National Guardian. PARTIALLY

Overall

FTSUG reports to Board re new Guidance and impact/actions necessary. 
Most recently this has been guidance re Champions role.

Be open and transparent
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

10 The trust can evidence how it has been open and 
transparent in relation to concerns raised by its workers. 
Evidence should demonstrate:

PARTIALLY Overall

• discussion with relevant oversight organisation Regular reports are submitted to Board and information shared with CQC, 
CCG, NHSE/I as appropriate

• discussion within relevant peer networks Annual 
review 
date Oct 
2022

Regional Network: regular discussions and engagement with the NGO via 
national representative present at regional meetings, and 1:1 as required.  

Peer support: FTSU Guardian has a peer relationship with FTSUG’s at 
Manchester FT and The Walton Centre, and engages with other regional 
colleagues to share best practice.

• content in the trust’s annual report Annual 
review 
date Oct 
2022

FTSU content is present within the Trust Annual Report as well as the 
Quality Account

• content on the trust’s website Essential information is available on Intranet, but there are goals to enhance 
this as described above

• discussion at the public board Annual 
review 
date Oct 
2022

All FTSU Guardian reports are made in person at public board in order to 
allow for discussion and transparency

• welcoming engagement with the National Guardian and 
her staff National Guardian was invited to the Trust shortly after Merger, but had to 

cancel due to COVID restrictions.

Individual responsibilities

11 The chair, chief executive, executive lead for FTSU, Non-
executive lead for FTSU, HR/OD director, medical director and 
director of nursing should evidence that they have considered 

PARTIALLY FTSU Senior Team: Executive Lead and Non-Executive Lead for FTSU 
actively engage with FTSUG and promote FTSU and Speak Up Culture in 
their activities.
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How fully do we meet 
this now?Summary of the expectation

Status Insert 
review 
date

Evidence to support the rating

how they meet the various responsibilities associated with 
their role as part of their appraisal.  

GUIDANCE for Assessment Completion

How to use this tool 

This is a tool for the boards of NHS trusts and foundation trusts to accompany the Guidance for boards on Freedom to Speak Up in NHS trusts 
and NHS foundation trusts (cross referred with page numbers in the tool) and the Supplementary information on Freedom to Speak Up in NHS 
trusts and NHS foundation trusts (cross referred with section numbers). 

We expect the executive lead for Freedom to Speak Up (FTSU) to use the guidance and this tool to help the board reflect on its current position 
and the improvement needed to meet the expectations of NHS England and NHS Improvement and the National Guardian’s Office.  

We hope boards will use this tool thoughtfully and not just as a tick box exercise. We also hope that it is done collaboratively among the board 
and also with key staff groups – why not ask people you know have spoken up in your organisation to share their thoughts on your assessment? 
Or your support staff who move around the trust most but can often be overlooked? 
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Ideally, the board should repeat this self-reflection exercise at regular intervals and in the spirit of transparency the review and any 
accompanying action plan should be discussed in the public part of the board meeting. The executive lead should take updates to the board at 
least every six months. 

It is not appropriate for the FTSU Guardian to lead this work as the focus is on the behaviour of executives and the board as a whole. But getting 
the FTSU Guardian’s views would be a useful way of testing the board’s perception of itself. The board may also want to share the review and its 
accompanying action plan with wider interested stakeholders like its FTSU focus group (if it has one) or its various staff network groups. 

We would love to see examples of FTSU strategies, communication plans, executive engagement plans, leadership programme content, 
innovative publicity ideas, board papers to add them to our Improvement Hub so that others can learn from them.  Please send anything you 
would specifically like to flag to nhsi.ftsulearning@nhs.net
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Introduction:

The Annual Organisational Audit has been stood down again for 2021/22.  A 
refreshed approach is planned for 2022/23.  It remains a requirement for each 
Designated Body to provide assurance to their Board about the governance 
arrangements in place in relation to appraisal, revalidation and managing concerns.  
In addition, NHS England North West uses information previously provided in the 
AOA to inform a plan for quality visits to Designated Bodies.  

Amendments have been made to Board Report template (Annex D) with the intention 
of making completion of the submission straightforward whilst retaining the goals of 
the previous report: 

a) to help the designated body in its pursuit of quality improvement,

b) to provide the necessary assurance to the higher-level responsible officer, and

c) act as evidence for CQC inspections.

This template for an Annual Submission to NHS England North West should be used 
as evidence for the Board of compliance with The Medical Profession (Responsible 
Officers) Regulations 2010 (as amended in 2013). 

This completed document is required to be submitted to NHS England North West by  
September 30th 2022 and should be sent to england.nw.hlro@nhs.net 
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Annual Submission to NHS England North West 

Section 1 – General: 

The board of Liverpool University Hospitals NHS FT can confirm that:

1. An appropriately trained licensed medical practitioner is appointed as a 
responsible officer. 

The Trust has an appropriately trained Responsible Officer (RO) who is 
supported by an Associate Medical Director (AMD) for Professional 
Standards. The AMD has also completed RO training and was able to 
deputise during a period of sickness absence of the RO. 

2. The designated body provides sufficient funds, capacity and other resources for 
the responsible officer to carry out the responsibilities of the role.

Currently there are staffing pressures in the Professional Standard Team 
(PST).
The RO and AMD are supported by a Clinical Lead Appraiser and a team of 4 
Lead Appraisers (Senior Appraiser Team).  
However, two members of the Professional Standards office team (a 0.6 wte 
Band 7 manager and a 0.4 wte Band 3) resigned recently and have not been 
yet been replaced. The current office team establishment is 1wte Band 7 
manager, 1.8 wte Band 4 admin assistants and a locum 0.4 wte Band 3.  
Concurrently there has been an increase in workload due to a high turnover 
of doctors: the number of doctors recruited by the Trust rose from 861 in 
2019-20 to 901 in 2021-22. This includes substantive and fixed term 
appointments and a high volume of, often short-term, bank and locum 
appointments.  Each of these appointments requires a variable amount of 
input from the PST. 
There is a need to review the office team structure and workload to ensure 
enough office staff of an appropriate banding.
Action for next year: Complete review of and recruit required staff.

3. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is always maintained. 

2021/2022 update:  The PST office team ensures the list of doctors with a 
prescribed connection to the Trust is kept up to date on GMC Connect. The 
PST team works closely with the recruitment and workforce teams to monitor 
all starters and leavers.
Action for next year: Continue active management of the list of doctors on 
GMC Connect ensuring this is accurate and up to date.
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4. All policies in place to support medical revalidation are actively monitored and 
regularly reviewed.

List of relevant policies and date of last review:
Medical & Dental Appraisal and Revalidation Policy and SOP – currently 
being reviewed to take the new medical management structure into account.
2021/2022 update: The Medical & Dental Appraisal and Revalidation Policy 
and accompanying SOP are under review to complete the harmonisation of 
processes post-merger.
Action for next year:
To ensure the new policy and SOP are ratified and rolled out across the 
organisation.
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5. A peer review has been undertaken (where possible) of this organisation’s 
appraisal and revalidation processes.  

2021/2022 update:  Due to the pandemic and ongoing clinical pressures a 
formal peer review has not taken place since the creation of the Liverpool 
University Hospitals NHS Foundation Trust (LUHFT) in 2019.
A visit from the Higher Level RO and his team did take place on 10th February 
2022 to review the PST functions. 
Action for next year: Consider undertaking a peer review process when 
clinical conditions allow.

  

6. A process is in place to ensure locum or short-term placement doctors working 
in the organisation, including those with a prescribed connection to another 
organisation, are supported in their continuing professional development, 
appraisal, revalidation, and governance.

