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Meeting of the Board of Directors – IN PUBLIC
Friday 3 July 2015 at 1115 - 1330
Large Meeting Room, St Chad’s Health Centre, Kirkby, L32 8RE
	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item presenter
	Time allocated 

to item 
	CQC Fundamental Standard
	Board Assurance Framework Risk

	15/16/114
	Apologies for absence
	Receive apologies 
	Verbal
	Chair
	1 min
(1116)
	
	

	15/16/115
	Meeting guidance notes

[image: image1.emf]Meeting Attendance  Guidance Notes July 2013 CRC Approved.doc


	Receive the meeting attendees’ guidance notes
	Written guidance
	Chair
	1 min

(1117)
	
	

	15/16/116
	Declarations of interest – do directors have any interests to declare?
	Identify and avoid conflicts of interest
	Verbal
	Chair
	1 min
(1118)
	
	

	15/16/117
	Patient story – what has one of our patients told us about their recent experience of care received?
	Learn about the experience of one of the Trust’s patients and to help to focus the Board on the Trust’s essential purpose
	Verbal
	Director of Nursing & Midwifery
	10 mins

(1128)
	All

	

	15/16/118
	Minutes of the previous meeting held 5 June 2015 – are the minutes accurate?
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	Confirm as an accurate record the minutes of the previous meeting
	Written minutes 
	Chair
	2 mins

(1130)
	
	

	15/16/119
	Matters arising – are there any matters arising from the previous meeting?
	Provide an update in respect of any matters arising
	Verbal
	Chair 
	2 mins

(1132)
	
	

	15/16/120
	Chief Executive’s report and announcements – what significant matters does the Chief Executive need to bring to the Board’s attention?

[image: image3.emf]1516120 150703  Board CEO Report July 2015.doc


	Report key developments and announce items of significance not elsewhere on the agenda
	Written and verbal
	Chief Executive
	10 mins

(1142)
	All 
	

	MATTERS FOR DISCUSSION AND BOARD ACTION/APPROVAL

	15/16/121
	Corporate Objectives 2015/16
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	Receive and approve the Corporate Objectives 2015/16
	Written
	Director of Workforce and Marketing
	5 mins

(1147)
	All
	All

	15/16/122
	Minutes of Audit Committee meetings held 16 March  (draft) and 22 May 2015 (draft)
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	Receive and review
	Written
	Committee Chair
	3 mins

(1150)
	Good Governance
	All 

	15/16/123
	Chairs report of the Finance, Performance & Business Development Committee meeting held 23 June 2015 
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	Receive and review
	Written
	Committee Chair
	3 mins

(1153)
	Good Governance
	5

	15/16/124
	Minutes (draft) and Chairs report (previously received) of Governance and Clinical Assurance Committee held 29 May 2015 
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	Receive and review
	Written 
	Committee Chair
	 3 mins

(1156)
	Good Governance
	1, 2

	15/16/125
	Annual Report of the Audit Committee 
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	Receive and review
	Written 
	Committee Chair
	3 mins

(1159)
	Good Governance

Staffing
	All

	15/16/126
	Annual Report of the Governance and Clinical Assurance Committee
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	To receive and review
	Written
	Committee Chair
	3 mins

(1202)
	Good Governance
	1, 2 

	Performance

	To be ambitious and efficient and make the best use of resources

	15/16/127
	Financial, Quality and Operational Performance reports – what is the Trust’s latest operational service and financial performance?
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	Review the latest Trust performance report and receive assurance about the Trust’s performance
	Written 
	Director of Finance / Associate Director of Operations 
	5 mins
(1207)

	Good Governance /

Staffing
	1, 3, 5

	15/16/128
	Future Generations Strategy Update
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	To receive and note the update.


	Written
	Director of Finance /
Director of Workforce & Marketing

/ Future Generations Project Director
	5 mins
(1212)
	All
	A

	To deliver the best possible experience for patients and staff

	15/16/129
	Smoke Free Site
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	Receive and accept the proposed approach.
	Written
	Director of Nursing & Midwifery
	5 min
(1217)
	Premises and equipment
	

	To participate in high quality research in order to deliver the most effective outcomes

	15/16/130
	Annual Infection Control Report 2014/15
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	To receive the annual report and note performance and developments taken in respect of infection prevention and control during 2014-2015.
	Written
	Director of Infection Prevention & Control
	15 min
(1232)
	Safety

Premises and equipment
Good governance
	

	15/16/131
	Annual Safety, Experience and Effectiveness Report 2014/15
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	Receive and note the report.
	Written
	Director of Nursing & Midwifery
	5 mins
(1237)
	Good Governance
	All

	15/16/132
	MBRRACE Report
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	To receive and note the report 
	Written
	Interim Medical Director / Director of Nursing & Midwifery 
	5 mins
(1242)
	Good Governance 
Safety
	

	15/16/133
	Care Quality Commission Inspection Findings Overview
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	To receive and monitor progress against the action plan. 
	Written
	Director of Nursing & Midwifery
	5  mins
(1347)
	All
	

	15/16/134
	CQC National In-Patient Survey Results
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	To receive the report and note the results achieved. 
	Written
	Director of Nursing & Midwifery
	5 mins

(1252)
	Person centred care
	3A

	Assurance - Governance


	15/16/135
	Register of Sealing’s
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	To receive and note the report.
	Written
	Interim Trust Secretary
	5 mins
(1257)
	
	

	15/16/136
	Well Led Governance Review Action Plan 


[image: image22.emf]1516136 150703  Board Well Led Governance Review July 2015.doc


	To receive this report and confirm the progress made to date.
	Written
	Chief Executive 
	5 mins

(1302)
	Good Governance
	

	15/16/137
	Risk Appetite Statement


[image: image23.emf]1516137 150703  Board Risk Appetite Statement.doc


	To receive and approve the risk appetite statement.
	Written
	Director of Nursing & Midwifery
	5 mins
(1307)
	Good Governance
	

	15/16/138
	Corporate Risk Register - 
Does the Corporate Risk Register provide the Board with assurances that key risks to the operational aims are being controlled/ mitigated?
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	To receive and consider the dashboard.


	Written 
	Interim Trust Secretary
	5 mins

(1312)
	Good Governance
	

	15/16/139
	Review of risk impacts of items discussed – have any new risks been identified during the course of the meeting?
	Identify any new risk impacts
	Verbal
	Chair
	1 min

(1313)
	
	

	

	15/16/140
	Any other business – is there any other business that needs to be considered today?
	Consider any urgent items of other business
	Verbal or written
	Chair
	2 mins

(1315)
	
	

	15/16/141
	Review of meeting – did the meeting achieve its objectives; what went well and what could have gone better?
	Review the effectiveness of the meeting (achievement of objectives/desired outcomes and management of time)
	Verbal
	Chair / all
	1 min

(1316)
	
	

	15/16/142
	Date, time and place of next meeting – Friday 4 September 2015 at 1100 in the Board Room, Liverpool Women’s Hospital
	Confirm arrangements for next meeting
	Verbal
	Chair
	1 min

(1317)
	
	


Lunch will be provided at 1330 – 1400 with staff based at St Chad’s Health Centre
Board members are invited to join Prof James Neilson to celebrate his Valedictory Day.
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Liverpool Women’s NHS Foundation Trust

Governance and Clinical Assurance Committee Annual Report 2014/15

Governance and Clinical Assurance Committee 


The Committee is responsible for receiving assurance that the Trust has in place effective governance systems, risk management and quality improvement arrangements. 

It completes these responsibilities as follows:


a. Receiving assurances in respect of the Trust’s quality performance from both external and internal sources; 


b. Testing assurances through ‘deep dives’; 


c. Receiving exception reports in respect of matters of non-compliance with clinical quality, performance and risk management targets and standards;

d. Reviewing the Trust’s draft quality report and receiving assurances in respect of progress against it;

e. Receiving assurance in respect of the Trust’s response to national clinical guidance from external agencies;

f. Receiving the quarterly Board Statements relating to quality and governance as submitted to Monitor;

g. Reviewing the Trust’s draft Research and Development strategy and receiving assurances in respect of progress against it;

h. Receiving assurances in respect of the Trust’s clinical audit function.

This remit is achieved through the Committee being appropriately constituted and complying with the duties delegated by the Board of Directors through its terms of reference.


Constitution


The Governance and Clinical Assurance Committee is accountable to the Board of Directors.  Membership during the year comprised:

· Non-Executive Director (Chair)


· One additional Non-Executive Directors (Vice Chair)


· Medical Director

· Director of Nursing and Midwifery 

· Director of Finance.

The Chair requested that Associate Director of Operations and Trust Secretary also attend each meeting of the Committee.  Meetings were also attended by other senior management staff as appropriate.  Seven meetings were held during the financial year 2014/15.

Key Achievements


The Committee met in accordance with the frequency laid out in its terms of reference.  

Significant clinical and governance matters were adequately discussed with appropriate regard to risk, generating appropriate actions which were duly followed up.  Key achievements are noted below:

Board Assurance Framework (BAF)


The Committee reviewed those risks assigned to it on the BAF. In the latter half of the year the committee played a significant role in work with  Board members and the Interim Associate Director of Risk & Governance to develop a rejuvenated and user friendly Board Assurance Framework. The resulting BAF was well received and its use is now embedded in the work of the Board and subcommittees. Further it was complemented by Deloitte, Baker-Tilly and the Care Quality Commission.

Risk Management Strategy (RMS) and Work plan

During the year the Committee has maintained a close watch and involvement in the review of Risk and Governance arrangements within the Trust; supporting the work of both Mr Paul Moore and Dr Kevin Street, interim consultants engaged to lead this work.

A key piece of this work was the development of a revised Risk Management Strategy, which was completed following a n assessment of the trust’s Risk Management maturity and reflected  current guidance , particularly ISO 31000: ‘Risk management – Principles and guidelines. The Committee has supported subsequent change in the Trust’s Governance framework falling out of this review including revision of its terms of reference.

Quality Strategy


The Quality Strategy in conjunction with the BAF and Risk Management Strategy form the foundation of the Quality Governance Framework. The Quality Strategy was reviewed in quarter 3 of the year and considered by the committee in an extraordinary meeting 28th November. This considered progress against the existing strategy and the current draft of the revised strategy. The committee provided feedback on the strategy which was subsequently approved by Board in January 2015. The committee was keen to see the integration of the RMS/ Quality Strategy/ Quality Report Quality Commitment in the CQuINS and Quality Schedule contact with commissioners. Further the committee is committed to continue its bi-annual monitoring of progress against the strategy.

Quality Report

The Committee received the 2013/14 report and noted that it provides the Committee with assurances on the organisation’s readiness to report on the metrics within the Quality Report. It was noted by the Chair that the report was very comprehensive which made impressive reading offering feedback I n respect of improving the clarity of particular graphs. The committee also received and noted subsequent reports in respect of the Trust’s readiness in preparation of the Quality report 2014/15.    

Sign-up-to-Safety

In keeping with the commitments in the Quality Strategy the Committee was pleased to support the Trust’s participation in the ‘Sign-up to Safety’ Campaign aimed at reducing the incidence of patient avoidable harm events by 50% over a three year period, as announced by the NHS Litigation Authority (NHS LA) in mid-2014. The committee approved the safety plan developed for submission to the campaign and was pleased to see that the Trust plan was successful in securing a £100,000 award towards its implementation. 

Review of Serious Untoward Incidents

The Committee commissioned a look back report on all serious untoward incidents reported over an 18 month period of time.  This supported review of themes and trends and provided assurance of Trust learning where harm has occurred.  This report was shared with local Commissioners.


Clinical Assurance and Performance

The clinical performance reported in the monthly performance report prepared for the Board of Directors was reviewed by the Committee each time it met.  

The Committee continued to seek assurance in respect of the Trust’s compliance with National Patient Safety Agency (NPSA) alerts and noted the progress over the year since   the finding of ‘no assurance’ of the Trust’s compliance which was received by its Audit Committee in 2013/14. 

· Pathology Review


Pathology provision at the Trust was reviewed by the Committee in the light of issues identified following a diagnostic of the service early in 2013 and non-compliance with the ‘Right Patient Right Blood’ NPSA alert.  The Committee considered the actions taken in light of the diagnostic to strengthen the service and ensure compliance.  It continued to receive updates on progress with this work-stream during 2014/15.

· Clinical Commissioning Group Quality Review


On behalf of the Board of Directors the Committee continued to review the action plan prepared following a Quality Review Visit to the Trust by Liverpool Clinical Commissioning Group in March 2013, through to its completion; marked by the implementation of the electronic Blood tracking system.

· Complaints, Litigation, Incidents & PALS


The Committee routinely considered the Trust’s CLIP (complaints, litigation, incidents and Patient Advice and Liaison Service) report.  During the year it encouraged the Patient experience team in its revision of the CLIP report to a more user friendly format and noted progress in this regard though it remains a work in progress.

Care Quality Commission


The Committee received the reports detailing the Trust’s position in the periodic Hospital intelligence Monitoring Reports issued by CQC. It also received   the investigation report and two warning notices from the CQC from the CQC inspection in April 2014 and associated action plans against which it received periodic updates through to completion.it has supported  and encouraged the Trust’s work towards both the follow-up meeting in September 2014 and preparation for the inspection in February 2015, receiving reports.

Also during this year, the Committee was asked to review the response issued to the CQC with respect to a maternity outlier alert for perinatal mortality. The Medical Director informed the Committee that the Trust had been previously aware of this issue and had been recording data, which enabled the Trust to provide a comprehensive response. GACA welcomed the detailed and comprehensive response and were assured that no systemic trends were apparent.

Monitor Meeting.

In August, the Committee received an overview of the monitor visit which took place in the Monitor offices in London on the 25th August 2014 from The Medical Director, Director of Nursing and Midwifery and Trust Secretary who had attended the meeting.  To further complement and inform the team, Non-Executive Directors were also included at the meeting.  The focus of the issues were the CQC unannounced visit on 9th April 2014 and subsequent two warning notices – the team who attended also discussed the remedial actions taken to resolve the commission findings.  There was also a discussion re the strategic options appraisal that we are currently working through with the Liverpool Clinical Commissioning Group. 

Clinical Audit


The Committee received and noted assurances in the Clinical audit forward plan which provided assurance in respect of the Trust’s programme of clinical audit and the level of clinical staff engagement.  The number of audits undertaken is being managed to better fit resources and ensure timely completion of those to meet a national directive or response to a complaint. The committee was further advised in the mid-year report of the change of Chair for the Clinical Audit Committee.  It was suggested that monitoring of outstanding recommendations should be added to the list of objectives within the clinical audit Strategy. The Chair requested an evidential update of clinical audit working and functioning within the Trust to be added to the GACA objectives. This will form part of the review of the committees terms of reference.

Quality Governance Well-Led Review – Deloitte

The Interim Associate Director of Governance presented the committee with a review of the Governance and Clinical Assurance Committee (GACA) including a review of Committee purpose and proposed changes to meet the requirements of Monitor’s Quality Governance Framework and the recommendations from the Deloitte Governance Review. The review noted there were fifteen committees sitting beneath the GACA structure which required streamlining. This would include revising the Clinical Governance Committee (CGC) by introducing a quality focus and reducing the number of working groups which sit beneath it. A proposed Terms of Reference and committee structure was shared with the Committee for both GACA and CGC. It was acknowledged that there would be cross reference between committees at times.  Further, the proposed structure change would affect current staffing and resources within the risk, quality and governance teams. 

The Deloitte Governance review also suggested that clinicians had felt disconnected from the Board of Directors. A commitment was made to explore with the Medical Director and Director of Nursing & Midwifery, how best to create meaningful engagement between the GACA Committee and the clinical directors.


The committee has since considered the review of its terms of reference, but has yet to agree the final details of the review.

Safeguarding


The committee and Trust have focussed much attention on safeguarding of children and vulnerable adults during the year and in January received a report from an unannounced internal mock CQC style inspection of Safeguarding arrangements within the Trust. The Committee considered the report and assessment recommendations as remitted by the Board of Directors in December 2014 . It was confirmed that the process addressed the independent audit recommendations. The objectives within the Safeguarding Annual report remain the same following this assessment. Since the inspection staffing leadership and sickness had improved and key posts recruited to ensure compliance with guidance.  The Committee noted the action plan and agreed to receive future update reports to maintain its overview of progress.  In addition the Chair of the Committee, Steve Burnett, was appointed as NED designate for Safeguarding.

Information Governance

Trust performance in respect of the information governance toolkit was kept under review by the Committee throughout the year and the committee welcomed assurances around the trust’s attainment of level 2 compliance. 

Infection Prevention and Control


The Committee received quarterly reports in respect of the Trust’s infection prevention and control performance and also the arrangements in place to support the achievement of low rates of MRSA and C.Difficile infections. Assurance that processes are in place with new monthly audits to ensure compliance with infection control audits being incorporated into the staff notice boards and pivotal within Nursing and Midwifery indicators and frequent review of actions at IPCC meetings

Review of Francis, Keogh and Berwick Reports


As part of the Committee’s work plans, progress against the Francis, Keogh and Berwick Reports was reviewed.  The review demonstrated continued progression to close the gaps identified within the Trust self-assessment.  The annual statement of progress was published within the timescales required nationally.

Research and Development


The Committee received the annual report detailing the Trust’s research and development activities. 

Conclusion

In evaluating its achievements it is concluded that the Governance and Clinical Assurance Committee has achieved its objectives for the Financial Year 2014/15.

Work planned for 2015/16

· To review and recommend to the Board of Directors the 2014/15 Quality Report;

· Keep under review the Trust’s response to the Francis, Keogh and Berwick reports;

· To consider the impact of the Trust’s financial position on quality of safe clinical services;

· Review of risks assigned to the Committee in the BAF 2015/16;

· Routine review of details Serious Untoward Incident reports and clinical performance reports;

· Review assurances that the Trust has in place effective governance systems, risk management and quality improvement arrangements and identifying key concerns for the attention of the Board of Directors.

· To review and consider the Committees Terms of Reference 


Governance and Clinical Assurance Committee 


May 2015
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		Agenda item no:

		15/16/127





		Meeting:

		Board of Directors





		Date:

		3 July 2015





		Title:

		Operational Performance Dashboard – May 2015





		Report to be considered in public or private?

		Public





		Where else has this report been considered and when?

		Performance Group, 

Operations Board, 

Finance Performance & Business Development Committee





		Reference/s:

		Quality Strategy, Quality Schedule, CQUINS,


Corporate Performance Indicators


Monitor Framework





		Resource impact:

		NA





		What is this report for?

		Information 

		

		Decision 

		

		Escalation 

		

		Assurance 

		





		Which Board Assurance Framework risk/s does this report relate to?

		1, To deliver safe services

3, To deliver the best possible experience for patients and staff

5, To be ambitious and efficient and make the best use of available resources





		Which CQC fundamental standard/s does this report relate to?

		Good Governance

Staffing





		What action is required at this meeting?

		To review the latest Trust performance report and receive assurance. 





		Presented by:

		Jeff Johnston, Associate Director of Operations





		Prepared by:

		David Walliker, Chief Information Officer





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		(



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		(



		To participate in high quality research in order to deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust
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Divisional Level Dashboards Month 2 May 2015/16 (as embedded within the Board Performance Report)
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Overview 
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CQUINS 



Of the 104 Metrics measured in May 2015, 80% (83 of 104 ) are rated Green.  All metrics for Monitor and CQUINS are rated Green.  Metrics in the Quality Strategy have been set by the Trust in the 
Quality Account. The Quality Schedule forms part of the Trust's contract with the  CCG, and as such the Trust  will be held to account over failed targets in these two sections. The Corporate metrics are 
for internal monitoring only. Although the Trust is not accountable to the CCG on these metrics, they are an important indicator of the Trust's performance against its set priorities. 
 
The Metrics that the Board need to be aware of due to current or previous concerns are as follows:- 
 



 Choose & Book: In the last few months Gynaecology  have struggled  to maintain capacity against demand due  to gaps in  junior doctor rotas and the loss of two specialist nurses.  This 
has resulted in lower than expected activity in all aspects of outpatients and ultimately loss of income. Currently, the Trust is attempting to recruit  eight clinical and research  fellows to cover gaps in 
rotas. Consultants are covering part of the activity but nthere is not enough capacity to cover all of it. the service is reveiwing other recruitement alternatives. 
 



 Sickness & Absence: sickness and Absence has improved significantly in the last few months.  The management of sickness is being consistently applied accross all service  areas 
that has resulted in this improvement.  
 



 Appraisals and Mandatory Training: the final stage of validating the database for recording compliance is due for completion in June. This will allow for  accurate reporting and  holding 
to account of managers and individuals. 
 



 18 weeks RTT: As a result of lost capacity in outpatients and ongoing issues in  the Hewitt Centre and Genetics this target is now an emerging concern. The Gynaecology   Management 
Team have produced a plan to provide more capacity in to the service  in June and July. This plan will be monitored weekly. 



CQUINS: 
For 2015/16 there are 5 main CQIUINS, (divided into 15 sub CQUINS). These CQUINS come on line in Quarter 2. Quarter 1 is for developing and setting 
baselines. The baseline for the following are being set in Quarter 1. 
 
1. Digital Maturity CQUIN to assess the effective use of technologies, system functionality and care record sharing within the Trust. 
 



2. Develop and monitor the enhanced recovery pathway for both elective gynaecology and maternity patients 
 



3. Improving the transition of children to adult services, 
 



4. Maternity Safety Thermometer  
 



5. Screening of sepsis for all appropriate patients. 



Monitor: 
All Monitor Targets have been achieved in April 2015. However, performance against the 18 Week non-Admitted target continues to be very close to 
the 95% target at 95.23% a small drop of 0.20% from April's position. RMU continues to be the specialty that adverslely affects this  metric, being 
72%. 
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Quality Scheule: 
 
12 Week Bookers: 
During May there were 2 bank holidays and therefore Children’s Centre Closures and unavailability of slots. 
 
Community Midwives have recently had hand held devices to record all patient  details and activity which 
can now help in terms of capacity management. 
 
Women’s choice around appointment times influences this metric despite women being informed of the 
value and importance of booking early some women will choose a date suitable for them over earlier 
appointments 
 
Community redesign will give more flexibility to women and midwives when arranging booking 
appointments: 
“Early bird” telephone  contact within 48 hrs of women receiving booking appt from access centre will allow 
midwife to ensure that the appointment is timely and if not offer alternatives such as booking at home or 
evening / weekend appointment. Early Bird contact is to be fully implemented by end of September 2015 
 
Fetal Anomaly Scans: 
This metric measures the rate at which required re-scanning  are undertaken before the woman reaches 23 
weeks gestation. Capacity issues and booking errors at Aintree Site have contributed to the failure of 
achieving this target. DNA reminder to all administrative staff regarding timing of booking re-scans. Any 
capacity issues preventing timely booking of appointments to be escalated to the attention of Clinical Lead 
for Imaging.   
 
A meeting with Aintree Radiology Manager and lead Sonographer to discuss breaches and action plan has 
been held and as a result is is expected that  performance at Aintree will improve. Continued audit of re-
scan rate to identify any training issues, with the aim of reducing unnecessary re-scans. Will achieve target 
by August 2015. 



Quality Strategy: 
All metrics are green for May 2015 and there are no emerging concerns  within the Quality Strategy cohort of Metrics. 
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Quality Schedule continued... 
 



cord pH < 7: 
Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 weeks. Excludes 
Elective Caesareans, MLU & BBH) (Rate per 1000 births). The target is set by averaging the 
scores/1000 births from 2014/2015.  
 



4/5 had Adverse event review. Of these there were no cases where there were system or personal 
failures. Review of these cases has not established any themes 
 



  We will continue to monitor these cases to see if any themes emerge and develop 
 actions  
 



 These cases are currently reported as intrapartum adverse events and therefore under 
 regular review 
 



 Ongoing process – we will look at the target level when national benchmarking is  available 
 



Apgar Score < 7: 
Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 
births).The target is set by averaging the scores/1000 births from 2014/2015.  
 
As there is an exceptional peak we are awaiting a multidisciplinary review of the cases to identify 
themes” which will be reported on next month. 
 
We will aim to develop a true benchmark target in association with the Performance& Information team 
by comparison with 3 other hospitals of similar size and complexity as LWH.  
 



Action plan will be developed once a national benchmark is established - 6 months 
Review of cases – by next month 
 
Breast Feeding Initiation: 
The main issue for failing this target is that women  are choosing not to initiate breast feeding. However 
the service intends to:- 
 



 Continue to deliver training to all staff incorporating new Baby Friendly Standards.  
 Training of volunteers to work with the Bambi’s  peer support service is now in place.  
 Piloting of a new Antenatal Discussion sheet for the mothers hand held Maternity 
 notes.  
 Discuss feeding  with mum 3 times during the pregnancy.  
 Direct mums to read UNICEF Building a happy baby leaflet and Off to the Best Start 
 leaflet   
 Antenatal Discussion sheet added onto the Maternity Assist on line resource site.  
 All mums booking in given information to  access Maternity Assist 
 Continue to offer extra support and information to mums in the Antenatal Clinic as a 
 drop in clinic as well as a bespoke session for women booked for a planned caesarean 
 section.  
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Quality Schedule continued... 
 



Cancer 42 Referral to Treating Trust: 
There is no tolerance for this metric due to the low numbers of patients. The breach is due to one patient who 
was transferred to treating trust after day 42. The patient was transferred on day 50 due to a complex 
pathway and the need for various diagnostic tests and staging. 
  
Patients continue to monitored through the PTL meeting in order to minimise delays. Due to there being no 
tolerance for this target there is a high risk of failure in future due to patients on complex pathways being 
transferred after day 42 due to clinical need. 
  
There are currently no patients breaching this target in June 15 



 
Choose & Book: 
Colposcopy was the main service effecting availability on choose and book for the month of May.  This was 
due to the requirement to review and amend clinic templates following the retiral of a Nurse Colposocopist.   
Capacity has now been increased following confirmation that follow-up slots can now be used, which 
supports availability on choose and book at all times.  This will be monitored and reviewed. 
  
The current gaps on the junior doctors rota continues to present Gynaecology with capacity issues due to the 
lack of attendance in clinics from Senior Registrars.  The majority of clinics are now Consultant only, and will 
continue to present issues throughout June and July, and beyond. 
 
Additional evening clinics have been agreed and are now in place and available on Choose and Book for 
June and July.  This additional capacity only supports the loss from core clinics due to the reduction in Junior 
Doctors, but will ensure services are maintained on Choose and Book.   
  
Continuous monitoring of clinic slots are in place, with support requested from Information Team to produce a 
slots utilisation report to identify in advance available slots, without the need to review every clinic manually. 
 
Processes in place to ‘flag up’ services that require additional capacity to allow the Team to secure additional 
availability to allow patients to access services via Choose and Book 
 
Unclear until Junior Doctor service gaps improve.  Current stability of available slots is dependent on 
additional sessions. 
 
Operation Cancelled and not readmitted within 28 days: 
Due to capacity issues the patient could not be dated within 28 days. Though this was identified by the 
admissions staff it was not escalated appropriately within the division prior to the breach date. 
 
A new process has been implemented whereby all patients cancelled on day are given a new date with 1 
week. Any patients who cannot be accommodated within this time are escalated at that point. 
 



Cancelled Operation not readmitted 
within 28 Days: 
There is no Graph as there has been no 
previous failutre against this metric. 
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Corporate Metrics 
 
HR: Sickness and Absence 
The Trust has acheived the Commissioner Target for  both April and May 2015, and although we have 
failed the Corporate target of 3.5% performance continues to improve, being only  0.25% over the threshold 
in May 2015. The management of sickness icontinues to be consistently applied accross all service areas.  
 
 
HR: Appraisals 
The areas with the lowest rates of PDR remain estates, pharmacy, theatres and the private patient 
unit.  Rates in genetics have also fallen this month. There have been increases  in governance and imaging 
this month. Organisational change in estates and a new manager in theatres have affected completion in 
these areas. Managers are being asked to provide update on plans to address low rates of PDR and asked 
to provide plans for the year ahead. Each department has an individual; timetable to ensure PDRS are 
completed throughout the year. Moving into the new financial year, managers should be now on target with 
PDRS for 15/16 and proper planning will prevent members of staff PDRS 'dropping off. The revised pay 
progression arrangements will also support timely completion. 
 
HR: Mandatory Training 
The private patient unit are the only red indicator at 79% completion. St Helens and Knowsley Trust are 
progressing the work on OLM  to ensure we are using the system for maximum benefits. All managers 
continue to receive monthly OLM reports which highlight when mandatory training is due to expire for each 
member of their staff All staff members have now been issued with a mandatory training ‘passport’ which 
indicates the training they have completed and when it is to be reviewed. HR Advisors meet with managers 
on a monthly basis and highlight any outstanding mandatory training. This has been reinforced with the 
introduction of pay progression/Workbooks have been reintroduced along with e-learning and face to face 
training. Practice Education Facilitators continue to work in the clinical areas to deliver training flexibly to fit 
in with the needs of the service. There remain low rates for particular areas such as safeguarding (due to 
new training requirements) and medical devices which are being addressed and will improve 
  
Daycase Overstay Rate: 
Review by consultant lead identified the following reasons for the breach of this target: late start procedure 
and or admission to Rosemary ward, patients unable to pass urine (After laparoscopy and after uro 
procedures) unavoidable overnight stays due to pain, patient sick or generally not well enough for 
discharge. 
 
In order to reduce the Overstay rate 
 The service is reviewing pathways for day cases with a view to do procedures earlier rather 
 than later in the day. 
 An outcome sheet is to be completed by staff indicating reason for overstay of a day case. 
 Discussions with team (including anaesthetists ways to reduce risk patients unable to pass 
 urine after laparoscopy) 
 
Plan to achieve in August 15 following review of Audit in July 15 
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Corporate Metrics continued: 
 
Daycase Rate based on Management Intent: 
 
May 15 had the lowest number of operational days in the past 14 months which resulted in available lists 
being used for Major procedures due to cancer targets e.t.c which will impact on this target. 
 
Due to a drive to increase daycase activity in June, this position should improve by June 15. 
 
 
 
Intensive Care Transfers Out: 
Clinical need. All three patients required escalation to level 3 care. 
 
01/05/15 Post operation patient required level 2 care and noradrenaline inotrope support in HDU due to 
hypotension and increasing tachycardia. Condition did not improve and needed escalation to level 3 care. 
Transferred to ITU RLUH. Condition improved over following 4 days patient transferred back to LWH 
5/5/15. 
  
6/05/15 Patient admitted to ward via emergency room for symptom control, known CA cervix. K+ 8.5 
transferred to Aintree ITU for filtration. Condition improved over following days, patient discharged home 
from Aintree Hospital. 
  
19/05/15 Patient 7 days post operation, re-admitted to HDU Following sudden onset of shortness of 
breath, hypotension and tachycardia. Condition continued to deteriorate arterial and central line inserted.  
No improvement Decision taken to intubate and transfer to Aintree ITU for further surgery and level 3 
care. Returned to theatre at Aintree Hospital. Faecal peritonitis identified Patient sadly passed away 
20/05/15 RIP.  
 
Appropriate care was given to all three patients based on the clinical need. 
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Emerging Concerns



Conclusion



Recommendations



RMU has split it's pathways into two. They have since been targeting their longest waiting patients with aview to clearing the 
breachers. They will continue to breach over the next few months, however performance will improve as the change in pathway 
takes effect and the denominator increases.  
 
Pricewaterhouse Coopers have just completed the annual audit of our 18 Week monitoring processes, and the results will be 
published when available. 



Overall performance for May is on a par with April with 80 % of all metrics being green. Continuous scrutiny is needed for those Metrics that  are consistently in breach  of 
their targets and timescales. It should be noted however that  some metrics that we were consistently failing against, have now been achieved, namely Falls & MUST. A 
handful of targets are yet to be agreed  with commissioners and these will be in  place for Month 4 reporting.   
 



The areas requiring continued focus are Choose & Book, and 18 Weeks RTT. 
 



The implementation of Divisional and Ward  level performance reports for all key metrics identified will support all staff gain greater awareness and ownership of 



It is recommended that the Operational Board receives and reviews the content of the report in relation to the assurance it provides of Trust performance and request any 
further actions considered necessary. 
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Of the 104 Metrics measured in May 2015, 80% (83 of 104 ) are rated Green.  All metrics for Monitor and CQUINS are rated Green.  Metrics in the Quality Strategy have been set by the Trust in the 
Quality Account. The Quality Schedule forms part of the Trust's contract with the  CCG, and as such the Trust  will be held to account over failed targets in these two sections. The Corporate metrics are 
for internal monitoring only. Although the Trust is not accountable to the CCG on these metrics, they are an important indicator of the Trust's performance against its set priorities. 
 
The Metrics that the Board need to be aware of due to current or previous concerns are as follows:- 
 



 Choose & Book: In the last few months Gynaecology  have struggled  to maintain capacity against demand due  to gaps in  junior doctor rotas and the loss of two specialist nurses.  This 
has resulted in lower than expected activity in all aspects of outpatients and ultimately loss of income. Currently, the Trust is attempting to recruit  eight clinical and research  fellows to cover gaps in 
rotas. Consultants are covering part of the activity but nthere is not enough capacity to cover all of it. the service is reveiwing other recruitement alternatives. 
 



 Sickness & Absence: sickness and Absence has improved significantly in the last few months.  The management of sickness is being consistently applied accross all service  areas 
that has resulted in this improvement.  
 



 Appraisals and Mandatory Training: the final stage of validating the database for recording compliance is due for completion in June. This will allow for  accurate reporting and  holding 
to account of managers and individuals. 
 



 18 weeks RTT: As a result of lost capacity in outpatients and ongoing issues in  the Hewitt Centre and Genetics this target is now an emerging concern. The Gynaecology   Management 
Team have produced a plan to provide more capacity in to the service  in June and July. This plan will be monitored weekly. 



CQUINS: 
For 2015/16 there are 5 main CQIUINS, (divided into 15 sub CQUINS). These CQUINS come on line in Quarter 2. Quarter 1 is for developing and setting 
baselines. The baseline for the following are being set in Quarter 1. 
 
1. Digital Maturity CQUIN to assess the effective use of technologies, system functionality and care record sharing within the Trust. 
 



2. Develop and monitor the enhanced recovery pathway for both elective gynaecology and maternity patients 
 



3. Improving the transition of children to adult services, 
 



4. Maternity Safety Thermometer  
 



5. Screening of sepsis for all appropriate patients. 



Monitor: 
All Monitor Targets have been achieved in April 2015. However, performance against the 18 Week non-Admitted target continues to be very close to 
the 95% target at 95.23% a small drop of 0.20% from April's position. RMU continues to be the specialty that adverslely affects this  metric, being 
72%. 
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Quality Scheule: 
 
12 Week Bookers: 
During May there were 2 bank holidays and therefore Children’s Centre Closures and unavailability of slots. 
 
Community Midwives have recently had hand held devices to record all patient  details and activity which 
can now help in terms of capacity management. 
 
Women’s choice around appointment times influences this metric despite women being informed of the 
value and importance of booking early some women will choose a date suitable for them over earlier 
appointments 
 
Community redesign will give more flexibility to women and midwives when arranging booking 
appointments: 
“Early bird” telephone  contact within 48 hrs of women receiving booking appt from access centre will allow 
midwife to ensure that the appointment is timely and if not offer alternatives such as booking at home or 
evening / weekend appointment. Early Bird contact is to be fully implemented by end of September 2015 
 
Fetal Anomaly Scans: 
This metric measures the rate at which required re-scanning  are undertaken before the woman reaches 23 
weeks gestation. Capacity issues and booking errors at Aintree Site have contributed to the failure of 
achieving this target. DNA reminder to all administrative staff regarding timing of booking re-scans. Any 
capacity issues preventing timely booking of appointments to be escalated to the attention of Clinical Lead 
for Imaging.   
 
A meeting with Aintree Radiology Manager and lead Sonographer to discuss breaches and action plan has 
been held and as a result is is expected that  performance at Aintree will improve. Continued audit of re-
scan rate to identify any training issues, with the aim of reducing unnecessary re-scans. Will achieve target 
by August 2015. 



Quality Strategy: 
All metrics are green for May 2015 and there are no emerging concerns  within the Quality Strategy cohort of Metrics. 



80.00%



90.00%



100.00%



12 Week Bookers



60.00%



80.00%



100.00%



Fetal anomally rescans



All Linear graphs are rolling 12 months Page 10 of 27











Performance and Information department



Performance Team



Month 2 - May 2015/16Performance Summary - FPBD Board -



Quality Schedule continued... 
 



cord pH < 7: 
Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 weeks. Excludes 
Elective Caesareans, MLU & BBH) (Rate per 1000 births). The target is set by averaging the 
scores/1000 births from 2014/2015.  
 



4/5 had Adverse event review. Of these there were no cases where there were system or personal 
failures. Review of these cases has not established any themes 



 
  We will continue to monitor these cases to see if any themes emerge and develop 
 actions  
 



 These cases are currently reported as intrapartum adverse events and therefore under 
 regular review 
 



 Ongoing process – we will look at the target level when national benchmarking is  available 



 
Apgar Score < 7: 
Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 
births).The target is set by averaging the scores/1000 births from 2014/2015.  
 
As there is an exceptional peak we are awaiting a multidisciplinary review of the cases to identify 
themes” which will be reported on next month. 
 
We will aim to develop a true benchmark target in association with the Performance& Information team 
by comparison with 3 other hospitals of similar size and complexity as LWH.  
 



Action plan will be developed once a national benchmark is established - 6 months 
Review of cases – by next month 
 
Breast Feeding Initiation: 
The main issue for failing this target is that women  are choosing not to initiate breast feeding. However 
the service intends to:- 
 



 Continue to deliver training to all staff incorporating new Baby Friendly Standards.  
 Training of volunteers to work with the Bambi’s  peer support service is now in place.  
 Piloting of a new Antenatal Discussion sheet for the mothers hand held Maternity 
 notes.  
 Discuss feeding  with mum 3 times during the pregnancy.  
 Directs mums to read UNICEF Building a happy baby leaflet and Off to the Best Start 
 leaflet   
 Antenatal Discussion sheet added onto the Maternity Assist on line resource site.  
 All mums booking in given information to  access Maternity Assist 
 Continue to offer extra support and information to mums in the Antenatal Clinic as a 
 drop in clinic as well as a bespoke session for women booked for a planned caesarean 
 section.  
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Quality Schedule continued... 
 



Cancer 42 Referral to Treating Trust: 
There is no tolerance for this metric due to the low numbers of patients. The breach is due to one patient who 
was transferred to treating trust after day 42. The patient was transferred on day 50 due to a complex 
pathway and the need for various diagnostic tests and staging. 
  
Patients continue to monitored through the PTL meeting in order to minimise delays. Due to there being no 
tolerance for this target there is a high risk of failure in future due to patients on complex pathways being 
transferred after day 42 due to clinical need. 
  
There are currently no patients breaching this target in June 15 



 
Choose & Book: 
Colposcopy was the main service effecting availability on choose and book for the month of May.  This was 
due to the requirement to review and amend clinic templates following the retiral of a Nurse Colposocopist.   
Capacity has now been increased following confirmation that follow-up slots can now be used, which 
supports availability on choose and book at all times.  This will be monitored and reviewed. 
  
The current gaps on the junior doctors rota continues to present Gynaecology with capacity issues due to the 
lack of attendance in clinics from Senior Registrars.  The majority of clinics are now Consultant only, and will 
continue to present issues throughout June and July, and beyond. 
 
Additional evening clinics have been agreed and are now in place and available on Choose and Book for 
June and July.  This additional capacity only supports the loss from core clinics due to the reduction in Junior 
Doctors, but will ensure services are maintained on Choose and Book.   
  
Continuous monitoring of clinic slots are in place, with support requested from Information Team to produce a 
slots utilisation report to identify in advance available slots, without the need to review every clinic manually. 
 
Processes in place to ‘flag up’ services that require additional capacity to allow the Team to secure additional 
availability to allow patients to access services via Choose and Book 
 
Unclear until Junior Doctor service gaps improve.  Current stability of available slots is dependent on 
additional sessions. 
 
Operation Cancelled and not readmitted within 28 days: 
Due to capacity issues the patient could not be dated within 28 days. Though this was identified by the 
admissions staff it was not escalated appropriately within the division prior to the breach date. 
 
A new process has been implemented whereby all patients cancelled on day are given a new date with 1 
week. Any patients who cannot be accommodated within this time are escalated at that point. 
 



Cancelled Operation not readmitted 
within 28 Days: 
There is no Graph as there has been no 
previous failutre against this metric. 
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Corporate Metrics 
 
HR: Sickness and Absence 
The Trust has acheived the Commissioner Target for  both April and May 2015, and although we have 
failed the Corporate target of 3.5% performance continues to improve, being only  0.25% over the threshold 
in May 2015. The management of sickness icontinues to be consistently applied accross all service areas.  
 
 
HR: Appraisals 
The areas with the lowest rates of PDR remain estates, pharmacy, theatres and the private patient 
unit.  Rates in genetics have also fallen this month. There have been increases  in governance and imaging 
this month. Organisational change in estates and a new manager in theatres have affected completion in 
these areas. Managers are being asked to provide update on plans to address low rates of PDR and asked 
to provide plans for the year ahead. Each department has an individual; timetable to ensure PDRS are 
completed throughout the year. Moving into the new financial year, managers should be now on target with 
PDRS for 15/16 and proper planning will prevent members of staff PDRS 'dropping off. The revised pay 
progression arrangements will also support timely completion. 
 
HR: Mandatory Training 
The private patient unit are the only red indicator at 79% completion. St Helens and Knowsley Trust are 
progressing the work on OLM  to ensure we are using the system for maximum benefits. All managers 
continue to receive monthly OLM reports which highlight when mandatory training is due to expire for each 
member of their staff All staff members have now been issued with a mandatory training ‘passport’ which 
indicates the training they have completed and when it is to be reviewed. HR Advisors meet with managers 
on a monthly basis and highlight any outstanding mandatory training. This has been reinforced with the 
introduction of pay progression/Workbooks have been reintroduced along with e-learning and face to face 
training. Practice Education Facilitators continue to work in the clinical areas to deliver training flexibly to fit 
in with the needs of the service. There remain low rates for particular areas such as safeguarding (due to 
new training requirements) and medical devices which are being addressed and will improve 
  
Daycase Overstay Rate: 
Review by consultant lead identified the following reasons for the breach of this target: late start procedure 
and or admission to Rosemary ward, patients unable to pass urine (After laparoscopy and after uro 
procedures) unavoidable overnight stays due to pain, patient sick or generally not well enough for 
discharge. 
 
In order to reduce the Overstay rate 
 The service is reviewing pathways for day cases with a view to do procedures earlier rather 
 than later in the day. 
 An outcome sheet is to be completed by staff indicating reason for overstay of a day case. 
 Discussions with team (including anaesthetists ways to reduce risk patients unable to pass 
 urine after laparoscopy) 
 
Plan to achieve in August 15 following review of Audit in July 15 
 
 
 
 



0.00%



5.00%



10.00%



HR: Sickness & Absence



70.00%



80.00%



90.00%



100.00%



HR: Appraisals



80.00%



90.00%



100.00%



HR: Mandatory Training



2.00%



4.00%



6.00%



8.00%



Daycase Overstay Rate



All Linear graphs are rolling 12 months Page 13 of 27











Performance and Information department



Performance Team



Month 2 - May 2015/16Performance Summary - FPBD Board -



Corporate Metrics continued: 
 
Daycase Rate based on Management Intent: 
 
May 15 had the lowest number of operational days in the past 14 months which resulted in available lists 
being used for Major procedures due to cancer targets e.t.c which will impact on this target. 
 
Due to a drive to increase daycase activity in June, this position should improve by June 15. 
 
 
 
Intensive Care Transfers Out: 
Clinical need. All three patients required escalation to level 3 care. 
 
01/05/15 Post operation patient required level 2 care and noradrenaline inotrope support in HDU due to 
hypotension and increasing tachycardia. Condition did not improve and needed escalation to level 3 care. 
Transferred to ITU RLUH. Condition improved over following 4 days patient transferred back to LWH 
5/5/15. 
  
6/05/15 Patient admitted to ward via emergency room for symptom control, known CA cervix. K+ 8.5 
transferred to Aintree ITU for filtration. Condition improved over following days, patient discharged home 
from Aintree Hospital. 
  
19/05/15 Patient 7 days post operation, re-admitted to HDU Following sudden onset of shortness of 
breath, hypotension and tachycardia. Condition continued to deteriorate arterial and central line inserted.  
No improvement Decision taken to intubate and transfer to Aintree ITU for further surgery and level 3 
care. Returned to theatre at Aintree Hospital. Faecal peritonitis identified Patient sadly passed away 
20/05/15 RIP.  
 
Appropriate care was given to all three patients based on the clinical need. 
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Emerging Concerns



Conclusion



Recommendations



RMU has split it's pathways into two. They have since been targeting their longest waiting patients with aview to clearing the 
breachers. They will continue to breach over the next few months, however performance will improve as the change in pathway 
takes effect and the denominator increases.  
 
Pricewaterhouse Coopers have just completed the annual audit of our 18 Week monitoring processes, and the results will be 
published when available. 



Overall performance for May is on a par with April with 80 % of all metrics being green. Continuous scrutiny is needed for those Metrics that  are consistently in breach  of 
their targets and timescales. It should be noted however that  some metrics that we were consistently failing against, have now been achieved, namely Falls & MUST. A 
handful of targets are yet to be agreed  with commissioners and these will be in  place for Month 4 reporting.   
 



The areas requiring continued focus are Choose & Book, and 18 Weeks RTT. 
 



The implementation of Divisional and Ward  level performance reports for all key metrics identified will support all staff gain greater awareness and ownership of 
performance. These reports are due out before the end of June 2015. 



It is recommended that the FPBD Board receives and reviews the content of the report in relation to the assurance it provides of Trust performance and request any further 
actions considered necessary. 



70.00%



80.00%



90.00%



100.00%



18WRTT Non-admitted - RMU



70.00%



80.00%



90.00%



100.00%
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Performance and Information Department



Performance Team



LWH Monitor
To deliver the best possible EXPERIENCE for patients and staff



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Qtr1 Jul-15 Aug-15 Sep-15 Qtr2 Oct-15 Nov-15 Dec-15 Qtr3 Jan-16 Feb-16 Mar-16 Qtr4



Maximum time of 18 weeks from point of referral to treatment in aggregate - 



Admitted
1 >= 90% 95.56% 97.88%



Maximum time of 18 weeks from point of referral to treatment in aggregate Non-



admitted
2 >= 95% 95.43% 95.23%



Maximum time of 18 weeks from point of referral to treatment in aggregate - 



Incompletes
3 >= 92% 94.15% 94.77%



A&E Maximum waiting time of 4 hours from arrival to admission, transfer or 



discharge
4 >= 95% 100.00% 99.91%



All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected 



cancer (After Re-allocation)
5a >= 85% 100.00% 90.48%



All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected 



cancer (before re-allocation - Not RAG rated - for monitoring purposes only)
5a >= 85% 100.00% 65.52%



All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service 



referral - Percentage
5b >= 90% N/A N/A



All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service 



referral - Numbers (if > 5, the target applies)
5b < 5 0 0



All Cancers: 31 day wait for second or subsequent treatment comprising surgery 6a >= 94% 100.00% 100.00%



All Cancers: 31 day wait for second or subsequent treatment comprising anti cancer 



drug treatments
6b >- 98% N/A N/A



All Cancers: 31 day wait from diagnosis to first (definitive) treatment 7 >= 96% 100.00% 97.67%



All Cancers: Two week wait from referral to date first seen comprising all urgent 



referrals (cancer suspected)
8 93% 94.38% 93.68%



To deliver SAFER services



Clostridium (C.) Difficile - meeting the C. Difficile objective 16 0 0 0



2015/16











Performance and Information Department



Performance Team



LWH Quality Strategy
Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development



There are no indicators in this section



To be EFFICIENT and make best use of available resources



There are no indicators in this section



To deliver SAFER services



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Reduce Surgical Site Infections (Gynaecology) (From CHKS reporting 1 month behind) LWH_1 < 3% 0.00% 0.01%



Maintain the incidence of multiple pregnancy after fertility treatment LWH_2 <= 10% 7.76% 7.02%



No increase in rate of late-onset (> 72h) bloodstream infection in VLBW (very low birth 



weight) and or <30 weeks gestation babies 
LWH_3 TBC 0.23 0



No increase in bloodstream infection (early and late) in all neonates (term and preterm) LWH_4 TBC TBD 0



To deliver the most EFFECTIVE outcomes



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Reduce Brain injury in preterm babies (Severe Intraventricular haemorrhage and 



Periventricular leukomalacia)
LWH_5 TBA TBD TBA



Hospital Mortality Rate in Gynaecology. (From CHKS reporting 1 month behind) RAMI LWH_6 0.11% 0.10% 0.00%



Neonatal mortality <=28 days post birth (at home or LWH)                                   (Target 



to be agreed for Quarter 2)
LWH_7



Rate per 



1000 TBD
5.63 3.17



Adjusted Still birth rate i.e. excluding fetal abnormalities LWH_8 TBC 0.16% 0



Increase biochemical pregnancy rates following infertility treatments [In-vitro fertilisation 



(IVF), Intracytoplasmic sperm injection (ICSI) and frozen embryo transfer (FET)] by 5% 



over 5 years.



LWH_9
> 30%       



TBC
46.88% 49.03%



36 week Antenatal risk assessment (audit) LWH_10 TBC Audit Audit



% of women receiving one to one care in established labour (>4cm) LWH_11 >= 95% 96.43% 96.76%



Avoidable repeats for Antenatal screening and newborn screening blood sampling LWH_12 0.50% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Increase the % of skin to skin contact within 1 hour post birth. LWH_13 >= 75% 91.10% 91.08%



At least 95% of women who request an epidural, excluding those where there is a 



medical reason this is not possible, receive this. 
LWH_14 >= 95% 95.87% 95.56%



Patients opting for surgical treatment of miscarriage undergo the procedure within 72 



hours of their decision.
LWH_15 TBA TBD TBA



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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Performance and Information Department



Performance Team



LWH Quality Strategy
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16



To deliver the best possible EXPERIENCE for patients and staff



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Reduction in number of complaints relating to care (Number received in month) LWH_16 <= 3     TBC 2 4



75 % of patients recommend us in the family friends test. LWH_17 >= 75% 96.10% 98.02%



Staff survey results in upper quartile LWH_18 > 3.95 3.74 3.74



Patient satisfaction surveys in upper quartile by 2018 LWH_19 TBC
Once Per 



Annum



Excellence in Patient Led Assessments of Care Environments (PLACE) Cleanliness LWH_20
> 95%    



TBC
97.71% 97.71%



Excellence in Patient Led Assessments of Care Environments (PLACE) Condition & 



Appearance
LWH_21



> = 90% 



TBC 
90.67% 90.67%



Excellence in Patient Led Assessments of Care Environments (PLACE) Food LWH_22
> 87%    



TBC
87.05% 87.05%



Excellence in Patient Led Assessments of Care Environments (PLACE) Privacy & 



Dignity
LWH_23



> 95%    



TBC
96.03% 96.03%











Performance and Information Department



Performance Team



LWH Quality Schedule
Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



HR: Sickness and Absence Rates KPI_10 < 5% 3.98% 3.75%



To be EFFICIENT and make best use of available resources



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Outpatients: DNA Rates: New KPI_07a < 8% 7.89% 7.40%



Outpatients: DNA Rates: Follow-up KPI_07b < 10% 9.03% 8.73%



Discharge Summaries to be electronically constructed, integrated TTO’s and contains 



the recommended minimum data set.
KPI_14a >= 98% 98.45% 98.68%



Discharge Summaries to be sent from all ward areas to general practice within 24 



hours.  
KPI_14b >= 95% 98.45% 98.68%



Patients to receive a copy of their Discharge Summary on day of discharge. KPI_14c >= 95% 98.45% 98.68%



Out-Patient Correspondence to be electronically constructed, integrated TTO’s and 



contains the recommended minimum data set.
KPI_14d >= 98%



Query with 



CCG



Part of 



EPR



Out-Patient Correspondence to be sent from all out-patient services to general 



practice within 2 weeks of patients appointments.   
KPI_14e >= 95%



Query with 



CCG



Part of 



EPR



A&E correspondence to be sent to General Practice within 24 hours. KPI_14f >= 95%



Reporting 



from    May-



15



100%



Day Case correspondence to be sent to General Practice within 24 hours. KPI_14g >= 95% ID ID



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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Performance and Information Department



Performance Team



LWH Quality Schedule
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16
To deliver SAFER services



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Zero tolerance of MRSA E.A.S.4 0 0 0



Minimise rates of Clostridium Difficile (RAG in Monitor) E.A.S.5 1 0 0



VTE (Venous Thromboembolism) KPI_01 >= 95% 98.82% 98.78%



A&E: Self Harm: Received a Psychological Assessment KPI_13g >= 80% None None



Falls Prevention: Assessments for Falls KPI_08a >=98% 98.28% 98.78%



Falls Prevention: Of the patients identified as at risk of falling to have a care plan in 



place across the whole trust
KPI_08b 100% 100.00% 100.00%



Malnutrition: Adult in-patients screened for malnutrition on admission using the MUST 



tool 
KPI_09a >= 95% 98.71% 99.59%



Malnutrition: Patients with a score of 2 or more to receive an appropriate care plan KPI_09b >= 98% 70.00% 100%



Malnutrition: Patients scoring high risk (2 or more) are referred to dietician KPI_09c 100% 100.00% 100%



Surgical Site Infections: % reduction in the number of non-elective Gynaecology 



patients with an infection of all non - elective Gynaecology patients undergoing a 



surgical procedure. (RAG in Quality Strategy)



KPI_12 <= 3% 0 0.01%



Hospital Standardised Mortality Rate (HMSR) KPI_03
<= National 



Average
0 0



Mortality Rates in Gynaecology (RAG in Quality Strategy) KPI_04 <= 0.11% 0.10% 0.01%



Mortality Rates in Neonates (within 28 days of live birth at LWH or at home under 



LWH care) (RAG in Quality Strategy)
KPI_05



Rate per 



1000 TBC
5.63 3.17











Performance and Information Department



Performance Team



LWH Quality Schedule
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16
To deliver the most EFFECTIVE outcomes



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Maternity - One to One Care in established labour (RAG in Quality Strategy) KPI_20 >= 85% 96.43% 96.76%



Maternity: Women requesting an Epidural that did NOT receive one due to Non-



Clinical Reasons (RAG in Quality Strategy)
KPI_21 >= 5% 4.13% 4.44%



Maternity: Flu vaccinations are offered to all pregnant women at booking (Jan to Oct 



only).   
KPI_23 >= 75%



Oct to Jan 



Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Maternity: Vitamin D supplementation provided for all pregnant women. KPI_24 >= 85% 94.47% 96.01%



Maternity: Pregnant women with a Body Mass Index of 35 or more at the booking 



appointment are offered personalised advice from an appropriately trained person on 



healthy eating and physical activity 



KPI_25 >= 90% 93.33% 92.98%



Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes 



(Rate per 1000 births)
KPI_26



<= 12.65      



TBC
19.42 23.89



Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 



weeks. Excludes Elective Caesareans, MLU & BBH) (Rate per 1000 births)
KPI_27



<= 4.3      



TBC
4.85 9.24



Maternity - Skin to Skin Contact of 1 hour minimum (RAG in Quality Strategy) KPI_19b >= 75% 91.10% 91.08%



Maternity: Peer Support - Breastfeeding women contacted by team during stay KPI_17b >= 90% 98.00% 96.30%



Maternity: Peer Support - Pregnant women informed of service KPI_17a >= 90% 100% 100%



Maternity: Breastfeeding Initiation KPI_18 >=55% TBC 52.59% 53.80%



Maternity: Smoking - Interventions to maternity patients at 12 weeks KPI_02c >= 95% 96.75% 100%



Maternity: Women whom have seen a midwife by 12 weeks (+6 days) KPI_16 >= 95% 90.14% 94.21%



Smoking - Offer of referral to Smoking Cessation Services KPI_02b >= 70% 96.75% 100%



Smoking - Status for all patients KPI_02a >= 95% 100% 100%











Performance and Information Department



Performance Team



LWH Quality Schedule
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16
To deliver the best possible EXPERIENCE for patients and staff



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Zero tolerance RTT Waits over 52 weeks E.A.S.6 0 0 0



Cancer: First Diagnostic Test by Day 14 KPI_11a >= 85% 90.83% 90.55%



Cancer: Referral to treating trust by day 42 KPI_11b >= 85% N/A 50%



Cancer: Reduce DNA/Cancellation of first appointments KPI_11a
Monitoring 



Only
2.75% 1.29%



A&E: Ambulance Handover Times 15 Minutes KPI_13h 100% 100% 100%



A&E: Left Department without being seen KPI_13b <= 5% 2.90% 2.71%



A&E: Self Harm KPI_13f
Monitoring 



Only
None None



A&E: Time to Initial Assessment (95th Percentile) KPI_13c <= 15 13 11



A&E: Time to Treatment (Median) KPI_13e
Monitoring 



Only
80 68



A&E: Total Time Spent in A&E 95th percentile KPI_13d <= 240 215 217



A&E: Unplanned Reattendances within 7 days (Non-pregnant Rate) KPI_13a <= 7% 4.35% 2.00%



Choose & Book: Failure to ensure sufficient slots avilable on Choose & Book KPI_06 <= 6% 6.19% 8.16%



Fetal Anomaly Scan - Number re-scanned by 23 weeks KPI_22b >= 98% 83.52% 78.65%



Fetal Anomaly Scan - Undertaken between 18 (+ 0)  and 20 (+ 6) Weeks KPI_22a >= 95% 96.69% 98.06%



Maternity: Triage patients assessed within 30 mins KPI_19a >= 95% 96.19% 97.32%











Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development



Indicator 



Number
Indicator Name % Weighting £ Weighting Apr-15 May-15 Jun-15 Target Qtr1 Jul-15 Aug-15 Sep-15 Target Qtr2 Oct-15 Nov-15 Dec-15 Target Qtr3 Jan-16 Feb-16 Mar-16 Target Qtr4



5.0
NHS Maternity Safety Thermometer (Survey of 100% of 



postnatal women and babies seen on the day of the survey) 
0.125% Compliant Compliant #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



Indicator 



Number
Indicator Name % Weighting £ Weighting Apr-15 May-15 Jun-15 Target Qtr1 Jul-15 Aug-15 Sep-15 Target Qtr2 Oct-15 Nov-15 Dec-15 Target Qtr3 Jan-16 Feb-16 Mar-16 Target Qtr4



2.0 Digital Maturity Indicator - Digital Maturity Assessment Compliant Compliant #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



2.1
Digital Maturity Indicator - Life Enhancing Technology 



(LETs)
Compliant Compliant #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



2.2
Digital Maturity Indicator - Information Sharing with 



Community Services
Compliant Compliant #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



Indicator 



Number
Indicator Name % Weighting £ Weighting Apr-15 May-15 Jun-15 Target Qtr1 Jul-15 Aug-15 Sep-15 Target Qtr2 Oct-15 Nov-15 Dec-15 Target Qtr3 Jan-16 Feb-16 Mar-16 Target Qtr4



1.0 Sepsis 0.125%
Establish 



Baseline
#DIV/0! #DIV/0! #DIV/0! #DIV/0! Set Target #DIV/0! #DIV/0! #DIV/0! #DIV/0! > Qtr2 #DIV/0! #DIV/0! #DIV/0! #DIV/0! > Qtr3 #DIV/0!



1.1 Sepsis: Administration of antibiotic (within 1 hour) 0.125% N/A #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!



3.0
Enhanced Recovery Pathway:  (Post Discharge Care) 



Gynaecology- Post Discharge follow up Telephone Call
0.5875% 60.0% #DIV/0! #DIV/0! #DIV/0! #DIV/0! 70.0% #DIV/0! #DIV/0! #DIV/0! #DIV/0! 80.0% #DIV/0! #DIV/0! #DIV/0! #DIV/0! 90.0% #DIV/0!



3.1



Enhanced Recovery Pathway (Post Discharge Care) 



Gynaecology - Rate of Thematic reviews carried out on all 



non-planned readmissions of elective Gynaecology 



N/A #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! N/A #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



3.2



Enhanced Recovery Pathway (Post Discharge Care) 



Matenrity -  Rate of patients on Enhanced Recovery 



Pathway after Caesarean Section (Elective and emergency)



Action Plan #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



4.0
Improve Transition from Children and Young People 



services to Adult Services - Establsih the Transitional Team
0.5875% Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



4.1



Improve Transition from Children and Young People 



services to Adult Services - Develop a Transition Policy 



across and between organisations



Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



4.2



Improve Transition from Children and Young People 



services to Adult Services - Develop an acute based 



Service Model, funding and Service Standards



Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



4.3



Improve Transition from Children and Young People 



services to Adult Services - Staff Recruitment and Staff 



Training



Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



4.4



Improve Transition from Children and Young People 



services to Adult Services - Development of Patient Cohort 



Database



Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



4.5



Improve Transition from Children and Young People 



services to Adult Services - Implementation of the Service 



Model



Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0! #DIV/0! #DIV/0! #DIV/0! Compliant #DIV/0!



In Development



In Development



In Development



In Development



In Development



In Development



In Development



In Development



In Development



In Development



In Development



To deliver the most EFFECTIVE outcomes



2015/16LWH CQUINS (CCG)



To be EFFICIENT and make best use of available resources



To deliver SAFER services











Indicator 



Number
Indicator Name % Weighting £ Weighting Apr-15 May-15 Jun-15 Target Qtr1 Jul-15 Aug-15 Sep-15 Target Qtr2 Oct-15 Nov-15 Dec-15 Target Qtr3 Jan-16 Feb-16 Mar-16 Target Qtr4



Awaiting Agreement on Metrics



LWH CQUINS (SCom) 2015/16
To deliver SAFER services











1.083 1.06 2.143



LWH Corporate
Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, In Development



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



HR: Sickness and Absence Rates (Internal) Corp_1 < 3.5% 3.98% 3.75%



HR: Annual Appraisal & PDR Corp_2 >= 90% 82.00% 80.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 89.00% 86.00%



HR: Professsional Registration Lapses Corp_4 0 0 0



HR: Turnover Rates Corp_5 <= 10% 8.00% 8.00%



To be EFFICIENT and make best use of available resources



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Surplus / Deficit Corp_25 <= Planned £1.083M £2.143M



Planned Surplus / Deficit Corp_25P £0.978M £1.635M



Cash Balance Corp_26 >= Planned £5.1M £12.5M



Planned Cash Balance Corp_26P £4.9M £0.8M



Finance: Contract Income Corp_7 >= 0 £4,836 -£608,249



Finance: Non-contract Income Corp_8 >= 0 £76,032 £156,324



Finance: Budget Variance Corp_9 >= 0 -£103,000 -£515,000



Fianance: Capital expenditure Corp_10 TBC £258,026 £1,177,643



Finance: Cost of Agency Staff usage Corp_11a = £0 £226,648 £228,452



Finance: Cost of Bank Staff usage Corp_11b = £0 £141,730 £116,007



Finance: Cost of Overtime usage Corp_11c = £0 £17,643 £24,770



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £386,021 £369,229 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0



To deliver SAFER services



Safer Staffing Rate (Includes Registered and Care Staff) Corp_6 <= 90% 92.10% 94.00%



Newborn blood spot screening: Coverage XC_1 >= 99.9% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Newborn blood spot screening: Timeliness of result XC_2 >= 98% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Newborn & Infant physical Examination: Coverage XC_3 100% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Newborn & Infant physical Examination: Timely assessment XC_4 100% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Newborn Hearing screening: Coverage (Reporting 1 QTR behind) XC_5 100% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate 2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCENewborn Hearing screening: Timely assessment (Reporting 1 QTR behind) XC_6 100% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Seasonal Flu vaccine uptake (Oct - Jan Only) XC_10 >= 75%
Oct to Jan 



Only



Oct to Jan 



Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Oct to 



Jan Only



Number of Open SI XC_11
Monitoring 



Only
19 22



Number of New SI XC_12
Monitoring 



Only
2 3



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% 100% 100%



Number of SI with any outstanding actions that have not been completed in the defined 



time period
XC_14 0 3 0











LWH Corporate 2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Intensive Care Transfers Out (Cumulative) Corp_12 8 0 3



Returns to Theatre Corp_13 <= 0.7% 0.37% 0.63%



Daycase overstay rates Corp_14 <= 5% 6.32% 5.08%



Antenatal Infectious disease screening: HIV coverage XC_15 <= 90% 99.61% 98.55%



Antenatal Infectious disease screening: Hepatitis XC_16 <= 90% 100.00% 100%



Down's Screening Completion of Laboratory request forms XC_17 100.00% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Antenatal sickle cell and thalassaemia screening: Coverage XC_18 <= 99% 99.51% 99.59%



Antenatal sickle cell and thalassaemia screening: Timeliness XC_19 <= 50% 54.02% 52.79%



Antenatal sickle cell and thalassaemia screening: FOQ completion XC_20 <= 95% 96.59% 98.50%



To deliver the best possible EXPERIENCE for patients and staff



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Complaints: Response Times Corp_15 100% 100% 100%



Complaints: Number received each month Corp_16
<= 15       



TBA
15 12



Complaints: Number of Action Plans received each month Corp_17 100% 100% 100%



Outpatients: First appointment cancelled by hospital Corp_18
<= 8.5%     



TBC
8.86% 7.40%



Outpatients: Subsequent appointment cancelled by hospital Corp_19
<= 11.5% 



TBC
10.21% 9.07%



TCI: Cancelled by hospital for clinical reasons Corp_20 <= 1.5% TBC 1.45% 0.80%



TCI: Cancelled by hospital for non-clinical reasons Corp_21
<= 4%      



TBC
5.71% 3.33%



Daycase rates based on management intent Corp_22 > 75% 76.20% 65.94%



Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 days) Corp_23 0 0 1



Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected 



cancer referrals) (Cummulative Quarterly)
XC_21 100% 100.00% 92.86%
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Month 2 - May 2015/16Performance Summary - Trust Board -



   Overview 



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE




The Trust Board Dashboard highlights the increasing concerns in terms of financial metrics with 6 of the 7 indicators being below target (Red). EAn explanation of the financial 
position is included in the Financial Report included in this section of the Board Agenda. 
 
Of particular note to the Board are four other metrics:- 
 
 Appraisals and Mandatory Training has seen a small reduction in compliance which now requires the performance managament to be  escalated. 
 
 Availablility of Choose & Book slots is a consistent challenge due to a loss of specialist nurses and junior doctors. This has also added to the concernsregarding  the 
acheivement of 18 Weeks Referral to Treatment which is also being managed to a detailed level. 
 
 Sickness & Absence continues to improve month on month and is now reported at 3.75% for May compared to January which was 6%. 
 
The Trust is performaning well against all internal and external metrics (Monitor, CQUINS and Quality Strategy tagets are all at 100% compliance).   
 
See full set of metrics attached. 



 
HR: Sickness and Absence 
The Trust has acheived the Commissioner Target for  both April and May 2015, and although we have failed the Corporate target of 3.5% 
performance continues to improve, being only  0.25% over the threshold in May 2015. The management of sickness icontinues to be consistently 
applied accross all service areas.  
 
 
HR: Appraisals 
The areas with the lowest rates of PDR remain estates, pharmacy, theatres and the private patient unit.  Rates in genetics have also fallen this 
month. There have been increases  in governance and imaging this month. Organisational change in estates and a new manager in theatres have 
affected completion in these areas. Managers are being asked to provide update on plans to address low rates of PDR and asked to provide plans 
for the year ahead. Each department has an individual; timetable to ensure PDRS are completed throughout the year. Moving into the new financial 
year, managers should be now on target with PDRS for 15/16 and proper planning will prevent members of staff PDRS 'dropping off. The revised 
pay progression arrangements will also support timely completion. 
 
 
HR: Mandatory Training 
The private patient unit are the only red indicator at 79% completion. St Helens and Knowsley Trust are progressing the work on OLM  to ensure we 
are using the system for maximum benefits. All managers continue to receive monthly OLM reports which highlight when mandatory training is due 
to expire for each member of their staff All staff members have now been issued with a mandatory training ‘passport’ which indicates the training 
they have completed and when it is to be reviewed. HR Advisors meet with managers on a monthly basis and highlight any outstanding mandatory 
training. This has been reinforced with the introduction of pay progression/Workbooks have been reintroduced along with e-learning and face to face 
training. Practice Education Facilitators continue to work in the clinical areas to deliver training flexibly to fit in with the needs of the service. There 
remain low rates for particular areas such as safeguarding (due to new training requirements) and medical devices which are being addressed and 
will improve 
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Month 2 - May 2015/16Performance Summary - Trust Board -



Financial Report will be provided separately



To deliver SAFER services



To deliver the most EFFECTIVE outcomes



To be EFFICIENT and make best use of available resources



 



12 Week Bookers: 
During May there were 2 bank holidays and therefore Children’s Centre Closures and unavailability of slots. 
 
Community Midwives have recently had hand held devices to record all patient  details and activity which can now help in terms of capacity 
management. 
 
Women’s choice around appointment times influences this metric despite women being informed of the value and importance of booking early some 
women will choose a date suitable for them over earlier appointments 
 
Community redesign will give more flexibility to women and midwives when arranging booking appointments: 
“Early bird” telephone  contact within 48 hrs of women receiving booking appt from access centre will allow midwife to ensure that the appointment 
is timely and if not offer alternatives such as booking at home or evening / weekend appointment. Early Bird contact is to be fully implemented by 
end of September 2015 



cord pH < 7: 
Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 weeks. Excludes Elective Caesareans, MLU & BBH) (Rate per 
1000 births). The target is set by averaging the scores/1000 births from 2014/2015.  
 



4/5 had Adverse event review. Of these there were no cases where there were system or personal failures. Review of these cases has not 
established any themes 



 
  We will continue to monitor these cases to see if any themes emerge and develop actions  
 



 These cases are currently reported as intrapartum adverse events and therefore under regular review 
 



 Ongoing process – we will look at the target level when national benchmarking is  available 



 
Apgar Score < 7: 
Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 births).The target is set by averaging the 
scores/1000 births from 2014/2015.  
 
As there is an exceptional peak we are awaiting a multidisciplinary review of the cases to identify themes” which will be reported on next month. 
 
We will aim to develop a true benchmark target in association with the Performance& Information team by comparison with 3 other hospitals of 
similar size and complexity as LWH.  
 



Action plan will be developed once a national benchmark is established - 6 months 
Review of cases – by next month 
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Month 2 - May 2015/16Performance Summary - Trust Board -



Conclusion



Recommendations



To deliver the best possible EXPERIENCE for patients and staff



There is no Graph for Last Minute Cancellations not 



readmitted as one hasn't occurred peviously  in the last 24 



months



Overall performance for May is on a par with April except for the deterioration of the financial metrics. 
 
The areas identified for continued management focus are:- 
 
 Choose & Book 
 18 Weeks Referral to Treatment 
 Appraisals and Mandatory Training 



It is recommended that the Trust Board receives and reviews the content of the report in relation to the assurance it provides of the Trust performance and request any 
further actions considered necessary. 



Choose & Book: 
Colposcopy was the main service effecting availability on choose and book for the month of May.  This was due to the requirement to review and 
amend clinic templates following the retiral of a Nurse Colposocopist.   Capacity has now been increased following confirmation that follow-up slots 
can now be used, which supports availability on choose and book at all times.  This will be monitored and reviewed. 
  
The current gaps on the junior doctors rota continues to present Gynaecology with capacity issues due to the lack of attendance in clinics from 
Senior Registrars.  The majority of clinics are now Consultant only, and will continue to present issues throughout June and July, and beyond. 
 
Additional evening clinics have been agreed and are now in place and available on Choose and Book for June and July.  This additional capacity 
only supports the loss from core clinics due to the reduction in Junior Doctors, but will ensure services are maintained on Choose and Book.   
  
Continuous monitoring of clinic slots are in place, with support requested from Information Team to produce a slots utilisation report to identify in 
advance available slots, without the need to review every clinic manually. 
 
Processes in place to ‘flag up’ services that require additional capacity to allow the Team to secure additional availability to allow patients to access 
services via Choose and Book 
 
Unclear until Junior Doctor service gaps improve.  Current stability of available slots is dependent on additional sessions. 
 
 
Operation Cancelled and not readmitted within 28 days: 
Due to capacity issues the patient could not be dated within 28 days. Though this was identified by the admissions staff it was not escalated 
appropriately within the division prior to the breach date. 
 