List of relevant policies and date of last review:  
Medical & Dental Appraisal and Revalidation Policy plus SOP 2020– currently 
under review to ensure compliance with national guidance and to reflect the 
recent changes to the medical leadership structure.
Locum Consultant Policy – updated 2021.
Job Planning Policy – updated 2021.
Medical and Dental Study Leave Standard Operating Procedure reviewed 
2021. 
2021/2022 update: All doctors including locums and short-term placement 
doctors are given the opportunity to complete an appraisal if their appraisal is 
due while they are employed by the Trust. The Trust employs a number of 
doctors, such as Ministry of Defence doctors, who are supported with an 
annual appraisal although the Trust is not their designated body. 
All new starters are contacted by the PST office team and offered a meeting 
to explain the appraisal and revalidation process and provide training on the 
appraisal system if necessary.  
Fixed term doctors are eligible to apply for study leave. 
New starters are invited to a “Meet the RO and Team” welcome event every 
six months.
Action for next year:  
The office team will continue to contact all newly employed doctors and 
provide them with the support required to achieve their revalidation 
requirements.
The “Meet the RO and Team” events will continue.
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The team will continue to work closely with the Trust Specialty Doctors and 
Specialists (SAS) Lead, the Trust Clinical Fellows Lead and Director of 
Postgraduate Education of the Trust to support locally employed doctors and 
locums.

7. Where a Service Level Agreement for External Responsible Officer Services is 
in place

N/A  

Section 2a – Effective Appraisal 

1. All doctors in this organisation have an annual appraisal that covers a doctor’s 
whole practice, which takes account of all relevant information relating to the 
doctor’s fitness to practice (for their work carried out in the organisation and for 
work carried out for any other body in the appraisal period), including information 
about complaints, significant events and outlying clinical outcomes.  For 
organisations that have adopted the Appraisal 2020 model, there is a reduced 
requirement for preparation by the doctor and a greater emphasis on verbal 
reflection and discussion in appraisal meetings. Organisations might therefore 
choose to reflect on the impact of this change. Those organisations that have 
not yet used the Appraisal 2020 model may want to consider whether to adopt 
the model and how they will do so.

The Trust adopted the Appraisal 2020 model during the 2020/21 appraisal year 
and have continued to use this model. Many doctors have embraced the 
reduced requirements, especially for verbal rather than written reflection, but 
some have chosen to continue in the established format. 
The MAG 2020 model has allowed many doctors to complete an appraisal they 
found useful and supportive, focussing on their most pressing concerns during 
the pandemic whilst ensuring they were not overburdened by the need to 
provide the full written evidence usually required.
Training to support appraisers in the documentation of verbal reflection was 
provided.
Action for next year: The Trust will continue to use the Appraisal 2020 model to 
encourage doctors to continue to embrace the supportive appraisal style, whilst 
ensuring they meet the requirements for revalidation.
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2 Where in Question 1 this does not occur, there is full understanding of the 
reasons why and suitable action is taken. 

2021/2022 update: All doctors and dentists who did not complete an appraisal 
are contacted by the PST.  The reasons for non-completion are recorded on 
the Revalidation Management System provided by L2P.
In view of the ongoing clinical pressures over the past year a flexible approach 
has been taken where necessary. However, following the restart of appraisals 
following a pause in line with national guidance in October 2020, all doctors 
have been reminded of the need to complete an appraisal.  
There is a process for escalation within the organisation where appraisals have 
not been completed without reasonable cause.
Action for next year: Reinforce the need for timely completion of appraisal; 
reintroduce 2 to 1 meetings with the RO, AMD or MD for those not completing 
an appraisal without a reason acceptable to the RO.

3 There is a medical appraisal policy in place that is compliant with national 
policy and has received the Board’s approval (or by an equivalent governance 
or executive group). 

List of relevant policies and date of last review:
2021/2022 update: Medical & Dental Appraisal and Revalidation Policy and 
SOP 2020 are currently under review, to ensure compliance with national 
guidance and to reflect the recent changes to the medical leadership structure. 
Action for next year: Medical & Dental Appraisal and Revalidation Policy and 
SOP update completed, ratified, and updated policy to be rolled out and 
embedded across the Trust.

a. The designated body has the necessary number of trained appraisers to 
carry out timely annual medical appraisals for all its licensed medical 
practitioners. 

Number of available appraisers:180
2021/2022 update: There is a formal process in place for recruitment, training 

and mentoring of new appraisers, with 22 new appraisers recruited since 
2020.

All applications to train as a new appraiser are reviewed at Senior Appraiser 
Team meetings.

Action for next year: Ongoing recruitment and training of new appraisers to 
maintain the current number of appraisers and ensure an adequate number of 
appraisers across all specialties, with the aim of each appraiser undertaking 
an average of 6 appraisals per year. 
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b. Medical appraisers participate in ongoing performance review and 
training/ development activities, to include attendance at appraisal 
network/development events, peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers1 or equivalent). 

2021/2022 update: In house appraiser forums are held via TEAMS 4 times a 
year, led by the Clinical Lead Appraiser.  Each meeting has included focused 
updates (e.g. on educational appraisal) plus a less formal question/answer 
session.
The Senior Appraiser Team completed a “Train the Trainers” day, provided by 
an external facilitator in September 2021.
All appraisers have been offered formal Appraiser Update Training using an 
external provider and facilitator.  By the end of March 2022, 106 of 180 had 
attended update training and further dates are available for those who have not 
yet attended. 
Appraisers were provided with a formal report based on feedback from the 
doctors they appraised during the 2020/21 appraisal year. Any concerns 
identified were discussed with the appraiser by the Clinical Lead Appraiser.
Action for next year: Formal QA is underway of a minimum of one appraisal 
undertaken by each appraiser during 2021/22. The QA process uses the 
ASPAT equivalent tool.

c. The appraisal system in place for the doctors in your organisation is 
subject to a quality assurance process and the findings are reported to 
the Board or equivalent governance group.  

List of relevant policies and date of last review:
2021/2022 update:  QA of completed appraisals is ongoing. The high level data 
from the QA of completed appraisals will be reported via quarterly reports to 
the Education Governance Group (EGG), and included in the Annual Report to 
Board.
Action for next year:  Report a summary of the QA of completed appraisals to 
the EGG and the Board.

1 http://www.england.nhs.uk/revalidation/ro/app-syst/
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Section 2b – Appraisal Data

1. The numbers of appraisals undertaken, not undertaken and the total number of 
agreed exceptions can be recorded in the table below.

Total number of doctors with a prescribed connection as at 31 March 
2022

1128

Total number of appraisals undertaken between 1 April 2021 
and 31 March 2022

1061

Total number of appraisals not undertaken between 1 April 2021 and 
31 March 2022

67

Total number of agreed exceptions 38

Section 3 – Revalidation Recommendations to the GMC

1. Timely recommendations are made to the GMC about the fitness to practise of 
all doctors with a prescribed connection to the designated body, in accordance 
with the GMC requirements and responsible officer protocol.  

Recommendations to the GMC: 

Total number of positive recommendations submitted between 1 
April 2021 and 31 March 2022

242

Total number of recommendations for deferral submitted between 1 
April 2021 and 31 March 2022

29

Total number of recommendations for non-engagement submitted 
between 1 April 2021 and 31 March 2022

0

Total number of recommendations submitted after due date between 
1 April 2021 and 31 March 2022

4

2.

2021/2022 update:  All doctors due for Revalidation are considered by the 
Trust’s Revalidation Recommendation Panel, held monthly and chaired by the 
RO, to ensure a consistent and transparent process and to support the RO in 
making their revalidation recommendations.
1 doctor had a delayed recommendation for deferral; this doctor had not 
responded to contact from the PST and as a result was not connected to the 
Trust on GMC connect.  His revalidation due date was therefore not visible to 
the RO.
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3 recommendations for revalidation were made 7 hours after the due date 
(before the start of the next working day). This was due to an oversight. The 
doctors and the GMC were contacted and offered an apology. 
Action for next year: Ensure timely and consistent Revalidation 
Recommendations are made utilising the support from the Revalidation 
Recommendation Panel.

3. Revalidation recommendations made to the GMC are confirmed promptly to the 
doctor and the reasons for the recommendations, particularly if the 
recommendation is one of deferral or non-engagement, are discussed with the 
doctor before the recommendation is submitted.