A new process has been implemented whereby all patients cancelled on day are given a new date with 1 week. Any patients who cannot be 
accommodated within this time are escalated at that point. 
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LWH - The Board Report Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Staff Friends & Family Test (PULSE) TB_1 TBD 20 46



HR: Sickness & Absence Rates (Commissioner) KPI_10 <= 5% 3.98% 3.75%



HR: Sickness & Absence Rates (Corporate) Corp_1 <= 3.5% 3.98% 3.75%



HR: Annual Appraisal and PDR Corp_2 >= 90% 82.00% 80.00%



HR: Completion of Mandatory Training Corp_3 >= 95% 89.00% 86.00%



HR: Turnover Rate Corp_5 <= 10% 8.00% 8.00%



To be EFFICIENT and make best use of available resources



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Surplus / Deficit TB_2 <= Planned £1.083M £2.143M



Planned Surplus/ Deficit TB_2b
Planned 



Cummulaitve
£0.978M £1.635M



Cash Balance TB_3 >= Planned £5.1M £12.5M



Planned Cash Balance TB_3b
Planned 



Cummulative
£4.9M £0.8M



Finance: Contract Income Corp_7 >= 0 £4,836 -£608,249



Finance: Budget Variance Corp_9 >= 0 -£103,000 -£515,000



Finance: Cost of Agency Staff usage Corp_11a = £0 £226,648 £228,452



Finance: Cost of Bank Staff usage Corp_11b = £0 £141,730 £116,007



Finance: Cost of Overtime usage Corp_11c = £0 £17,643 £24,770



Finance: Use of temporary / flexible workforce (bank / agency staff) Corp_11 = £0 £386,021 £369,229



2015/16
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LWH - The Board Report Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development2015/16
To deliver SAFER services



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Safer Staffing Levels (Overall - includes Registered and Care Staff) Corp_6 <= 90% 92.10% 94.00%



Surgical Site(s) Infection(s) KPI_12 <= 3% 0% 0.01%



Serious Incidents: Number of Open SI's XC_11
Monitoring 



Only
19 22



Serious Incidents: Number of New SI's XC_12
Monitoring 



Only
2 3



% of women seen by a midwife within 12 weeks KPI_16 >= 95% 90.14% 89.96%



Neonatal Bloodstream Infection Rate LWH_4 TBD TBD 0



To deliver the most EFFECTIVE outcomes



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Mortality Rates (Gynaecology Only - excludes Oncology) LWH_6 <= 0.11% 0.10% 0.00%



Reduce the number of babies born with an Apgar Score of < 7 KPI_26
<= 12.65      



TBC
19.42 23.89



Reduce the number of babies born with a cord pH of < 7 KPI_27
<= 4.3      



TBC
4.85 9.24



Biochemical Pregnancy Rates LWH_9 > 30%    TBC 46.88% 49.03%



Still Birth Rate (excludes late transfers) LWH_8 TBD 0.16 0.00



Neonatal Deaths (all live births within 28 days) LWH_7
Rate per 



1000 TBD
5.63 3.17



Returns to Theatre Corp_13 <= 0.7% TBC 0.37% 0.63%
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LWH - The Board Report Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development2015/16
To deliver the best possible EXPERIENCE for patients and staff



Indicator Name Ref
Target 



2015/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Number of Complaints received Corp_16 <= 15 15 12



18 Week RTT Non Admitted (aggregate) Monitor 2 >= 95% 95.43% 95.23%



Friends & Family Test
Quality 



Strategy
> 75% 96.10% 98.02%



% Women that requested and Epidural, but weren't given one for non-clinical 



reasons
KPI_21  <= 5% 94.13% 95.56%



% Women given one to one care whilst in established Labour (4cm dilation) KPI_20 >= 85% 96.43% 96.76%



6 Week Wait Diagnostic Tests
NHS 



England
>= 99% 100% 100%



Last Minute Cancellation for non-clinical reasons 0 0 0



Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 



days)
Corp_23 0 0 1



Failure to ensure that sufficient appointment slots are available on Choose & 



Book
KPI_06 < 6% 6.19% 8.16%
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Governance and Clinical Assurance Committee 


Minutes of a meeting held on Friday 29 May 2015 at 13:00

in the Large Meeting Room, Liverpool Women’s Hospital


PRESENT:
Mr Steve Burnett
Non-Executive Director (Chair)  


Ms Dianne Brown 
Director of Nursing & Midwifery


Ms Liz Cross
Non-Executive Director


Mrs Vanessa Harris 
Director of Finance


Mr George Kissen 
Non-Executive Director


Mrs Joanne Topping   
Interim Medical Director 

IN ATTENDANCE:
Ms Cath Barton
General Manager (for item 15/16/16)


Ms Allison Edis
Deputy Director of Nursing & Midwifery


Miss Louise Florensa
Corporate Support Manager (minutes)



Mr Gregory Hope 
Clinical Audit Analyst (for item 15/16/17)



Ms Michelle Morgan
Head of Clinical Audit (for item 15/16/17)



Mr Kevin Street
Interim Associate Director of Governance (for item 15/16/15)

15/16/09

Apologies 


Mr Jeff Johnston 
Associate Director of Operations


Ms Julie McMorran   
Trust Secretary

15/16/10
Meeting guidance notes




Noted.

15/16/11
  Declarations of Interest




There were no interests declared. 

15/16/12
  Minutes of the previous meetings held 12 March 2015 and 23 April 2015

The minutes were approved as an accurate record. 

15/16/13 
Matters Arising and Action Log

The action log was reviewed and updated.

15/16/14
Chair’s Announcements

There were no Chair announcements.

15/16/15 
Review of Board Assurance Framework (BAF) Risks including the Corporate Risk Register Dashboard and Risk Appetite Statement

The Committee considered reducing the risk score of 1a – to ensure appropriate and safe staffing levels are maintained, since the recent recruitment of additional staff. The Director of Finance advised that the financial viability of increased staffing levels is considered by the Finance, Performance and Business Development Committee within a separate risk. 

The Committee considered the risk score for 1h – maintaining appropriate regulatory registration and compliance, and agreed to maintain the score whilst noting appropriate mitigating actions are in place. 


The Committee requested that all risks should have an identified owner and date identified on the register.


Corporate Risk Register Dashboard


The Interim Associate Director of Governance, Mr Street presented the Corporate Risk Register; a register to manage key operational risks, which have been escalated from the service level management teams for executive scrutiny. It was clarified that this is a separate register to the Board Assurance Framework, which is used to identify key strategic risks. Each of the risks appearing on the corporate risk register dashboard had been reviewed and confirmed to be situated on the appropriate register. The Committee agreed that it would be useful to receive the corporate risk register to monitor key operational risks alongside the key strategic risks. 


The Committee considered the four red rated risks which each related to safeguarding risks. The Committee were assured that actions are progressing within timescales however the risk scores would only be reduced upon entire completion. 

Risk Appetite Statement 


The Board of Directors had requested that the Committee consider and agree the risk appetite statement, which would set a tolerance level against the risks which appear on the Board Assurance Framework (BAF). The statement reflects the strategy of the Trust Board and should be used by the Committee when considering the risks on the Board Assurance Framework. 

The Committee considered the proposed levels of Low for Clinical  Quality and Reputation and agreed to recommend a reclassification to Moderate Risk for both areas to the Board of Directors in June 2015. 

The Committee thanked the Interim Associate Director of Governance for his support to the Committee.  


Resolved


The Committee agreed to: 

a) Recommend a de-escalation of BAF risk 1A to the Board of Directors in June 2015, 


b) Recommend an escalation to a Moderate tolerance level for Clinical Quality and Reputation risk appetite statement to the Board of Directors in June 2015,


c) Receive the corporate risk register.

15/16/16 
Deloitte Well-Led Governance Review Action Plan    

The Committee reviewed the action points assigned to GACA, two of which are red rated. The Director of Nursing and Midwifery assured the Committee that both of the red actions would be addressed within the Nursing and Midwifery indicators which would be discussed and agreed by the Nursing and Midwifery Board in June 2015. 


The Committee also considered the amber actions specifically R10 relating to the assurance of investigation and learning from serious incidents given to the Board. The Committee considered that information and discussion relating to serious incidents had too greatly reduced and requested that the serious incident trends and learning report be reinstated to GACA. The Deputy Director of Nursing and Midwifery would consider how to incorporate serious incident reporting more thoroughly within the SEE report for the Board of Directors. 


The Committee also considered R 41 – ensure that all key audits automatically trigger a re-audit as part of the assurance based action planning process. Although this action is green the Chair noted the action for GACA to undertake deep-dives to test the embededness of action taken in respect of serious incidents. The Committee noted that deep-dives would be required to be added to Committee agendas throughout the year. 

Resolved

a) The Committee requested to receive the Serious Incident report as a regular item, and to receive deep dives relating to actions taken in respect of serious incidents.


15/16/17
Care Quality Commission (CQC) Inspection Report 

The Committee noted the inspection reports received from the CQC with respect to the inspections held 18 – 19 February and 4 March 2015. An assurance action plan is being developed with clinical leads to address the actions identified by the CQC and actions identified by the Trust. It was noted that urgent actions had already been completed. The CQC will revisit the Trust in June to review the action plan.  

Resolved

The Committee noted the reports and action taken. 

15/16/18
Care Quality Commission (CQC) Intelligence Monitoring Report – May 2015 

The Committee noted an improved position from the previous intelligence monitoring report and the identification of four risks, as detailed below. 


1) Elevated Risk - Maternity outlier alert: puerperal sepsis. The Trust had issued a response to this alert which should de-escalate this risk. It is not believed to be an outlier for this Trust.


2) Elevated Risk – Whistleblowing alerts. The Trust may only receive one whistleblowing alert to trigger a risk rating.  


3) Risk – in-hospital mortality, paediatric and congenital disorders and perinatal mortality. The Trust had issued a response to challenge this risk.

4) Risk - NHS Staff survey. The Human Resources Team had undertaken considerable actions to address this risk. 


Resolved


Committee noted the results. 

15/16/19
Quality Strategy 2014/17 Progress Update
    

The Committee was informed that some of the metrics have been replaced with more significant metrics. The ‘Sign up to Safety plan’ has been added to the Quality Strategy since a successful bid to secure funding, to ensure monitoring and progress against the safety plan. The Quality Strategy would continue to develop and is now regarded as part of the framework to support the Quality Report rather than a separate document.

Resolved

The Committee noted the update. 

15/16/20
Clinical Assurance and Performance Report Month 12 2014/15 

Trust performance is at an improved position since circulation of this report. The introduction of ward dashboards has aided teams to focus on performance within their own departments. 


Performance Framework 

The proposal to update the performance framework which would include ward level dashboards was shared with the Committee. The ward dashboards are currently being piloted in areas. The performance team aim to issue the new performance report with dashboards by the end of quarter 1 2015/16. The Chair requested that the Committee has sight of a dashboard during the pilot phase and requested a meeting with the Associate Director of Operations to discuss.  

Resolved


The Committee noted the report.

15/16/21
Research and Development Annual Report

The Committee noted the potential risks relating to any changes in the local and national research network which would impact on funding. The Trust is working closely with the North West Coast Clinical Research Network to remain informed about potential impact however the research and development team have demonstrated a commitment and proven ability to deliver research and development programmes within the network.  

There was a discussion about the awareness of patients to become involved in research programmes. It was confirmed that maternity patients are informed within their handheld notes.  


Resolved

The Committee noted the update.

15/16/22
Clinical Audit Forward Plan and Clinical Audit Progress Report 


Clinical Audit Forward Plan 


65 clinical audits have been identified and priority rated on the clinical audit programme for 2015/16. This is a reduction of audits to be completed compared to previous years due to advice taken from the internal auditors. Clinicians who wish to be involved with audits are directed to priority 1 and 2 audits to ensure regulatory requirements are met. Non-Executive Director, Mr Kissen noted the reduction to the number of audits however thought it remained an ambitious list and suggested it should be streamlined further. It was clarified that the planned audits are a mixture of new, re-audits and national audits, whereby for the latter, external organisations complete the recommendations and lessons learnt section of the audit cycle. The Committee was advised that the Clinical Audit Department does support other methods to audit processes rather than the formal audit approach and advises and guides applicants through the clinical audit process.

The Committee was informed that although outside of the formal programme, the Clinical Audit Department will continue to monitor Governance audits and any regulatory audit work carried out by the Trust. It was stressed that although the Clinical Audit programme identifies key areas for the forthcoming 12 months the department reacts to events. They will continue to ensure that any incidents, particularly Serious Untoward Incidents (SUIs), and themes within claims and complaints are added to the plan during the course of the year as the need for audit is identified. 


Clinical Audit Progress Report


The Committee was provided with an update on the Trusts’ Clinical Audit Programme to date. Appendix 3 and 4 were highlighted as identifying clinical audits past their intended completion date. Work is underway to encourage early reporting and set achievable timescales. Any audits that have not been completed or have timescales exceeding 12 months to complete have been added to the forward plan 2015/16.  

Resolved


The Committee noted both reports and approved the clinical audit programme for 2015/16. 

15/16/23
Safe, Effective and Experience (SEE) Quarterly Report  

The Deputy Director of Nursing and Midwifery presented a new report which aims to provide an oversight of safety, effective and experience performance within one report. It is anticipated that this report would be shared with a variety of groups including internal committees and external regulators, e.g. Care Quality Commission (CQC). 


The Committee was asked to provide comments with regards to the first version of this report. A look back section reviewing the previous quarter would be included in the next report. It was suggested that the addition of claims defended alongside the claims lost would be useful for staff morale. However, it was considered that this would not be the message to share with an external audience. The Committee thanked the governance team for producing this report.


Resolved

The Committee noted the report.

15/16/24
Information Governance Toolkit Update 

The Committee noted that the Trust achieved a not satisfactory grade for the Information Governance (IG) Toolkit assessment 2014/15, due to not achieving level 2 for IG awareness and mandatory training of staff. Developments to improve mandatory training compliance have commenced with the introduction of linking compliance to pay increments. Adherence with the IG toolkit is a license condition with Monitor. To date the Trust has received no sanctions as a consequence of these results.


The Chair of the Putting People First Committee, Ms Cross advised that they would seek assurance from the Education Governance Committee with regards to reviewing mandatory training compliance. 


Resolved


The Committed noted the assessment score. 

15/16/25
Governance and Clinical Assurance Committee (GACA) Annual Report 2014/15 

The Committee reviewed the annual report detailing committee business during 2014/15. The Chair requested the following amendments:

· Review of serious incidents should be referenced within key achievements of 2014/15

· Reference to NED attendance to the meeting with Monitor as members of this committee


· Reference the Chair, Mr Burnett as NED designate for safeguarding


· Review of the Francis, Keogh and Berwick reports should also be added to the key achievements of 2014/15 section


· Deletion of two sentences within the Risks Management section and Quality governance well led review section.



Resolved


The Committee approved the annual report subject to the above changes. The GACA annual report would be submitted to the Board of Directors for assurance. 

15/16/26
GACA Meeting Structure, Terms of reference and Business Cycle 2015/16  

The meeting structure which sits beneath GACA had been reviewed in response to a recommendation from the Deloitte well-led governance review. The new Committee structure would introduce three Senates; Safety, Effectiveness and Experience which would decrease the numerous groups which currently feed into the Clinical Governance Committee. Due to the operational authority which would be given to the Senates the necessity of the Clinical Governance Committee (CGC) was considered. The Deputy Director of Nursing and Midwifery advised that consultation with clinicians about dissolving CGC had taken place. The Committee agreed with the recommendation to dissolve the Clinical Governance Committee. The Committee approved the three Senates terms of reference however requested a mapping exercise against the business cycle.  

The Committee considered how the people and culture agenda would fit into this new meeting structure and agreed that a further piece of work is required to discuss integration of this element into one of the above Senates or the introduction of a fourth ‘People’ Senate. It was agreed to consider this outside of this Committee with the Director of Workforce and Marketing.  

Additional amendments to the GACA Terms of Reference were noted and approved.

The GACA business cycle 2015/16 was reviewed and approved. 


Resolved


a) The Committee requested a mapping exercise across the three Senates Terms of Reference and Business cycles. 


b) The Committee approved the Terms of Reference for the three Senates: Safety; Effectiveness and Experience.


c) The GACA Terms of Reference would be amended and circulated to the Board of Directors for approval in June 2015.

15/16/27
Chairs report of the Patient Senate held 12 May 2015 

The Committee noted the receipt of Chairs reports in addition to minutes. The authors name would be added onto the Sub-Committee Chair’s report template. 

Key discussion points highlighted included the hello my name is campaign and the addition of a dementia friendly section on the PLACE inspection, which could affect the assessment score. 


Resolved


The Committee noted the update. 

15/16/28
Chairs Report of the Information Governance Committee held 19 May 2015 

The Committee noted the update. 

Resolved


The Committee noted the update.


15/16/29
Chairs Report of the Corporate Risk Committee held 7 April 2015  

Key discussion point identified a risk relating to control of baby tagging in departments other than Maternity. A pilot is underway in the Catharine Medical Centre. Trial abductions continue to be held to monitor control and response. 

Resolved


The Committee noted the update.

15/16/30
Chairs Report of the Clinical Governance Committee held 8 May 2015 

The risks identified and highlighted to GACA included access to the correct policies and guidelines, safeguarding referrals and shortage of BCG vaccine, were highlighted to the Committee. 

The Medical Director tabled an item on Essure, which is a method of contraception for women. This method has been implemented at this Trust for a period of 3/4 years.  Currently there is mass litigation action against the procedure in the USA. NICE guidance maintains the position to recommend the procedure and it continues to be used in the UK and at this Trust. The Medical Staff Committee has discussed the risks and is aware that there is no alternative procedure to offer for this type of procedure. It was also noted that patients should be aware of risks when consenting to any type of treatment. The Gynaecology consultant body recommends to continue using the procedure at this Trust but to keep a continual review of Trust clinical outcomes and of the international position. The Committee noted this update and agreed to receive an annual review unless a trigger event occurs. 

Resolved


a) The Committee noted the update.


b) Committee to receive an annual review of Essure outcomes at LWH.


15/16/31
Review of risk impacts of items discussed



No new risks identified


15/16/32
Any Other Business

The Director of Nursing and Midwifery reported a never event relating to a laparoscopic assisted hysterectomy procedure. The patient came to no harm and is aware of the incident. A formal SUI investigation would proceed. The non-executive team were satisfied with the swift notification of the incident to the Board. 

The Committee discussed the appropriateness of a recent whistleblowing incident and considered was there not a more suitable method to escalate. Due process had been followed by the Trust including a serious incident review however the outcome had not been shared with staff within the department which would have helped to address concerns. It was agreed that serious incident reviews should be shared more widely to aid understanding and learning, however it was noted that this might not always be appropriate if it identifies performance issues about one individual. 


The Committee reflected on the reaction to complaints as a positive tool to learn from however whistleblowing is viewed as a negative entity, particularly by the Care Quality Commission (CQC), which will score the Trust as red on the monitoring intelligence tool if the Trust receives one whistleblowing event. This makes it difficult to change the culture and environment of whistleblowing. It was agreed that public understanding of whistleblowing and compromise agreements should be developed by an external body. 


The Director of Nursing and Midwifery reported a whistleblowing concern recently raised to the CQC, which again demonstrated the whistle-blower not following internal procedures first. The CQC have been provided with the correct information and the Trust is expecting a response from the CQC. The department involved have also been informed of the concern raised and informed about the actual details relating to the shift and the action that should have been followed. 


15/16/33

Review of the meeting


There was a brief review of the meeting. The Committee agreed that it had been a productive meeting with respect to the vast content. 

15/16/34
Date, time and place of next meeting

Friday 24 July 2015 1300 – 1600 in the Board Room
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Board of Directors

Committee Chair’s report of Governance and Clinical Assurance Committee meeting held Friday 29 May 2015

1. Agenda items covered

· Review of BAF / Corporate Risk Register Dashboard Review / Risk Appetite Statement

· Deloitte well-led Governance Review Action Plan

· Care Quality Commission (CQC) Inspection Report

· CQC Intelligence Monitoring Report May 2015

· Quality Strategy 2014-17 Progress Update

· Clinical Assurance and Performance Report Month 12

· Performance Framework

· Research and Development Annual Report

· Clinical Audit Forward Plan and Audit Progress Report

· New: Safety, Effectiveness and Experience Quarterly Report

· Information Governance Toolkit Update

· GACA Annual Report 2014/15

· GACA Meeting Structure and Terms of Reference Review

· Chairs reports of sub committees 

2. Board Assurance Framework (BAF) risks reviewed and recommendations

The corporate risk register had been reviewed 

1a ‘to ensure appropriate and safe staffing levels are maintained’ . This risk should be reviewed separate Financial from safety risks. It was felt that the risk could be de escalated on safety grounds as we had now recruited the required number of mid wives. The risk is allocated to PPF but clearly GACA have an interest in the safety aspects.

1h ‘maintaining appropriate regulatory registration and compliance – the risk was discussed following the registration omission for ‘sectioning’ powers but it was felt that the alternative arrangement in place and the rare occurrence, meant that adequate mitigation exists at this stage pending registration.

3. Issues to highlight to Board

Risk Appetite was revisited and the proposed levels of ‘Low’ for Clinical Quality and for Reputation were felt to be too conservative and not reflective of reality if the Good Governance Institute definitions are applied. GACA suggest a reclassification of Moderate Risk appetite in these two areas.

GACA commended the CQC findings for the Trust. The tracking of action in response to the suggestions for improvement was also discussed.


GACA welcomed the change in approach to create senates for Safety, Patient experience and Effectiveness. These will replace the Clinical governance Committee and Chairs of these three committees will attend GACA. Early stages but TOR were agreed and an initial report was discussed which replaces several other reports into a single document. More work to do but a good step forward. It was emphasized that the suggested reporting on SUIs was too brief.

4. Action required by Board 

· Note the recommendation of moderate as the risk appetite score for both Quality and Reputation.

· Notification of never event: retained object

· Note the unsatisfactory status of Information Governance Toolkit associated with Information Governance training. The Putting People First Committee to seek assurance. The Education Governance Committee to review process.

· Note GACA had reviewed a paper reviewing the use of ESSURE device in light of class action in USA. Monitoring of patients is ongoing. Ongoing review of status of device annually unless there is a trigger event. 
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1. Introduction and summary

Late 2014 the Board of Directors were given assurance that the Trust’s strategies to the incidence of stillbirth were robust and following best practice.


This month has seen the publication of the MBRRACE-UK Perinatal Mortality Surveillance Report – June 2015

2. Issues for consideration

In this report rates of stillbirth, neonatal death and extended perinatal death are reported for births from 1 January 2103 to 31 December 2013, thus neonatal deaths of births in December 2013 which occurred in January 2014 are included. The reporting of mortality for a birth cohort is in contrast to statutory reporting, and previous perinatal mortality reports published by CMACE, where reports were based on deaths in a calendar year. The reporting of mortality for a birth cohort allows more accurate estimates of mortality rates to be produced.


Deaths included in reported mortality rates


In order to ensure comparability of mortality rates between organisations, births less than 24+0 weeks gestational age and terminations of pregnancy were excluded from the reported mortality rates. This avoids the influence of the wide disparity in the classification of babies born before 24+0 weeks gestational age as a neonatal death or a fetal loss and the known variation in the rate of termination of pregnancy for congenital anomaly between different sections of the population.


The intention for subsequent MBRRACE-UK reports is to account for all deaths from 22+0 weeks gestational age and, additionally, to identify the influence of deaths due to congenital anomalies. In order to achieve this it is essential that all Trusts and Health Boards provide data for all fetal losses between 22+0 and 23+6 weeks gestational age and work with MBRRACE-UK to improve the cause of death classification.

Organisations for which mortality rates are reported


Rates of stillbirth, neonatal death and extended perinatal death in the attached report are for Organisations responsible for population based commissioning (England Clinical Commissioning Groups). Hospital based data will be available in the autumn.


Analysis of mortality rates


Three mortality outcomes are reported for each organisation: stillbirth, neonatal death, and extended perinatal death. These mortality rates are presented in two different ways: as a ‘crude’ mortality rate and as a ‘stabilised & adjusted’ mortality rate.


Stillbirth:  A baby delivered at or after 24 + 0 weeks gestation showing no signs of life, irrespective of when death occurred.


Neonatal Death:  Alive born baby (born at 20+0 weeks gestation or later, or with a birth weight of 400g or more where an accurate estimate of gestation is not available) who died before 28 completed days after birth.


Extended perinatal death:  A stillbirth or neonatal death


The crude mortality rate is the number of deaths divided by the number of total births (or live births in the case of neonatal mortality) for 2013 and provides a snapshot of the mortality in an organisation for that time period.


While the crude rate is informative in that it describes exactly what happened for the organisation, it can be potentially misleading when trying to highlight organisations where the mortality rate is higher than expected due to variation in the quality of care. First, the number of perinatal deaths for many organisations is likely to be small, as these deaths are rare, and there will be more deaths in some years than in others just by chance. This can lead to large fluctuations in the crude mortality rate, especially for organisations that have a very small number of births. Second, some organisations have more women at high risk of experiencing a stillbirth or neonatal death, for example areas of high socio-economic deprivation, and thus the case-mix of the population served can influence mortality rates even when high quality maternity and neonatal care is provided.


In order to be able to compare organisations more fairly, stabilised & adjusted mortality rates have been calculated and presented alongside the crude mortality rates. Where there are only a small number of births in an organisation it is difficult to be sure that any extreme value seen for the crude mortality rate is real and not just a chance finding. A stabilised rate allows for the effects of chance variation due to small numbers. For this reason, the stabilised & adjusted mortality rate will tend to be closer to the national mortality rate than will the crude mortality rate, especially for organisations with a small number of births.


The mortality rates are also adjusted to account for key factors which are known to increase the risk of perinatal mortality. The extent of the adjustment is limited to only those factors that are collected for all births across the whole UK: mother’s age; socio-economic deprivation based on the mother’s residence; baby’s ethnicity; baby’s sex; whether they are from a multiple birth; and gestational age at birth (neonatal deaths only). Therefore, some factors that might be associated with poor perinatal outcomes could not be taken into account in the adjustment, for example maternal smoking, body mass index (BMI)


FINDINGS

· There were 4,722 extended perinatal deaths (3,286 stillbirths and 1,436 neonatal deaths) occurring in the UK to babies born at 24+0 weeks gestational age or greater in 2013 (excluding terminations of pregnancy). The extended perinatal mortality rate was 6.0 per 1,000 total births, comprising 4.2 stillbirths per 1,000 total births and 1.8 neonatal deaths per 1,000 live births.*

· Even after accounting for variation due to the number of births and adjustment for case-mix differences significant variation in rates of extended perinatal mortality across the UK persists. Amongst organisations responsible for commissioning care, stabilised & adjusted rates varied from 5.4 to 7.1 per 1,000 total births.*


· The CCG’S representing the women delivering at Liverpool Womens Hospital all have outcomes for stillbirth neonatal death and extended perinatal death that are up to 10% below the national average


		Organisation

		Total Births

		Mortality rate per 1000births



		

		

		Stillbirth

		Neonatal death

		Extended perinatal mortality



		

		

		Crude rate

		Stabilised and Adjusted


(95% CI)

		Crude Rate

		Stabilised and Adjusted


(95% CI)

		Crude rate

		Stabilised and Adjusted


(95% CI)



		Liverpool

		5738

		3.83

		4.15


(3.55 – 4.82)

		1.92

		1.83


(1.33 – 2.55)

		5.75

		5.98


(5.01-7.10)



		Knowley

		1825

		2.74

		4.15


(3.48-4.81)

		2.20

		1.84


(1.09 – 2.49)

		4.93

		5.88


(4.80-7.09)



		South Sefton

		1784

		2.80

		4.14


(3.48-4.87)

		1.69

		1.83


(1.26 – 2.64)

		4.48

		5.85


(4.76-7.25)





The main findings of the report are represented as maps showing both the crude and the stabilised & adjusted mortality data for stillbirths, neonatal deaths and extended perinatal deaths (stillbirth and neonatal deaths combined). [image: image8.png]C
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 The size of each circle on the map broadly represents the size of population covered by the particular CCG and the colour represents the comparison to the appropriate UK average rate. Aspirational rates have also been included based on estimated equivalent rates in the Nordic countries (Norway, Sweden, Denmark, Finland, and Iceland): 3.0 stillbirths per 1,000 births; 1.3 neonatal deaths per 1,000 live births; 4.3 extended perinatal deaths per 1,000 births:

· Dark green: ( - lower than the ‘aspirational’ target


· Light green: ( - more than 10% lower than the UK average


		•

		Yellow:

		· - up to 10% lower than the UK average



		•

		Amber:

		· - up to 10% higher than the UK average



		•

		Red:

		· - more than 10% higher than the UK average
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3. Conclusion


No current indication to alter practice 


4. Recommendation/s


When Trust specific data is available this will be presented to the Executive Board with an action plan for continued improvement. The recommendations from the current report with regard to continued improvement in data collection will be discussed at divisional clinical meetings. 
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1. Introduction


In May 2015 the Board of Directors approved the Trust’s Operational Plan for 2015/16 which includes a set of corporate objectives for 2015/16.

The Board subsequently agreed to review the Trust’s corporate objectives to ensure they incorporated stretch and ambition in the context of the Trust’s strategic future.  This was done at a Board ‘time out’ session in June 2015.


2. Corporate Objectives 2015/16 

The revised Corporate Objectives are below for the Board’s review:
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3. Implementation and monitoring


Once agreed, the Corporate Objectives will form the basis of the work plans of the Board’s Committees and the personal objectives of the Executive Team.  Progress against them will be reported via a mid-year report to the Board in respect of the Operational Plan.

4. Recommendation


The Board of Directors is asked to approve the Trust’s Corporate Objectives for 2015/16.
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Corporate Objectives 2015/16


			IN 2015/16 THE TRUST WILL ….





			 THE TRUST WILL DO THIS BY ….








			Extend the range of places and types of services provided by the Trust by 


· delivering more services in the community, where people live  


· continuing  to be a centre of excellence for those requiring more complex care 



· identifying  new markets and growing existing services locally and further afield



· creating effective partnerships including with other NHS Trusts locally and nationally to make more efficient use of resources and smooth pathways of care 


· increase the number,  and make easier the ways, of accessing the Trust’s  services and care eg by the use of technology 



· developing the Liverpool Women’s profile, brand and reputation beyond the geographical boundaries of Liverpool





			· Identifying services that would lend themselves to be provided closer to home for patients benefit as part of the Trust’s future strategy 


· Developing a business partnership working with Alder Hey to develop a “family offer” in the community and making a joint managerial appointment in order to develop it 


· Maintaining its position as the commissioned provider of a range of complex care provision


· Working closely with others as a co-partner in order to develop community services 


· Developing stronger links with GPs and the GP Federation as part of the neighbourhood model



· Redesigning the Community Midwifery Service and ensure that the model is transportable to other markets



· Actively marketing our private maternity service



· Identifying services that could be provided more effectively over a number of organisations



· Identifying improvements to services and the partnerships required to make those changes



· Developing its Charity identity and agree a targeted fundraising objective 


· Identifying third sector organisations that would provide mutual benefits to patients /users/customers/clients



· Developing IT applications to give greater access to services


· Actively targeting social, print and television media outside of Liverpool to promote Trust profile and brand









			Work to deliver the best quality outcomes locally & nationally for women, babies & their families by



· Achieving ‘Outstanding’ regulatory confidence & compliance 



· Using the Trust’s expertise in the wider market by implementing flexible business models such as Liverpool Women’s @ and networked models of care 


· Striving for zero avoidable harms



· Providing ‘best in class’ patient experience  





			· Delivering the objectives of the risk management strategy



· Reviewing and implementing corporate governance structure to ensure that the staffing model supports the delivery of regulatory compliance and safe services



· Developing and embedding a regulatory framework across LWH 



· Delivering compliance against all recommendations from the CQC Inspection February 2015



· Reducing avoidable harm by 50% in 3 years



· Having no non-cancer related gynaecological deaths



· Being better than the national average for risk adjusted neonatal mortality and stillbirths



· Developing our patient engagement strategy which will include a number of metrics


· Achieving a minimum of 75% of patients who would recommend the Trust in family and friends



· Demonstrating results in the upper quartile in the Trust’s patient satisfaction surveys 



· Achieving excellence in PLACE assessments in 2015



· Building relationships and formal partnerships with other local providers of similar services over and above the current networks.



· Applying under the “Forward View into Action” to be a part of the New Care Models programme



· Gaining the support from both the commissioners, Maternity and Neonatal networks to advance new models of care.









			Actively raise its profile and be a champion for women’s health nationally & internationally through


· Research 


· Innovation 


· Influence 





			· Deliver a range of bespoke training packages to encourage staff to develop enhanced skills and achieve their full potential 


· Maximising funding opportunities to provide internationally recognised research evidence that will influence improvements in healthcare



· Building strong alliances with colleagues outside the Trust to make women and children’s research a strong focus for continued investment by the healthcare industry



· Undertaking foresight activities with local collaborators and external stakeholders to prepare for future research delivery



· Holding an innovation summit, to identify innovation opportunities and the partnerships required to realise them



· Identifying innovation opportunities and the partnerships required to take them









			Attract, develop and retain the best people who are bold, caring and ambitious for services and for patients by being a great place to work   





			· Improving the Health & Wellbeing of the workforce by moving to upper quartile performance for % sickness absence and stress related absence incrementally between 2015-2018 as measured by the Annual Staff Survey 


· Improving the organisation’s climate and increasing the overall staff engagement score (as measured by Annual Staff Survey & the Staff Friends & Family Test) to upper quartile for acute specialist Trusts (from 3.74 to 3.9) incrementally between 2015-2018



· Ensuring consistently safe staffing levels through bi-annual staffing reviewing and compliance with stated staffing fill rates 



· Further embedding the organisation’s values and behaviours by strengthening its Value Based Recruitment process & performance assessment & development processes linked to values & behaviours



· Building the Trust’s  people’s capability and appetite for improvement, innovation & entrepreneurism through our leadership development interventions 



· Expanding the Trust’s reach into its communities through extending its work experience, work training and guaranteed interview schemes



· Growing the Trust’s voluntary workforce and giving of our people the opportunity to volunteer in the communities in which they work and live 









			Create medium term financial and clinical viability to underpin our long term financial plan and Future Generations Strategy  





			· Undertaking a listening exercise with patients, public, stakeholders and local communities to obtain views on the future strategic direction of services 


· Delivering the agreed operational plan for 15/16


· Completing a review of the current services against best practice guidance and redesign service models to meet best practice standards


· Identifying efficiencies and service developments to ensure long term financial viability











June, 2015
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1. Purpose


This paper asks the Board to discuss and agree a risk appetite statement setting out the Liverpool Women’s NHS Foundation Trust (LWH) tolerance levels for risk in relation to the five key strategic aims within the business. 

2. Risk Appetite Definition


Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is willing to take on in pursuit of value. Or, in other words, the total impact of risk an organisation is prepared to accept in the pursuit of its strategic aims. Risk appetite therefore goes to the heart of how an organisation does business and how it wishes to be perceived by key stakeholders including employees, regulators, rating agencies and the public. 

The amount of risk an organisation is willing to accept can vary from one organisation to another depending upon circumstances unique to each. Factors such as the external environment, people, business systems and policies will all influence an organisation’s risk appetite. 

3. Background

The Risk Management Strategy determines that on an annual basis the Trust will publish its risk appetite statement as a separate document. The statement defines the board’s appetite for each risk identified to the achievement of strategic aim for the financial year in question.


The LWH Risk Management Strategy describes the process as follows: 


“The risk appetite of the Trust is the decision on the appropriate exposure to risk it will accept in order to deliver its strategy over a given time frame. In practice, an organisation’s risk appetite should address several dimensions:


· The nature of the risks to be assumed.


· The amount of risk to be taken on.


· The desired balance of risk versus reward.


On an annual basis the Trust will publish its risk appetite statement as a separate document. The statement will define the board’s appetite for each risk identified to the achievement of strategic aim for the financial year in question.


Risks throughout the organisation should be managed within the Trust’s risk appetite, or where this is exceeded, action taken to reduce the risk. 


The Trust’s risk appetite statement will be communicated to relevant staff involved in the management of risk”

4. Risk Appetite Levels


The following risk appetite levels, developed by the Good Governance Institute (GGI), have been included, for information, as they form the background to discussion in relation to appetite.


		            Appetite Level





		

		Described as:



		None.

		Avoid the avoidance of risk and uncertainty is a Key Organisational objective.



		Low

		Minimal the preference for ultra-safe delivery options that have a low degree of inherent risk and only for limited reward potential.



		Moderate

		Cautious the preference for safe delivery options that have a low degree of inherent risk and may only have limited potential for reward.



		High 

		Open and being willing to consider all potential delivery options and choose while also providing an acceptable level of reward (and VfM).



		Significant

		Seek and to be eager to be innovative and to choose options offering potentially higher business rewards (despite greater inherent risk. Or also described as Mature being confident in setting high levels of risk appetite because controls, forward scanning and responsiveness systems are robust.





Appetite Statement


The Boards of NHS Trusts are accountable for ensuring the quality and safety of the services they provide to patients. In the LWH role of setting clear expectations on quality through our strategic aims we have a low appetite for risk and are taking steps to reinforce our own capacity in order to provide the support necessary to minimise risk to a tolerable level.  Our Board Assurance Framework and risk registers will continue to reflect material risks that may prevent Liverpool Women’s Hospital fulfil its role in delivering clinical services which meet the standards of the Chief Inspector of Hospitals and the expectation of our stakeholders and patients.


This statement is aligned to the strategic aims of the Trust, it is subject to annual review and should be seen and used to guide all personnel in the tolerability limit of risk that Liverpool Women’s Hospital is prepared to take in achieving its strategic aims.

5. Safety


Above all other requirements the safety of patients, staff, contractors and visitors to the Trust is paramount. In general terms the Trust consider that any appetite level for safety must be moderate, however from time to time due to specific clinical conditions or treatments it is necessary to expose patients to moderate, or high risk in order to provide the best possible outcome for their health. In these cases detailed risk assessments and procedures are to be followed and monitored through governance arrangements.


6. Finance

Liverpool Women’s NHS Foundation Trust has a moderate appetite to financial risk in respect of meeting its own statutory duties of maintaining expenditure within the allocated resource limits and adherence to departmental and internal expenditure and financial controls, including the demonstration of value for money in spending decisions.


However, in recognition of the financial environment in which NHS Trusts are operating and conditional upon their maintaining delivery of quality services and compliance with regulatory requirements, our risk appetite will increase in that we are willing to consider all potential delivery options for the Liverpool Women’s Hospital to that ensure the delivery of sustainable, high quality services.


Liverpool Women’s NHS Foundation Trust is prepared to support investments for return and minimise the possibility of financial loss by managing associated risks to a tolerable level. Value and benefits will be considered and resources allocated in order to capitalise on opportunities.


7. Human Resources

Liverpool Women’s NHS Foundation Trust operates in a complex environment that recognises very challenging conditions requiring a committed, engaged and competent work force. However, the continued delivery of high quality healthcare services with LWH working towards service sustainability requires some moderate risk to be accepted where this results in better healthcare services for patients. 

8. Patient Experience


A crucial element of the success in the delivery of quality services is the engagement and feedback of our patients. Liverpool Women’s NHS Foundation Trust has a low risk appetite for risk in this area. Risks associated with, or seen as potentially disrupting the patient experience are actively encouraged to be reported and controlled quickly

9. Research

Liverpool Women’s NHS Foundation Trust has a significant risk appetite for innovation and creativity brought about by clinical research, to this end the Trust encourages a forward clinical audit plan that strives to bring about quality improvements that increase the quality of the Trust service provision.

10. Recommendation


The Board of Directors is asked to review and approve this Risk Appetite Statement.
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1. Introduction and summary

This paper provides an update on the Future Generations Strategy and the achievement of planned milestones since the report to the April 2015 Board meeting.


2. Issues for consideration


2.1 Internal Peer Review
Following a process of internal peer review, the work that clinical teams had previously completed on quality standards and service co-dependencies has been revisited in order to refine the work further.

In particular, the clinical teams have reviewed the co-dependencies for their services to provide a greater level of detail. Definitions of ‘levels of co-dependency’ have been refined to include a greater range of time frames and, for those services required urgently, these have been divided into ‘at the patient’s side’ and ‘virtual’ responses.


There is a small amount of further work still to be completed on the clinical standards and this will be finished very shortly.


Arrangements for external peer review require further discussion with the Clinical Senate and commissioners and have yet to be agreed; further discussions with Liverpool Clinical Commissioning Group (CCG) are required to move this on.

2.2 Service Design Workshops
Service design workshops have taken place for the following services:


· neonatology;

· maternity;

· gynaecology;

· theatres and anaesthetics; and

· clinical support services.


A standardised approach was used in the vision and design process and was supported by the organisational development team. The methodology was broadly based on “appreciative inquiry” which facilitates building on what is good and what works, rather than what is a problem or not working well.


The content of the workshops included:


· Opening presentations from the Clinical Director (or Lead Service Managers in the case of Clinical Support Services). 

· ‘Hopes and Fears‘ exercise – for individuals and for the service.


· ‘What we are proud of / what to preserve for the future’ exercise – so that we can recognise and retain the best aspects of our service in any future model of care.

· Creating a vision for the service.


· Identifying the big changes required to deliver the vision.


The main design themes that emerged from the workshops were as follows:


· Partnership working / collaborative working – to create greater resilience in clinical services and to improve / integrate patient pathways.


· Care closer to home - shifts of care into the community / into the home.


· Use of new technologies – to provide clinical services e.g. near patient testing, to create efficiency e.g. virtual pre-operative assessment, and to improve patient experience and engagement e.g. patient portal.

· Focus on staff – new roles, extended skills, training and development.



The workshops provided an excellent opportunity to engage with a broad range of staff, patients, commissioners, provider partners and third sector organisations. 


Further communications and engagement work is required in order to test out the outputs from the workshop, create more detailed plans for implementation and build commitment to the changes required. 


If approved, some changes can be worked on or implemented immediately; other changes will rely on more formal business case processes, negotiation with commissioners and other partners, and possibly public consultation.

The outputs from the workshops were shared with Future Generations Board on 19 June 2015 and next steps agreed. 


The priority over the summer period will be to scope, as a minimum, the workforce, estate and information technology / equipment requirements of the changes; this will support the preparation of the outline business case.


2.3 Future Generations Infrastructure
Working groups for specific clinical work streams are being established following the Future Generations Board meeting on 19 June 2015.


The details of the big changes have been shared with the Workforce Sub-group which will be supporting the clinical teams to develop more detailed plans. The Workforce Sub-group will also provide support to the ongoing staff engagement.

The Patient Reference Group met for the first time on 18 June. Draft terms of reference will be agreed and shared with the Future Generations Board at its July 2015 meeting.


The Communications and Engagement sub-group continues to meet on a regular basis to oversee the delivery of the Communications and Engagement Plan. 


2.4 Financial Modelling 
As a consequence of the application for distressed funding the Trust is required to produce a business case by the end of November 2015 that demonstrates financial viability moving forward. Given the significant deficit in 2015/16 this will be a significant challenge however the financial modelling will take place over the summer and early autumn.


2.5 Communications and Engagement 

The Trust held its first public engagement event on 29 May 2015.  The event was attended by approximately 80 individuals representing a range of groups and networks.  Representatives from the ‘Save Liverpool Women’s campaign’ also were invited and participated in a café style conversation, facilitated by the Vice Chair, and centred on the four key questions which are the focus of the first phase of engagement.   Feedback to date has been positive and the Trust plans further events of this kind.


A calendar of events for the summer has been populated with the Trust having a presence at a wide range of events, community and retail venues across Cheshire and Merseyside.  Staff have been invited to engage in this process and response to date has been positive.   The Race for Life in Aintree in June 2015 was the first event scheduled. 


Comment cards are now being returned with a good response to date and feedback on their relevance and ease with which they can be understood and completed positive.


The website will soon provide the ability for people to submit their views on-line. 


Work continues with internal engagement of the workforce, with sessions planned for the summer months.


University support has been sought to provide independent analysis of the information gathered through the initial engagement phase, which will then enable a more targeted second engagement phase focused on the areas of concern and hopes identified through the initial phase of engagement.

3. Milestones

The Future Generations milestones have been revised to align with the deadline to produce an outline business case by November 2015. 

The key milestones are as follows:

· July – August - clinical teams to do further work on big changes including service models, workforce, estates, information technology / equipment requirements, financial implications.

· September – October – working on Future Generations Clinical Strategy.

· October – November – working on Outline Business Case.

· 6 November – Board of Directors’ meeting in public – receive Future Generations Clinical Strategy for approval.

· 4 December – Board of Directors’ meeting in public - receive Outline Business Case for approval.
Staff and public engagement throughout


4. Recommendation

It is recommended that the Board receive and note the Future Generations Strategy update.
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1
Introduction and Summary

The results presented here are from the Care Quality Commission’s National Inpatient Survey 2014. The survey is based on a sample of consecutively discharged patients who attended the Trust in June, July or August 2014. The survey was undertaken by a postal questionnaire, sent to patients’ home addresses. 

Patients were sent a questionnaire, a covering letter from the Trust's Chief Executive, a multiple language sheet offering help with the survey, and a freepost envelope. Patients wishing to complete the survey filled it in and returned it in the freepost envelope. Non-responders were sent a reminder card after 2-3 weeks and another questionnaire after a further 2-3 weeks.

2
Key Themes 


839 patients were eligible for the survey, of which 418 returned a completed questionnaire, giving a response rate of 50% (the national average was 45%). This represents a slight decrease in response for the Trust from the 2013 survey when the response rate was 54%.


The survey asks patients 68 questions. The 68 questions are grouped into 8 sections, mirroring the patient journey. The following chart shows the overall Trust score in each section compared to the average score for all other Trusts and compared to its own results from the previous year. 


		 

		Liverpool Women’s vs All Other Trusts

		Liverpool Women’s vs our 2013 results



		Admission to Hospital

		↑ 9%

		↑ 3%



		The Hospital & Ward

		↑ 6%

		=



		Doctors

		↑ 14%

		↑ 3%



		Nurses

		↑ 9%

		↑ 1%



		Care & Treatment

		↑ 9%

		↑ 1%



		Operations & Procedures

		↑ 5%

		↓ 1%



		Leaving Hospital

		↑ 9%

		=



		Overall Experience

		↑ 6%

		↑ 4%





Overall, Liverpool Women’s was the top performer in Merseyside and the second highest performing Trust in the country. The only Trust receiving better feedback from its inpatients was the Royal Marsden NHS Foundation Trust. 

When the CQC looked at how inpatients scored the level of “Safe, High Quality, Co-Ordinated Care” they received, Liverpool Women’s was the best performing Trust in the whole of the country.

3
Conclusions

· The Trust’s inpatients scored the Trust as significantly better than the average of all other Trust in every one of the 8 categories, from admission to discharge,

· The Trust was rated as the 2nd best provider for inpatients in the whole of the country and should celebrate and share this excellent feedback,

· Feedback from our inpatients highlighted that we could make changes to aspects of our discharge procedures that would improve our offering to inpatients even further. An action plan that specifically addresses discharge has been drawn up and the implementation of these actions is being monitored through the Patient Experience Senate.

4
Recommendations

· The Board of Directors are asked to note the report and the excellent results achieved by the Trust,

· The Board of Directors are asked to support the work of the Patient Experience Senate in ensuring the discharge process is improved even further.

S:\PA\Board of Directors PUBLIC\2015 2016\July 2015\07 July 2015 - Inpatient Survey Report to board 2715.doc

[image: image1.jpg]

Page 1 of 4



[image: image2.png]C
~—
Liverpool Women’s?}S

NHS Foundation Trust





_1496739574.doc
[image: image1.jpg]





		Agenda item no:

		15/16/135





		Meeting:

		Board of Directors





		Date:

		3 July 2015





		Title:

		Register of Sealing’s





		Report to be considered in public or private?

		Public 





		Where else has this report been considered and when?

		N/A





		Reference/s:

		Corporate Governance Manual





		Resource impact:

		-





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		(





		Which Board Assurance Framework risk/s does this report relate to?

		-





		Which CQC fundamental standard/s does this report relate to?

		-





		What action is required at this meeting?

		To receive and note the report.





		Presented by:

		Andy Chittenden, Interim Trust Secretary





		Prepared by:

		Julie McMorran, Trust Secretary





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		



		To be ambitious and efficient and make best use of available resources

		(
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1. Introduction

The Trust’s Corporate Governance Manual, as approved by the Board of Directors, states that a report of all sealings shall be made to the Board on an annual basis.  This is the annual report of sealings.


2.  Register


In the period April 2014 to March 2015, three entries were made in the Register.  Details are given below:


		Liverpool Women’s NHS Foundation Trust


Register of Sealings


April 2014 – March 2015






		Entry Number

		Details

		Date of Sealing



		166

		Joint venture contract with King’s College Hospital NHS Foundation Trust

		17 November 2014



		167

		Lease in respect of Building 4, The Pavilions, Knutsford

		9 December 2014



		168

		Hosting agreement between Liverpool Women’s NHS Foundation Trust and Merseytravel relating to electric vehicle charging posts

		16 January 2015





3. Recommendation

The Board of Directors is requested to note entries in the Trust’s Register of Sealing for the period April 2014 – March 2015.
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		(
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		Operational plan
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1. Introduction and summary

In June 2014 the Trust commissioned an independent review of its governance arrangements from Deloitte LLP, based on the Well Led Framework for Governance Reviews published by Monitor earlier in the year.  The review was conducted by Deloitte in the latter part of 2014.  The review report was received by the Board of Directors at its meeting in February 2015 together with an action plan in response.  Progress against the action plan was reported to the Board in May 2015.

This report provides a further update in respect of the impact of the report and progress against planned actions.

2. Governance review report

Deloitte’s report of its governance review was received by the Board of Directors in February 2015.  It made forty six recommendations.  An action plan in response to these recommendations was prepared by the Executive Team and presented to the Board at the same time as the report.  The Board of Directors receive the report and approved the action plan subject to the addition of Board Committees being aligned to each action point, which was done.

3. Action plan

An updated action plan is below.  It gives the status of progress against the actions agreed in respect of each recommendation made in the governance report, as at late June 2015.



[image: image1.emf]Well-led Framework  Governance Review Action Plan Update June 2015.doc




4. Follow-up review


The Deloitte report was made available to Monitor who took it into account when deciding to close its investigation into whether or not the Trust had breached its licence (investigation opened in July 2014.)  In closing its investigation, Monitor stressed the importance of the Trust commissioning a follow-up review in six months.  This follow-up review has been commissioned from Deloitte and their work has begun.  It is expected to report in the autumn of 2015.

5. Conclusion


Good progress is being made in respect of the actions agreed following the governance review.

6. Recommendation/s


The Board of Directors is asked to:


a. Receive this report and confirm the progress made to date;

b. Request its assurance Committees to monitor ongoing progress;

c. Request a further report in respect of progress against actions in October 2015.
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Deloitte ‘Well-led Framework Governance Review’ – Responsive action plan, update June 2015


Introduction



The Trust is in receipt of the report of this review.  The report includes 46 recommendations under the headings shown below:



1. Strategy & Planning



2. Capacity & Culture



3. Process & Structure



4. Measurement



 It is likely that the issues raised in the report will be examined by the CQC assessment team and it will be to the Trust’s advantage to be in a position to demonstrate commencement and progress with a responsive action plan.  Whilst finalisation of the report might change some of the wording and narrative, it is reasonable to expect the themes and issues covered by the recommendations to remain.  Hence the Trust can use the time available in the finalisation period to formulate and progress its action plan in respect of the review and its recommendations.



To facilitate this, the recommendations are set out in the following action tables under the 4 headings included in the report. These when populated will describe the 


· Executive Sponsor


· Responsible assurance committee


· Recommendation description



· Responsible lead for action



· Expected date for formulation of the associated action



· Action description



· Target date for completion of the formulated action.


			Red actions have not yet started


			Amber actions are actively in progress


			Green actions have been completed








1 Strategy & Planning



Table 1 Strategy & Planning Actions



			Executive Sponsor


			Recommendation


			Executive /Lead Officer


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Evidence





			Chief Executive






			RI: Ensure that clinicians are engaged at all stages of the strategic design cycle, including responsibility for implementation, monitoring and assurance. Evaluate the role of the new Clinical Strategic Lead in 6 months to ensure that this role is fully effective.. 


			Director of Finance


			FPBD


			The Trust has held three clinical engagement events during 2014/15 which were well attended by clinicians.



A Future Generations Project Board has been established with significant clinical engagement.  This Board will take forward design implementation, monitoring and assurance of the project.  It reports regularly to the Board of Directors.


A Clinical Council has been established to peer review the work undertaken as part of the Future Generations Project.



A series of transformation events has been held for all services involving a wide range of clinicians and external stakeholders attending.



Regular briefings have taken place at professional meetings including Medical Staff Committee.


A review will be undertaken in respect of the role of the clinical strategic lead post-agreement of the business case, to ensure the role is effective.


			


			30/11/15


			Engagement events held in May & September 2014 and January 2015


Clinical Council meeting in April 2015



Outputs from transformation events presented to Future Generations Board in June 2014



Agenda and minutes of Future Generations Board





			


			R2: Develop an Assurance and Escalation Framework which describes all aspects of the strategic development, implementation and monitoring cycle.


			Director of Finance






			FPBD


			The Trust is currently at the strategic development stage of the strategy cycle.



The initial business case was supported by PwC and followed Monitor guidance for strategy development.



The Project Director has established a programme management office and a detailed process and project plan for the development of the strategy.



A further business case will be produced by December 2015 which will incorporate the aspects of strategy development outlined in the Monitor guidance.


			


			30/11/15


			Business case approved by the Board of Directors in November 2015



Agenda, minutes, risk log and project plans of Future Generations Board









			


			R3: Develop an implementation plan which describes the overall (SMART) targets in relation to key goals and how these will be  achieved incrementally (through the annual planning process) over the life-span of the [Quality] Strategy


			Medical Director


			GACA


			Development of implementation plan.  Compliance to be monitored via the Governance and Clinical Assurance Committee and reported to Board of Directors.


			


			22/1/15


			Quality Strategy approved by Board February, 2015.  Aligned to  Sign up to Safety improvement plan



Board and GACA agenda and minutes.





			


			R4: The Quality Strategy would benefit from the inclusion of more  goals which aim to underpin governance such as incident reporting improvement rates


			Medical Director


			GACA


			Revise Quality Strategy document and include targets for increased incident reporting. Devise ‘Sign up to Safety’ plan to include increased incident reporting of safety incidents


			


			22/1/15


			Quality Strategy approved by Board February, 2015.  Aligned to  Sign up to Safety improvement plan



Board and GACA agenda and minutes





			


			R5: Ensure there is clarity on the reasons for underperformance in  quality goals and that these are closely monitored at CGC and, in  turn, escalated by exception for the attention of GACA and the Board


			Medical Director


			GACA


			Produce a formal performance framework which clearly articulates the responsibilities of individuals and Committees and how performance will be managed.


			


			31/7/15


			Framework approved by Board of Directors (minutes)





			


			R6: Ensure that a series of professional standards are developed for wards and departments (which are devised to ensure maximum proliferation of quality goals). Use these standards as a mechanism to benchmark between services


			Director of Nursing & Midwifery


			GACA


			Nursing and Midwifery Board will agree defined standards and processes to drive the quality strategy goals across all wards and departments.     






			


			30/6/15


			Quality standards developed through the Nursing and Midwifery Indicators and presented to the Nursing & Midwifery Board in June 2015NMB agenda and minutes 





			


			R7: Ensure that there is detailed awareness of local targets and performance in relation to quality goals so that wards can better own their data.


			Associate Director of Operations


			GACA


			Ward level dashboard with information on quality performance will be developed.


The current dashboard has been allocated to ward level and all metrics reconciled from ward to board. Draft dash boards developed for different levels of the organisation. Review of process and dashboards in process with NED’s



Progress report reviewed at FPBD on the 28/04/15 and scheduled for CAGA on the 29/05/15. Month 1 reporting in 2015/16 is planned to be in new report.format for each committee.


The final phase of this action is to roll out the ward dash boards this will be completed by the end of the first week of July 2015.






			


			31/7/15


			Ward level dashboard





			Chief Executive


			R8: Undertake some Board development around risk appetite to support the development of a coherent statement on risk appetite to underpin the Trust's annual governance statement.


			Trust Secretary


			Board


			Agree risk appetite statement.


			


			3/5/15


			Statement agreed



Board report and minutes





			


			R9: Develop risk and assurance based front sheets for use on all reports and papers being presented to the Board and all key committees and sub-committees. Ensure that these are used to support effective escalation.


			Trust Secretary


			Board 


			Revise and adopt new front sheet.


			


			1/4/15


			Revised front sheet





			


			R10: Consider introducing a Serious Incident and Claims Panel Review Process to support the levels of assurance on investigation, action and learning given to the Board.


			Director of Nursing & Midwifery


			GACA


			Serious Incident and Claims Panel Review process to be introduced.


			


			30/6/15






			Incident Reporting Policy





			


			R11: Ensure that meeting agendas are prioritised in line with levels of risk being escalated; this should be done in-line with the use of revised front-sheets.


			Trust Secretary/ Committee Chairs


			Board


			Risk-based agenda prepared and new front-sheets utilised.


			


			1/4/15


			Committee agenda and minutes





			


			R12: Ensure that the comprehensive review of risk management processes (currently underway) incorporates  work on culture, reporting, escalation, investigation (including RCA), the quality of decision making following escalation and the extent to which risk management processes are included in the ongoing forward audit cycle


			Director of Nursing & Midwifery


			GACA


			Review of Risk management using HM Treasury Risk Management Assessment tool (includes People and Culture) and ensure these elements are reflected in Risk Management Strategy.


			


			31/1/15


			Risk Maturity Assessment



Risk Management Strategy


Board minute, December 2014





			


			R13: Ensure that the Trust develops an IT strategy which facilitates good governance. This should include increased access to hardware as well as increased access to performance information for all staff.





			Director of Finance


			FPBD


			The Trust has an IM&T strategy which includes



· The development of performance information 



· Access to appropriate technology



The IM&T strategy includes timescales for the delivery of the above


			


			31/3/16


			Report to FPBD; Committee minutes





			


			R14: Ensure full and ongoing analysis of [CIP] schemes and ask; did the scheme achieve its objectives (positive impact)? Did the scheme have an adverse impact on quality? Did the scheme unduly affect the working lives of staff: and did the scheme elevate other risks?


			Director of Finance 


			FPBD


			Post evaluation process to be adopted and reported to FPBD


			


			30/4/15


			Report to FPBD; Committee minutes








2 Capability & Culture


Table 2 Capability & Culture Actions



			Executive Sponsor


			Recommendation


			Executive /Lead Officer


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Evidence





			Chief Executive






			R15: Ensure ongoing development, support and mentoring for Executives who are new in post.


			Director of Human Resources


			R&NC


			Written induction programme to be put in place.


			


			31/3/15


			Induction programme developed





			


			R16: Ensure that roles (goals and objectives) in relation to quality and quality governance are clearly owned and more proportionately distributed between the MD and the DoNM (or an additional Executive). This will involve some role redesign and the development of new portfolio objectives which are in line with strategic objectives for quality.


			CEO


			R&NC


			Document defining roles and responsibilities of Medical Director and Director of Nursing & Midwifery to be prepared.


This will be done following recruitment of a new Medical Director in the latter part of 2015.


			


			31/3/16





			Report to Board R&NC





			


			R17: Undertake an interim appraisal of the Chair in 6 months into tenure to establish if there are any areas in which the Chair may require support.


			SID/Trust Secretary


			CoG RC


			Chair took up post in September 2014.  Appraisal to be undertaken April 2015, to include 360.


			


			30/4/15


			Appraisal report





			


			R18: Ensure that NEDs are supported to undertake an ongoing programme of internal service visits as well as some more ambassadorial visits with external stakeholders.


			Trust Secretary / Chairman


			CoG RC


			Programme to be prepared for 2015/16.


			


			31/7/15


			Programme in place





			


			R19: Undertake a full re-review against the Well-led Framework in 6 months and as part of this ensure individual Board member feedback as well as a review of the effectiveness of the CEO and Chair relationship. Also, to support Board development ensures that the Board spends more informal time together where possible.


			Trust Secretary


			Board


			Review against original self-assessment and progress against action plan.  Planned to commence in July 2015.


The Board will undertake the self-assessment on a six monthly basis during 15/16.



Annual Board work programme to include appropriate development time.






			


			31/7/15


			Updated self-assessment; annual work programme





			


			R20: In light of the significant strategic challenges currently facing the Trust consider the recruitment of a NED with a strategic integration and acquisition focus.


			Chair/Trust Secretary 


			CoG NC


			Council of Governors’ Nomination Committee and Board of Directors to consider further recruitment to NED role/s


			


			30/6/15


			Agenda, reports and minutes of CoG Nomination Committee and Board





			Chief Executive






			R21: Confirm and clearly define deputising arrangements in key Executive and leadership roles. The Trust must ensure it retains full business continuity during periods of operational pressure, sickness and absence.


			CEO


			R&NC


			Succession planning session by Executive Team.  Discussion at Board Remuneration & Nomination Committee.


			


			30/06/15


			Report of succession planning session; minutes of R&NC; updated Corporate Governance Manual





			


			R22: Consider using an assurance based 'report card' format to supplement information being escalated from committees. This will help to support the escalation and risk identification processes.


			Trust Secretary / Director of Nursing & Midwifery 


			Board


			Chair’s report introduced to support risk escalation and identification process.


			


			30/1/15


			Committee Chairs’ reports





			


			R23: Develop ward information and ensure that wards own their own performance (enabling them to clearly link their own achievements to Trust-wide performance). Ensure key qualitative measures are included on patient experience, audit and outcomes.


			Associate Director of 



Operations.


			GACA


			See R7.


			


			31/7/15


			Ward level dashboard





			


			R24: Address cultural issues in services and hold all services to account to an agreed set of governance standards (culture, reporting, audit and risk).





			Director of Workforce & Marketing


			PPF/GACA


			Ensure existing Trust wide performance systems are in place in all areas and meet organisational standards.


			


			30/1/15


			





			


			R25: Ensure that the Corporate Risk Committee is pivotal in influencing Board decision making following the escalation of the risks which can no longer be tolerated within services.


			Director of Nursing & Midwifery


			GACA


			Revised Risk Management Strategy and defined role of CRC in escalation / de-escalation of risk and holding to account of services. 


			


			22/1/15


			Risk Management Strategy 





			


			R26: Seek feedback from Governors who are leaving.


			Trust Secretary


			GACA


			Exit interviews will be offered.


			


			31/1/15


			Exit interview documentation





			


			R27: Ensure that information given to the CoG clearly focuses on the risk association of topics and agenda items and clearly escalates (on a priority basis) the key issues for consideration.


			Trust Secretary


			CoG


			CoG agenda prepared based on Trust risks and Governor duties.


			


			22/1/15


			CoG agenda and minutes





			


			R28: Provide information to Governors in a timely manner to allow preparation for meetings.


			Trust Secretary


			CoG


			Reports will be provided 14 days in advance where possible.  Some reports will be made available closer to the date of the CoG meeting to ensure Governors receive the most up-to-date information as considered by the Board.


			


			22/1/15


			Agreement to provide reports 14 days before meetings





			


			R29: Ensure that key stakeholder activities are mapped on a priority basis and where possible ensure that NEDs are engaged in key external strategic forums.


			CEO/Trust Secretary


			Board


			Stakeholder map and planned activities to be prepared.


			


			31/5/15


			Stakeholder map and activity plan (Future Generations)





			Chief Executive


			R30: Improve the extent of shared learning throughout the  Trust, making better use of (for example) the S: drive and automated reports in Ulysses


			Director of Workforce & Marketing


			PPF


			Learning messages to be identified at key Committees/group and included in staff newsletter Staff Track.


			


			31/7/15


			Staff Track, Committee/ group minutes





			


			 R31: Ensure that ward and service meetings have guided agendas which include for example; performance, shared learning, complaints, audit activity and incidents. Ensure that all staff are able to access meetings (alternating meeting times to incorporate night staff etc.) and that minutes are captured and shared


			Associate Director of Operations


			PPF


			Reporting structure to subcommittees have been constructed and are currently being tested, this includes agenda’s and TOR. Next phase is rolling down to ward level.



Further discussions and agreement is required from CAGA and clinical teams  to proceed to new reporting structure, scheduled for September 2015`.





			


			30/9/15


			Operational Board agenda item February 2015; minutes of meeting








3 
Processes & Structure



Table 3 Processes & Structure Actions



			Executive Sponsor


			Recommendation


			Executive /Lead Officer


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Evidence





			Chief Executive


			R32: Ensure clarity of decision making and promote a clear ethos of action orientation in key meetings. This could be through the introduction of assurance based action plans that will support decision making, the tracking of progress, holding management to account and the monitoring of the embeddedness of key actions.


			Trust Secretary (Board level)



Director of Nursing & Midwifery (sub Board level)


			GACA


			Governance review to be undertaken in 2015/16 to include committee structure, terms of reference and how risks are monitored and escalated.






			


			30/9/15


			Revised governance arrangements





			


			R33: Ensure that key risks are surfaced effectively from Committees through improved focus of discussions and also through more functional improvements such as revised front-sheets. This will ensure that there is (in addition to links to corporate objectives) a clear analysis of the risk association of the paper. In addition to this an indicator of the levels of assurance against strategic objectives would be useful.


			Trust Secretary / Committee Chairs


			Board


			Refer to R22.


			


			30/1/15


			Committee Chair reports 





			


			R34: The Corporate Risk Committee must become more effective in its operational role in risk management in support of the CGC and the Board. This Committee must help to ensure that the Trust develops a functional risk appetite from ward to Board and, in doing so, support a culture of appropriate escalation (i.e. risks which can no longer be managed within services).


			Director of Nursing & Midwifery


			GACA


			Development of appetite definition planned.  Other parts of recommendation implemented.  Development of IOSH recognised risk management training.


			


			30/6/15


			Risk Management Strategy; CRC terms of reference





			


			R35: Give consideration to the timing of meetings and consider any adjustments which will help to facilitate greater clinical involvement and consistency (at least on a rotational basis).


			Trust Secretary / 



Director of Nursing & Midwifery


			GACA


			2015/16 business cycle will aim to facilitate greater clinical involvement.  See also R32.


			


			30/4/15


			2015/16 business cycle





			


			R36: Ensure the development of and clarity around, senior leadership reporting lines. These should support a triumvirate leadership structure which supports the Trust's strategic objectives.


			CEO


			R&NC


			Portfolios to be reviewed and redefined as appropriate.  See also R16, R21 and R32.


			


			30/6/15


			Agenda, reports and minutes of Board Remuneration & Nomination Committee





			


			R37: Ensure that all clinical services have a clear and accessible (devolved) governance support function which supports local risk management, incident reporting, performance reporting, learning from outcomes and overall quality improvement. The Corporate team should be able to advise, support and hold the Division to account.


			Director of Nursing & Midwifery


			GACA


			Review of internal governance arrangements to be undertaken to ensure all services are appropriately supported.


			


			30/9/15






			Revised and enhanced governance arrangements approved by the Board





			


			R38: Improve both the monthly escalation of 'hot-spots' in front-line services and also the quarterly analysis of hot-spots provided in the CLIP report


			Director of Nursing & Midwifery


			GACA


			Executive summary included as part of performance report and draws out ‘hot-spots’.  Operational Board focuses on each service line.  Thematic review of items in CLIP.


			


			30/1/15


			Performance report (executive summary) and refreshed CLIP report





			


			R39: Introduce mechanisms to support predictive reporting on quality through Board and ward based information.


			Director of Nursing & Midwifery


			GACA


			Further clarification requested in respect of this recommendation


			


			TBC


			TBC





			


			R40: Ensure that there is sufficient governance resource within all services to ensure that key activities such as audit, are enabled.


			Director of Nursing & Midwifery


			GACA


			See R37.


			


			30/9/15


			Revised and enhanced governance arrangements approved by the Board.





			


			R41: Ensure that all key audits automatically trigger a re-audit as part of the assurance based action planning process.


			Medical Director and Director of Finance


			GACA


			A risk based approach is taken to the Trust’s clinical and internal audit programmes.  Audit reports and the status of actions are reported to the Clinical Audit Committee and the Board’s Audit Committee.  GACA also undertakes deep-dives to test the embededness of action taken in respect of serious incidents.






			


			30/1/15


			Reports to GACA, Audit Committee and Clinical Audit Committee.  Also minutes





			


			R42: Ensure that Quality Governance and Well-led audits form part of the ongoing forward audit plan and cycle.


			Director of Finance & Medical Director


			AC


			To be agreed as part of the Operational Planning process and agreement of the annual audit cycle.


			


			30/4/15


			Annual Governance Statement, clinical audit plan, internal audit plan, annual reports.








3 Measurement


Table 4 Measurement Actions



			Executive Sponsor


			Recommendation


			Executive /Lead Officer


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Evidence





			Chief Executive


			R43: Improve the Board’s access to risk based exception reporting, year on year benchmarks and forecast outturns.


			Director of Nursing & Midwifery


			Board


			Board to agree a range of measures to be benchmarked together with forecast outturns.


			


			30/4/15


			Inclusion in monthly performance report





			


			R44: Ensure that performance information has a clear source and ownership and ensure that there is clarity on the annual objectives of Executive Directors.


			CEO and Associate Director of Operations


			R&NC


			Executive ownership for each target to be defined within performance report and personal annual objectives.





			


			30/4/15






			Performance report and Executive objectives.





			


			R45: Ensure that there are increased processes to ensure benchmarking on an inter- and intra- organisational basis.


			Associate Director of Operations


			FPBD


			We will strengthen our processes for the effective use of benchmarking as part of our overall performance framework review.


As part of the redesign of performance framework and dashboards, benchmarking is to be incorporated into performance indicators.  Monitor, commissioner and quality indicators have been reviewed against national available benchmarks and corporate objectives are currently being reviewed to be completed by the end of June 2015.


			


			31/7/14


			Revised performance report.









			


			R46: Consider the size and feasibility of some key portfolios in relation to delivery of the Trust's strategic objectives.


			CEO


			R&NC


			See R16, R21 and R32 and R36.


			


			30/6/15


			Agenda, reports and minutes of Board R&NC








Key



AC

Audit Committee






GACA
Governance & Clinical Assurance Committee


CoG NC
Council of Governors’ Nomination Committee



PPF
Putting People First Committee


CoG RC
Council of Governors’ Remuneration Committee



R&NC
Remuneration & Nomination Committee (of the Board of Directors)


FPBD

Finance, Performance & Business Development Committee


GACA

Governance & Clinical Assurance Committee
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1. Introduction and summary



The Board Assurance Framework has been reviewed and strengthened within the Trust  over the previous six months and contains key strategic risks to the organisation’s Strategic Aims, their risk ratings, controls, assurance gaps and actions.



The Corporate Risk Register is the next layer of risk management used by the executive to manage operational key risks beyond the remit / control of the of the service level management team.



In order to present the Corporate Risk Register in a more digestible manner the Governance team have designed a dashboard format summarising the corporate risks and presenting graphically both a risk profile across the NPSA domains and risk levels.



This is a fluid document intended only to provide information in periodic snap shots since the register is continually being updated to reflect the work being undertaken to manage the identified risks.



It is not intended that the Board be preoccupied with the operational risks contained in the Corporate Risk Register; rather that this paper is an assurance that the key operational risks within this document are being managed by the Executive and Corporate Risk Committee, which itself is a sub-committee of GACA.



2. Issues for consideration



Embedded below is the Corporate Risk Register Dashboard as produced for CRC on11th June 2015.









In similar fashion to the BAF, this Dashboard presents the Risk No., its relevant NPSA domain (rather than the Strategic Aim), the risk creation date, Likelihood and severity scores and risk rating also  represented in colour coding according to the key provided, with movement in scores since previous reports represented by directional arrows This version of the dashboard now includes the initial score for the risk at registration and the arrows indicating any movement from that to the current score.



Other fields included in the design, but yet to be populated are:

· target score (dependent upon the risk appetite statement)

· Escalate / De-escalate (It is intended that this could be used to record escalation to Board / BAF and de-escalation to service once treatment decisions are agreed by CRC from options provided by service level management.



It should e noted that some rows in the department column are blank as the risk may not sit within one department, it may cover a whole service or be a trust wide risk.



The document is supported at CRC by the Risk Register report which provides more detailed information about controls and actions for more in depth scrutiny.



Of importance and to note is that the description of risk requires further work, some risks were recorded prior to the introduction of the risk management strategy v9 and are not noted as cause, effect and impact. Work to resolve this issue continues. 



Another intended development of the dashboard is to include columns aligning an Executive lead and an Executive Committee to each risk. Towards that end existing owner and sponsor data was extracted from the Risk Management System and included in the dashboard presented to CRC on 19th June. However, it was recognised at this meeting that the data in the ’sponsor’ is historic and currently inaccessible for population via the web based system. Consequently this column has been deleted to prevent confusion and mis-information. 



The Corporate Risk Committee and Risk team remain committed to aligning an Executive Lead and Executive Committee to each risk on the corporate register and work continues to achieve this.

Currently the Corporate Risk Register holds 19 risks, seven of which are ‘new’ having been added since the Board last reviewed this register.



3. Conclusion



Further to development of the Board Assurance Framework, the Governance Risk team has worked to develop a digestible dashboard summary report for the Corporate Risk Register in a similar style to the BAF.



This is a snapshot dashboard intended to provide information and assurance to GACA and the Board that the executive are managing the risk within their remit and demonstrates the fluid nature of the register in that it includes newly identified risks added since the board last reviewed this register dashboard.



The document as presented includes additional information in fields unpopulated in the previous version, but some work is still needed to achieve the goals of aligning risks with relevant Executive Leads and Committees. These additional fields will be populated and used by the Corporate Risk Committee as it is fully embedded into the CRC agenda and work plan.



4. Recommendations



The Board are asked to:

1. Receive and note the report

2. Consider and provide feedback on the dashboard as currently presented

3. Note the summary assurance contained

4. Note the ongoing commitment to evolve and refine the document.

[image: ]
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Governance EPRR 1577 Service/business 
Interruption



Influenza type disease (pandemic) - Each pandemic is different and the nature of the virus and 
its impacts cannot be known in advance. Previous pandemics have led to different outcomes. 
Based on understanding of previous pandemics a pandemic is likely to occur in one or more 
waves, possibly weeks or months apart. Each wave may last around 12-15 weeks. Up to half 
the population could be affected. All ages may be affected, but until the virus emerges we 
cannot know which groups will be most at risk. 



29/10/2013 5 Catastrophic 2 Unlikely 15 10 0 Lisa Murphy
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audit



Risk to patients not having optimal clinical outcomes, due to potential of samples being lost in 
transit,  inadequate records of where samples are and no monitoring and tracking of  blood,  
tissue, and other samples that are sent to laboratories for analysis. Not able to identify if 
samples have been lost in transit or if samples are not processed. This could result in harm to 
patients, delay in treatment, litigation, loss of reputation and breaching of CQC standards.



24/07/2014 3 Moderate 3 Possible 9 9 0 Ruth Stubbs
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And Surgical 
Servi



1381 Finance Including 
Claims



Risk of Gynaecology not delivering on CIP projects due to projects not delivering anticipated 
savings resulting in the Trust not being able to deliver on planned £11 million CIP saving 
which would result in further action from monitor, CQC and impact on the Trusts ability to 
deliver services.



28/07/2014 4 Major 2 Unlikely 16 8 0 Shaun Curran
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Resources



1709 HR/Organisational 
Development/



Insufficient consultant or senior medical cover.
 
Caused by high levels of sickness/absence/maternity leave; insufficient investment in or 
supply of senior medical staff; high vacancy factor; insufficient workforce planning or 
adjustment for case-mix; or insufficient supply of suitably qualified/experienced staff.
 
May result in an inadequate patient experience; a failure to protect patients or staff from 
serious harm; loss of stakeholder confidence; and/or a material breach of CQC conditions of 
registration



15/08/2014 3 Moderate 2 Unlikely 6 6 0 Michelle 
Turner



1707 HR/Organisational 
Development/



Effective management systems are not in place or sufficient to recognise and respond to the 
signs of clinical deterioration. Caused by insufficient control or compliance with controls, 
unavailability of staff, human factors (errors, violations, omissions etc).



May result in severe harm or death of a patient, prolonged LOS, legal action (such as alleged 
corporate manslaughter/homicide), intervention by the Coroner; and/or a material breach of 
CQC conditions of registration.



02/10/2014 4 Major 2 Unlikely 8 8 0 Ruth Stubbs



Governance Governance 1597 Impact On The 
Safety Of Patien



Risk is to Patient harm due to inaccurate results due a lack of good Governance surrounding 
POCT. Resulting in incorrect treatment & management of patient care. There is the potential 
for litigation & damage to organisational reputation.