List of relevant policies and date of last review:
2021/2022 update: All doctors are informed of their recommendation for 

revalidation, usually via email by the AMD for Professional Standards.  When 
a doctor needs to be deferred, the reason for deferral is discussed with the 
doctor well in advance, the length of the deferral period is agreed together 
with a clear action plan to ensure the doctor will meet requirements within the 
agreed timescale.

Requests for deferment of revalidation are discussed with the individual doctor 
by the AMD or RO.  

Appropriate support to ensure the doctor is able to comply with the 
requirements for revalidation is provided by the PST team, tailored to the 
individual and their circumstances.

Action for next year:  Continue to support doctors with clear communication 
about revalidation decisions.

Section 4 – Medical governance

1. This organisation creates an environment which delivers effective clinical 
governance for doctors. This includes reporting and collation of, for example, 
complaints, safeguarding concerns and incidents to identify necessity for 
appropriate intervention at the earliest opportunity.

List of relevant policies and date of last review:
Medical and Dental Appraisal and Revalidation Policy and SOP  2020 – under 
review
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Managing Concerns about the Conduct Performance and Health of Medical 
and Dental Staff Policy 2020 – currently under review, ready for ratification.

2021/2022 update: Supporting information regarding complaints, incidents 
and claims involving doctors is sent to doctors by the PST two months prior to 
their appraisal.  Doctors are expected to discuss these at appraisal and 
provide reflections about lessons learnt, shared learning and resulting 
changes in practice. 
Completed appraisal outputs are reviewed by the PST Manager. As part of 
the quality assurance process the PST ensures that reflections on incidents, 
claims and complaints are included at appraisal. Any concerns identified at 
appraisal or on this review are escalated to the RO or AMD.
As with all other staff groups, doctors are encouraged to report incidents and 
engage in investigations where necessary. The information provided to 
doctors has been amended to include information about the number of 
incidents they have individually reported.
Action for next year: Continue to ensure supporting information is provided to 
doctors and there is evidence of discussion at appraisal of incidents, 
complaints, and claims.

2. Effective systems are in place for monitoring the conduct and performance of all 
doctors working in our organisation and all relevant information is provided for 
doctors to include at their appraisal. 

2021/2022 update: 
There is a clear escalation structure for reporting conduct and performance 
issues regarding medical staff. These concerns are discussed and managed 
at weekly meetings between the RO, AMD and HR lead for medical staff, at 
monthly MD, RO and AMD meetings, and at monthly senior HR and medical 
staff meetings. 
Following the formation of LUHFT and the Management re-organisation that 
has occurred in 2021/22 a review of the clinical outcome data provided to 
each doctor by the Trust is underway, to ensure this is accurate and fit for 
purpose.
Action for next year: New format for Trust held information regarding clinical 
outcomes agreed and rolled out.

3. There is a process established for responding to concerns about any licensed 
medical practitioner’s1 fitness to practise, which is supported by an approved 
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responding to concerns policy that includes arrangements for investigation and 
intervention for capability, conduct, health and fitness to practise concerns. 

List of relevant policies and date of last review:
Handling Concerns about the Conduct Performance and Health of Medical 
and Dental Staff Policy 2020 – currently under review, ready for ratification.
2021/2022 update: All concerns escalated to the RO, AMD or Medical 
Director (MD) or Deputy MD are discussed at a monthly catch up meeting.
In addition, there is a monthly meeting attended by the RO, AMD, MD and 
DMD with Head of HR and senior HR advisor (the RO Advisory Group).  
Formal minutes with tracking of actions and decisions are kept.
The RO and AMD discuss any relevant issues with the Trust’s GMC 
Employment Liaison Advisor (ELA) and the Trust’s NHS Resolution Advisor 
(from PPA) on an ad hoc basis as appropriate.  Scheduled meetings are held 
every 3-4 months with the GMC ELA attended by the RO, AMD, MD, DMD 
and senior members of HR.  Similar meetings are held with PPA to discuss 
doctors under investigation.
A list of trained Case Manager and Case Investigators is held by the MD 
office.  This is reviewed regularly.
Following the reorganisation of the Medical Leadership Team in 2021, an 
awareness update session on MHPS and Trust policy was held for those 
newly in leadership posts.
Case Investigator training, provided by NHS Resolution, is booked for June 
2022.
Action for next year: Continue to monitor the list of available trained case 
investigators and managers to ensure an adequate pool of trained and 
experienced individuals is available to undertake and oversee any required 
investigations.
Continue regular and ad hoc meetings with GMC ELA and PPA to ensure all 
concerns are dealt with fairly and consistently.

4. The system for responding to concerns about a doctor in our organisation is 
subject to a quality assurance process and the findings are reported to the 
Board or equivalent governance group.   Analysis includes numbers, type and 
outcome of concerns, as well as aspects such as consideration of protected 
characteristics of the doctors.2

2 This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level.
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Outline arrangements and frequency for reporting to the Board:
Following monthly RO advisory group meetings significant issues, such as 
exclusions, are formally updated to the Board via the MD or head of HR and 
also when appropriate, the allocated NED. 
A monthly summary report of ongoing cases is compiled.
A formal report to Board is compiled annually, although this did not happen in 
2020/21 owing to the pandemic
2021/2022 update: Formal Annual Report for 2021/22 to be complied and 
presented to Board 
Action for next year: Consider if there is a need for more frequent formal 
reports to Board.

5. There is a process for transferring information and concerns quickly and 
effectively between the responsible officer in our organisation and other 
responsible officers (or persons with appropriate governance responsibility) 
about a) doctors connected to your organisation and who also work in other 
places, and b) doctors connected elsewhere but who also work in our 
organisation.3

2021/2022 update: The PST is responsible for pushing RO to RO information 
to a doctor’s new organisation.
Where any concerns have arisen the RO and/or AMD ensure that the doctor’s 
other employers are informed. 
The PST monitors the receipt of RO to RO forms for all new starters although 
there are ongoing issues with ensuring receipt in a timely manner. 
Action for next year: Ensure relevant information is sent/received for all new 
starters and leavers in a timely manner.

6. Safeguards are in place to ensure clinical governance arrangements for doctors 
including processes for responding to concerns about a doctor’s practice, are 
fair and free from bias and discrimination (Ref GMC governance handbook).

2021/2022 update: Previously the Medical and Dental Appraisal Policy, and 
the other policies in place to support medical revalidation have had an 
Equality Impact Assessment (EIA) by the Trust Equality & Diversity Lead. We 
will ensure that policies currently under review will have an EIA completed.

3 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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The Revalidation Recommendation Panel and the RO Advisory Group both 
help ensure consistency of decision making in relation to Revalidation 
recommendations, and in the management of any concerns about a doctor. 
No doctors from any protected groups are over-represented in our deferral 
recommendations nor in the doctors investigated for fitness to practise 
concerns.  
Action for next year: Complete review of Policies, including EIAs as required.

Section 5 – Employment Checks 

1. A system is in place to ensure the appropriate pre-employment background 
checks are undertaken to confirm all doctors, including locum and short-term 
doctors, have qualifications and are suitably skilled and knowledgeable to 
undertake their professional duties.

2021/2022 update: Recruitment team routinely check all doctors’ GMC 
registration as part of pre-employment checks.
Recruitment processes have been updated to ensure all higher qualifications 
are checked at interview.
RO to RO transfers of information are monitored by the PST to ensure 
completion in a timely manner.

Action for next year: The Workforce Team will continue to audit the 
completion of recruitment checks; an audit of qualification checks at interview 
is planned to ensure compliance.

Section 6 – Summary of comments, and overall 
conclusion

Despite the additional challenges of the pandemic and ensuing staff shortages, it is 
pleasing to be able to report that a high percentage (94%) of doctors did complete 
their appraisal during 2021/2022. The focus has continued to be on supportive 
appraisals, in line with national guidance, during the ongoing pandemic.
The policies relevant to Appraisal & Revalidation, and the other work of the 
Professional Standards Team, are in the final stages of a review process and the 
revised policies and SOPs should be ready for ratification by the end of September. 
The Professional Standards Team has put a lot of effort into the development of 
appraisers in the Trust both by holding regular appraiser forums and by providing 
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externally facilitated appraiser training sessions.  This work has included training 
appraisers on the impact of the MAG 2020 guidance.  The shift to more verbal 
reflection at appraisal has been welcomed by many doctors but has resulted in more 
challenge in the writing of summary of appraisal discussion for appraisers. Our 
appraisers have coped well with the extra workload.
There have been a number of challenging cases managed under the “Managing 
Concerns” Policy during the past year which have brought to light concerns about 
poor team dynamics in a number of areas. These are being addressed by the 
divisional teams with help from the Organisational Development Team.
An external visit to review the Professional Standards Team functions by Dr David 
Levy, the Higher Level RO, and his team took place on 10th February 2022.  This 
concluded that the work of integration post-merger had progressed well and has 
been embedded in the organisation.
There has been a significant increase in the turnover of doctors, particularly those on 
short-term contracts, and those working for the first time in the UK. Consideration 
needs to be given to the level of additional resources that will be required to support 
this growth in activity and to address the staffing shortages in the Professional 
Standards Team following two retirements.  The need to review the resources in the 
team was noted by the Higher Level RO at his visit.
Overall conclusion:
This annual report seeks to provide assurance to the Board that the Trust meets its 
statutory requirements as regards Medical Appraisal and Revalidation, and that 
robust clinical governance processes and policies underpin the revalidation process 
at LUHFT.
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Section 7 – Statement of Compliance: 

The Board / executive management team – [delete as applicable] of [insert official 
name of DB] has reviewed the content of this report and can confirm the organisation 
is compliant with The Medical Profession (Responsible Officers) Regulations 2010 (as 
amended in 2013).

Signed on behalf of the designated body

[(Chief executive or chairman (or executive if no board exists)] 

Official name of designated body: _ _ _ _ _ _ _ _ _ _ _

Name: _ _ _ _ _ _ _ _ _ _ _ Signed: _ _ _ _ _ _ _ _ _ _

Role: _ _ _ _ _ _ _ _ _ _ _

Date: _ _ _ _ _ _ _ _ _ _
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Trust Board

COVER SHEET

Meeting Date Thursday, 07 July 2022 Item Reference TB22.23_38

Report Title Committee Assurance Report
Author Corporate Governance Team

Responsible Director Daniel Scheffer, Company Secretary

Purpose of Report • The Board has formally approved the delegation of powers to be 
exercised by formally constituted committees. The terms of reference of 
the committees and their specific powers are formally approved by the 
Board in accordance with para 5.3 of the Trust’s Standing Orders.   

• Committees are responsible for providing assurance to the board in 
relation to the conduct of its business. The committees are also 
responsible for managing the strategic risks relevant to its area of 
responsibility and to provide assurance that the risks are being managed.

• No matters were raised for escalation to the Board by the Committees 
and reports summarising the key items discussed, decisions made and 
linkages to key risks discussed by the Committees is contained 
separately in the Information Pack.

Audit Committee No matters were raised for escalation.

Charitable Funds 
Committee

No matters were raised for escalation.

Key Areas of 
Concern/Matters for 
Escalation

New Hospital 
Committee

No matters were raised for escalation.

Action Required by the 
Board

For assurance: The Board is asked to discuss and note items considered, 
decisions made, key risks discussed by the Committees and assurances 
obtained/required.

  REPORT DEVELOPMENT:
Committee or meeting 
report considered at:

Date Lead Outcome

The report summarises the discussions held at Board Committees
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Board Committee Assurance Report

Report to Board of Directors

Date 7 July 2022

Committee Name Audit Committee

Date of Committee Meeting 4 May 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 4 May 
2022 

Matters for Escalation
There are no areas for escalation from the meeting held on 4 May 2022. 

Key Issues
Internal Audit Follow Up Report
The Committee noted the summary of follow-up work and the good progress made with the management 
responses to the legacy recommendations. All action owners for the outstanding recommendations had 
been contacted and these would be monitored by the respective Executive Groups. 

Internal Audit Progress Report
The Committee noted the progress made against the Internal Audit Plan 2021/22 and the summary of 
Internal Audit activity since March 2022. The Committee discussed and agreed that ward visits to review 
medicines storage in relation to Medicines Safety Improvement Plan should be carried out and included in 
the 2022/23 MIAA Audit Plan. 

Internal Audit – Annual Report & Opinion
The Committee received the Internal Audit Annual Report & Opinion. The overall opinion for the period 1 
April 2021 to 31 March 2022 was reported as Moderate Assurance. The Committee welcomed the report 
as providing a balanced overview of the Trust’s current position and commended MIAA’s response to the 
organisational changes. 

Anti-Fraud Annual Report 
The Committee received the report detailing the Anti-Fraud Specialist activity during the period 1 April 
2021 to 31 March 2022. The Committee noted the activity in the year under review and noted that there 
had been positive engagement with the Trust’s Responsible Officer and the Anti-Fraud Champion.

External Auditors Progress Report
Grant Thornton provided an update that discussions had been held with the finance team on business 
processes, with the previous External Auditors (PricewaterhouseCoopers) and with the Associate Director 
of Corporate Affairs/ Company Secretary and the Deputy Company Secretary.  

External Audit Plan
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It was reported that the External Audit work was yet to commence due to slight delays. The Committee 
noted the summary position which highlighted the overview of the planned scope and timing of the statutory 
audit of the Trust. 

LUHFT Improvement Plan 
The Committee noted that the LUHFT Improvement Plan was focusing on a response to the concerns 
raised by CQC during their system flow inspection regarding safety and flow through Aintree Emergency 
Department. The Trust leadership had worked with the Aintree HLT to support the development and 
delivery of a focused action which had been accepted by the CQC.  
Work had been ongoing with the System Safety Huddle to begin delivery of the ‘10-point plan’ for improving 
system flow via a task and finish group. 

Executive Assurance & Risk Committee (EARC) Highlight Report (10 Risks)
The report provided a summary of the update from the EARC meeting on 3 May 2022. In view of next 
steps, all risks with a revised risk score of 12/12+ would be retained on the list with continuous review by 
the EARC. Risks scoring 10/11 would be taken off the list but monitored through the relevant Assurance 
Committee to enable oversight. Risks below 10 (Amber) or Closed (Green) would be removed from the 
review process and new risks would be identified and included from the Significant risk reports from site 
and corporate risk registers. The management controls would be reviewed by the EARC. This process 
would ensure that 12 contemporary and significant risks would undergo deep monthly review which would 
be reported at Audit Committee to provide assurance to the Trust Board that the risk management 
arrangements were effective and reliable. The Committee approved the methodology and agreed that the 
process be adopted for the next 6 months.  

New Hospital Committee Risk Update / Programme Assurance Framework
The Committee received the Programme Assurance Framework (PAF). There were 11 key risk themes 
and statements and a risk-based approach to the New Hospital was being adopted. It was noted that this 
would include all elements of readiness. There were different Readiness Oversight Groups that monitored 
readiness, and these were managed by exception by the New Hospital Programme Steering Group which 
reported to the New Hospital Committee. 3 major concerns in relation to the New Hospital Readiness were 
outlined as: Funding, Urgent and Emergency Care, and the Ability to recruit staff and onboarding.

Draft Audit Committee Annual Report 2021/22
The Committee received the report which provided an overview of the work of the Audit Committee in 
financial and corporate governance, assurance processes and risk management across the whole of the 
Trust’s activities (clinical and non-clinical). The details will be included in the Trust Annual report and 
Annual Governance Statement. The Chair recommended that the level of assurance was adequate for 
2021/2022. 

Board Assurance Framework (Q4 2021/22)
There were 14 principal risks to the achievement of the Trust’s strategic objectives. 4 risks scored 10 or 
above and 5 risks were identified as significant scoring 12 or above. These had been reviewed and 
approved by the EARC. 

Risk Management Strategy Update 
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The Committee noted the Risk Management Strategy and the overall assessment against the Alarm 
National Performance Model or Risk Management in the Public Services which outlined that the Trust was 
at Level 3: Working. Further work would be done in this regard to improve the Trust’s risk maturity. 