07/10/2014 3 Moderate 3 Possible 16 9 0 Sharon 
Fensome-
Rimme
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NPSA Domain



Risk Profile by  NPSA Domain



Low Moderate High Extreme











LWFT Corporate Risks and Risk Profile 1-3 Very low risk



Service: ALL 4-6 Moderate



Date: 11/06/2015 8-12 High



15+ Extreme



Directorate Department Risk ID Domain Description Creation 



Date



Consequence/ 



Severity score



Likelihood 



score Initial Score



Current 



Score/  



Indicator T
a



rg
e



t 



S
co



re



O
w



n
e



r



Escalate/ De-



escalate



Gynaecology 
And Surgical 
Servi



902 Impact On The 
Safety Of Patien



Risk to patient safety due to poor track and traceability of blood. Potential for human error and 
ommisions in recording against mandatory requirement to record 100% traceability. This could 
result in serious harm to patient, incorrect units being used ( never event) or incorrect storage 
compromising integrity of unit of blood . By not having a 100% track and traceability there will 
be failure to meet external regulations (NPSA alert 14 100% blood traceability/ fating) 
including compliance with CQC standards resulting in potential loss of reputation, litigation 
and breach in CQC standards resulting in potential loss of licence



Following NPSA alert 14 there is a requirement that 100%  of blood has a traceability process 
either in paper or electronic format. 
Following the Hospital Transfusion Team meeting on the 17th of June 2011, it was discussed 
with the team that all the  electronic tracking equipment that has not been yet used will need 
replacing following a site visit from Msoft. This was purchased approximately 3 years ago and 
now not fit for purpose. It was discussed about appointing a Project Manager from IT that can 
work with the Transfusion Team to support the electronic tracking implementation on site. The 
project includes the Royal Hospital, Broadgreen, Liverpool Heart & Chest and Aintree. All sites 
are in the process of going live in the near future, however, we are not sure if the company 
Msoft will upgrade the equipment as the at the initial set up there was no contract and 
warranty.  Additionally, as the Trust is not part of the HIS, we do not have the IT support that 
the rest of the Trusts are provided with. This is a requirement of MHRA in order to ensure that 
Trust has 100% full traceability of all blood and blood components and the right patient always 
gets the right blood. Upon MHRA inspection, as we are still non compliant with the national 
recommendation, it can result in the potential lab closer. 



28/01/2015 3 Moderate 2 Unlikely 9 6 0 Ruth Stubbs



Human 
Resources



HR 146 HR/Organisational 
Development/



Risk of inability to maintain safe medical  rotas due to inadequate numbers of doctors in 
training allocated to the Trust with the potential risk to delivery of safe care



05/02/2015 3 Moderate 2 Unlikely 12 6 0 Susan 
Westbury



Governance EPRR 1571 Service/business 
Interruption



Risk of emergency planning procedures being ineffective or unavailable causing disruption or 
suspension of Trust services resulting in a risk to patient safety and Trust reputation. 



19/02/2015 3 Moderate 1 Rare 6 3 0 Lisa Murphy



Governance EPRR 1578 Service/business 
Interruption



Risk of infectious diseases causing disruption to Trust services including risk to patient and 
staff safety requiring the implementation of emergency prepardness intervention



19/02/2015 4 Major 1 Rare 8 4 0 Lisa Murphy



IM & T Information Team 1836 Impact On The 
Safety Of Patien



Risk of inaccurate reporting of clinical outcome data caused by incorrect data entry of clinical 
data into clinical systems or inaccruate clinical coding or dataset production resulting in outlier 
concerns.



20/02/2015 3 Moderate 4 Likely 12 12 0 David Walliker



Governance Safeguarding 
Children/Adults



1842 Impact On The 
Safety Of Patien



Poor systematic information flow  of safeguarding issues due to lack of leadership, 
accountability, ownership, engagement, risk and assurance ( both internally and to the wider 
community)



05/03/2015 5 Catastrophic 4 Likely 20 20 0 Amanda 
McDonough



Governance Governance 1852 Impact On The 
Safety Of Patien



Risk to patient safety and other Trust non clinical actvities due to difficulties in accessing and 
locating Trust wide policies and clinical guidelines on the hospital intranet. Policy and guideline 
library is not fit for purpose.



11/05/2015 12 12 0 Allison Edis



IM & T Patient Records 
Library



1822 Impact On The 
Safety Of Patien



High Incidence of Temporary notes being supplied to Clinical Areas may result in history 
regarding previous patient episodes or concerns not being available to clinicians in order to 
deliver care.



21/05/2015 3 Moderate 2 Unlikely 9 6 0 Wendy Clarke



Governance Patient 
Experience



1857 Quality/complaints/
audit



Risk: Failure to effectively provide pastoral and spiritual care for Church of England patients.
Cause: Inadequate provision to Church of England patients due to no current Chaplain.
Effect: Failure to provide equal pastoral care to all patients.
Impact: Poor quality service leading to p[or patient experience and risk to reputation



26/05/2015 3 Moderate 3 Possible 9 9 0 Allison Edis



Neonatal And 
Pharmacy



Pharmacy 1791 Business 
Objectives/projects



Risk of patients not receiving medication that they are prescribed or need due to absence of 
automatic checking and no robust/ standardised process of being overseen resulting in poor 
patient experience, potential harm, none compliance with Francis recommendation 242



10/06/2015 3 Moderate 4 Likely 6 12 0 Paul Skipper



Governance Safeguarding 
Children/Adults



1843 Impact On The 
Safety Of Patien



Failure to provide training structure and process for all  staff 11/06/2015 4 Major 3 Possible 20 12 0 Amanda 
McDonough



Governance Safeguarding 
Children/Adults



1844 Impact On The 
Safety Of Patien



Failure to effectively engage and exchange Safeguarding  information with external authorities 11/06/2015 1 Negligible 3 Possible 20 3 0 Amanda 
McDonough











LWFT Corporate Risks and Risk Profile 1-3 Very low risk



Service: ALL 4-6 Moderate



Date: 11/06/2015 8-12 High



15+ Extreme



Directorate Department Risk ID Domain Description Creation 



Date



Consequence/ 



Severity score



Likelihood 



score Initial Score



Current 



Score/  



Indicator T
a



rg
e



t 



S
co



re



O
w



n
e



r



Escalate/ De-



escalate



Governance Safeguarding 
Children/Adults



1841 Impact On The 
Safety Of Patien



Absence of strategic direction and control through the development and implementation of 
Safeguarding policies



11/06/2015 5 Catastrophic 2 Unlikely 20 10 0 Amanda 
McDonough
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		Agenda item no:

		15/16/133





		Meeting:

		Board of Directors 





		Date:

		3 July 2015 





		Title:

		Overview of February 2015 Care Quality Commission Inspection Findings





		Report to be considered in public or private?

		Public 





		Where else has this report been considered and when?

		This paper presents an overview of findings from our CQC inspection in February 2015, and subsequent actions to address the recommendations 








		Reference/s:

		Health and Social Care Act 2008 (Regulated Activities) Regulations 2010





		Resource impact:

		None





		What is this report for?

		Information 

		

		Decision 

		(

		Escalation 

		

		Assurance 

		





		Which Board Assurance Framework risk/s does this report relate to?

		





		Which CQC fundamental standard/s does this report relate to?

		All





		What action is required at this meeting?

		Board approval of recommendations.





		Presented by:

		Dianne Brown, Director of Nursing & Midwifery





		Prepared by:

		Dianne Brown, Director of Nursing & Midwifery


Julie King, CQC Consultant 


Allison Edis, Deputy Director of Nursing & Midwifery





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		(



		To be ambitious and  efficient and make best use of available resources

		



		To deliver safe services

		(



		To participate in high quality research in order to deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		(



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





1.   Background


The Care Quality Commission (CQC) carried out an announced inspection of the Trust on 18 and 19 February 2015, and an unannounced inspection on 4 March 2015.


As a result of the inspection, Liverpool Women’s NHS Foundation Trust has achieved a final rating of  ‘good’ overall, although it was found that community midwifery service ‘required improvement’, and the ‘safe’ key line of enquiry  was also rated as ‘requires improvement’ overall.


2. Report and ratings


The CQC now applies a ratings system which is intended to drive improvement. Ratings categories are defined as ‘inadequate’, ‘requires improvement’, ‘good’ and ‘outstanding’. A rating of ‘requires improvement’ may be assigned where there are no regulatory breaches but the standard for ‘good’ has not yet been achieved.


The inspection report described the inspection findings and the CQC’s judgements across all of the 5 domains of Safe, Effective, Caring, Responsive and Well led.  The report is below.



[image: image1.emf]Final Exec summary  report.pdf




3. Quality Summit

A quality summit was held at the Trust on the 19 May 2015 when the details of the report’s findings and required immediate actions were discussed with representatives of the Care Quality Commission, Monitor, NHS England and Liverpool Clinical Commission Group.  The summit was overwhelmingly positive and all parties acknowledged the significant improvements in evidence at the Trust since the CQC’s last inspection in 2014.


4. Trust actions in response to the CQC report

Immediate action was taken on receipt of the CQC’s draft report in respect of identified concerns relating to patient safety. These are:

· Providing suitable and sufficient neonatal resuscitation equipment in the maternity Assessment unit;

· Identifying additional staff to support  theatre recovery outside normal working hour;

· Ensuring that the telephone triage line is staffed at all times by a full review of staffing and increased midwifery input;

· Ensuring that, when restraint is necessary, it is undertaken in accordance with the relevant regulations and legislation, policy is updated and in use;

· Reviewing and improving the availability of medical records and reviewing the process and availability of medical notes;

· Improving the management and storage of medicines within community midwifery.


A detailed action plan has been developed with identified executive leads to ensure full and comprehensive compliance with all of the recommendations. This will be monitored through the Executive Committee on a bi weekly basis. It is also recommended that appropriate Committees of the Board of Directors receive and monitor actions aligned to their terms of reference as indicated within the action plan.

The action plan is below:
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As part of the regulatory requirements, the report findings have been published on the Trust’s website and the report ratings are now displayed in all areas that Liverpool Women's NHS Foundation Trust provides clinical care. 


5. CQC follow up of the Trust’s action plan

The Director of Nursing and Midwifery and lead manager from the CQC will formally sign off the completed action plan on the 1 July 2015 and agree timescales for completion of all actions. 

Unannounced follow-up visits are occasionally undertaken by CQC as a desktop exercise but normally involve a return site inspection visit (the visit will focus only on confirming that actions are completed, and it will not cover new areas).

Follow up inspections generally take place about 12 weeks after actions are due to be completed. Work will therefore continue to ensure that all actions are completed and that staff are prepared for any unannounced inspections that could follow.


6.  Future compliance monitoring


The Trust is required to ensure ongoing compliance with the standards set by the CQC and is committed to doing so.  In order to strengthen existing arrangements in support of compliance, a CQC compliance strategy has been prepared and will be implemented.  This will form a part of the Trust’s overall performance management framework. 


It is proposed that the Trust will develop CQC organization-wide compliance teams, using our existing staff, who will undergo training using the KLOE (Key Lines of Enquiry) methodology used by the CQC, in conjunction with the application of the CQC’s fundamental standards. There will be a programme of bi annual audits in all areas across the Trust, the findings of which will be reported though appropriate committees to ensure continued focus and commitment to achieve both good and outstanding levels of regulatory compliance in the future.


7. Recommendations


The Board of Directors is asked to:


a. Receive the CQC inspection report;


b. Receive the action plan in response to the CQC report;


c. Require its Committees to monitor progress against the action plan;


d. Request a further report in respect of progress against the action plan in 3 months.

S:\PA\Board of Directors PUBLIC\2015 2016\July 2015\150703 CQC Board July 2015.doc             
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Executive thematic action plan post CQC inspection (June 2015) 


Introduction


The Trust has received the CQC Inspection report and returned the factual accuracy response. The CQC report includes requirements and recommendations under the headings shown below:



1. Safe


2. Caring


3. Responsive



4. Effective



5. Well led



The action plan has been completed to ensure full and comprehensive compliance with all of the recommendations with in the report and contains the following detail. It is expected that the action plan will be monitored through the executive Committee on a bi weekly basis. 


· Executive Sponsor


· Operational Lead



· Responsible assurance committee


· Recommendation description


· Action description


· Link to appropriate risk register 


· Target date for completion of the formulated action.


			Red actions have not yet started


			Amber actions are actively in progress


			Green actions have been completed








1 SAFE


			Recommendation


			Executive /Lead Officer


			Operational Lead


			Assurance Committee/


Operational Meeting 


			Action Description


			RAG


			Action plan 



Completion  date


			Progress Update


			Evidence 


			Risk Register?/ Ref No.





			S.1 The arrangements for managing medicines - this includes obtaining, prescribing, recording, handling, storage and security, dispensing, safe administration and disposal, are to be reviewed in all relevant departments, with appropriate actions taken on findings.


			Medical Director 


			Alison Ewing


			GACA



MMC






			1.1Complete full review of medicine management and storage across clinical areas and report to the medicines Management Committee



1.2 Address specific issues highlighted within community midwifery relating to the management of medicines



1.3 Review of process by lead neonatologist and pharmacy within neonatal services 



1.4 Immediate actions to address the storage of emergency medicines within HDU


1.6 Audit controlled drug checking to ensure areas are checking CDs twice per 24 hours.


			


			31.07.14






			18.5.15- Immediate review of medicines management process within community midwifery- Immediate actions- Alternative and appropriate storage solutions identified. Monthly audit tool developed, and in place monitored by Matron.



1.3Process commenced with neonatologist and pharmacy expected to be completed by June2015



1.4Completed – Review completed by Anaesthetic lead, all emergency drugs are now stored appropriately.


			


			YES



BAF 1740:rated  (12)



Prescribing: 1175 (4), 1177 (6).


Disposal: 1351(3)


Policy & Guidelines: 1667(12)


Process: 1668 (6)





			S.2 Theatres, Neonatal Unit and the Fetal Medicine Unit staffing levels and skill mix require a review in line with current national guidance so that people receive safe care and treatment at all times.


			Director of Nursing and Midwifery 


			Allison Edis


			PPF



NMB


			1.1 Ongoing theatre review as part of Bi annual formal staffing reviews presented to the Board of Directors



1.2  Increasing neonatal staffing levels in accordance to BAPM standards as per operational plan 



1.3 Immediate actions of additional RGN to support out of hours to recovery in maternity services.


			


			30.09.15


			18.5.2015 Completed- Additional resource identified to support Delivery Suite Recovery out of hours until theatre workforce review completed 


			


			YES



BAF 146: rated (20)



Theatre Staffing: 1308, (9)


1344, (9)


1724, (6)


1567, (9)


1657, (9)


1714. (8)





			S.3 Review the number of hours of consultant cover in maternity, which are lower than the recommended minimum from the Royal College of Obstetrics and Gynaecology for a unit of this size.


			Medical Director 


			Susan Westbury


			PPF



Ops Board


			Review already ongoing within Trust to increase Consultant cover within Delivery Suite in line with Operational Plan.


			


			31.07.15






			18.5.2015- Currently working through ability to increase DS cover to 86 hours, however a full risk assessment is underway to understand the impact across all the service.


			


			YES



BAF 146: rated (20)



Maternity: 1705 (10)





			S4. The arrangements for the storage of formula milk are reviewed and appropriate recommendations and changes made to enable safe storage.


			DNM





			Head of Midwifery


			GACA


NMB


			Review process for milk storage 


Daily fridge checks developed to monitor milk fridges –


			


			31.07.2015


			


			


			NO





			S.5 A nursing, midwifery and doctor mandatory training review is recommended, and additional/enhanced role specific training identified, planned and completed by those staff groups.






			Director of Workforce and Marketing 


			Susan Westbury


Head of HR


			PPF



Ed Governance


			Mandatory Training and Training Needs analysis are reviewed and completed annually and reported through PPF.






			


			30.05.15


			


			


			YES



BAF 1734 rated (12)



(Maternity: 393 (9)





			S.6 All systems, processes, governance, training, policies and practice related to the current arrangements for safeguarding should be reviewed and under ongoing monitoring and development in accordance with current best practice and legal requirements.






			Director of Nursing and Midwifery 


			Deputy Director of Nursing and Midwifery


			GACA



CGC


			1.1 Updated  Training Strategy to reflect  best practice and National Guidance



1.2 Review of all policies and procedures completed and ongoing with external agencies



1.3 External and internal monitoring and compliance assurance framework in place. 



1.4 Commission a follow up review to assess progress against initial recommendations 






			


			30.09.2015


			External Review commissioned and all recommendations complete bar one



Non-Executive Director lead identified to Safeguarding 



1.3 Safeguarding monitored through the Liverpool Clinical Commissioning Quality Group, LSCB and Hospital Safeguarding Board



1.4  Further external review on going to provide update and feedback against recommendations made


			


			YES



BAF: 1732 rated (20).


1168, (8)


1710, (16)


1842, (20)


1732, (20)


1843, (12)


1844, (3)


1841, (10)





			S.7 The Trust needs to ensure that all staff report all incidents in accordance with policy, and take swift strategic action to rectify low reporting levels. Audit and follow up actions should be within a set, short timescale.






			Director of Nursing and Midwifery


			Deputy Director of Nursing and Midwifery


			GACA



CGC


			1.1 Review of Incident reporting Policy



1.2 Improve mechanisms for reporting and feedback



1.3 Plan to be presented to the Clinical Governance Committee for discussion and approval 






			


			31.07.14


			New updated NRLS Data demonstrates an improvement in Qt 3 


			


			YES



BAF: 1734 rated (12)



Maternity: 1456 (6)





			S.8 Consideration should be given to increase the number and availability of adult and neonatal resuscitation equipment in clinical and community areas.



 


			Medical Director 


			Heads of 


Nursing/



Midwifery


			GACA



Resus Committee


			1.1 Review of Resuscitation Equipment and risk assessment within Community services



1.2 Review of Adult  Resuscitation equipment needs within the Emergency Room 



1.3 Review of Neonatal  Resuscitation equipment within Maternity Assessment Unit 


			


			31.07.15


			1.1. Will be risk assessed as part of the commissioned review into community services and redesign planned through the operational plan 



1.2 Completed – Resuscitation equipment now available within the Emergency Room 



1.3 Completed – Neonatal Resuscitation  now available within the MAU


			


			NO





			S.9 Provide effective controls to prevent the abduction of infants from the labour ward and the



Catharine Medical Centre.


			Associate Director of Operations


			Head of Operations


			GACA



Ops Board


			Issues already highlighted within CRR.



Ongoing review of systems to support infant safety  within each clinical area with plan to mitigate 


			


			31.08.15


			New Systems installed within CMC 16.5.2015- will be operational by 30.06.2015



All other areas currently being reviewed to include Delivery Suite and Neonatal Nursery – to be completed by 31.08.2015


			


			YES



Catherine Suite: 1781 (12).


Maternity: 360 (9).





			S.10 Consideration should be given regarding a formalised or recorded Gynaecology handover for medical staff from one shift to another.






			Medical Director 


			Clinical Director


Gynaecology


			GACA



CGC


			Clinical Director for Gynaecology to review current process and implement formalised process for handover



To report  to Clinical Governance Committee 


			


			31.07.15


			


			


			YES



1777: (6)





			S.11 Ensure that there is an effective system in place for the testing of portable electrical appliances


			Medical Director


			Allison Edis


			GACA



Medical Devices Committee


			1.Review of current policy and process to be led by EBME and reported through to the Medical Devices Committee



1.2. Review access to and storage of portable emergency equipment within clinical areas 



1.3. Review of current arrangements for PAT testing to be included and assurances provided in relation to compliance


			


			31.08.15


			


			


			YES



1264: (8)





			S.12 Ensure that the Trust is appropriately registered to Treat women with mental health issues 


			Director of Nursing and Midwifery 


			Head of Safeguarding


			GACA



HSB


			Ensure relevant policies in place



Ensure staff has appropriate training and support. Review of the SLA with Mersey care to support delivery of mental health expertise within the Trust


			


			30.06.15


			Awaiting sign off of SLA with Mersey care 



Policy completed



Training plan identified and in place roll out commenced.






			


			YES



BAF Risk No. 1739 rated (10).





			S.13 Ensure that any restraint of a patient is undertaken in accordance with relevant guidelines, legislation and regulations at all times.


			Director of Nursing and Midwifery


			Head of Safeguarding


			GACA



HSB


			Ensure that relevant policy in place with audit timetable


Inclusion in SG Training



Appropriate escalation process in place


			


			31.07.2015


			


			


			








2. CARING



			Recommendation


			Executive /Lead Officer


			Operational Lead


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Progress Update


			Evidence


			Risk Register?/ Ref No.





			C.1 Review the timing of resuscitation decisions so that discussions are initiated with patients at



a time when they are well enough to fully consider their wishes.






			Director of Nursing and Midwifery


			Lead Cancer Nurse


			GACA



CGC


			This relates specifically to EOL care



Current practice complaint with Preferred place of care best practice and Advanced Care Planning –



Current audit programme in place – 



Newly commissioned report to be presented to the Board of Directors in October 2015 in relation to EOL care 


			


			Complete






			


			


			NO





			C.2 The Trust should consider additional or alternative methods by which to increase the Friends & Family Test returns.


			Director of Nursing and Midwifery


			Head of Patient Experience


			GACA



Experience Senate


			1.1Operational delivery of the Family and Friends Test to move to align with Patient Experience Function 



1.2 Head of Patient Experience to benchmark current position and identify remedial pan to be monitored through the Experience Senate 


			


			31.07.2015





			


			


			YES



BAF: 1742 rated (12)








3. RESPONSIVE



			Recommendation


			Executive /Lead Officer


			Operational Lead


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Progress Update


			Evidence


			Risk Register?/ Ref No.





			R.1 Complaint responses must incorporate the increased elements of Fundamental Standard 16, ensure that complaints are completed within the agreed timescales, and provide a robust, evidenced based response following appropriate investigation.


			Director of Nursing and Midwifery


			Deputy Director of Nursing and Midwifery


			GACA


Ops Board



CGC


			1.Ongoing  performance management through the performance framework



1.2 Review of complaints policy to ensure that it meets current best practice and guidance



1.3 Process map the internal processes for response delivery and work with clinical teams to improve process and turnaround times.



1.4 Provide training in complaint response writing to relevant staff


			


			31.08.15






			


			


			YES



BAF: 1742 rated (12)


Pat Experience: 1393 (10)





			R.2 Complete the study of DNA rates to analyses which clinics had the worst rates, and develop a plan to improve the situation.






			Associate Director of Operations


			Head of Operations


			FPBD


Ops Board


			1.Review of DNA rates with improvement plans for areas of concerns already in place through Operational Board- To be reviewed in light of CQC feedback


			


			30.07.15






			


			


			NO





			R.3 Consideration should be given to plan and improve the access and flow in maternity.






			Associate Director of Operations


			Head of Operations


			FPBD


Ops Board


			1. To be considered as part of the review of the induction in labour pathway and community midwifery pathway.  To be reported back through the Operational board and as part of the Operational Plan 


			


			31.08.15


			


			


			NO





			R.4 A lead nurse with responsibility for practice development with regard to patients with complex needs such as dementia or learning disabilities should be considered.






			Director of Nursing and Midwifery


			Head of Safeguarding


			GACA


HSB


			Named Nurse for Safeguarding and Lead Nurse for Adult Safeguarding in post.



Adult Safeguarding lead is a trained Best Interest Assessor 



Collaborative approach to care delivery with Liverpool CCG and large acute adult providers 



Training package  has developed and is currently being implemented  for all relevant staff for dementia and learning disability 


			


			Complete


			


			


			YES



BAF: 1732 rated (20)


Safeguarding: 1710 (16)





			R5 Ensure that the domestic violence referrals from the police are reviewed within the agreed timescales 


			Director of Nursing and Midwifery 


			Head of Safeguarding


			GACA


HSB


			Review of best practice and internal process has been completed and the metric reviewed to ensure appropriate capture of data.



Reviews are all completed now within 48hours of referral 


			


			Complete 


			


			


			YES



BAF: 1732 rated (20)



Safeguarding:


1844(3).





			R6 Ensure that the telephone triage line is staffed at all times 


			Associate Director of Operations


			Head of Midwifery


			GACA


Ops Board


			Staffing review concluded and additional midwifery staff has been identified to provide appropriate 24/7 cover. Model based on NHS Direct with robust data recording and escalation as required.


			


			Complete


			


			


			YES



Maternity:1598 (12)








4. EFFECTIVE



			Recommendation


			Executive /Lead Officer


			Operational Lead


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Progress Update


			Evidence


			Risk Register?/ Ref No.





			E.1 Additional staff training (specific to their roles) regarding their responsibilities under the MCA and DOLS legislation and guidance, with a focus on ‘best interests’ decision making, is recommended for all clinical staff.



Include restraint training and Guidance regulation and legislation 


			Director of Nursing and Midwifery


			Head of Safeguarding


			GACA


HSB


			1.Training strategy developed and approved to ensure full training needs analysis of relevant staff



Roll out of relevant training commenced- Robust plan of delivery going forward including Best Interest Decision making 



Appointment of specialist   Trained Best Interest Assessor completed.



Compliance monitored through internal and external KPI


			


			31.07.15






			


			


			YES
BAF: 1732 rated (20)



Safeguarding:


1843 (12).





			E. 2 Ensure that paper medical records are readily available, of an adequate standard and provide accurate, up- to-date records of the consent, care and treatment provided.


			Director of Finance 


			Chief Information Officer


			FPBD


Medical Records Committee


			1.0 Review of systems and process 



1.1Re audit of record keeping standards in line with IG toolkit.



1.2 Escalation of incidents formally



1.3 Review of consent documentation completed 



1.4 Ongoing roll out of the EPR.


			


			30.07.15






			Review completed and following actions in place;



Review of medical records staffing



Enhanced training and competency assessment for staff 



Regular audit commissioned through the IGC



Consent documentation  reviewed  and  updated in line with best practice and guidance 


			


			YES



Patient Records: 1822 (6)





			E.3 Ensure that suitable and sufficient follow-up from audits in the form of a robust action plan and subsequent monitoring is clearly evidenced.






			Director of Finance


			Chief Information Officer


			FPBD


Medical Records Committee


			1.1Robust performance management of action plans through all relevant committees



1.2 Escalation as required to the Board Assurance Committee



All committee chairs, and clinical leads to be formally reminded of their responsibilities in relation to the management of audit outcomes


			


			30.07.15


			


			


			YES


BAF 1738 rated (9)









			E.4 Puerperal sepsis -identify any contributing factors and areas for improvement and review.






			Medical Director 


			Clinical Director


Maternity


			GACA


CGC






			Action plan to be  developed to identify areas of improvement



To be discussed, monitored and actioned through the Clinical Governance Committee 


			


			30.07.15


			Action plan in development led by the Medical Director, which has already been shared with the CQC as part of the outlier response.


			


			NO





			E.5 Identify a named senior staff member with a lead role for Trust-wide pain management.


			Medical Director 


			Clinical Director


Anaesthetics


			GACA


CGC


			The Trust already has in place a lead Role for pain management – Consultant Anesthetist 


			


			Complete


			


			


			NO





			E6 Consider the provision of newborn life support training for community midwives


			Director of Nursing and Midwifery 


			Head of Midwifery


			PPF


Ed Gov


			Development of bespoke training  to ensure appropriate to home care setting Training places identified and TNA developed


			


			31.09.15


			Training package in development and TNA identified – Places secured and roll out planned 


			


			NO





			E7 Consider including emergency appointments in the induction suite diary


			Medical Director


			Clinical Director


Maternity


			GACA


Ops Board


			There are already additional emergency appointments within the service, however there is a planned review  of the induction pathway that will identify  demand and capacity and most appropriate management in the future


			


			Complete


			


			


			YES


Maternity 1753: (8)





			E8 Review practice with regard to the artificial rupture of membranes during induction of labour


			Medical Director


			Clinical Director



Maternity


			GACA


CGC


			1.1 full review of the Induction of Labour pathway to include baseline audit, benchmarking against best practice and National Guidelines   


			


			31.08.15


			Initial data review by Medical Director identifies number of failed induction attempts 


			


			NO





			E9 Improve the current ratio of 1:18 of Supervisors of Midwives (SOMs) to the Local Supervising Authority recommended levels of 1:15


			Director of Nursing and Midwifery


			Head of Midwifery 


			PPF


NMB


			Review of national Guidance in relation to supervision legislation and application to updated model of supervision delivery at LWH


			


			31.08.2015


			


			


			








5. WELL LED



			Recommendation


			Executive /Lead Officer


			Operational Lead


			Assurance Committee


			Action Description


			RAG


			Action plan 



Target date


			Progress Update


			Evidence


			Risk Register?/ Ref No.





			WL 1 Allocate a non-executive director with responsibility for termination of pregnancy services.


			CEO


			


			Board Of Directors 


			To identify a Non-Executive Director who has responsibility for Termination of Pregnancy 


			


			30.07.15






			


			


			NO





			WL.2 Address the role of the advanced neo-natal practitioners (ANNPs) so they are clear how it fits within the service and take steps to involve them in developments in the neonatal Service.


			Director of Nursing and Midwifery


			Deputy Director of Nursing and Midwifery


			PPF



Ed Gov


			1.1 Monthly meeting to identify issues with DNM commenced



1.2 Comprehensive remedial plan to be developed in conjunction with ANNP leaders, HR Business partners and Neonatal leadership team 



1.3 Report findings and actions to be reported through the Nursing and Midwifery Workforce Reviews 


			


			31.08.15


			Meetings have already taken place with DNM and ANNP’S – Monthly meetings now scheduled


Reviews to include



Review of JD



Review of job plan



Support for revalidation 



Identified lead ANNP



Inclusion in MDT meetings.


			


			NO





			WL.3 Address the leadership issues and staff morale within the intrapartum areas.


			Director of Workforce and Marketing


			Head of Midwifery


			PPF



Ops Board


			Launch of the Culture of Care Barometer as a priority within these areas



Provision of engagement  and listening events to include HR surgeries 



Ongoing Leadership development and 360 process for all leaders within the areas


			


			31.08.2015


			


			


			YES 



BAF 1744 rated(8)





			WL.4 Increase the visibility of senior nursing staff by the introduction of ‘Walkabout Wednesdays’ as soon as practicable. 






			Director of Nursing and Midwifery


			Deputy Director of Nursing and Midwifery


			PPF



NMB


			Re launch with communications briefing for all staff 



Ensure  time is protected through the operational teams  to support delivery 



Clear outcome framework that will be reported through the NMB.


			


			30.07.15


			 Plan in place to be refreshed and re launched in June NMB 


			


			NO





			WL.5 Nominate a non-executive lead for end of life care. 


			CEO


			


			Board of Directors 


			To identify a Non-Executive Director who has responsibility for End of Life Care 


			


			30.07.15


			


			


			NO





			WL.6 Assess, plan, action and review the reasons why Outpatients & Diagnostic Imaging are experiencing difficulty in securing pathology test results in a timely way. 


			Associate Director of Operations


			Head of Operations


			GACA



Ops Board


			1.1To continue monitoring and performance through the pathology steering group



1.2 Development of KPI for pathology service providers



Review and improve where necessary current process and report to Clinical Governance Committee 


			


			31.07.15


			


			


			NO








			WL.7 Improve the attendance of senior managers at business essential committee meetings, such as the corporate risk committee.





			Director of Nursing and Midwifery


			N/A


			GACA


			Ensure appropriate review of TOR.



Attendance  to be monitored by chairs and actioned appropriately  


			


			31.07.2015


			


			


			NO





			WL.8 Roll out the IOSH accredited NHS risk management training programme for designated staff.





			Director of Nursing and Midwifery


			Head of Risk, Compliance and Assurance 


			GACA


			Identify lead trainers


Training plan and trajectory for completion based on TNA 


			


			31.07.2015


			


			


			NO





			WL.9 Evaluate the effectiveness of the ‘gatekeeping’ for data quality and validation for secondary users (SUS).





			Chief Information Officer


			Chief Information Officer


			FPBD


			Review of policy and audit to identify areas of non-compliance and areas for improvements 


			


			31.07.2015


			


			


			BAF: 1665 rated (12)


IM&T: 1836 (12)








Key



FPBD

Finance, Performance & Business Development Committee



GACA

Governance & Clinical Assurance Committee



PPF

Putting People First Committee


Ed Gov –        Educational Governance 


CQC announced full inspection –  PLAN June 2015
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This report describes our judgement of the quality of care at this trust. It is based on a combination of what we found
when we inspected, information from our ‘Intelligent Monitoring’ system, and information given to us from patients, the
public and other organisations.



Ratings



Overall rating for this trust Good –––



Are services at this trust safe? Requires improvement –––



Are services at this trust effective? Good –––



Are services at this trust caring? Good –––



Are services at this trust responsive? Good –––



Are services at this trust well-led? Good –––



LiverpoolLiverpool Women'Women'ss NHSNHS
FFoundationoundation TTrustrust
Quality Report



Crown Street
Liverpool
L8 7SS
Tel: 0151 708 9988
Website: www.liverpoolwomens.nhs.uk



Date of inspection visit: 18 - 19 February and 4 March
2015
Date of publication: 22/05/2015
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Letter from the Chief Inspector of Hospitals



Liverpool Women’s NHS Foundation Trust provides a
range of specialist services for women including inpatient
and community maternity services that deliver
approximately 8,000 babies a year, a neonatal service to
support newborn babies needing specialist care,
obstetrics, gynaecology, gynaecology oncology,
termination of pregnancy and a unique emergency room
for patients who have urgent gynaecological problems or
for women with problems in early pregnancy (at fewer
than 16 weeks). The trust is also a major obstetrics,
gynaecology and neonatology research hospital, one of
only two specialist trusts in the UK, and the largest
women’s hospital of its kind in Europe.



Liverpool Women’s NHS Foundation Trust serves more
than 30,000 patients from Liverpool, the surrounding
areas and across the UK.



We carried out this inspection as part of our
comprehensive inspection programme.



We carried out an announced inspection of the trust on
18 and 19 February 2015, and we undertook an
unannounced inspection between 4pm and 7pm on 4
March 2015. As part of the unannounced visit, we looked
at maternity and surgical services.



We rated Liverpool Women’s NHS Foundation Trust as
good overall, although we found that the community
midwifery service required improvement. The trust was
developing plans to reconfigure and integrate the
community service at the time of our inspection.



The trust had a vision ‘To be the recognised leader in
healthcare for women, babies and their families’. This
vision underpinned all the trust’s strategies and plans.
The vision and values were well known throughout the
organisation. The values were represented in all key
documents and strategies as well as being embedded in
the staff appraisal process. The trust had recently
reviewed its quality strategy and the revised strategy had
received board approval in February 2015. All agreed
priorities had clear and measurable indicators for success
that were subject to regular monitoring and review.



All staff were aware of the trust’s priorities and
challenges, and understood the plans and actions
needed to address them.



After our previous inspections in April and September
2014, the trust made significant improvements to its
governance and risk management systems. Governance
and risk management systems were more robust and
provide good information and assurance in respect of
performance and risks.



The senior team was visible and accessible to staff, and
managers were seen by staff as supportive and
approachable. There were some concerns about the
leadership style on the labour ward that managers were
committed to exploring and addressing.



Staff were committed and passionate about their work.
They were keen to learn and continuously improve the
services they offered to patients.



There was a positive and enthusiastic culture throughout
the trust. Staff were proud of the services they offered
and the work they did.



The trust was open about its financial challenges and was
working with commissioners and other key stakeholders
to seek solutions that would improve its financial
position and secure the future sustainability of services.



Cleanliness and infection prevention and control



• Patients received care in a visibly clean and suitably
maintained environment. There was a high standard of
cleanliness throughout the trust. Staff were aware of
current infection prevention and control guidelines.
They were supported by staff training and the
adequate provision of facilities and equipment to
manage infection risks.



• There were good rates of compliance recorded in
hygiene audits across all services provided by the
trust.



• Infection rates were low, and staff were proactive and
vigilant in the prevention and control of infection.



Incident reporting



• There were established systems for reporting incidents
and ‘near misses’. Staff had received training and were
confident in the use of the incident reporting system.
The latest national reporting and learning system
(NRLS) data (September 2014) stated that the
organisation had a reporting rate of 68.48 per 1000 bed



Summary of findings
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days, which was higher than the median of 35.92 for
the cluster of acute specialist trusts. The trust were in
the highest 25% of reporters. The trust was however
slow to upload incidents to the NRLS system with 50%
of incidents submitted more than 41 days after the
incident had occurred.



• The reporting culture had improved from the previous
reporting period. The trust had worked with its staff
teams to address this issue and to encourage and
support staff to report all incidents appropriately.
Managers realised that a low patient safety incident
reporting culture could hinder staff in identifying risks
and the trust in taking action to prevent avoidable
harm to patients.



Safeguarding



• The systems, policies and procedures for safeguarding
children were robust, well understood and supported
by staff training. All relevant staff had received child
safeguarding training. There were good examples of
staff acting promptly and appropriately to secure the
safety and welfare of children.



• However, the trust had identified that adult
safeguarding was less well developed. In response, a
comprehensive staff training programme for the
safeguarding of vulnerable adults had recently been
introduced. Staff were developing their understanding,
competency and knowledge in this area at the time of
our inspection. Staff training figures indicated that, by
March 2015, 95% of relevant staff would have received
adult safeguarding training.