Losses & Compensations Report Quarterly Update
The Committee noted the summary of both clinical and non-clinical claims against the Trust during Q4 
2021/22.

Review of Tender Waivers
The Committee received the Waiver report for Q4 2021/22. 

Standing Financial Instructions and Scheme of Delegation
The Committee approved the proposed changes to the Standing Financial Instructions and the Scheme 
of Delegation. 

Managing Conflict of Interest Annual Report
The Committee noted the activity in 2021/2022 on the Trust’s compliance with the Managing Conflicts of 
Interests Policy and the national requirements and documented plans for 2022/23.

Decisions Made
The Committee approved the following:

• Draft Audit Committee Annual Report 2021/22
• Proposed changes to the Standing Financial Instructions and Scheme of Delegation 

Recommendations
The Board is asked to:

• Note the updated risk reports for BAF risks scoring 10 or above or review
• Note the summary report.
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Board Committee Assurance Report

Report to Trust Board

Date 7 July 2022

Committee Name Charitable Funds Committee 

Date of Committee Meeting 18 May 2022

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

Executive Lead Robert Forster, Chief Finance Officer

Matters for Escalation
There are no areas for escalation from the meeting held on 18 May 2022. 

Key Issues
Tour of St. Paul’s Eye Unit 
The tour provided an opportunity for the Committee members to see the benefits of the charitable funds 
grant. The Committee agreed that it would be beneficial for members to visit other locations and major 
departments to view how funds granted were being applied. 

Charitable Funds Story
The Committee received an update on the £16,000 charity investment (A0162/22CF) that upgraded the IT 
facilities in two meeting rooms; Infectious Diseases, and Sexual Health. There were large tv screens and 
working cameras in the rooms and this supported the team engagement with patients virtually. Positive 
feedback was received from clinicians on the impact of the funds.

Fundraising Strategy Update
The Committee received an update on the ongoing work with the Fundraising Strategy. A separate 
additional meeting would be scheduled with the Committee and Trustees to present the Fundraising 
Strategy ahead of the next Committee meeting in July 2022. The final strategy would be signed off by the 
Committee at the next meeting and presented to the Board.  

Governance Review Action Plan
Legal advice was sought regarding the new Liverpool Universities Hospital NHS Foundation Trust 
(LUHFT) Charity to ensure that there were no unintended consequences of closure of the Aintree Charity. 
The Committee was presented with two options and further to a review of the risk and benefit analysis of 
both options, approved the recommendation to rename the Royal Liverpool and Broadgreen University 
Hospitals NHS Trust (RLBUHT) Charity to the LUHFT charity and transfer funds currently held within the 
Aintree charity into the LUHFT charity.  The Aintree accounts will be kept open until the guidance changes 
in Autumn 2023, at which point the Aintree charity will be closed and all funds transferred to LUHFT.  The 
Aintree charity will then be held in name on the “Register of merged charities” with the Charity Commission 
and this will support any future legacy payments.

The Committee noted the outstanding actions in the action plan and the Charities risk register.

Regarding the Charity Funds rationalisation proposal, the Committee approved the proposal to present 
the four rationalisation options to the Hospital Leadership Teams to transition to a suitable site-based 
rationalisation of funds. 
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Fundraising Update

The Committee received the report which outlined the M1 2022/2023 financial position presented as 
separate legacy sites. The donation highlights were noted, and in terms of relationships, engagement was 
beginning to improve following the easing of COVID restrictions. The team was continuing to explore 
prospects for new relationships and opportunities.   

Investment Performance Review 
The Committee noted the Investment Performance Review report for LUHFT Charity as at 30 April 2022 
and for RLBUHT Charity and AUH Charity as at 31 March 2022. The Committee noted the detailed analysis 
of all portfolios for RLBUHT and AUH and the dividends received since 1st April 2017 from each investment 
manager. It was agreed that it was necessary to review the Charity’s Investment Policy. 
 
Finance Update Report 
The Committee noted the LUHFT Charity Finance Report for M01 2022/23. It was reported that the overall 
available balances of the Charity had fallen by £0.21m since 31 March 2022. 
The Committee agreed that there had been a steady decline seen and incomes were reducing which 
posed a risk that needed to be addressed. It was agreed that this risk should be monitored. 

Approvals and Rejections between Meetings
There were no approvals or rejections between meetings.  

Grant Applications
The Committee reviewed and approved the following grant applications:

• Swan Bereavement Initiative (A0230/22CF) 
• Estate & Facilities Day 15 June 2022 (A0231/22CF)
• HEAD & Neck Courses May 2022 (A0232/22CF)
• SWAN End of Life Care – B7 Bereavement post for 12 months (A0233/22CF) 
• 0.2 WTE B8A Psychologist – Critical Care Directorate for 12 Months (A0234/22CF) 

Charity Funds Approval Process
The Committee received an overview of the proposed process for the approval of future funding requests. 
This would introduce a multi-disciplinary approval process prior to the meeting of the Committee to make 
formal recommendations for approval or rejection to the Committee. The full applications would be made 
available to the Committee together with an abridged summary of requests and recommendations from 
the multi-disciplinary panel. This would enable more targeted and effective discussions at the Committee 
meeting in relation to the review of the grant applications. 

Decisions Made
The Committee:

• Approved the recommendation to rename the Royal Liverpool and Broadgreen University Hospitals 
NHS Trust (RLBUHT) Charity to the LUHFT charity and transfer funds currently held within the 
Aintree charity into the LUHFT charity.  

• Approved the proposal to present the four rationalisation options to the Hospital Leadership Teams 
to transition to a suitable site-based rationalisation of funds. 

• Approved 5 grant applications.

Recommendations
The Board is asked to note the summary report.
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Board Committee Assurance Report 

Report to Board of Directors 

Date 7 July 2022

Committee Name New Hospital Committee

Date of Committee Meeting 19 May 2022

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

Executive Lead Beth Weston, Chief Operating Officer

Matters for Escalation
There are no areas for escalation from the meeting held on 19 May 2022. 

Key Issues
Readiness/Programme Director’s Highlight Report
The Committee received the report which provided a summary of the progress made for the move into the 
New Royal Hospital.  Following the readiness assessment process, Board Workshop and the last New 
Hospital Committee meeting, the decision to re-programme the transfer of acute surgery from the Royal 
to Aintree was approved. 

Programme Assurance Framework: By Exception
The Committee noted the Programme Assurance Framework and received the Workforce Readiness 
Highlight Report and the Benefits Realisation Highlight Report. 
Regarding the Workforce Readiness, the Committee noted the recruitment plans in response to nurse 
establishment review and new hospital requirements and agreed that it was necessary to cover all 
workforce groups. 

The Committee noted the proposed benefits realisation approach through the stages of Benefit 
identification and realisation plan; Benefit measurement; and Benefit delivery monitoring. The Committee 
agreed that it was necessary to obtain external perspective on the benefits realisation and to ensure 
commitment to this.   

Deep Dive – Organisational Development Readiness
The Committee received the presentation which highlighted that the 3 main workstreams were surrounding 
Integration, Engagement and Familiarisation and Orientation. This provided insight on the psychology of 
the move and the importance of involving and engaging staff.  

New Hospital Risk and Readiness Dashboard
The Committee received an overview of the New Hospital portfolio high level timeline and noted the 
Programme Assurance Framework (PAF) Risk Overview, PAF risks 12+, and the Readiness scorecard for 
May 2022 which provided detail of the current position. This would be updated on a monthly basis and 
reported 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. 
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Cost Management Update 
The Committee noted that the programme was forecast to deliver within the budget, after mitigations and 
agreed funding lines. 

Legal Update
The Committee noted that the progress updates on the legal claims and noted the proposed next steps. 

Phase 2&3 Business Case Update
The Committee received an update on the completion of the site demolition / clearance (Phase 2) and 
subsequent redevelopment (Phase 3).

Decisions Made
None.

Recommendation
The Board is asked to note the report.  
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Board Committee Assurance Report 

Report to Board of Directors 

Date 7 July 2022

Committee Name New Hospital Committee

Date of Committee Meeting 16 June 2022

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

Executive Lead Tony Chambers, Director of Hospital Readiness

Matters for Escalation
No matters for escalation.

Key Issues
Deep Dive – Internal and External Communication
The Committee voiced its support of the principles associated with the Communications Plan.  

To ensure that preparations for the transition of services into the new Royal Hospital remained on track, 
the Committee requested that a report be presented at the August 2022 meeting to outline the individual 
plans for impacted areas.  In addition, the Committee would receive a report in July 2022 to detail the staff 
orientation and induction programme for colleagues transitioning into the new building.  

Programme Director’s Highlight Report 
The Committee received an update on phases 5 and 6 of the readiness plan was pleased to note that 
confirmation of the positive assurance obtained by the National New Hospital Team, following their recent 
visit to the Trust, was awaited.  Additionally, the Trust had been approached to share its project 
management documentation with relevant parties as an innovator in such an important area of 
development.  

The Trust continued to work with the Care Quality Commission (CQC) in preparation for the assessments 
to be carried out by the CQC in Autumn 2022, when the new Royal Hospital would be evaluated for CQC 
registration. 

Workforce Readiness 
The Committee noted that work had commenced with the national team regarding the ‘People Promise’.  

The Committee requested that the Workforce Readiness report in July 2022 include a comprehensive 
schedule of planned recruitment across all staff categories to ensure that projected staffing levels would 
support changes to service configuration as a consequence of transitioning into the new Royal Hospital.  
Furthermore, an update on volunteer recruitment was sought for the July 2022 meeting.         

It was requested by the Committee that the risks detailed under Organisational Development and 
Education readiness be redefined to distinguish their separate intentions.    
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Cost Management Update 
The Committee was advised that the capital costs for the new Royal Hospital programme in 2022/23 had 
been agreed with the Integrated Care System (ICS).  The wider financial plan for the same period had 
been submitted to the ICS for review and a response was awaited.   

New Hospital Risk Readiness Dashboard
The Committee reviewed the following risks:

Risk Score Risk Descriptor Discussion
6492 12 Main C Vascular theatre to close 

for six months to enable the 
move to Aintree, resulting in 
displacing the other three 
theatres for six to nine months

As significant work had been undertaken 
to address the risk, its score was to be 
reviewed following evaluation of the 
impact of mitigating actions ahead of the 
July 2022 meeting.     

6429 12 Inability to provide safe care 
within the New Hospital due to 
insufficient budget to meet 
additional nursing requirements

In light of the funding which had been 
attracted, and positive progress to 
mitigate the risk, the score would be 
reviewed.

6487 12 Unable to provide recruitment 
and resourcing for the new 
hospital resulting in the inability 
to provide safe staffing

It would be imperative to ensure that 
retention, as well as recruitment, 
remained a key focus of discussions so 
that month on month performance 
trajectories could be aligned to pursue 
and achieve the necessary balance to 
develop and maintain safe staffing levels

Project Director’s Report
The Committee was pleased to note that a number of significant works for the new Royal Hospital were 
scheduled for completion by September 2022.  

Any Other Business
The Committee discussed queries raised by the Council of Governors pertaining to artwork and availability 
of therapy pool facilities within the new Royal Hospital.  Full responses would be provided to the Council 
of Governors.   

Decisions Made
None.

Recommendation
The Board is asked to note the report.
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Trust Board
COVER SHEET

Meeting Date Thursday, 07 July 2022 Item Reference TB22.23_42

Report Title NHS Provider Licence Self-Certification Declarations

Author Gemma Herbertson, Senior Corporate Governance Officer
Hollie Holding, Deputy Company Secretary

Responsible Director Daniel Scheffer, Associate Director of Corporate Affairs / Company 
Secretary

Purpose of Report The final NHS Provider Licence declarations for 2021/22 are presented to the 
Board of Directors for noting.  

Executive Summary As part of the regulation and oversight of NHS provider organisations, 
foundation trusts are required to make an annual self-certificated declaration 
relating to compliance with NHS Provider Licence conditions. As part of the 
declaration process, the Board of Directors is required on an annual basis, to 
self-certify as to current and future compliance with the conditions of the 
licence. 

The final self-certifications, as ratified by the Board of Directors on 31 May 
2022 utilising a virtual process, are provided for noting.  

Key Areas of Concern The NHS Provider Licence self-certifications, as ratified by the Board of 
Directors, stated ‘Not Confirmed’ for the following areas:

• FT4 - The Board is satisfied that the Trust applies those principles, 
systems and standards of good corporate governance which reasonably 
would be regarded as appropriate for a supplier of health care services 
to the NHS.

• FT4 - The Board is satisfied that the systems and/or processes referred 
should include but not be restricted to systems and/or processes to 
ensure that there is sufficient capability at Board level to provide effective 
organisational leadership on the quality of care provided.

• G6 - Systems for compliance with licence conditions and related 
obligations.

Links to Board 
Assurance Framework 

Risks 1 – 14

Links to Corporate Risk 
Register (scoring 10+)

Not applicable.

Action Required by the 
Board of Directors

The Board of Directors is asked to note the NHS Provider Licence Self-
Certifications for 2021/22 which have been uploaded on the Trust’s website 
in line with guidance.
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REPORT DEVELOPMENT:
Committee or meeting 
report considered at:

Date Lead Outcome

Council of Governors 
Meeting 

15/06/2022 Daniel Scheffer The Council of Governors noted the final 
self-certifications relating to compliance with 
NHS Provider Licence conditions for 
2021/22. 

Board of Directors Virtual (31 
May 2022)

Daniel Scheffer The Board of Directors approved the NHS 
Provider Licence Self-Certifications for 
2021/22 via a virtual approval process.    

Audit Committee 26/05/2022 Daniel Scheffer The Audit Committee:
• Discussed the statements in support of 

the self-assessment for 2021/22; and
• Approved the NHS Provider Licence 

Self-Certification Declarations for 
ratification by the Board of Directors. 

Council of Governors 
Workshop 

18/05/2022 Daniel Scheffer The Council of Governors outlined their 
support of the proposed approached based 
on the review evidence provided.   
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MAIN REPORT

INTRODUCTION

As part of the regulation and oversight of NHS provider organisations, foundation trusts are required to 
make an annual self-certificated declaration relating to compliance with NHS Provider Licence conditions. 
As part of the declaration process, the Board of Directors is required, on an annual basis, to self-certify as 
to current and future compliance with the conditions of the licence. 

As part of a robust review and approval process, the supporting statements and evidence to inform the 
self-certifications for 2021/22 were scrutinised at the appropriate fora prior to their circulation to the Board 
of Directors for ratification.  

The final self-certifications are provided for noting, following receipt of approval of the aforementioned 
statements and evidence via virtual means, from the Board of Directors on 31 May 2022.  

ANALYSIS

Self-certification Approval Process

The process adopted for review and approval of the NHS Provider Licence self-certifications covering 
2021/22 is outlined below:

• The statements and evidence in support of the self-assessment for 2021/22 were initially reviewed by 
the Council of Governors at a virtual session held on 18 May 2022.  Governor feedback from the 
session was incorporated into the report presented to the Audit Committee to inform committee 
considerations.  

• The Audit Committee evaluated the statements and evidence pertaining to the self-certifications at its 
meeting of 26 May 2022.  Meeting discussions concluded with the recommendation that the Board of 
Directors ratify the self-certifications for 2021/22.

• Due to the cadence of the Board of Directors meetings, ratification of the self-assessment was 
undertaken virtually, and approval was obtained on 31 May 2022.  The final self-certifications were 
circulated virtually to the Board of Directors on 6 June 2022 and in line with NHS Improvement 
guidance, were subsequently published on the Trust website on 7 June 2022.

• The final statements and evidence of compliance were noted by the Council of Governors at its most 
recent meeting of 15 June 2022.