• Safeguarding practice was supported by a trust-wide
safeguarding team that staff could access for advice
and support. However, at the time of our inspection
there appeared to be an over-reliance on these key
individuals as opposed to sustainable systems and
processes to safeguard adults. Also, we found some
examples in the surgical service indicating that the
approach to the safeguarding of adults needed further
development.



• The trust acknowledged at board level that the adult
safeguarding systems were not yet robust, and it
increased the level of risk on the board assurance
framework in relation to safeguarding in December
2014.



• The trust had developed comprehensive plans to
address the identified gaps in training and practice.



.



Nurse and Midwifery staffing



• Nurses and midwives were caring and compassionate.
They treated patients and those close to them with
dignity and respect, and they were committed to
giving patients a high standard of care and treatment.
Appropriate staffing levels were calculated using a
recognised tool and regularly reviewed.



• Since our last inspection, there had been a significant
increase in the numbers of nurses and midwives
employed, and there were now sufficient numbers to
meet the needs of patients in all the core services we
inspected. There were plans to increase the number of
neonatal nurses to meet the British Association of
Perinatal Medicine (BAPM) standards. At the time of
our inspection, staffing was sufficient to meet the
needs of babies being cared for because current
neonatal staff were working extra hours to fill gaps in
the staffing rota.



• The neonatal service had introduced the Advanced
Neonatal Nurse Practitioner (ANNP) role. The ANNPs
were having a positive effect in supporting high-quality
care for babies needing specialist neonatal support.
However, it was acknowledged that more work was
required to fully embed and integrate this key role
within the service.



Medical staffing



• Medical treatment was delivered by skilled and
committed medical staff. There were excellent
examples of senior doctors providing strong
leadership and being actively engaged in the design
and development of services.



• There were sufficient numbers of consultants and
middle grade doctors to provide good quality care and
treatment for patients; however, in maternity –
inpatient services, the consultant cover was only 77
hours, which was lower than the 98 hours minimum
recommended by the Royal College of Obstetrics and
Gynaecology for a unit this size. Junior medical staff
were well supported and provided with excellent
teaching and learning opportunities.
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• The tier 1/middle-grade staffing levels were acceptable
in terms of establishment but the neonatal unit often
operated below the required level. In response to this,
the service had introduced an ANNP role to help junior
doctors working in the unit.



Mandatory training



• The trust had set targets of 95% and 90% for
mandatory training and appraisals, respectively. These
targets were not yet being achieved at the time of our
inspection. The overall compliance figures reported to
the trust board in January 2015 was 91% for
mandatory training and 86% for appraisals. There
were plans to increase completion rates by the end of
the performance year.



Nutrition and hydration



• Patients’ religious and cultural needs were considered
and food was provided in accordance with their
requirements. Staff gave appropriate and discreet
support to those patients who needed help with
eating and drinking. Specialist dietary support was
available to patients whose condition indicated or
required a specialist diet.



• The trust had a team of midwives, support workers
and infant feeding advisers who helped women to feed
their babies. The maternity and neonatal teams were
supported by Liverpool Babies & Mums Breastfeeding
Information and Support (BAMBIS), a team of peer
supporters who offered breastfeeding support and
information to pregnant women, breastfeeding
mothers and their families.



Outcomes and evidence-based care



• Care and treatment were delivered throughout the
trust in accordance with evidence-based guidelines.
The trust had a system for receiving, recording,
assessing and monitoring compliance with guidance
from the National Institute for Health and Care
Excellence (NICE). Quarterly reports were provided for
commissioners as part of the quality contract
requirements, with internal mechanisms monitoring
compliance at divisional and trust-wide levels. When
guidance could not be implemented in full (for
example, if other healthcare providers were involved
as part of the patient pathway), this was risk assessed
for inclusion on the risk register and in the monitoring
reports.



• Maternity outcomes were monitored using a local
maternity dashboard and Royal College of Obstetrics
and Gynaecology indicators. These monitored key
outcomes, such as methods of delivery, still-birth and
neonatal death, epidural rates and the number of
women receiving-one-to one care during labour.
Clinical outcomes in Maternity services were
comparable with or better than, those of similar
services.



• In gynaecology services senior staff took part in
national and local audits to ensure that they were
providing care in line with recognised standards. These
included the national menorrhagia audit and a local
audit to investigate the recurrence rate of infections
with Bartholin’s gland surgery. The results were
comparable with other similar organisations.



• Surgical site infection rates were compared with a peer
trust for the 12-month period up to December 2014;
the trust was better than or equal to the peer trust on
all but one type of infection.



• Care for end of life patients was based on the National
Institute for Health and Care Excellence (NICE)
guidance. The trust had reviewed its own processes in
response to the national review of the Liverpool Care
Pathway and produced end of life care guidance for
staff



• The neonatal services used a combination of
guidelines from National Institute for Health and Care
Excellence (NICE), British Association of Perinatal
Medicine (BAPM) and Royal Colleges’ to determine the
care and treatment provided.



• The service benchmarked patient outcomes against
similar units in the UK and the USA. Outcomes
compared well with other neonatal services. There
was also benchmarking against similar units for
mortality and morbidity rates. There was evidence that
mortality rates were within acceptable ranges and
were continuing to decline. Infection rates had also
declined and compared well to similar units.



Access to services



• The trust consistently met most of the access targets.
These included referral to treatment times in all
specialties, booking midwife visits before 12 weeks
and foetal anomaly scans between 18 and 20 weeks,
and the cancer targets of 31 and 62 days.
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• The trust did not always achieve the 60 minute targets
for treatment in its emergency gynaecology service;
however, the trust consistently achieved the national 4
hourly access target for emergency departments.
Managers were of the opinion that the target for all
acute emergency departments was not necessarily the
best measure for a specialist department of this
nature.



Governance risk and management and quality
measurement



• After our previous inspections in April and September
2014, the trust made significant improvements to its
governance and risk management systems. The board
assurance framework was now a live document that
was well understood by the board. The framework was
set out under the trust’s strategic aims, and had good
risk descriptions with clear details of the risk, cause,
effect and impact. There was good alignment with the
risk register. In addition, controls were appropriate and
there were good examples of assurance sources.



• The newly approved quality strategy detailed the
quality governance arrangements for the trust and the
new arrangements were being implemented at the
time of our inspection. The trust had recently
introduced a ‘patient experience senate’ as part of its
quality governance arrangements, and it had plans to
introduce senates for patient safety and clinical
effectiveness. All committee activity related to quality
governance ultimately reported to the governance and
clinical assurance committee that in turn reported to
the trust board. Attendance at some of the
committees, such as the corporate risk committee,
could have been improved: some members had only
attended 4 of the past 9 committee meetings.



• The trust had been an outlier in for its data quality on
a number of occasions (CQC ‘Intelligent Monitoring’
reports). A dedicated data quality committee was now
in place to provide challenge and assurance in this
regard. A ‘gatekeeping’ policy had been introduced for
secondary uses (SUS) data to ensure that all data was
validated before leaving the organisation. We were
unable to ascertain the impact of this work at the time
of our inspection; however, the trust was confident
that data quality would improve as a result of the
actions taken.



Innovation, improvement and sustainability



• The trust was a major obstetrics, gynaecology and
neonatology research hospital and there was a wide
range of ongoing research projects at the time of our
inspection.



• There were examples of innovative and outstanding
practice for example; the neonatal unit was the first
unit in the country to put the HeRo System in practice.
This was a monitoring system that monitored the
variability in babies heartbeats that helped with the
early diagnosis of infections and other complications.



• The trust acknowledged that it was not financially
sustainable in its current structure. It was working with
partners in ‘Healthy Liverpool’ (a system wide project
with aims to provide a new health and social care
system to transform the health of Liverpool citizens). to
discuss proposals for the future and how service
provision can be developed and sustained.



We saw several areas of outstanding practice including:



• The implementation of the HeRo system. The neonatal
unit was the first in the country to put this system into
practice.



• The neonatal unit’s benchmarking of its practice and
outcomes against other units in the UK and the USA.



However, there were also areas of poor practice where
the trust needs to make improvements.



Importantly, the trust must:



• Improve the way in which medicines are managed and
stored.



• Check the folder of medication data sheets in each
room within the neonatal unit at more regular
intervals; and confirm with a signature that they have
been checked and are valid.



• Store the portable box containing emergency
medicines in the high dependency unit securely.



• Provide appropriate neonatal resuscitation equipment
in the maternity assessment unit.



• Provide effective controls to prevent the abduction of
infants from the labour ward and the Catharine
Medical Centre.



• Ensure that risks regarding the storage of formula milk
are appropriately assessed, and effective controls
implemented to manage those risks.



• Provide operating department practitioners or suitably
qualified midwives in theatre recovery outside normal
working hours.
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• Ensure that the telephone triage line is staffed at all
times.



• Ensure that, when restraint is necessary, it is
undertaken in accordance with the relevant
regulations and legislation.



• Ensure that paper medical records are of an adequate
standard and provide accurate, up-to-date records of
the consent, care and treatment provided.



• Ensure that all staff are able to safeguard adults
appropriately.



In addition the trust should:



• Review the number of hours of consultant cover in
maternity, which were lower than the recommended
minimum from the Royal College of Obstetrics and
Gynaecology for a unit this size.



• Ensure that issues identified during audits are
addressed.



• Review the numbers of incidents reported in all
services.



• Ensure that domestic violence referrals from the police
are reviewed within agreed timescales.



• Review practice with regard to the artificial rupture of
membranes during induction of labour.



• Improve the response rates for the NHS Friends and
Family Test.



• Consider including emergency appointments in the
induction suite diary.



• Ensure that there is an effective system in place for
testing portable electrical appliances.



• Allocate a non-executive director with responsibility
for termination of pregnancy services.



• Review the timing of resuscitation decisions so that
discussions are initiated with patients at a time when
they are well enough to fully consider their wishes.



• Initiate work on advanced care planning with patients
at a time when they are well enough to fully consider
their wishes.



• Monitor the quality of care planning on the wards
against patients’ assessed needs.



• Provide dementia training for ward staff.
• Address the leadership issues and staff morale within



the intrapartum areas.
• Address the role of the advanced neo-natal



practitioners (ANNPs) so they are clear how it fits
within the service and take steps to involve them in
developments in the neonatal service.



• Consider the provision of newborn life support training
for community midwives.



• Consider auditing the availability of patient records.



Professor Sir Mike Richards
Chief Inspector of Hospitals
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Background to Liverpool Women's NHS Foundation Trust



Liverpool Women’s NHS Foundation Trust is based in
Toxteth, Liverpool, and serves more than 30,000 patients
from Liverpool, the surrounding areas and across the UK.



The trust has two locations. The first is the Liverpool
Women’s Hospital, which is a major obstetrics,
gynaecology and neonatology research hospital, one of
only two specialist trusts in the UK, and the largest



women’s hospital of its kind in Europe. The second is the
Liverpool Women’s at Aintree Hospital. This service
provides a range of outpatient services for women. These
include antenatal and booking clinics, foetal medicine
clinics and a full range of gynaecology outpatient services
including consultation and treatment.



Our inspection team



Our inspection team was led by:



Chair: Bronagh Scott, Deputy Chief Nurse, NHS England



Head of Hospital Inspections: Ann Ford, Care Quality
Commission



The team included an inspection manager, seven CQC
inspectors and a variety of specialists including:



CQC’s national professional adviser for maternity; a chief
nurse; two obstetrician and gynaecology consultants; a



consultant gynaecologist; a cosmetic surgeon; a
consultant clinical oncologist; a consultant paediatrician
and neonatologist; a senior midwife (acute); two
community and acute nurse/midwifes; an independent
nursing and healthcare consultant; a senior nurse for
older people; a theatre specialist; a charge nurse; a junior
doctor (Foundation Year 2); a student nurse and an expert
by experience.



How we carried out this inspection



To get to the heart of patients’ experiences of care, we
always ask the following five questions of every service
and provider:



• Is it safe?



• Is it effective?



• Is it caring?



• Is it responsive to people’s needs?



• Is it well-led?



Before visiting the trust, we reviewed a range of
information we held about Liverpool Women’s NHS
Foundation Trust and asked other organisations to share
what they knew about the hospitals. These included the
clinical commissioning groups, NHS England, Health
Education England, the General Medical Council, the
Nursing and Midwifery Council, the Royal Colleges' and
the local Healthwatch. We held a listening event in



Liverpool on 12 February 2015 when people shared their
views and experiences of Liverpool Women’s Hospital.
Some people also shared their experiences by email or
telephone.



The announced inspection of Liverpool Women’s
Hospital took place on 18 and 19 February 2015.



We held focus groups and drop-in sessions with a range
of staff in the hospital, including nurses, trainee doctors,
consultants, midwives, student nurses, administrative
and clerical staff, physiotherapists, occupational
therapists, pharmacists, domestic staff and porters. We
also spoke with staff individually as requested and held a
focus group with the governors.



We talked with patients and staff from all the ward areas
and outpatient services. We observed how people were
being cared for, talked with carers and/or family
members, and reviewed patients’ records of personal
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care and treatment. We undertook an unannounced
inspection of Liverpool Women’s Hospital between 4pm
and 7pm on 4 March 2015. During the unannounced
inspection, we looked at maternity and surgical services.



We would like to thank all staff, patients, carers and other
stakeholders for sharing their views and experiences of
the quality of care provided by the trust.



What people who use the trust’s services say



The NHS Friends and Family Test response rates were
consistently better than the England average and
indicated that most patients would be likely to
recommend the trust as a place to have care and
treatment. However response rates were lower than the
national average.



Responses to CQC’s Survey of Women’s Experiences of
Maternity Service in 2013 were comparable to other trusts
in England.



The trust actively sought feedback from patients, who
were positive about the quality of care and treatment
provided.



Before our inspection, we received over 20 patient ‘Share
your experience’ forms via email. All were positive about
the care and treatment given to women and their babies.



Facts and data about this trust



Liverpool Women’s NHS Foundation Trust. has 157 beds
on site (including 48 cots for neonatal care) and in 2013/
14 there were 41,316 admissions, 50,843 outpatient
appointments and 11,305 emergency department
attendances. There are over 1,300 staff.



The trust serves more than 30,000 patients from Liverpool
and surrounding areas, and accepts patients from across
the UK.



Liverpool is ranked 1 out of 326 local authorities,
indicating that it is the most deprived area within the
country. Most of the health indicators are worse than the
England and regional averages, including breastfeeding
initiation, female life expectancy, smoking-related deaths
and under-75 cancer rate.



The trust has an annual income of around £94 million.
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Our judgements about each of our five key questions



Rating



Are services at this trust safe?
Patients received care in a visibly clean and suitably maintained
environment. There was a high standard of cleanliness throughout
the trust. Staff were aware of current infection prevention and
control guidelines. They were supported by staff training and the
adequate provision of facilities and equipment to manage infection
risks.



The systems, policies and procedures for safeguarding children were
robust, well understood and supported by staff training. All relevant
staff had received child safeguarding training. There were good
examples of staff acting promptly and appropriately to secure the
safety and welfare of children.



However, the trust had identified that adult safeguarding was less
well developed. In response, a comprehensive staff training
programme for the safeguarding of vulnerable adults had recently
been introduced. Staff were developing their understanding,
competency and knowledge in this area at the time of our
inspection.



Medicines management and storage required improvement in a
number of areas; in the inpatient maternity services, medicines were
not always stored at the correct temperatures and there was no
appropriate tracking system for keys to patient medication lockers.
Community midwives were found to be carrying out-of-date
medicines. In the surgical service, emergency medicines in the high
dependency unit (HDU) were left in an unlocked removable box on
top of a cupboard. Because the HDU was not always occupied by
patients or staff, this meant that the medicines kept there may have
been accessible to the public. There were also at least two
occasions in the 9 days before our inspection when the controlled
drugs had only been checked once a day rather than twice.



Nurses and midwives were committed to giving patients a high
standard of care and treatment. Appropriate staffing levels were
calculated using a recognised tool and regularly reviewed. Staffing
levels were sufficient to meet the needs of patients in all the areas
we inspected.



Medical treatment was delivered by skilled and committed medical
staff. There were excellent examples of senior doctors providing
strong leadership and being actively engaged in the design and
development of services.



Requires improvement –––
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There were sufficient numbers of consultants and middle grade
doctors to provide good quality care and treatment for patients;
however, in maternity – inpatient services, the consultant cover was
only 77 hours, which was lower than the 98 hours minimum
recommended by the Royal College of Obstetrics and Gynaecology
for a unit this size. Junior medical staff were well supported and
provided with excellent teaching and learning opportunities.



There were sufficient numbers of consultants and middle-grade
doctors to provide good-quality care and treatment for patients.
Junior medical staff were well supported and given excellent
teaching and learning opportunities.



Duty of candour



• The trust had prepared for its new statutory obligations under
the duty of candour regulation (Regulation 20).



• Staff were aware of thresholds for the duty of candour and were
able to escalate cases of moderate harm and above for
consideration and action under the requirements of this
regulation.



Safeguarding



• The systems, policies and procedures place for safeguarding
children were robust, well understood and supported by staff
training. All relevant staff had received child safeguarding
training. There were good examples of staff acting promptly
and appropriately to secure the safety and welfare of children.



• However, the trust had identified that adult safeguarding was
less well developed. In response, a comprehensive staff training
programme for the safeguarding of vulnerable adults had
recently been introduced. Staff were developing their
understanding, competency and knowledge in this area at the
time of our inspection. Staff training figures indicated that by
March 2015 95% of relevant staff would have received adult
safeguarding training.



• Safeguarding practice was supported by a trust-wide
safeguarding team that staff could access for advice and
support. However, at the time of our inspection there appeared
to be an over-reliance on these key individuals as opposed to
sustainable systems and processes to safeguard adults. Also,
we found some examples in the surgical service indicating that
the approach to the safeguarding of adults needed further
development.
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• The trust acknowledged at board level that the adult
safeguarding systems were not yet robust, and it increased the
level of risk on board assurance framework in relation to
safeguarding in December 2014.



• The trust had developed comprehensive plans to address the
identified gaps in training and practice.



Incident reporting and management



• There were established systems for reporting incidents and
‘near misses’. Staff had received training and were confident in
the use of the incident reporting system. The latest national
reporting and learning system (NRLS) data (September 2014)
stated that the organisation had a reporting rate of 68.48 per
1000 bed days, which was higher than the median of 35.92 for
the cluster of acute specialist trusts. The trust were in the
highest 25% of reporters. The trust was however slow to upload
incidents to the NRLS system with 50% of incidents submitted
more than 41 days after the incident had occurred.



• The reporting rates had improved significantly from the
previous reporting period. The trust had acknowledged a
reduction in incident reporting during 2014/15 in its
Complaints, Litigation, Incidents, PALS and safeguarding
(CLIPS) reports for quarters 1, 2 and 3. The quarter 3 report
stated that incident reporting was 43% lower than in the same
period in 2012/13. The trust had identified that it was ‘no harm’
and ‘near miss’ incidents that were not being reported
appropriately. This was supported by the NRLS report, which
highlighted that the percentage of incidents reported by the
trust in which no harm had been caused was 51%, compared
with 76% across all acute specialist organisations.



• There was low incident reporting for all types of incidents in the
community maternity service. The trust was working with its
staff teams to address this issue and to encourage and support
staff to report all incidents appropriately. Managers realised
that the poor patient safety incident reporting culture could
hinder staff in identifying risks and the trust in taking action to
prevent avoidable harm to patients.



• There were good examples of learning from incidents that were
reported. Staff in all clinical areas were able to describe
changes in practice following incident investigations. To
support learning from serious incidents, staff were provided
with a one-page summary of the key findings and
recommendations to disseminate the learning across the trust.



• The trust produced quarterly CLIPs reports to analyse any key
themes or trends. This report, particularly the one for quarter 3,
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showed significant improvements compared with previous
inspections. There was an expectation that action plans to
address identified themes would be agreed at committee and
divisional level.



• An area of concern from previous inspections was the
timeliness to complete actions after a serious incident. While
this had improved, the latest report to the trust board
(December 2014) stated that actions from incidents occurring in
2013 were still ongoing. The trust explained that in some cases
the problem had been the planning of actions that were either
inappropriate or too ambitious for the timescales set. As well as
monitoring the implementing of actions, the trust also tested
how embedded the actions were and whether they were
making a difference to patient safety. We considered this to be
good practice.



Monitoring safety and responding to risk



• The trust had a process in place to monitor the implementing
of safety alerts. Action plans for all applicable alerts were
monitored centrally with updates requested from the clinical
leads. Alerts were not closed internally until evidence had been
provided to support completion of all actions. The trust did not
have any overdue patient safety alerts reported in the last
publication by NHS England (3 February 2015).



• The trust also reviewed all patient deaths to identify areas for
learning. Learning from the reviews was shared and applied.



Medicines management



• Medicines management and storage required improvement in
a number of areas; in the inpatient maternity services
medicines were not always stored at the correct temperatures
and there was no appropriate tracking system for keys to
patient medication lockers. Community midwives were found
to be carrying out-of-date medicines. In the surgical service,
emergency medicines in the high dependency unit (HDU) were
left in an unlocked removable box on top of a cupboard.
Because the HDU was not always occupied by patients or staff,
this meant that the medicines kept there may have been
accessible to the public. There were also at least two occasions
in the 9 days before our inspection when the controlled drugs
had only been checked once a day rather than twice.



Nurse and Midwifery staffing



• Appropriate staffing levels were calculated using a recognised
tool and regularly reviewed. They were sufficient to meet the
needs of patients in all the areas we inspected.



Summary of findings



12 Liverpool Women's NHS Foundation Trust Quality Report 22/05/2015











• Since our last inspection, there had been a significant increase
in the numbers of nurses and midwives employed, and there
were now sufficient numbers to meet the needs of patients in
all the core services we inspected. There were plans to increase
the number of neonatal nurses to meet the British Association
of Perinatal Medicine (BAPM) standards. At the time of our
inspection, staffing was sufficient to meet the needs of babies
being cared for because current neonatal staff were working
extra hours to fill gaps in the staffing rota.



• The neonatal service had introduced the Advanced Neonatal
Nurse Practitioner (ANNP) role. The ANNPs were having a
positive effect in supporting high-quality care for babies
needing specialist neonatal support. However, it was
acknowledged that more work was required to fully embed and
integrate this key role within the service.



Medical staffing



• Medical treatment was delivered by skilled and committed
medical staff. There were excellent examples of senior doctors
providing strong leadership and being actively engaged in the
design and development of services.



• There were sufficient numbers of consultants and middle grade
doctors to provide good quality care and treatment for patients;
however, in maternity – inpatient services, the consultant cover
was only 77 hours, which was lower than the 98 hours
minimum recommended by the Royal College of Obstetrics and
Gynaecology for a unit this size. Junior medical staff were well
supported and provided with excellent teaching and learning
opportunities.



• The tier 1/middle-grade staffing levels were acceptable in terms
of establishment but the neonatal unit often operated below
the required level. In response to this, the service had
introduced an ANNP role to help and support junior doctors
working in the unit.



Are services at this trust effective?
Care and treatment were delivered throughout the trust in
accordance with evidence-based guidelines. The trust had a system
for receiving, recording, assessing and monitoring compliance with
guidance from the National Institute for Health and Care Excellence
(NICE). Quarterly reports were provided for commissioners as part of
the quality contract requirements, with internal mechanisms
monitoring compliance at divisional and trust-wide levels. When



Good –––
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guidance could not be implemented in full (for example, if other
healthcare providers were involved as part of the patient pathway),
this was risk assessed for inclusion on the risk register and in the
monitoring reports.



Clinical outcomes were comparable, with or better than, similar
services. The trust benchmarked its performance against national
indicators when appropriate, or similar trusts when national
indicators were not applicable.



Multidisciplinary working was well established throughout the trust.
Doctors, nurses and allied health professionals worked well together
to provide a person-centred approach to care and treatment. The
sharing of information across the disciplines was well managed.
Each discipline listened to and valued the contribution of their
colleagues.



The trust had invested in training and providing expert support for
staff in relation to the Mental Capacity Act 2005 and Deprivation of
Liberty Safeguards. However, there was still work to be done before
all staff fully understood their role and responsibilities in supporting
patients who lacked capacity to make decisions for themselves.
There were examples in the surgical service where staff were not
clear about how to appropriately seek or support patients who
lacked capacity.



Evidence-based care and treatment



• Care and treatment were delivered throughout the trust in
accordance with evidence-based guidelines. The trust had a
system for receiving, recording, assessing and monitoring
compliance with NICE guidance. Quarterly reports were
provided for commissioners as part of the quality contract
requirements, with internal mechanisms monitoring
compliance at divisional and trust-wide levels. When guidance
could not be implemented in full (for example, if other
healthcare providers were involved as part of the patient
pathway), this was risk assessed for inclusion on the risk
register and in the monitoring reports.



• The trust participated in a range of clinical audits, and actions
were taken in response to the findings to improve patient
outcomes and experiences. The audit programme was
developed annually in partnership with the clinical lead from
each division and support from the clinical audit team. The
programme included trust priorities, responses to incidents,
national audits, audits against NICE guidance and any re-audits
that were due during the year. Implementing the audit plan was
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monitored by the clinical audit team and reported to the
divisions and governance committees. The monitoring reports
also covered the implementing of agreed actions following
clinical audits.



• To share the findings of clinical audit and research projects,
there were monthly breakfast meetings that were open to all
staff involved in the area audited.



Patient outcomes



• Care and treatment were delivered throughout the trust in
accordance with evidence-based guidelines. The trust had a
system for receiving, recording, assessing and monitoring
compliance with guidance from the National Institute for
Health and Care Excellence (NICE). Quarterly reports were
provided for commissioners as part of the quality contract
requirements, with internal mechanisms monitoring
compliance at divisional and trust-wide levels. When guidance
could not be implemented in full (for example, if other
healthcare providers were involved as part of the patient
pathway), this was risk assessed for inclusion on the risk
register and in the monitoring reports.



• Maternity outcomes were monitored using a local maternity
dashboard and Royal College of Obstetrics and Gynaecology
indicators. These monitored key outcomes, such as methods of
delivery, still-birth and neonatal death, epidural rates and the
number of women receiving-one-to one care during labour.
Clinical outcomes in Maternity services were comparable with
or better than, those of similar services.



• In gynaecology services senior staff took part in national and
local audits to ensure that they were providing care in line with
recognised standards. These included the national
menorrhagia audit and a local audit to investigate the
recurrence rate of infections with Bartholin’s gland surgery. The
results were comparable with other similar organisations.



• Surgical site infection rates were compared with a peer trust for
the 12-month period up to December 2014; the trust was better
than or equal to the peer trust on all but one type of infection.



• Care for end of life patients was based on the National Institute
for Health and Care Excellence (NICE) guidance. The trust had
reviewed its own processes in response to the national review
of the Liverpool Care Pathway and produced end of life care
guidance for staff
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• The neonatal services used a combination of guidelines from
National Institute for Health and Care Excellence (NICE), British
Association of Perinatal Medicine (BAPM) and Royal Colleges’ to
determine the care and treatment provided.



• The service benchmarked patient outcomes against similar
units in the UK and the USA. Outcomes compared well with
other neonatal services. There was also benchmarking against
similar units for mortality and morbidity rates. There was
evidence that mortality rates were within acceptable ranges
and were continuing to decline. Infection rates had also
declined and compared well to similar units.



• The trust used approximately 300 indicators for performance or
quality outcomes and was reviewing how these could be best
used; 170 of the indicators were reported to the trust board.
The associate director of operations was tracking all the
indicators so that the numbers reported to the board could be
condensed. This was to enable the board to discuss
performance exceptions in greater detail. The performance
report detailed actions taken for all the areas that were not
achieving agreed targets.



Multidisciplinary working



• Multidisciplinary working was well established throughout the
trust. Doctors, nurses and allied health professionals worked
well together to provide a person-centred approach to care and
treatment. The sharing of information across the disciplines
was well managed. Each discipline listened to and valued the
contribution of their colleagues.



Consent, Mental Capacity Act & Deprivation of Liberty
Safeguards



• The trust had invested in training and providing expert support
for staff in relation to the Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards. However, there was still work
to be done before all staff fully understood their role and
responsibilities in supporting patients who lacked capacity to
make decisions for themselves. There were examples in the
surgical service where staff were not clear about how to
appropriately seek or support patients who lacked capacity.



• There was one case when a patient had been detained under
the Mental Health Act. The trust had applied for registration to
enable it to detain patients who were at risk; however, the
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application had not been determined at the time of the
patient’s detention. We raised this with the trust management
team who confirmed that they would not use powers of
detention until an application to register had been approved.



Are services at this trust caring?
Care and treatment were delivered to patients in a person-centred
and sensitive way. Patients and those close to them were extremely
positive about the caring and supportive attitudes of staff.



Staff were motivated and keen to provide care that promoted
people’s dignity. Relationships between people who used the
service, those close to them and staff were caring and supportive.



Patients and parents were active partners in care, and most patients
told us they felt involved in the decision-making process. People’s
individual preferences and needs were reflected in how care was
delivered.



Patients, parents of babies needing special care and those close to
them understood their treatment and the choices available to them.
Meeting people’s emotional needs was recognised as important by
all staff disciplines, and staff were skilled and sensitive in supporting
patients and those close to them during difficult and stressful
periods. This was particularly evident in the care provided by the
neonatal team.



Compassionate care



• Care and treatment were delivered to patients in a person-
centred and sensitive way. Patients and those close to them
were extremely positive about the caring and supportive
attitudes of staff.



• Staff were motivated and keen to provide care that promoted
people’s dignity. Relationships between people who used the
service, those close to them and staff were caring and
supportive.



• The NHS Friends and Family Test showed a high level of
satisfaction during the last quarter of 2014 of between 97% and
100%. However, it should be recognised that this data relates to
small numbers analysed as a result of a low response rate.



• Inpatient survey



Understanding and involvement of patients and those close to
them



• Care was planned and delivered in a way that took into account
the wishes of the patients and the parents of the babies who
needed special care.



Good –––
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• Patients were active partners in their care. They felt involved in
the decision-making process and were well informed regarding
their care and treatment options.



Emotional support



• Meeting people’s emotional needs was recognised as important
by all staff disciplines, and staff were skilled and sensitive in
supporting patients and those close to them during difficult
and stressful periods. This was particularly evident in the care
provided by the neonatal team.



Are services at this trust responsive?
Services were planned to meet the diverse needs of patients. The
trust consistently met national access targets. These included
referral to treatment times in all specialties, booking midwife visits
before 12 weeks, foetal anomaly scans between 18 and 20 weeks,
and the cancer targets of 31 and 62 days).



Urgent 2-week referral timescales were also met, and there were a
number of rapid access clinics available. The trust provided ‘one-
stop’ clinics, such as the Wednesday oncology clinic, that aimed to
meet all the needs of a patient during one visit.



The trust also provided a unique gynaecological emergency service
that did not require a doctor’s referral.



Patients’ religious and cultural needs were met and there was an
interpreter service available for patients whose first language was
not English.



There was good support for parents whose babies needed specialist
care. A counselling and bereavement service supported patients
during these difficult and stressful times.



There were excellent examples of staff employed by the trust
working collaboratively to meet the individual needs of patients.



Service planning and delivery to meet the needs of local
people



• Services were planned to meet the diverse needs of patients
living in the local area.



• There were good examples of services being planned and
designed in response to patient feedback and consultation.



Meeting people’s individual needs



Good –––
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• A link booking clinic was held at Liverpool Women’s Hospital for
women whose first language was not English. The birth choices
clinic provided support throughout pregnancy to women with
tokophobia (fear of childbirth) and a vaginal birth after
caesarean section (VBAC) clinic was also available.



• There was a specialist clinic, supported by a Somali health link
worker, to identify and address the needs of women who had
experienced female genital mutilation (FGM), as well as
designated midwives within the community service to support
women who had been identified by their circumstances as
being vulnerable.



• Patients’ religious and cultural needs were met through a multi-
faith chaplaincy.



• There was an interpreter service available for patients whose
first language was not English.



• The trust also provided a bereavement service for parents and
those close to them who had lost their babies. In response to
feedback, the trust had developed a midwifery bereavement
suite.



• The Mulberry and Orchid suites had been made available to
give patients at the end of life privacy and dignity.



• There were excellent examples of staff employed by the trust
working collaboratively to meet the individual needs of
patients. These included arranging a wedding at short notice
for a patient who was terminally ill.



Access to services



• The trust consistently met national access targets. These
included referral to treatment times in all specialties; booking
midwife visits with before 12 weeks, foetal anomaly scans
between 18 and 20 weeks, and the cancer targets of 31 and 62
days).



• Urgent 2-week referral timescales were also met, and there
were a number of rapid access clinics available. There trust
provided ‘one-stop’ clinics, such as the Wednesday oncology
clinic, that aimed to meet all the needs of a patient during one
visit.



• The trust also provided a unique gynaecological emergency
service that did not require a doctor’s referral. The trust did
consistently achieved the 4-hourly access targets for time to
treatment in its emergency gynaecology service. Managers were
of the opinion that the target for all acute emergency
departments was not necessarily the best measure for a
specialist department of this nature..



Learning from complaints and concerns
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• The trust had significantly improved its processes for learning
from experiences, concerns and complaints. During the
inspection in April 2014, the inspection team could not find the
Patient Advice and Liaison Service (PALS) or any information on
how to raise concerns or complaints. The PALS team was now
located next to the entrance of the hospital, and posters and
leaflets were prominent throughout with information on how to
share comments or complaints with the trust. The PALS
contacts had more than doubled following the relocation of the
service and issuing of the posters. There had been a small
increase in the numbers of complaints, although this had
started to stabilise. PALS contacts continued to increase.



• There had been a reduction in the percentage of complaints
responded to within agreed timescales: specifically, a steady
reduction from 100% in August 2014 to 70.6% in December
2014. However, further changes had been made to the process
and the trust was confident that performance had improved
and that this would be reflected in the next issue of data. One of
the reasons for the response times not being met was the
decision to approve extensions to the timescales only in
exceptional circumstances. The patient experience team
reported that the process was now more robust and a reminder
system had been implemented to prompt responses from the
clinical areas in a timely way.



• Escalation processes had also been introduced for when there
were persistent problems or delays. One of the key changes had
been to allocate a patient experience officer to manage a
complaint from receipt to completion of any actions in
response to it. We reviewed a sample of 25 complaints and
could see that all had been through this process with remedial
actions recorded and monitored in relation to implementation.



Are services at this trust well-led?
The trust had a vision ‘To be the recognised leader in healthcare for
women, babies and their families’. This vision underpinned all the
trust’s strategies and plans. The vision and values were well known
throughout the organisation. The values were represented in all key
documents and embedded in the staff appraisal process. All staff
were aware of the trust’s priorities and challenges, and understood
the plans and actions needed to address them.



After our previous inspections in April and September 2014, the trust
made significant improvements to its governance and risk
management systems.



Good –––
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The trust had recently reviewed its quality strategy and the revised
strategy had received board approval in February 2015. All agreed
priorities had clear and measurable indicators that were subject to
regular monitoring and review.



The senior team was visible and accessible to staff, and managers
were seen by staff as supportive and approachable. There were
some concerns about the leadership style on the labour ward that
managers were committed to exploring and addressing.



Staff were committed and passionate about their work. They were
keen to learn and continuously improve the services they offered to
patients.



There was a positive and enthusiastic culture throughout the trust.
Staff were proud of the services they offered and the work they did.



The trust was open about its financial challenges and was working
with commissioners and other key stakeholders to seek solutions
that would improve its financial position and secure the future
sustainability of services.



Vision and strategy



• The trust had a vision ‘To be the recognised leader in
healthcare for women, babies and their families’. This vision
underpinned all the trust’s strategies and plans. The vision and
values were well known throughout the organisation. The
values were represented in all key documents and embedded
in the staff appraisal process. All staff were aware of the trust’s
priorities and challenges, and understood the plans and
actions needed to address them.



• The quality strategy had recently been revised and approved by
the board. The new strategy was to be launched in the early
spring along with the organisation’s development strategy
‘Putting people first strategy – 2015–2018’.



Governance, risk management and quality measurement



• After our previous inspections in April and September 2014, the
trust made significant improvements to its governance and risk
management systems. The board assurance framework was
now a live document that was well understood by the board.
The framework was set out under the trust’s strategic aims, and
had good risk descriptions with clear details of the risk, cause,
effect and impact. There was good alignment with the risk
register. There was good alignment with the risk register. In
addition, controls were appropriate and there were good
examples of assurance sources. The introduction of
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subcommittee escalation reports to the board made it simple
to see the management of the framework risks at
subcommittee level, and the sharing of information or actions
for escalation to the board.



• The trust had undertaken a self-assessment of its risk
management arrangements using the HM Treasury risk
management framework. This framework uses a scoring system
of 1 to 5, which is a range of ‘no evidence’ to ‘excellent’. The self-
assessment determined that the trust was at level 2, which is
classified as ‘satisfactory’. These findings were taken into
consideration for the latest version of the risk management
strategy (December 2014). The next stages of improving risk
management within the trust had been identified as
determining and applying appetite for risk, alongside further
improvements to the risk registers.



• The risk registers had been much improved since previous
inspections, especially in terms of risk descriptions, ratings,
actions and review. There was still work to do on closing risks
once actions had been completed. This was linked to the trust’s
plan to introduce appetite for risk and set its tolerance for
acceptable levels of risk. The trust had worked with the
Institution of Occupational Safety and Health (IOSH) to be the
first NHS trust to deliver IOSH-accredited risk management
training to continue its improvement in this area.