NHS Provider Licence self-certifications for 2021/22

In line with the comprehensive paper circulated to the Board of Directors on 27 May 2022, which laid out 
the evidence and supporting statements to inform the content and status of the self-certifications, the 
Board of Directors is reminded that it ratified the NHS Provider Licence self-certifications for 2021/22 as 
follows:

• Complied with required corporate governance arrangements (Condition FT4(8)) – Not Confirmed
(This self-certification includes two separate areas as having been declared as ‘Not Confirmed’) 

• Ensure that the necessary training has been provided to Governors to ensure they are equipped with 
the skills and knowledge they need to undertake their role (Condition FT4) – Confirmed
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• Take all precautions necessary to comply with the licence, NHS Acts and NHS Constitution (Conditions 
G6(1) and G6(2)) – Not Confirmed
(This self-certification includes one area as having been declared as ‘Not Confirmed’) 

• A reasonable expectation that required resources will be available to deliver the designated 
Commissioner Requested Service (Condition CoS7(3)) – Confirmed

The final NHS Provider Licence self-certifications are provided in full in Appendix 1.  

RECOMMENDATION     

The Board of Directors is asked to note the NHS Provider Licence Self-Certifications for 2021/22.

LIMITED - Compromised system of internal control/ inconsistent application of controls to meet 
existing objectives
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Self‐Certification Template ‐ Condition FT4
Liverpool University Hospitals NHS Foundation Trust

Foundation Trusts and NHS trusts are required to make the following self‐certifications to NHS Improvement:

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data‐entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

This template may be used by Foundation trusts and NHS trusts to record the self‐certifications that must be made under their NHS Provider Licence.  

How to use this template

These self‐certifications are set out in this template.  

Corporate Governance Statement ‐ in accordance with Foundation Trust condition 4 (Foundations Trusts and NHS trusts)
Certification on training of Governors ‐ in accordance with s151(5) of the Health and Social Care Act (Foundation Trusts only)

You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.
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Worksheet "FT4 declaration" Financial Year to which self‐certification relates 2021/22 Please Respond

Corporate Governance Statement (FTs and NHS trusts)

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

Corporate Governance Statement Response Risks and Mitigating actions

1 Not confirmed Risk (1)
The effectiveness of the revised corporate governance structure introduced by the Board in January 2022 has not been reviewed or 
evaluated following sufficient embedding of new governance and leadership structures to enable the Trust to confidently confirm 
that it consistently applied the principles of good corporate governance

Mitigation (1)
An evaluation of the effectiveness of the new structure commenced by the Trust’s Internal Auditors (Mersey Internal Audit Agency) 
in Spring 2022.  Any resultant recommendations will be actioned, and progress and effectiveness monitored by the Audit 
Committee. The Trust will supplement the work of Internal Auditors by commissioning a formal external Well Led Review during 
2022/23

Risk (2)
Ward to Board governance flows are sufficient robust or embedded. 

Mitigation (2)
The Board keeps the corporate governance systems under constant review via a series of mechanisms. Systems and controls 
assurances are obtained from the Audit Committee via the audit programme. Governor flows will be central to the formal external 
Well Led Review scheduled to be undertaken during 2022/23

2 Confirmed Risk (1)
Ability to demonstrate compliance with Well Led framework requirements for external review of governance arrangements.

Mitigation (1)
Plan for formal external Well Led review to take place during 2022/23.

3 Confirmed Risk (1)
The Trust’s Board and Committee arrangements fail to keep up to date with external and internal requirements leading to a loss of 
effective oversight.

Mitigation (1)
Terms of Reference and Annual Work Schedules are in place for each Committee and Executive Assurance Groups providing 
clarity of accountabilities and responsibilities. The chairs of the Board Committees provide monthly reports to the Board of 
Directors on the key issues, areas of concern and items requiring formal escalation.

The chairs of the Executive Assurance Groups provide monthly reports to the Executive Assurance & Risk Committee (reporting 
into the Board of Directors) on key issues, areas of concern and items requiring formal escalation. 

Non-Executive Directors attend Council of Governors meetings and provide updates on key issues considered by the assurance 
committees and concerns they have formally escalated to the Board. 

Risk (2)
The Corporate Governance Manual currently implemented within the Trust may not be sufficiently robust and/or not reflect current 
arrangements.
 
Mitigation (2) 
Review of Corporate Governance Manual to be conducted during 2022/23 and updated to reflect the current meeting structure.  

4 Confirmed Risk (1) 
Lack of capacity to meet future regulatory compliance requirements which ensures the adaption of systems, processes and 
reporting within the Trust

Mitigation (1) 
The Corporate Governance Team, in conjunction with relevant colleagues, undertake horizon scanning and monitor early warning 
systems in areas which present a risk to the Trust’s compliance of the provider licence.  Any such issues are escalated to the Trust 
Board, Board Committees, Executive Assurance Groups, Executive Directors and Council of Governors immediately. This includes 
details of any corrective action.

5 Confirmed Risk (1)
The Board of Directors become detached from the experiences of patients and front-line staff through not receiving patient and staff 
stories at the Board 

Mitigation (1)
Continuation of patient and staff stories to the Board of Directors agenda.  

Mitigation (2)
The Non-Executive Director and Governor Engagement Programme (visiting programme) has been reintroduced.  Visits take place 
on a monthly basis across different wards and services and provide the opportunity for Non-Executive Directors and Governors to 
speak with staff and patients about their experiences.

Mitigation (3) 
The Integrated Performance Report (IPR) includes metrics on Quality & Safety which enable the Board to have timely and up to 
date information.

6 Not confirmed Risk (1)
Appraisals for the Executive Director team (with the exception of the Chief Executive) appraisals have not been undertaken during 
2021/22 due to staff changes that have occurred during the reporting period.  

Mitigation (1) 
Arrangements are in place for the Chief Executive to undertake an appraisal with each Executive Director by October 2022 

Risk (2) 
The on-going monitoring arrangements to ensure all Board members comply with the Fit & Proper Person requirements are not 
sufficiently robust.

Mitigation (2)
Audit of board members files to be undertaken against the Fit & Proper Person requirements on an annual basis with the outcome 
reported to the Audit Committee and Board of Directors. The audit should take place on an annual basis.  

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Sue Musson Name James Sumner

A

OK

The Board is satisfied that the Trust applies those principles, systems and standards of good corporate governance which reasonably would be regarded as appropriate for a supplier of health care services to the NHS.

The review of the Trust’s governance arrangements undertaken by NHSE/I in 2021 and the subsequent Well Led inspection by CQC in July 2021 identified a range of issues/concerns in relation to these arrangements. During the reporting year, an Interim Chief Executive was 
appointed commencing in September 2021 together with appointments to the Interim Chief Nurse and Interim Medical Director positions. Following the CQC inspection, an improvement plan was developed which included changes to the Trust’s governance and operational 
leadership arrangements. These were considered by the Board in December 2021 and formally approved with effect from January 2022. Whilst these arrangements have been introduced to address previously identified areas of concerns, the effectiveness has yet to be 
reviewed, following sufficient embedding of new governance and leadership structures, to enable the Trust to confidently confirm that it consistently applied the principles of good corporate governance.  An evaluation of the effectiveness of the new structure commenced by the 
Trust’s Internal Auditors (Mersey Internal Audit Agency) in Spring 2022.  Any resultant recommendations will be actioned, and progress and effectiveness monitored by the Audit Committee. The Trust will supplement the work of Internal Auditors by commissioning a formal 
external Well Led Review during 2022/23.

The Board is satisfied that the systems and/or processes referred should include but not be restricted to systems and/or processes to ensure that there is sufficient capability at Board level to provide effective organisational leadership on the quality of care provided. With regard 
to sections 5 & 6 of condition FT4(8), as part of the review of the Fit & Proper Persons requirements which was undertaken on behalf of the Associate Director of Corporate Affairs/Company Secretary and the Interim Chief People Officer, evidence was provided that all board 
members meet the requirements of the Fit and Proper Person Test with the exception of annual appraisals/performance reviews for Executive Directors. The details of the review were presented to the Board of Directors in May 2022. Whilst a performance review was 
undertaken for the Interim Chief Executive in 2021/22, no appraisals information was identified as being completed during the 12-month period in question for other members of the Executive Director team. This is a likely reflection of the staff changes which have occurred 
during the period and arrangements are being put in place for these to be undertaken by the end of October 2022 with the substantive Chief Executive. Assurance is provided that appraisals have been undertaken for the Chair and all Non-Executive Directors, and that full 
compliance was evidenced including in terms of the test of independence.

Recruitment has been completed for the substantive Executive Director positions with the new Chief Executive commencing in May 2022. The Medical Director will commence in June 2022 and Chief Nurse in July 2022.

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the 
Board, reporting to the Board and within the rest of the organisation who are sufficient in number and 
appropriately qualified to ensure compliance with the conditions of its NHS provider licence.

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate 
governance which reasonably would be regarded as appropriate for a supplier of health care services to the 
NHS.

The Board has regard to such guidance on good corporate governance as may be issued by NHS 
Improvement from time to time

The Board is satisfied that the Licensee has established and implements: 
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the 
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

The Board is satisfied that the Licensee has established and effectively implements systems and/or 
processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations; 
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to 
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board 
and statutory regulators of health care professions;
(d) For effective financial decision‐making, management and control (including but not restricted to 
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern); 
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and 
Committee decision‐making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to 
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive 
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include 
but not be restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the 
quality of care provided;   
(b) That the Board’s planning and decision‐making processes take timely and appropriate account of quality 
of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date 
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other 
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted 
to systems and/or processes for escalating and resolving quality issues including escalating them to the 
Board where appropriate.
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Worksheet "Training of governors" Financial Year to which self‐certification relates 2021/22 Please Respond

Certification on training of governors (FTs only)

Training of Governors

1 Confirmed

OK

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Sue Musson Name James Sumner

Capacity Chair Capacity Chief Executive Officer

Date 31.05.2022 Date 31.05.2022

Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the Health and Social Care Act

A

The Board is satisfied that during the financial year most recently ended the Licensee has provided the necessary training to its 
Governors, as required in s151(5) of the Health and Social Care Act, to ensure they are equipped with the skills and knowledge 
they need to undertake their role.

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements.  Explanatory information should be provided where required.
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Self‐Certification Template ‐ Conditions G6 and CoS7
Liverpool University Hospitals NHS Foundation Trust

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data‐entry cells as appropriate.
3) Once the data has been entered, add signatures to the document

This template may be used by Foundation trusts and NHS trusts to record the self‐certifications that must be made under their NHS Provider Licence.  
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

How to use this template

These self‐certifications are set out in this template.

Foundation Trusts and NHS trusts are required to make the following self‐certifications to NHS Improvement:

Systems or compliance with licence conditions ‐ in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement ‐ in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)
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Worksheet "G6 & CoS7" Financial Year to which self‐certification relates 2021/22

1 & 2 General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)

1 Not confirmed

3 Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a
Please Respond

3b Confirmed

3c Please Respond

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Sue Musson Name James Sumner

Capacity Chair Capacity Chief Executive Officer

Date 31.05.2022 Date 31.05.2022

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider 
licence

In making the above declaration, the main factors which have been taken into account by the Board of 
Directors are as follows:

Income and expenditure budgets have been set on robust and agreed principles and divisions should be able to 
provide high quality healthcare within the resources available, provided the cost improvement plans are achieved.

The long- and medium-term financial position as detailed in the Trust’s Finance Plan 2021/22 considered by the Board 
of Directors in March 2022.

The year to date and the annual financial position as detailed in the following reports presented to the Board of Directors 
and relevant Board sub-Committees’ and Executive Led Groups:

 •Monthly Financial Performance Report
 •Monthly Integrated Performance Report
 •The 2021/22 annual accounts were prepared on a going concern basis (subject to confirmation once approved in June 

2022)
 •All key statutory financial targets were achieved for the year ended 31 March 2022.

The financial position within 2022/23 is challenging and a Trust and ICS plan remains to be finalised. The Trust position 
is influenced by a number of factors including reduction in system funding , the transition out of the Covid and 
respective funding regime , inflation above planning guidance and the significant impact of the opening of the New 
Royal. The Trust is working to achieve the best possible financial position in agreement with the ICS and NHSEI. CIP will 
be maximised in 2022/23 however additional resources are likely required if the Trust is to achieve balance especially in 
respect of the previously commissioned New Royal Hospital.

EITHER:
After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will 
have the Required Resources available to it after taking account distributions which might reasonably be 
expected to be declared or paid for the period of 12 months referred to in this certificate.

OR
In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to 
it for the period of 12 months referred to in this certificate.

Statement of main factors taken into account in making the above declaration

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another 
option).  Explanatory information should be provided where required. 

Systems for compliance with licence conditions and related obligations
During the reporting year, the Trust has been placed with Enforcement Undertakings by NHSE/I with a System Oversight Framework rating of 4. 
Following the CQC inspections in June and July 2021, the Trust was found to be in breach of its licence with conditions imposed on its registration. 
An Improvement Plan has been developed and agreed via the System Improvement Board with reporting undertaken on a regular basis to the 
Trust's Board of Directors and the System Improvement Board.

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee 
are satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were 
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the 
NHS Acts and have had regard to the NHS Constitution.

OR
After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is 
explained below, that the Licensee will have the Required Resources available to it after taking into account in 
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid 
for the period of 12 months referred to in this certificate. However, they would like to draw attention to the 
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to 
provide Commissioner Requested Services.
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Trust Board

COVER SHEET

Meeting Date Thursday, 07 July 2022 Item Reference TB22/23_43

Report Title Questions from the public 

Author Daniel Scheffer, Associate Director of Corporate Affairs/Company 
Secretary 

Responsible Director Sue Musson, Chair 

Purpose of Report The purpose of this report is to provide a response to questions submitted 
by members of the public in advance of the meeting.  

Executive Summary Five questions have been received from a member of the public, in advance 
of the Trust Board meeting.  The questions all relate to the new Royal 
Liverpool University Hospital. 
Responses to the questions are detailed within the report and published on 
the Trust’s website. A copy of the response is also issued directly to the 
member of public.

Key Areas of Concern There are no areas of concern.  

Action Required by the 
Board 

The Board is asked to note the update.  

  REPORT DEVELOPMENT:
Committee or meeting 
report considered at:

Date Lead Outcome

NA
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MAIN REPORT

The following questions relating to the new Royal Liverpool University Hospital have been received from 
a member of the public, in advance of the Board of Directors meeting.  

Answers are detailed for each question: 

Question 1 - Will Laing O'Rourke cover the additional costs of the pushback of the certificate of 
completion from 31/03/2022 to, at least, 30/06/2022? If not why weren't penalty clauses put into the 
contract?

Response – The delay surrounding the certificate of completion did not generate additional costs as this 
was a technical discussion with regard to the timing of certification and site management arrangements. 
The costs of completing the hospital remain materially unchanged due to the decision made. 

Question 2 - What are the itemised, expected additional costs e.g. storage of items that were 
expected to be installed?

Response - It is recommended that a request for this information is made under the Freedom of Information 
Act 2000 (FOIA), due to the nature of the request seeking recorded data.  The request has been forwarded 
to the FOI team and they will respond accordingly in line with the provisions under FOIA. 

Question 3 – With regard to the Old Royal Hospital building, the Board stated that the Trust is in 
dialogue with other system partners about the most beneficial use for the city. Which system 
partners and what are the proposals?

Response - Plans for the Old Royal Hospital building site remain in consideration between the Trust and 
its partners within the Cheshire & Merseyside Integrated Care System. 

(Follow on) Question 4 - As the original business plan with regard to replacement of the old building 
was something of a bad joke, shouldn't utilising the old building be reviewed especially 
considering the additional extra cost of demolition as compared with 2013 and the government's 
new found interest in re-purposing old buildings?

Response - The Trust will consider plans to establish the optimum future of the site, in line with its Estates 
Strategy, previous planning consent and approved business cases.  
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