• In addition to the self-assessment for risk management, the
trust had also completed an external review of quality
governance. An outside company undertook the review against
the well-led framework from September 2014. The findings
were reported to the board in February 2015. Part of the
process was for the trust to undertake a self-assessment
against the framework; the overall score was that the trust
assessed itself at the same level as the external company. The
trust had developed a comprehensive plan to respond to the
recommendations in the external report to secure further
improvement.



• The newly approved quality strategy detailed the quality
governance arrangements for the trust that were being
implemented at the time of our inspection. The trust had
recently introduced a ‘patient experience senate’ as part of its
quality governance arrangements, and it had plans to introduce
senates for patient safety and clinical effectiveness. All
committee activity regarding quality governance ultimately
reported to the governance and clinical assurance committee
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that then reported to the trust board. Attendance at some of
the committees, such as the corporate risk committee, could
have been improved; some members had only attended 4 of
the past 9 committee meetings.



• The trust had been an outlier for its data quality on a number of
occasions (CQC ‘Intelligent Monitoring’ reports). A dedicated
data quality committee was now in place to provide challenge
and assurance in this regard. A ‘gatekeeping’ policy had been
introduced for secondary uses (SUS) data to ensure that all
data was validated before leaving the organisation. We were
unable to ascertain the impact of this work at the time of our
inspection; however, the trust was confident that data quality
would improve as a result of the actions taken.



Leadership of the trust



• The executive team were visible and approachable. Clinical
directors and nurse managers worked closely with the
executive team regarding the development and improvement
of services.



• Staff felt able to contribute and influence service design and
delivery.



• Line managers were seen as knowledgeable, responsive and
accessible. Staff reported that they felt heard and valued. There
were some excellent leadership role models for staff in all
disciplines.



• The trust had recently approved a ‘Putting people first strategy
– 2015–2018’. This built on the previous workforce and
organisational development strategy and maintained the same
vision and values. The strategy included much improved
measurable indicators that were clearly articulated. The trust
was planning to launch it alongside the quality strategy in the
early spring of 2015.



• Throughout the life of the previous workforce and
organisational development strategy, the trust had secured
improvements in the NHS Staff Survey, particularly in relation to
staff engagement and staff recommending the trust as a place
to work and receive treatment.



• There had been a significant increase in the numbers of
midwifery and nursing staff that was having a positive effect on
staff morale. Staff were positive about their new colleagues and
the contribution they made.



Culture within the trust
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• There was a positive and enthusiastic culture throughout the
trust. Staff were proud of the services they offered and the work
they did.



• Staff were committed and passionate about their work. They
were keen to learn and continuously improve the services they
offered to patients.



• The NHS staff survey indicated improvements in staff reporting
the trust as a good place to work and receive care and
treatment. Results were better than the national average in this
regard.



Fit and proper persons



• The trust had prepared to meet the requirements of the Fit and
Proper Persons regulation (FPPR). This regulation ensures that
directors of NHS providers are fit and proper to carry out this
important role.



• The trust policy on pre-employment checks covered criminal
record, financial background, identity, right to work,
employment history, professional registration and qualification
checks.



• It was already part of the trust’s approach to conduct a check
with any and all relevant professional bodies, and to undertake
due diligence checks for senior appointments.



Public and staff engagement



• The trust was proactive and committed to securing patient
feedback, and used it to inform and improve patients’
experience.



• Staff routinely engaged with patients and those close to them
to seek their views about their experiences at the trust. Staff
received communications from managers in a variety of ways,
such as in newsletters, emails, briefing documents and
meetings.



Innovation, improvement and sustainability



• The trust was a major obstetrics, gynaecology and neonatology
research hospital and there was a wide range of ongoing
research projects at the time of our inspection.



• The trust acknowledged that it was not financially sustainable
in its current structure. It was working with partners in ‘Healthy
Liverpool’ to discuss proposals for the future and how service
provision can be developed and sustained.



Summary of findings
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Our ratings for Liverpool Women's Hospital



Safe Effective Caring Responsive Well-led Overall



Maternity (inpatient
services)



Requires
improvement Good Good Good Good Good



Maternity (community
services)



Requires
improvement Not rated Good Good Requires



improvement
Requires



improvement



Surgery (gynaecology) Requires
improvement Good Good Good Good Good



Neonatal services Good Good Good Good Good Good



End of life care Good Good Good Good Good Good



Outpatients and
diagnostic imaging Good Not rated Good Good Good Good



Termination of
pregnancy Good Good Good Good Good Good



Overall Requires
improvement Good Good Good Good Good



Our ratings for Liverpool Women's at Aintree



Safe Effective Caring Responsive Well-led Overall



Outpatients and
diagnostic imaging Good Not rated Good Good Good Good



Overall Good Not rated Good Good Good Good



Our ratings for Liverpool Women's NHS Foundation Trust



Safe Effective Caring Responsive Well-led Overall



Overall trust Requires
improvement Good Good Good Good Good



Overview of ratings
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Notes



1. We are currently not confident that we are collecting
sufficient evidence to rate effectiveness for maternity –
community services or outpatients and diagnostics.



Overview of ratings
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Outstanding practice



We saw several areas of outstanding practice
including:



• The implementation of the HeRo system. The neonatal
unit was the first in the country to put this system into
practice.



• The neonatal unit’s benchmarking of its practice and
outcomes against other units in the UK and the USA.



Areas for improvement



Action the trust MUST take to improve
Importantly, the trust must:



• Improve the way in which medicines are managed and
stored.



• Check the folder of medication data sheets in each
room within the neonatal unit at more regular
intervals; and confirm with a signature that they have
been checked and are valid.



• Store the portable box containing emergency
medicines in the high dependency unit securely.



• Provide appropriate neonatal resuscitation equipment
in the maternity assessment unit.



• Provide effective controls to prevent the abduction of
infants from the labour ward and the Catharine
Medical Centre.



• Ensure that risks regarding the storage of formula milk
are appropriately assessed, and effective controls
implemented to manage those risks.



• Provide operating department practitioners or suitably
qualified midwives in theatre recovery outside normal
working hours.



• Ensure that the telephone triage line is staffed at all
times.



• Ensure that, when restraint is necessary, it is
undertaken in accordance with the relevant
regulations and legislation.



• Ensure that paper medical records are of an adequate
standard and provide accurate, up-to-date records of
the consent, care and treatment provided.



• Ensure that all staff are able to safeguard adults
appropriately.



In addition the trust should:



• Review the number of hours of consultant cover in
maternity, which were lower than the recommended
minimum from the Royal College of Obstetrics and
Gynaecology for a unit this size.



• Ensure that issues identified during audits are
addressed.



• Review the numbers of incidents reported in all
services.



• Ensure that domestic violence referrals from the police
are reviewed within agreed timescales.



• Review practice with regard to the artificial rupture of
membranes during induction of labour.



• Improve the response rates for the NHS Friends and
Family Test.



• Consider including emergency appointments in the
induction suite diary.



• Ensure that there is an effective system in place for
testing portable electrical appliances.



• Allocate a non-executive director with responsibility
for termination of pregnancy services.



• Review the timing of resuscitation decisions so that
discussions are initiated with patients at a time when
they are well enough to fully consider their wishes.



• Initiate work on advanced care planning with patients
at a time when they are well enough to fully consider
their wishes.



• Monitor the quality of care planning on the wards
against patients’ assessed needs.



• Provide dementia training for ward staff.
• Address the leadership issues and staff morale within



the intrapartum areas.
• Address the role of the advanced neo-natal



practitioners (ANNPs) so they are clear how it fits
within the service and take steps to involve them in
developments in the neonatal service.



Outstanding practice and areas for improvement
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• Consider the provision of newborn life support training
for community midwives.



• Consider auditing the availability of patient records.



Outstanding practice and areas for improvement
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Action we have told the provider to take
The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.



Regulated activity
Diagnostic and screening procedures



Family planning services



Maternity and midwifery services



Surgical procedures



Termination of pregnancies



Treatment of disease, disorder or injury



Regulation 9 HSCA 2008 (Regulated Activities) Regulations
2010 Care and welfare of people who use services



How the regulation was not being met: The provider has
not ensured that each service user is protected against
the risk of receiving care or treatment that is
inappropriate or unsafe through the planning and
delivery of care and treatment to meet their individual
needs or to ensure their safety and welfare. The provider
does not have suitable arrangements in place to deal
with foreseeable emergencies.



Regulation 9(1)(a)(b)(i)(ii)(2)



Regulated activity
Diagnostic and screening procedures



Family planning services



Maternity and midwifery services



Surgical procedures



Termination of pregnancies



Treatment of disease, disorder or injury



Regulation 13 HSCA 2008 (Regulated Activities) Regulations
2010 Management of medicines



How the regulation was not being met: The provider has
not protected the service user against the risks
associated with the unsafe use and management of
medicines with regards to the safe storage of medicines.



Regulation 13.



Regulated activity
Diagnostic and screening procedures



Family planning services



Maternity and midwifery services



Surgical procedures



Termination of pregnancies



Treatment of disease, disorder or injury



Regulation 20 HSCA 2008 (Regulated Activities) Regulations
2010 Records



How the regulation was not being met: The provider has
not protected the service user against the risks of unsafe
or inappropriate care and treatment arising from a lack
of proper information about them by means of the
maintenance of an accurate record of the care and
treatment provided.



Regulation 20 (1)(a).



Regulation



Regulation



Regulation



This section is primarily information for the provider



Requirement notices
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1
Introduction and Summary

This report provides a comprehensive update on performance, achievements and concerns across the Trust. The report replaces the Complaints, Litigation, Incidents and PALS (CLIP) report that the Council of Governors has received previously. It expands on the detail to provide increased information and assurance.

2
Key Themes 


Key risks identified are:


· Reported incidences of lost keys mostly relating to medicines cupboards,


· Lack of referral process to the Safeguarding Team,


· Limited assurance on 3 internal audit reports,


· At the time of the report the outcome of the Care Quality Commission’s (CQC) inspection was unknown and so was highlighted as a risk.


Key successes identified are:


· Performance against benchmarked peers in National Reporting and Learning System (NRLS) report


· Reduction in security related incidents


· Compliance with the external reporting of Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) reportable incidents


· Progress with safeguarding training


· Actions taken to address the requirements of the Prevent strategy


· Delivery of Emergency Preparedness, Resilience and Response (EPRR) training to senior managers and Executive team


· 100% compliance with response times for Central Alerting System (CAS) alerts


3
Conclusions

· The Trust’s key successes and risks can now be viewed in one overarching document,

· The Clinical Commissioning Group has viewed the SEE report and feel it gives them sufficient assurance to accept as submission for the Trust’s quarterly Quality Schedule,

· The report will continue to evolve as feedback is received.

4
Recommendations

· The Board of Directors are asked to receive the report and welcome the new format,

5
Appendices
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			Summary Description


			14/15


			Narrative Summary





			


			


			Q4


			





			SAFE


			Claims and Litigation


			250


			Number of open claims at the end of the quarter


Number settled by Quarter





			


			


			10


			





			


			Reports on Prevention of Future Deaths


			0


			Total issued following inquests held in the quarter





			


			Incidents: Patient


                 Staff





                Visitor / Contractor / Member of    Public


			609


			Total reported where a patient has been identified


Total reported where staff have been named in the incident 


Total reported where a visitor / contractor / member of public is identified.








			


			


			486


			





			


			


			7


			





			


			RIDDOR reported incidents


			2


			Number of staff  RIDDOR’s reported


 


Number of staff days lost to sickness following RIDDOR incident





Number patient RIDDOR’s reported 





			


			


			


62


			





			


			


			0


			





			


			StEIS


			4


			Number Serious incidents reported


Number serious incidents currently open of the system





			


			


			19


			





			


			Never Events


			0


			Confirmed StEIS ‘Never Events’ 





			


			CAS Alerts


			35


			Number of alerts issued in the quarter


Number beyond closure date





			


			


			0


			





			


			Safeguarding Vulnerable Adults


			No data


			Number of Adult Safeguarding concern’s referred (inc DV)





			


			Safeguarding Vulnerable Children


			No data


			Number of Child Safeguarding concerns referred (inc DV)





			


			Allegations against staff


			No data


			Number of safeguarding allegations raised





			


			Number of MCA referrals


			No data


			Number of referrals made





			


			Number of DoLs referrals


			No data


			Number of referrals made





			


			Emergency Preparedness: unplanned events


			2


			Number of major or business continuity incidents





			


			Number of policies out of date


			15


			10 currently out for consultation, 2 in process of review and 1 on hold.





			


			HSMR


Number of deaths


			


			





			


			


			


			





			


			Infection Control; C-difficile 


			0


			





			


			


			


			





			EFFECTIVE


			NICE


			0%


			Percentage of Guidelines Breached





			


			Internal Audit


			18


			Number of reports received


Number with no or limited assurance





			


			


			3


			





			


			Clinical Audit


			Data not available


			Percentage of completed audits that provide limited assurance (exc baseline audits)





			


			CQC Intelligence Monitoring Risks Identified





			2





5


			Number of red risks (December IMR)





Number of amber risks (December IMR)





			


			


			


			





			Experience


			Complaints


			32


			Number of complaints received


Number of Complaints due for response 


Number not responded to within timescale agreed divisionally


Number of responses without an appropriate action plan


Number of PALS contacts





			


			


			34


			





			


			


			0


			





			


			


			0


			





			


			


			177


			





			


			Family and Friends Inpatient


			52.66%


			Liverpool Position





			


			Family and Friends A&E


			41.19%


			Liverpool Position





			


			Family and Friends Maternity


			4.57%


			Antenatal Care





			


			


			7.18%


			Birth





			


			


			15.28%


			Care on postnatal ward





			


			


			1.7%


			Postnatal community provision





			


			Family and Friends Staff


			Data not available


			





			


			Ombudsman


			0
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Executive Summary 





The Q4 SEE report provides a comprehensive update on performance, achievements and concerns 


across the Trust.  





Key risks identified are:


· Reported incidences of lost keys mostly relating to medicines cupboards


· Lack of referral process to the Safeguarding Team


· Limited assurance on 3 internal audit reports


· Outcome of the CQC inspection remains unknown at the time of the report





Key successes identified are:


· Performance against benchmarked peers in NRLS report


· Reduction in security related incidents


· Compliance with the external reporting of RIDDOR reportable incidents


· Progress with safeguarding training


· Actions taken to address the requirements of the PREVENT strategy


· Delivery of EPRR training to senior managers and Executive team


· 100% compliance with response times for CAS alerts











SAFE





Risk Escalation Monitoring Report 





On 31st March 2015, there were 18 risks on the corporate risk register, compared to an average of 175 risks in Q3.  


During Q4, there were 7 new risks added to the corporate risk register compared to 10 in Q3. 18 risks were closed in Q4 compared to 23 in Q3.





The significant change in the numbers of corporate risks has resulted from the ongoing work throughout the Trust aligned to the revised Risk Management Strategy which has altered the culture of the organisation with respect to managing, identifying, controlling, mitigating, escalation and de-escalation of risks.  The corporate risk register has undergone a complete review whereby service level risks were deescalated and aligned to the respective service resulting in a smaller number of corporate risks which are monitored more effectively by the corporate risk committee. The function of this committee is to make decisions from options given by the risk owner for the treatment of the risks escalated onto the corporate risk register.





Claims and Litigation 





There have been 12 settled claims within Q4; 12 Clinical and 0 Non-clinical.  The incident dates for these claims are detailed in Table 1.





			Incident Date


			Number of Claims





			1997


			1





			2001


			1





			2002


			1





			2003


			1





			2004


			1





			2005


			1





			2006


			1





			2007


			1





			2008


			2





			2001


			1





			2013


			1











Table 1.

















Claims open by division are provided in the charts below











The charts below provide details of the themes arising from the litigation themes by Division.























Employers Liability Claims 





There have been 0 settled Employers Liability Claims within the reporting period.  There are currently 7 Employers Liability/Public Liability claims open.  Themes are provided on the chart below.











Clinical Claims 





Maternity and Imaging





Table 2 provides a summary of the clinical claims that have been settled within the quarter.








			Reason for Claim


			Amount Awarded


			Legal Cost





			Placental abruption resulting from the  Failure to assess and monitor the mother and baby appropriately resulting in an intrauterine death and post-partum haemorrhage


			


£50,000


			


£46,514





			Mismanagement of Labour and Delivery, delay in performing a caesarean section resulting in the death of the baby and subsequent PTSD claim relating to the parents


			


£32,000


			


£54,277








Table 2.





Recommendations/Actions Required for Table 2 Claims





1 The Maternity Assessment Unit (MAU) and Triage Process





The MAU and triage processes have undergone a major overhaul.  Implemented changes include:


· All patients’ telephone calls requesting advice are now recorded.  Hard copies are filed in the patients’ medical records as appropriate;


· All patients must be triaged within 30 minutes of attending the MAU;


· Improved triage forms have been introduced as have flow charts recommending a care pathway for patients with certain symptoms;


· Patients are prioritised and seen in order of priority and their care is escalated accordingly;





2          Mismanagement of Labour and Delivery





    i)	Risk Assessment tool for women on Delivery Suite has been developed;


    ii)	There has been a revision of the role and responsibilities of Maternity Shift Leaders;               


    iii)	A leadership and training package for Shift Leaders has been developed The 


             development of this role is continuing;


   iv)      Changes have been implemented to reduce the misinterpretation of CTG Traces:  


· Enhanced training for CTG interpretation was introduced for all relevant staff who now attend mandatory training sessions that specifically includes the interpretation and management of CTG recordings;


· CTG interpretation is now discussed at daily Delivery Suite meetings to ensure that CTG interpretation is uppermost in the day-to-day management of both complicated and straightforward pregnancies. 


· There is now more direct involvement of Consultants in the day-to-day management of high risk pregnancies;


· A Consultant Obstetrician is available for all clinical areas during day time hours, predominantly based on the Delivery Suite;


· Consultant evening and weekend cover has been extended and there is always a consultant on-call from home outside of those hours who will attend the Hospital within a short space of time if the need arises;


· Reviews are undertaken by a senior clinician in all cases where there has been a sub-optimal CTG trace.








Gynaecology and Surgical Services


Table 3 provides a summary of the clinical claims settled in Quarter 4 in respect to these services.


			Reason for Claim


			Amount Awarded


			Legal Cost





			Delay in diagnosis of bowel perforations which occurred following a laparascopic bilateral salping-oopherectomy


			


£1,533,130.00


			   


£219,791.00





			Delay in diagnosis of uterine perforation and coil migration


			


£10,000.00


			


£114,272.00





			Negligent treatment/delay in treatment and care; Iodine burn to buttocks and back during excision of VAIN III.


			


£5,000.00


			


£13,225.00





			The following claims relate to  the Urogynaecology Group Action 


			


			





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			


£50,000.00


			


£15474.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£12,500.00


			£9,341.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£50,000.00


			£15,317.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£82,523.00


			£20,465.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£1,202.00


			£10,092.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£31,260.00


			£24,395.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£20,000.00


			£17,364.00








Table 3.





Recommendations/Actions Required (Table 3 Claims)





1 Delay in Diagnosis of Bowel Perforation


· This case did not generate a Serious Incident Review;


· It was accepted that the perforation did not occur at the time of surgery;


· There was however a failure to investigate symptoms of sepsis.  An up-dated MEWS Score/Observation Chart have been introduced together with an up-dated sepsis bundle;


· There was a failure to perform intra-operative imaging in the presence of symptoms of sepsis; 


· An Enterotomy Register is now kept for all accidental bowel injuries and the surgeon involved has to complete a Reflective Practice Form which is discussed with the Clinical Director;


· Cases of bowel injuries are now discussed at quarterly Morbidity/Mortality Meetings in order that lessons can be learned and shared;


· A strategy for joint surgeries with bowel surgeons is being developed;


· A Standard Operating Procedure is being developed to identify cases where joint surgeries should be arranged





2 Delay in diagnosis of uterine perforation and coil migration 





· It could not be determined whether the Coil was inserted negligently resulting in the perforation.  Equally, however, it could not be proved that it had not been negligently inserted;  


· There was a delay in diagnosing the perforation and it could not be proved whether or not the Claimant had telephoned the Emergency Room for advice as alleged.  It was found that there wasn’t a robust telephone triage process and that remains the case.  The case was therefore settled due to the litigation risk.  It is recommended that a review of recording/storing patient telephone calls is undertaken.





3 Negligent  Treatment/Delay in treatment and care: Iodine Burn to Buttocks and back during Dyskariosis  		 





· The allegation in respect of negligent treatment of removal of dyskariotic cells was discontinued however, it was accepted that the Claimant sustained a skin preparation burn;


· The Claimant sustained Iodine burns during the procedure to remove the dyskariotic cells.


· The method of skin preparation/applicators in theatres has been changed resulting in less pooling of the solution and an external company has provided training in the use of the applicators.  A representative from the Company will also attend Junior Doctors’ Induction and provide training for all new doctors;  





Urogynaecology Group Action





As a result of the in-depth investigation into the events leading to this group action, a significant amount of changes have been introduced.   Where appropriate, changes in practice have not merely been contained within the urogynaecology practice within the Trust but have been embedded throughout the Gynaecology Division.  In addition, following conclusion of the Group Action, a deep-dive will be undertaken to ensure that all appropriate lessons learned have indeed been embedded into the organisation thereby providing assurance that recurrence of the issues highlighted by the Group Action are highly unlikely to be repeated. 





Changes embedded into the Gynaecology Division to date include:





i. A Urogynaecology Multidisciplinary Team has been introduced. The MDT comprises all Consultant Urogynaecologists; trainee doctors; consultant nurses; physiotherapists and urology nurses.  The Team meet on a weekly basis and discuss urogynaecology procedures prior to them being performed;


ii. A Urogynaecology Patient Pathway has been introduced  and this links into the MDT meetings thus ensuring patients receive appropriate treatment/procedures. 


iii. An additional Consultant Urogynaecologist has been appointed;


iv. Competency based training has been commenced for nurses involved in the consenting process and specific pre-printed consent forms have been introduced to highlight the risks; benefits and alternative treatments available;


v. The BSUG data base collects data on all surgery including outcomes which will identify areas of concern across the Gynaecology Division;


vi. Specific Urogynaecology Follow-Up Clinics have been introduced and close links have been forged with Continence Teams in the Community to monitor patients’ progress; 


vii. It is no longer possible to introduce new techniques/equipment without following  a strict process commencing with a business case being submitted to the Gynaecology Division that focuses on demonstrating competency and, where necessary, ensuring that supervised practice is undertaken where required;  


viii. Morbidity and Mortality meetings have been introduced where adverse patient outcomes are discussed.  The Legal Services Manager has asked to attend to discuss outcomes following conclusion of claims and the Clinical Director has agreed to this;


ix. Revalidation and Appraisal results monitor aid the regular monitoring of doctors’ clinical performance;





Future Learning and Development





The Gynaecology Division are aware of the need for continued learning and development from adverse patient outcomes in order to affect continued improvements in patient experiences.   The need for continued work in the following areas has been identified:





i. Further development and scrutiny of outcome measures to include the development of processes to disseminate feedback from incidents; PALS; Complaints & Claims.


ii. Development of consultant’s dashboards and dashboards for clinical areas;


iii. Review of the numbers of patients being discussed at MDT meetings;


iv. Continued review of the accuracy of BSUG data/inputting;








Neonatal and Pharmacy





There have been no settled claims for these areas within the reporting period.





PFD’s/Coroners Concerns 





There have been 0 PFD’s received by the Trust and no concerns raised by the HM Coroner.





Incidents 


 


Trust –Wide Incident Reporting Trends (All incident types)





In total 807 incidents were reported in quarter 4 of 2014/15.  The table below provides a summary of the total number of all reported incidents by service.





			


			Reporting Period 2014/15 Q4


			





			Directorate 


			Jan


			Feb


			Mar


			Total





			Women’s and Children’s Services


			


			


			


			





			Genetics


			10


			5


			11


			26





			Gynaecology And Surgical Services


			41


			59


			47


			147





			Anaesthesia


			16


			9


			4


			29





			Catharine Suite


			1


			0


			0


			1





			Hewitt Centre (RMU)


			5


			9


			6


			20





			Maternity 


			96


			106


			55


			257





			Imaging


			2


			2


			5


			9





			Neonatal 


			32


			30


			29


			91





			Pharmacy


			1


			1


			1


			3





			Cheshire, Merseyside Neonatal Transport Team


			10


			9


			11


			30





			Corporate Services


			


			


			


			





			Booking, Scheduling And Admin


			9


			15


			16


			40





			Facilities & Estates


			2


			3


			0


			5





			Financial Services


			0


			1


			0


			1





			Governance


			4


			9


			1


			14





			Human Resources


			0


			0


			1


			1





			IM & T


			5


			17


			2


			24





			Monthly Totals


			237


			291


			279


			807











Review of Q4 incident reporting trends has identified that:  





The total number of incidents reported during 2014/15 Q4 was 807 representing a 17% increase against 2014/15 Q3 which was 687 reported incidents. 





The reporting trend has shown a steady increase from 237 incidents reported in January to 279 reported in March. The requirement for a log-in password in order to report incidents via the Electronic Risk Management System (Ulysses) was removed on 19th January 2015. It is hoped that this action will improve access to reporting incidents and the reporting will continue to increase. This will be monitored to assess the effects of this action. 





The Trust wide daily incident report generated from Ulysses continues to be monitored by the risk team to identify any potential serious incidents.





Trust wide daily Web Holding File reports continue to be generated from Ulysses and circulated to managers. Also a weekly service specific Web Holding File report is sent to the relevant managers to assist in timely review of incidents.





Currently Ulysses does not have a direct link with ESR which would enable accurate monitoring of the groups of staff who report incidents most frequently and those groups were incident reporting could be improved. However the Incident reporting Trigger Tool poster was reviewed in January and re-issued to all areas in February 2015 as guidance and to encourage incident reporting. 





At the January 2015 Morbidity & Mortality meeting for Gynaecology, Anaesthesia and Theatres incident criteria were agreed that would require level 2 / formal review investigations. It is hoped that conducting more level 2 investigations will identify areas for improvement in a more timely way and will lead to service improvement. 





Clinical Incidents Trends and Themes 





The total number of reported incidents affecting patients was 644. Currently we do not have an extraction report in Ulysses to separate direct clinical care incidents from organisation related incidents. However we plan to develop such an extraction for future SEE reports. 








 The Top 3 reported patient safety incidents by category and area:





· Catharine Suite incident numbers were too low to identify a top three 





			 


			Reporting Period 2014/15 Q4


			 


			 


			 





			 


			Jan


			Feb


			March


			Total Number of Reported Clinical Incidents


			Top 3 as a % of Reported Divisional Total


			Top 3 as a % of Reported Corporate Total





			Women's and Children's Services


			 


			 


			 


			 


			 


			 





			Genetics


			9


			7


			7


			23


			 


			 





			Investigations


			1


			1


			6


			8


			35%


			1%





			Communication


			2


			 


			1


			3


			12%


			<1%





			Patient Records / Identification


			3


			2


			 


			5


			22%


			<1%





			Gynaecology And Surgical Services


			48


			39


			64


			151


			 


			 





			Communication


			4


			19


			9


			32


			21%


			5%





			Blood Transfusion


			5


			8


			9


			22


			14.50%


			3.00%





			Clinical Management


			9


			5


			5


			19


			12.50%


			2.90%





			Anaesthesia


			3


			9


			4


			16


			 


			 





			Blood Transfusion


			1


			4


			3


			8


			50%


			1.20%





			Clinical Management


			2


			 


			 


			2


			12.50%


			<1%





			Communication


			 


			1


			1


			2


			12.50%


			<1%





			Equipment


			 


			2


			 


			2


			12.50%


			<1%





			Medication


			 


			2


			 


			2


			12.50%


			<1%





			Catherine Suite *


			1


			1


			 


			2


			 


			 





			Medication


			1


			 


			 


			1


			50%


			<1%





			Patient Records / Identification


			 


			1


			 


			1


			50%


			<1%





			Hewitt Centre (RMU)


			3


			4


			2


			9


			 


			 





			Clinical Management


			 


			2


			1


			3


			33%


			<1%





			Communication


			1


			 


			 


			1


			11%


			<1%





			Environment


			1


			 


			 


			1


			11%


			<1%





			Maternity And Imaging


			90


			104


			63


			257


			 


			 





			Communication


			11


			19


			12


			42


			16%


			6.70%





			Clinical Management


			15


			13


			12


			40


			15.50%


			6%





			Injury


			11


			13


			2


			26


			10%


			4%





			Imaging


			2


			2


			5


			9


			 


			 





			Communication


			 


			1


			3


			4


			44%


			<1%





			Appointment Error


			 


			1


			1


			2


			22%


			<1%





			Diagnosis


			1


			 


			 


			1


			11%


			<1%





			Investigations


			 


			 


			1


			1


			11%


			<1%





			Patient Records / Identification


			1


			 


			 


			1


			11%


			<1%





			Neonatal And Pharmacy


			32


			30


			34


			96


			 


			 





			Medication


			13


			12


			12


			37


			38.50%


			5.70%





			Equipment


			5


			3


			4


			12


			12.50%


			1.80%





			Admission / Discharge / Transfer


			3


			2


			1


			6


			6%


			<1%





			Pharmacy


			1


			1


			1


			3


			 


			 





			Medication


			1


			1


			1


			3


			100%


			<1%





			Cheshire, Merseyside Neonatal Transport Service


			8


			8


			5


			21


			 


			 





			Ambulance Related


			1


			4


			1


			6


			28.50%


			<1%





			Communication


			2


			 


			1


			3


			14%


			<1%





			Admission / Discharge / Transfer


			1


			1


			 


			2


			9.50%


			<1%





			Corporate Services


			 


			 


			 


			 


			 


			 





			Booking, Scheduling And Administration


			9


			13


			11


			33


			 


			 





			Communication


			2


			7


			5


			14


			42%


			2.10%





			Patient Records / Identification


			4


			5


			3


			12


			36%


			1.80%





			Appointment Error


			1


			1


			3


			5


			15%


			<1%





			Financial Services


			 


			1


			 


			1


			 


			 





			Communication


			 


			1


			 


			1


			100%


			<1%





			Governance


			2


			4


			1


			7


			 


			 





			Patient Records / Identification


			2


			2


			 


			4


			57%


			<1%





			Safeguarding Children


			 


			1


			 


			1


			14%


			<1%





			Communication


			 


			 


			1


			1


			14%


			<1%





			IM & T


			4


			12


			2


			18


			 


			 





			Patient Records / Identification


			2


			9


			2


			13


			72%


			2.00%





			IT Problems


			2


			2


			 


			4


			22%


			<1%





			Appointment Error


			 


			1


			 


			1


			5%


			<1%





			Neonatal And Pharmacy


			32


			30


			34


			96


			 


			 





			Medication


			14


			13


			13


			40


			41%


			6.00%





			Equipment


			5


			3


			4


			12


			12%


			1.80%





			Admission / Discharge / Transfer


			3


			2


			1


			6


			6%


			<1%





			Total Number of Reported Patient Safety Incidents


			210


			249


			185


			644


			 


			 














The table below shows the top ten cause groups of the 644 patient safety incidents and the percentage of incidents with the same cause group across the Trust:





			Cause Group 


			Incidents reported across the Trust with Cause Group


			% of Incidents reported across the Trust with Cause Group





			Communication


			102


			16%





			Medication


			72


			11%





			Clinical Management


			69


			11%





			Patient Records / Identification


			67


			10%





			Blood Transfusion


			42


			7%





			Equipment


			39


			6%





			Admission / Discharge / Transfer


			36


			6%





			Injury


			29


			5%





			Investigations


			27


			4%





			Staffing Levels


			27


			4%














Emerging Themes 





Using the same ‘top 3’ approach more detailed analysis of the incident categories has been undertaken to identify a number of emerging themes in relation to the category of incident and severity of patient harm resulting from these incidents.  





Emerging Themes – Communication





			 


			1 Near Miss


			2 No Harm


			4 Moderate Harm - Moderate


			3 Low Harm / Minor


			5 Severe Harm / Major (Serious)


			6 Death (Caused By The Patient Safety Incident)


			7 Death (NOT Caused By A Patient Safety Incident)


			Total





			Communication Failure - With Patient


			4


			15


			 


			4


			 


			 


			 


			23





			Communication Failure - Within Team


			7


			27


			1


			5


			 


			 


			 


			40





			Communication Issue


			2


			13


			 


			 


			 


			 


			 


			15





			Totals


			13


			55


			1


			9


			0


			0


			0


			78











Actions Taken


· Access centre to utilise all available appointment slots


· Staff have been made aware of the discharge process


· Re-audit for the sign in section of the WHO (Worl Health Organisation) checklist


· Anti D process has been reviewed for post natal Anti D administration 




















Emerging Themes – Patient Records / identification


Actions Taken


			 


			Near Miss


			 No Harm


			Moderate Harm - Moderate


			Low Harm / Minor


			Severe Harm / Major (Serious)


			 Death (Caused By The Patient Safety Incident)


			Death (NOT Caused By A Patient Safety Incident)


			Total





			Document - Misfiled / Not Filed


			1


			11


			 


			1


			 


			 


			 


			13





			Documentation Missing


			7


			14


			 


			 


			 


			 


			 


			21





			Not Available


			2


			7


			 


			 


			 


			 


			 


			9





			Totals


			10


			32


			0


			1


			0


			0


			0


			43








· Training and mentoring of new staff in the Patient Records Library. 


· Patient records audited as they are prepared for clinics


· Staff in the clinical areas made aware to file case notes in accordance with guidelines





Emerging Themes –Medicines Administration/Supply





Actions Taken


· Awareness raised with junior medics and non-medical prescribers around the legislative requirements of fully completing prescriptions


· Staff have been informed that it is their responsibility to ensure bedside lockers are checked for medication when a patient is leaving that bed.


· Daily spot checks by Pharmacy of the bedside medicine cabinets. 


	


			 


			Near Miss


			No Harm


			Moderate Harm - Moderate


			Low Harm / Minor


			Severe Harm / Major (Serious)


			Death (Caused By The Patient Safety Incident)


			Death (NOT Caused By A Patient Safety Incident)


			Total





			Medicines - Documentation


			1


			9


			 


			2


			 


			 


			 


			12





			Medicines - Prescribing


			 


			9


			 


			 


			 


			 


			 


			9





			Medicines - Supply/transport/receipt/storage


			1


			7


			 


			 


			 


			 


			 


			8





			Totals


			2


			25


			0


			2


			0


			0


			0


			29











StEIS AND NEVER EVENTS 





Serious Incidents





There were 4 serious incidents submitted to StEIS as per NHS England StEIS reporting criteria during 2014/15 Q4. 





The chart below provides a brief overview of the reported StEIS serious incidents and their current status





			


Service





			StEIS Log & Ulysses No.


			


StEIS Reported Date





			StEIS Report Due Date 


			StEIS Reporting Criteria &


LWH  Reference Summary


			


RCA and Action Plan to CCG








			Maternity:





			2015/8700


Ulysses: 35790


			05/03/2015


			11/05/2015


			Intrauterine fetal death.


Multiple pregnancy with TTTS. Preterm pre labour rupture of membranes at 27 weeks gestation.


 IUD of twin 2 whilst an inpatient.


			Investigation in progress





			Maternity:








			2015/11031


Ulysses: 35974


			23/03/2015


			29/05/2015


			Intrapartum death


A woman attended at 39 weeks gestation. Initial maternal and fetal observations within normal parameters.  2 hours later a fetal bradycardia occurred and an emergency CS was performed.  Baby born with no cardiac output and resuscitation was unsuccessful.


			Investigation in progress





			Gynaecology:


			2015/8668


Ulysses: 35542


			05/03/2015


			12/05/2015


			Surgical error


Accidental injury during minor surgery resulting in a hysterectomy being required. Additional safeguarding issue as patient detained under the MHA


			Investigation in progress





			Gynaecology:





			2015/9072


Ulysses: 35406


			09/03/2015


			13/05/2015


			Delayed diagnosis


Delay in diagnosis of a ruptured ectopic pregnancy resulting in the patient requiring an emergency laparotomy


			Investigation in progress














Never Events





There were no Never events reported within this reporting period.





Performance by Service – Reported Incident Investigations and Closure 





As stated earlier in this report the introduction of regular automated reports for the Web Holding File has assisted managers in reducing the number of incidents waiting to be managed in Ulysses. However the table below, detailing the status of incidents in the Web Holding File in the reporting period, indicates that there is still room for improvement. 














			 


			January


			February


 


			March


			 





			 


			Under Review


			Waiting For Managers Form


			Managed awaiting Merge into live system


			Under Review


			Waiting For Managers Form


			Managed awaiting Merge into live system


			Under Review


			Waiting For Managers Form


			Managed awaiting Merge into live system


			Total In WHF





			Women's and Children's Service


			 


			 


			


			 


			 


			 


			 


			 


			 


			 





			Cheshire, Merseyside Neonatal Transport Services


			2


			 


			


			4


			 


			 


			 


			6


			 


			12





			Genetics


			 


			1


			


			 


			2


			 


			 


			4


			 


			7





			Gynaecology And Surgical Services


			2


			 


			


			4


			3


			 


			5


			9


			 


			23





			Hewitt Centre (RMU)


			1


			 


			


			1


			3


			 


			1


			4


			 


			10





			Maternity And Imaging


			 


			1


			


			1


			4


			2


			5


			41


			11


			65





			Neonatal And Pharmacy


			 


			 


			


			1


			 


			 


			2


			1


			 


			4





			Corporate Services


			 


			 


			


			 


			 


			 


			 


			 


			 


			0





			Booking, Scheduling And Administration


			 


			 


			


			1


			1


			 


			 


			5


			 


			7





			Governance


			 


			 


			


			 


			3


			 


			 


			 


			 


			3





			Facilities & Estates


			 


			2


			


			 


			3


			 


			 


			 


			 


			5





			IM & T


			1


			 


			


			 


			 


			 


			 


			 


			 


			1





			 


			 


			 


			


			 


			 


			 


			 


			 


			 


			137











NRLS Upload Assessment of Trust NRLS Reporting Status 





The NRLS reporting data for the period 1st April 2014- 30th September 2014 was received in April 2015 and has identified this Trust as the second highest reporter of incidents benchmarked against 20 acute specialist organisations. This has been a significant improvement from the previous report as the Trust was previously in the lowest 25% of reporters.





Nationally 70% of incidents are reported as no harm events and 1% as severe harm or death. The rate respectively for this Trust is 50.5% and 1.8%. It has been recognised that not all organisations are consistent in coding the degree of harm. The Trust is currently revising the risk management training that is planned to be accredited by IOSHH. The implementation of this training and the competency assessment attributed to this training will hopefully address and improve any inconsistencies in grading of incidents and risks.





The NRLS 2014/15 reporting period was 01/04/14 -30/09/14. The table below details incidents that were reported within this period that have been managed and submitted. 








			NRLS Uploads Completed 1 April 2014


30 September 2014


			No Harm


			Low Harm


			Moderate


			Severe


			Death


			Total





			Managed and Merged  in Apr 2014


			108


			78


			29


			1


			0


			216





			Uploaded Apr 2014


			16


			7


			1


			1


			0


			25





			Uploaded May 2014


			61


			58


			24


			0


			0


			143





			Uploaded Jun 2014


			5


			4


			1


			0


			0


			10





			UploadedJul2014


			15


			3


			1


			0


			0


			19





			Uploaded Aug 2014


			6


			4


			2


			0


			0


			12





			Uploaded Sep 2014


			1


			0


			0


			0


			0


			1





			Uploaded Oct 2014


			4


			2


			0


			0


			0


			6





			Managed and Merged in May 2014


			91


			100


			18


			2


			0


			211





			Uploaded May 2014


			28


			46


			7


			0


			0


			81





			Uploaded Jun 2014


			21


			20


			5


			1


			0


			47





			UploadedJul2014


			27


			11


			3


			0


			0


			41





			Uploaded Aug 2014


			11


			18


			3


			1


			0


			33





			Uploaded Sep 2014


			0


			1


			0


			0


			0


			1





			Uploaded Oct 2014


			4


			4


			0


			0


			0


			8





			Managed and Merged in Jun 2014


			145


			97


			22


			1


			0


			265





			Uploaded Jun 2014


			20


			27


			8


			0


			0


			55





			UploadedJul2014


			74


			34


			8


			0


			0


			116





			Uploaded Aug 2014


			43


			36


			6


			0


			0


			85





			Uploaded Oct 2014


			8


			0


			0


			1


			0


			9





			Managed and Merged in Jul 2014


			153


			88


			17


			4


			0


			262





			UploadedJul2014


			42


			23


			8


			1


			0


			74





			Uploaded Aug 2014


			79


			52


			7


			3


			0


			141





			Uploaded Sep 2014


			1


			2


			0


			0


			0


			3





			Uploaded Oct 2014


			31


			11


			2


			0


			0


			44





			Managed  and Merged in Aug 2014


			116


			63


			20


			7


			0


			206





			Uploaded Aug 2014


			51


			27


			13


			6


			0


			97





			Uploaded Sep 2014


			14


			18


			1


			1


			0


			34





			Uploaded Oct 2014


			51


			18


			6


			0


			0


			75





			Managed and Merged in Sep 2014


			94


			82


			14


			1


			0


			191





			Uploaded Sep 2014


			1


			0


			0


			0


			0


			1





			Uploaded Oct 2014


			93


			82


			14


			1


			0


			190





			Upload Totals


			707


			508


			120


			16


			0


			1351

















1. Upload Status for 01/01/14 to 30/09/14


· 1351 incidents were successfully uploaded to 31st October 2014 


· One incident was rejected in respect of not meeting NRLS reporting criteria or minimum data quality standards.  This incident has subsequently been amended and uploaded. 


· All incidents reported within this timeframe have been uploaded to the NRLS with the exception of 1 incident that has recently been added which was an incident identified retrospectively.





2. Planned Actions to Further Improve Upload Status 


· Continued monitoring of outstanding incidents within the web holding file to promote timely review that will allow prompt submission to the NRLS.


· Daily quality checks and merging of incidents will commence to ensure that more frequent uploads are facilitated.


· The frequency of uploads will be increased ensuring that a minimum of weekly uploads will commence with plans to try to progress to twice weekly uploads


· Education of staff in completion of the form to avoid inclusion of abbreviations and personal identifiers in the main description of the incident.





Non-clinical Incidents (Health and Safety Incidents)


In the 4TH Quarter (01/01/2015 – 31/03/2015) there were 35 non clinical incidents, of which, 22 were staff related incidents, 10 were organisational (non-clinical) related incidents and 3 related to patients, visitors or members of the public, etc. 





			


			SERVICE AREA


			





			


			OBSTETRICS INC. N ICU


			GYNAECOLOGY


			SPECIALIST SERVICES


			ESTATES & FACILITIES INC. SECURITY


			CORPORATE FUNCTION


			IMAGING & PHARMACY


			TOTAL





			STAFF INCIDENTS


			





			MOVING AND HANDLING


			0


			1


			0


			0


			0


			0


			1





			VIOLENCE, AGGRESSION & ABUSE


			0


			0


			1


			1


			0


			0


			2





			PERSONAL INJURY /  ILL HEALTH


			4


			1


			0


			1


			3


			0


			9





			NEEDLESTICK INJURIES


			2


			1


			1


			0


			0


			0


			4





			SLIPS, TRIPS & FALLS (non-clinical)


			1


			1


			1


			1


			2


			0


			6





			TOTAL STAFF


			7


			4


			3


			3


			5


			0


			22





			ORGANISATIONAL (Non-clinical) INCIDENTS


			





			CONSENT / COMMUNICATION


			0


			0


			0


			0


			0


			0


			0





			COSHH


			1


			0


			0


			0


			0


			0


			1





			ENVIRONMENTAL ISSUES


			2


			0


			0


			0


			0


			0


			2





			FINANCIAL LOSS


			0


			0


			0


			0


			0


			0


			0





			FIRE


			1


			0


			0


			1


			0


			0


			2





			INFECTION CONTROL


			0


			0


			0


			0


			0


			0


			0





			IT / INFORMATION GOVERNANCE


			1


			0


			0


			0


			1


			0


			2





			INFRASTRUCTURE


			0


			0


			0


			0


			0


			0


			0





			PLANT & NON-MEDICAL DEVICE / EQUIPMENT


			0


			0


			0


			0


			0


			0


			0





			SECURITY


			1


			2


			0


			0


			0


			0


			3





			HSSU RELATED INCIDENTS


			0


			0


			0


			0


			0


			0


			0





			WORK-RELATED STRESS


			0


			0


			0


			0


			0


			0


			0





			TOTAL ORGANISATION


			6


			2


			0


			1


			1


			0


			10





			VISITORS / CONTRACTORS / MEMBERS OF THE PUBLIC INCIDENTS


			





			PERSONAL INJURY / ILL HEALTH


			0


			0


			0


			0


			0


			0


			0





			SLIPS, TRIPS & FALLS (non-clinical)


			0


			0


			0


			0


			0


			0


			0





			VIOLENCE, AGGRESSION & ABUSE


			0


			0


			0


			0


			0


			0


			0





			TOTAL VISITORS ETC.


			0


			0


			0


			0


			0


			0


			0





			PATIENT INCIDENTS


			





			PERSONAL INJURY / ILL HEALTH


			1


			1


			0


			0


			0


			0


			2





			SLIPS, TRIPS & FALLS (non-clinical)


			0


			1


			0


			0


			0


			0


			1





			VIOLENCE, AGGRESSION & ABUSE


			0


			0


			0


			0


			0


			0


			0





			TOTAL PATIENTS


			1


			2


			0


			0


			0


			0


			3





			OVERALL TOTAL


			14


			8


			3


			4


			6


			0


			35














Staff Incidents





Summary





Of the 22 staff related incidents, the majority occurred in the Obstetrics (including Neonates) service area, 7 in total.  The Gynaecology Services and Specialist Services (RMU & Genetics) reported 3 incidents each.  There were 3 incidents reported for Estates and Facilities, with the Corporate Functions reporting 5 staff incidents collectively.





Emerging Trends


Closer analysis identified ‘personal injury / ill health’ as the category recording the highest number of incidents, 9 in total for this quarter, the highest number of incidents being reported from within the Obstetrics services, 4 in total.  There were no obvious trends or causes and most involved minor bumps (collision/contact).  However, there was one serious incident of ill health that did require intervention of the Health & Safety Advisor, in that a staff member became seriously ill and her colleagues did not know the procedure for summoning emergency assistance.  In light of this, all staff across the Trust were contacted and reminded of the correct procedure and telephone numbers to utilise in an emergency event.





There was a significant reduction in needlestick injuries in this quarter.  In total there were 4 incidents a reduction of 7 incidents from the previous quarter.  The Trust H&S Advisor and the Occupational Health Manager recently met as they had both noted an increase of NSI’s this year.  A joint mini audit showed that there were a total of 36 incidents in the whole of the previous financial year and a total of 28 had been reported at close of November 2014.  A trend of colleagues injuring colleagues and poor disposal have been the main causes of needlestick injuries currently.  Medical staffing training was identified as the best place to increase awareness and safety as the majority of injuries were to medical staff.  The Trust H&S Advisor and the Occupational Health Manager are currently compliling to annual needlestick report for 204/15.





There were 6 incidents of slips, trip and falls.  Again, there is no specific trend, each incident being unrelated.  However, there was one serious fall that led to a staff member being admitted to the local general hospital for surgery, after sustaining a fractured femur.  The H&S Advisor investigated the incident on the same day that it occurred and found no work or environmental cause for the fall.  The latter and one other staff related injury were RIDDOR reportable.





Organisational Incidents (non-clinical)





There were 10 incidents related to non-clinical categories.  Further analysis has shown that the majority of these incidents involved Security (3).





Emerging Trends





•	The Security related incidents were all related to lost, mislaid or absent keys (CD cupboard).  All were appropriately actioned and in one instance locks were replaced immediately.


•	A significant reduction in Security related incidents is noted in this period; there were 13 in the last quarter, the majority of which were thefts.





Incidents involving Visitors / Contractors / Members of the Public etc





There were no recorded non clinical incidents reported in this quarter involving visitors or members of the public.  





Actions Taken/Lessons Learnt





The Occupational Health Manager and Trust H&S Advisor are working jointly to develop an action plan, within the pending annual report, aimed at further reducing the number of needlestick injuries in our Trust.





RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations)





In summary, there have been the 2 incidents reported in this quarter that fell into the ‘Major Injury’ category, all attributable to fractures. Both involved members of staff within the work place.  The incidents were very different, one a fall and one a collision.  The incidents occurred within HR and Safeguarding and, in both cases; there was no evidence of the work environment being indicated in causing or contributing to the accidents.  





Days lost due to RIDDOR reported incidents totalled 62 this quarter.  





The Trust is required to submit RIDDOR reportable incidents to the HSE within prescribed timescales.   Persistent late reporting exposes the Trust to potential prosecution for non-compliance with the regulations.  In this quarter, both incidents were reported within the prescribed timescales.  





			Incident Date


			Division


			Date Incident Identified as reportable


			Date Reported


			Number of days beyond the statutory reporting period





			


			


			


			


			< 2


			3 >7


			8 >14


			15 >28


			29+





			07/01/15


			Governance


			08/01/15


			08/01/15


			


			


			


			


			





			24/02/15


			HR


			09/03/15


			09/03/15


			


			


			


			


			











Occupational Safety and Health Committee (OSHC)





The main agenda items for the last H&S Committee meeting (February 2015) were:





1. To receive and support the quarter 3 non clinical incident report.


2. To receive, discuss and support the second Fire Safety report.  The initial report was provided to the Corporate Risk Management Committee. It is intended that future reports will be provided to the Health & Safety Committee on a quarterly basis until further notice.


3. To receive the bimonthly Occupational Health report.





There were no policies or SOPs to review or ratify as all H&S related documents were and remain in date.





The next Health & Safety Committee meeting is scheduled for 30th April, 2015.











Safeguarding Adults





Training





Safeguarding Adults 


A comprehensive training strategy for, compliant with the Bournemouth competency framework, has been ratified. This strategy is delivered via e-learning and interactive, face to face formats. A training needs analysis (TNA) has been completed and delivery of level 3 (recognition, reporting, protection planning and working within a multi-agency setting) commenced delivery in January 2015. Delivery of levels 1 & 2 (recognition, reporting) is scheduled to be ratified in April 2015, for dissemination in May 2015.








Mental Capacity Act


The aforementioned strategy includes both awareness of and training in the application of the Mental Capacity Act and Deprivation of Liberty Safeguards specific to role. A TNA has been completed and training in assessing capacity, making a best interest decision and the appropriate use of restraint within the Act commenced delivery, via a face to face format in January 2015. 








Dementia and Learning Disabilities 


The aforementioned strategy includes basic awareness training for both areas, via e-learning with the option for advanced learning, specific to role, being available for dementia (compliance is monitored via CQUIN). Face to face training is also being delivered to specific job roles.








Polices and guidance


All policies relating to Safeguarding Adults, Mental Capacity Act and Deprivation of Liberty Safeguards have been ratified and are available to staff. The policy relating to the care of the incapacitated adult (dementia and learning disabilities) is awaiting discussion and agreement at the next Equality and Diversity group meeting prior to ratification.








Safeguarding Adult Reviews / Domestic Homicide Reviews / SUI’s


Currently there is no ongoing Safeguarding Adult Reviews, and only one Domestic Homicide Reviews in progress that involves LWH.








SUI No. 2015/8668


An RCA has been completed relating to a case of an adult patient who was inappropriately detained under the Mental Health Act 1983. The recommendations and associated action plan will be disseminated in due course.





Two further incidents were reported within this quarter relating to the application of the MCA 2005 in consent and the use of restraint. The outcome for both will be reported in the next quarter.








MCA / DoLS / Reasonable Adjustments under the Equality Act 2010


All wards and departments have access to guidance on the application of the MCA in clinical practice and the identification and reporting of a deprivation of liberty. Within Quarter 4 2015 the Safeguarding team have provided MCA advice and guidance in 12 complex cases as well as completing 5 Reasonable Adjustments for elective admissions.





PREVENT


Work been completed to ensure the organisation is in line with the Prevent Strategy. The Awareness of the Prevent Agenda Policy has been created and basic awareness training has been added to the Mandatory Training Safeguarding Level 1 and Level 2 programme due to be rolled out in May 2015. A Full Training needs analysis has been completed to identify staff that require the more advanced training (WRAP), which is due for rollout in the June 2015. The Prevent Agenda also forms part of the LWH Safeguarding Strategy action plan.








Other


Within Quarter 4 2015 the Trust has purchased touchscreen technology for the use on the Gynaecology Wards as part of the strategy to enhance the care of patients with dementia and or learning disabilities. This technology uses digital reminiscence and life story work to engage the individual, stimulating them and helping to reduce agitation.





Currently the Trust is in the process of introducing documentation for both learning disabilities and dementia on admission which will improve the communication between the individual, carers and staff.  Once in place the Safeguarding Team will use this to facilitate the delivery of CQUIN targets.








Audits


Currently the application of MCA 2005 in the consent process both in Obstetrics and Gynaecology is being reviewed. The results of this audit will be presented to the Medical Staffing Committee in June 2015.


 








Safeguarding Children 








Safeguarding Children Training


Similarly to Safeguarding Adults a training needs analysis (TNA) has been completed and delivery of level 3 (recognition, reporting, protection planning and working within a multi-agency setting) has been updated to include Child Sexual Exploitation and lessons learnt from Serious Case Reviews in January 2015 and continues to be delivered to staff monthly. 








Safeguarding Children Policy


The policy has been updated to reflect recent changes in guidelines and legislation as well as implementing recommendations from new reports (e.g. Savile enquiry and VIP access), as well as the new guidance around Child Sexual Exploitation. 








Safeguarding Supervision Policy


The policy has been updated with a new training needs analysis which has identified around 80-100 hours of supervision are required, therefore the organisation needs 8-10 trained safeguarding supervisors. Work is currently being undertaken to identify the most appropriate agency to provide LWH staff with the training. Whilst training is being sourced however, LWH Midwives are aware from their Midwifery Supervision that if they have any Safeguarding concerns, they should contact the Safeguarding team for ad hoc supervision. 








Emergency Preparedness/Business Continuity 





The EPRR committee was disbanded in January 2015 and the Associate Director of Operations was nominated as the new Accountable Emergency Officer for the Trust.  All EPRR business is now tabled at the Operational Board meeting.





At the close of January, 2015, all senior managers and Executives had received the required EPRR training.  The Trust ‘Battle Box’ documents, within the designated major incident room, are updated as and when a change occurs and is managed by the Executive PA’s.


 


Two unplanned business continuity incidents have occurred this quarter; that of industrial action and being placed on standby to receive patients from Arrowe Park during their extensive power cut on 5th March, 2015.  The Liverpool Women's Trust response to these has been timely and efficient due to the organisation being well rehearsed in their response.  Lessons learned are always captured following any incident via a hot debrief.  There is a requirement for an action card to be designed for preparation for industrial action and this will be completed by the end of April, 2015.  





The H&S Team are currently reviewing the Adverse Weather Policy and Heat Wave Plan in view of reports that the region is to experience a lengthy heat wave towards the end of April and through to end of June, 2015.





CAS Alerts 





100% of the 35 CAS Alerts received in this quarter were responded to within their deadline targets.  A change of CAS Officer, verification exercise of CAS Leads and implementation of a new CAS Policy and procedures has seen significant improvement in the management and timely closure of clinical and non-clinical CAS Alerts for the Trust.





EFFECTIVE





NICE Guidance 





NICE guidance is monitored by the Clinical and Quality Governance Committee. The Medical Director and Clinical Governance leads assess all released guidance and identify any that is relevant to this Trust. This is then allocated to a lead, who is expected to make an assessment of the Trust position and compliance against the guidance. During this quarter the following guidance has been applicable to this Trust:








			Guideline ID & Title


			Guidance Lead


			Executive Lead


			Month Issued


			Assessment Received?


			Assessment Due


			Breached


			Compliance Rating





			CG189 Obesity: identification, assessment and management of overweight and obesity in children, young people and adults


			Andrew Weeks


			Jonathan Herod


			Dec-14


			Yes


			


			No


			





			CG190 Intrapartum care: care of healthy women and their babies during childbirth


			Helen Scholefield


			Jonathan Herod


			Dec-14


			No


			Apr-15


			No


			 





			CG191 Pneumonia


			Tim Neal


			Jonathan Herod


			Dec-14


			Yes


			


			No


			 





			CG192 Antenatal and postnatal mental health: clinical management and service guidance


			Helen Scholefield


			Jonathan Herod


			Dec-14


			Yes


			


			No


			





			CG37 (Update) Postnatal Care


			Helen Scholefield


			Jonathan Herod


			Dec-14


			No


			Apr-15


			No


			 





			TA327 - Dabigatran etexilate for the treatment and secondary prevention of deep vein thrombosis and/or pulmonary embolism


			Rob MacDonald


			Jonathan Herod


			Dec-14


			Yes


			


			No


			 





			IPG509 Hysteroscopic metroplasty of a uterine septum for primary infertility


			Andrew Drakeley


			Jonathan Herod


			Jan-15


			No


			Apr-15


			No


			 





			IPG510 Hysteroscopic metroplasty of a uterine septum for recurrent miscarriage


			Feroza Dawood


			Jonathan Herod


			Jan-15


			No


			Apr-15


			No


			 





			NG3 Diabetes in pregnancy: management of diabetes and its complications from preconception to the postnatal period


			Umber Agarwal / Feroza Dawood


			Jo Topping


			Feb-15


			No


			May-15


			No


			 





			NG4 Safe midwifery staffing for maternity settings


			Clare Fitzpatrick


			Jo Topping


			Feb-15


			No


			May-15


			No


			 





			MIB20 The ZedScan as an adjunct to colposcopy in women with suspected cervical intra epithelial neoplasia


			Bridget DeCruze


			Jo Topping


			Feb-15


			Yes


			


			No


			 











NICE Quality Standards





NICE quality standards are concise sets of prioritised statements designed to drive measurable quality improvements within a particular area of health or care. They are derived from the best available evidence such as NICE guidance and other evidence sources accredited by NICE. They are developed independently by NICE, in collaboration with health and social care professionals, their partners and service users. During this quarter the following have been applicable to this Trust:


			Guideline ID & Title


			Guidance Lead


			Executive Lead


			Month Issued





			QS75 Antibiotics for neonatal infection


			Nim Subhedar


			Jonathan Herod


			Dec-14





			QS76 Acute Kidney Injury


			Rob MacDonald


			Jonathan Herod


			Jan-15





			QS77 Urinary incontinence in women


			Liz Adams


			Jonathan Herod


			Jan-15














Clinical Audit 





A report detailing progress is produced by each specialty within the Trust on a quarterly basis. This is considered at the Clinical Audit Committee and at local quality meetings. The dashboard below provides an overview of progress as of the end of this quarter:





			Lead Specialty


			Red 1


			Red 2


			Amber


			Green 1


			Green 2


			Abandoned / Withdrawn


			


			Total Audits 





			Neonatology


			 


			2


			6


			2


			12


			2


			


			24





			Maternity


			1


			 


			5


			5


			10


			4


			


			25





			Gynaecology


			 


			3


			7


			2


			7


			1


			


			20





			Theatres & Anaesthesia


			 


			 


			2


			2


			6


			9


			


			19





			Hewitt Centre


			 


			1


			1


			 


			1


			 


			


			3





			Genetics


			 


			 


			3


			3


			1


			1


			


			8





			Imaging


			 


			 


			1


			1


			1


			 


			


			3





			Physiotherapy


			 


			 


			 


			 


			1


			1


			


			2





			Governance


			 


			 


			4


			2


			2


			 


			


			8





			Safeguarding


			 


			 


			 


			 


			1


			3


			


			4





			TOTAL


			1


			6


			29


			17


			42


			21


			


			116











			Key





			Audit not yet Registered


			Red 1





			Audit In Progress


			Amber





			Audit Report and Action Plan Received


			Green 1





			Evidence of Implementation Received


			Green 2





			Audit is past intended completion date


			Red 2











The details of the audits that are beyond their intended completion date along with updates on progress are as follows:-





			Audit Number


			Audit Title


			Supervisor


			Progress Update





			Neonatal


			





			2014/010


			Cheshire and Mersey Neonatal Network audit on 2 year follow up of high risk pre-term babies


			Fauzia Paize


			Awaiting network results before completing local report





			2014/036


			Re-audit of Term Admissions to Neontal Unit


			Bill Yoxall


			Nearing completion – carried over to 2015/16 plan





			Gynaecology


			





			2013/058





			NW Cervical Screening Quality Assurance Resource Centre Regional audit of women undergoing LLETZ Procedure


			Bridget Decruze





			Awaiting results from other centres – carried over to 2015/16 plan





			2013/029





			Audit to assess compliance with LWH one hour sepsis bundle. 


			Nabil Aziz


			Data collected, awaiting report and action plan – carried over to 2015/16





			2013/048





			Management of Ectopic pregnancy


			Jo Topping


			Report completed, suitable actions being identified at consultants’ meeting





			Hewitt Centre


			





			2014/026





			Audit to assess patient access to fertility preservation treatment


			Pauline Green


			Completion date extended - carried over to 2015/16 plan














Internal Audit





In total 18 internal audit reports have been received in 2014/14; 3 provided limited or no assurance.  These latter audits related to the following areas;


Pre-employment checks


Sickness Absence Management


Medical Equipment Maintenance.





All 3 reports have associated improvement plans which are monitored via the Audit Committee.  Future reports will include more detailed information relating to the reports and progress against the improvement plans.





CQC 





The summary tables from the CQC Intelligent Monitoring Reports (IMRs) for Liverpool Women’s NHS Foundation Trust for March 2014, July 2014 and December 2014 are presented below. The anticipated March 2015 report is yet to be released. Hence the Trust’s position is currently that at the end of Quarter 3.





December


As shown there were two ‘elevated risks’ noted in the December report:


· Data quality of trust returns to HSCIC (April –Jun 2014 inclusive: The Trust rationalised the submission of three separate CDS files to a single file as part of the move to CDS v6.2. During the build of this process, which was commissioned to an external consultancy, there was a misinterpretation of the definition of a required and mandatory field. This resulted in some items such as site code of treatment not being published to SUS despite the trust holding this data. The fields’ misinterpreted did not form part of the dashboard data reviewed by the data quality group or form part of the performance report and therefore not identified until raised as a concern by the CQC.  Lesson Learned: The complete SUS dashboard should be reviewed by the data quality sub group prior to full submission. A full refresh has been resubmitted from April – December 2014  to ensure that when refreshed on HES the Trust position is accurately reported. Most recent SUS DQ dashboards are showing the refresh has been successful, but will have to wait for HES to catch up.


· Whistleblowing alerts (18 July 2013 – 29 Sept 2014):The Trust was aware of the escalation of concerns to the CQC.  The CEO holds regular coffee mornings to encourage staff to be more open with concerns they may have and facilitate early investigation and intervention when required.





In addition there were 5 ‘risks’ identified in the December report:


· Composite of CAS safety alert indicators (April – August 2014 inclusive): The Trust has reviewed the processes for the management of CAS alerts.  Internal reports now demonstrate compliance with the reporting requirements and it is anticipated that this risk will be de-escalated in the next IMR.


· Composite indicator: In-hospital mortality – Paediatric and congenital disorders and perinatal mortality. Review of neonatal mortality has been undertaken and a report submitted to GACA. The report concluded that the apparently high neonatal mortality rate for all babies born at LWH is a reflection of the complex case mix cared for at LWH.  When the Neonatal Mortality Rate (NNMR) is corrected for the gestation profile, it is close to the national rate and if the high risk babies transferred into LWHFT antenatally are excluded, the NNMR is below the national NNMR.


· Inpatients response percentage rate from NHS England Friends & Family Test (August 13 to July 14 inclusive). 


· Monitor – Governance Risk rating (09/09/2014) The elevated risk rating was known to the Trust Board.  A Governance review was undertaken by PWC and recommendations from the review are in the process of being completed.  It should be noted that the CQC lifted the warning notice relating to Governance in January 2015.


· NHS Staff Survey – The proportion of staff who would recommend the trust as a place to work or receive treatment (September 13- December 2013 inclusive).   The Trust implemented the pulse survey in April 2013 as a mechanism for staff to provide regular feedback to managers.  The survey incorporates the Family and Friends staff questions.  Feedback to staff is displayed on staff information boards.  Following the 2014 Staff Survey, each department has been requested to identify 3 focus areas for improvement which will be monitored via Trust committees.  PULSE scores also now form a component of areas KPI’s and are included within PDRs.  A refresh of the questions is scheduled in Q1 2015-16.





The Trust underwent CQC inspection in February 2015.  Initial feedback has been received.  It is anticipated that the written report will be available for internal review and challenge in May 2015.








CARING





Complaints 





Quarter 4 saw 32 complaints, the lowest in a single quarter since 2012 and significantly below the Quarter 4 figures of previous years. During Quarter 4 there were 18 complaints within Maternity & Imaging, 11 in Gynaecology & Surgical Services, 2 in Booking, Scheduling & Administration and 1 in the Hewitt Centre. Maternity Base has seen an increased number of complaints in Quarter 4 and was the highest single department for 2014-15 as a whole; in previous years this has been the Delivery Suite.








Each complaint received is often multi-faceted with concerns expressed about a number of aspects of the patient’s experience of our Trust. This is particularly true of inpatient concerns which may cover the multi-disciplinary team and relate to events over a short or extended period of time. With this in mind a great deal of thought goes into how complaints are categorised to ensure it is appropriate to the concerns raised. 





The table below shows the breakdown for 2014-15 as a whole.  Complaints about treatment and care accounted for 60% of complaints during 2013-14. This percentage has fallen during 2014-15 as categorisation of complaints has improved and was 53% at the year-end. 
































LESSONS LEARNT FROM COMPLAINTS 





The Trust has learnt through complaints that discharge planning and the subsequent follow up appointments are not as robust as they could be across the trust. 





As a result of this the enhanced recovery pathway and the discharge process is being reviewed. 





The report is going to show in the future the top three themes of lesson learnt over the quarter, it will also show what actions have been taken as a result and the changes which have been implemented. 





LESSONS LEARNT FOR PALS 



The Trust has learnt through PALS that appointments are causing most concern for our patients. It is patients seeking to make changes to an existing appointment or request an additional appointment. Most of the contacts with PALS occur prior to treatment being provided whereas complaints are predominantly received after treatment has concluded. As a result of this the Trust now has a practice whereby patients are contacted and spoken to verbally for all short notice appointment cancellations rather than receiving a letter. In addition managers within the relevant teams have discussed the feedback received with their staff, sharing anonymised examples of complaints and PALS contacts. Coupled with this has been a targeted programme of customer service training for staff in the most relevant roles promoting the “Me Effect”.





Another issue identified is the patients are contacting the PALS team as they feel this is the only number available to discuss their appointment. This is maybe due to the lay out of the appointment letter and as a result the Head of Patient Experience is going to discuss with the appointments team about lay out of appointment letters. 





As with complaints future reports will pick out the top three themes of lessons learnt over the quarter and will show what actions have been taken as a result and the changes which have been implemented.






Glossary of Terms and Acronyms 





CAS - Central Alerting System


CQC – Care Quality Commission


CTG – Cardiotocograph


DoLs – Deprivation of Liberty


EPRR - Emergency Preparedness, Resilience and Response


ESR - Electronic Staff Record


GFR - Glomerular Filtration Rate


HSCIC - Health & Social Care Information Centre


HSMR – Hospital Standardised Mortality Ratio


IOSH - The Institution of Occupational Safety and Health


LLETZ - large loop excision of the transformation zone


MCA - Mental Capacity Act


MEWS - Modified Early Warning Score


NHSLA – National Health Service Litigation Authority


NICE - National Institute for Health and Care Excellence


NRLS - National Reporting and Learning System


PALS – Patient Advice & Liaison Service


PFD – Prevent Future Deaths


PWC – Price Waterhouse Cooper


RIDDOR - Reporting of Injuries, Diseases and Dangerous Occurrences Regulations


StEIS - Strategic Executive Information System


SUS - Secondary Uses Service


SUI - Serious Untoward Incident


SEE – Safety, Effectiveness & Experience
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1. Introduction 



Liverpool Women’s Hospital (LWH) needs to be a credible and effective advocate for health promotion and improvement within the local health economy.  Action on smoking forms a key component in achieving the overall public health agenda for Liverpool.



The white paper ‘Choosing Health’ was published in 2005 and announced the intention for the NHS to be smoke free by the end of 2006.  Guidance on achieving this status was formally published by the Health Development Agency in the same year.  The guidance defines smoke free as:



‘….smoking is not permitted anywhere within the hospital, so smoking rooms are not allowed.  There are no exceptions for staff….’.



The guidance recognised that some organisations may also choose to include the grounds of hospitals within the scope of the definition of smoke free and also that this would be regarded as ‘Gold Standard’ practice.  



In response to the paper LWH took the decision to make the hospital buildings smoke free; shelters for patient use were constructed on the site.  



Since 2011 smoking on hospital sites across the country has become less acceptable and many CCG’s have included this as a requirement for contractual or quality measures.  Alongside this the use of e cigarettes is growing and there is an expectation that these products will become regulated in 2016 by the UK Medicines and Healthcare products Regulatory Agency (MHRA).



There is increasing pressure for Trusts to consider their current provision of a smoke free environment in order to assist in the delivery of the wider public health agenda and therefore it is timely for the Trust to review the current stance and consider widening the scope of the smoking ban to include Trust grounds.



The Trust Board considered the paper in 6 March 2015 and further discussion was had with the Council of Governors on 29 April 2015 following concerns raised relating to support for patients and staff and the practicalities of implementing the proposal.  The move towards a ‘Smoke Free’ site was agreed in principle with the proviso that due consideration was afforded to the provision of an individualised approach and assurance that support mechanisms for staff and patients were in place.



2. Issues for consideration



‘Stoptober’ is a national campaign run annually to encourage the public to stop smoking for 28 consecutive days.  This campaign provides a natural platform for the transition to a smoke free site and also to assist in the promotion of the public health agenda.  Although the Trust participates in the initiative annually additional promotion and engagement will be required to ensure staff and patients are consulted with and have access to the resources required.  It is envisaged that this consultation will take place in August 2015 and will be led by the Head of Patient Experience.



In addition to the consultation, referral processes for smoking cessation will also need to be reviewed to ensure they are clear and accessible to all.  This will need to be reviewed in conjunction with the CCG and Public Health England.  Access to nicotine replacement therapy will also need to be assured in order to provide support to patients and staff.  



It is recognised that there are occasions where consideration of individual patients needs is required and clear guidance for staff with respect to this will need to be reflected within the Trust policy.  Roles and responsibilities relating to challenging smoking on the site will also need to be clearly articulated whilst stressing the need for staff to maintain their own personal safety.



Marketing materials and patient and staff information to support the initiative is available from the NHS Smokefree Resource Centre.  This information will also be made available in advance of the campaign on the Trust intra and internet sites and can be personalised to Liverpool Womens Hospital.  It is envisaged that promotion of the campaign and the introduction of the ‘Smoke Free Site’ will take place throughout September 2015.  This will run in tandem with education of frontline staff and launch of the Smoke Free Policy.





3. Recommendation/s



The Trust Board are requested to; 

1. Agree to the proposed approach described within the paper

2. Agree the plan to roll out in October 2015
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1 Summary of Key Achievements and Main Findings


1.1 Key Achievements 2014/15

		Key achievements for 2014/15



		For the fifth consecutive year the Trust had no MRSA bacteraemias. Compliant with target



		The Trust reported no episode of adult bacteraemia due to MSSA. Compliant with target



		The Trust has had no major outbreaks of infection in year.



		The Trust was compliant with the prescribed C.difficile target



		The IPC Team continues to work with the neonatal team to reduce infection.



		The IPC Team have introduced screening for CPE (Carbapenemase Producing Enterobacteriaceae) in line with new national guidance. 



		The IPC Team reinstituted prospective surgical site infection for inpatients in conjunction with the Trust Tissue Viability Nurse.





1.2 Main Findings


1.2.1 The Team


During the current year the capacity of the infection prevention and control team has increased from 0.6 WTE (24hrs) of professional infection prevention and control nurse time available to the Trust to 1 WTE (37.5hrs), which is supported by 1 seconded midwife  and 1 seconded nurse 0.8 WTE total hours per week.

1.2.2 The Health & Social Care Act 2008

The Health & Social Care Act action plan has been constantly reviewed and forms the basis of a monthly Assurance report 


1.2.3 Education


The IPCT has provided  83 general training sessions in 2014-15.


1.2.4 Guidelines


The CPE guideline has been developed in conjunction with the new CPE screening.

1.2.5 Environmental and Clinical Practice Audits 

142(100%) environmental and 368 (100%) Clinical Practice Audits in accordance with the Trust plan during 2014-15.

1.2.6 MRSA


50 patients were identified in the Trust with MRSA, 40 were identified by pre-emptive screening.  7 MRSA infections were identified. 2 neonates carried MRSA.

1.2.7 C. difficile


There was 1 C.difficile infection in 2014-15 which was successfully appealed to the CCG. The Trust’s target for this infection is zero.


1.2.8 Bacteraemia


There were no MRSA bacteraemias in 2014-15.  

There were 2 MSSA bacteraemias in 2014-15 (both neonates) .  The Trust’s target for this infection is zero Trust attributable adult case


9 neonates had significant Gram-negative sepsis (3 congenital) and 8 neonates had significant Gram-positive infections (6 congenital).  The IPCT is working with the neonatal unit to ensure all procedures are in place to minimize the risk of infection is this group.


There were 15 E.coli bacteraemias in 2014-15 (5 neonate and 10 adults).  There is no nationally set target for this infection, although baseline data are being collected. 


There were no glycopeptide resistant enterococcal bacteraemias in 2014-15

1.2.9 Surgical Site Infection Surveillance


The IPCT has reinstated prospective, abdominal wound, surgical site infection surveillance. 1.4% of caesarean section and 0.7% of gynaecology wounds were identified as infected however these figures are probably lower than the true value and the surveillance is being extended. 

2 Infection Prevention & Control Team Members


During 2014 - 15 the Infection Prevention and Control Team (IPCT) has been supported by a seconded Midwife, and a seconded nurse from January 2015.

Miss K Boyd


Infection Prevention & Control Analyst (part time 30 hours/week Infection Prevention and Control Analyst, 7.5 hours/week Policy Officer for the Governance Team)

Mrs D Fahy

Infection Prevention & Control Nurse - (1 WTE – 37.5 hours/week)


Dr T J Neal


Consultant Microbiologist – Infection Control Doctor and Director of Infection Prevention and Control (DIPC) (2 sessions / week worked on LWFT site)

Mrs Anne-Marie Roberts


Secondment Link Midwife (16 hours)

Mrs Julie Burns

Seconded Link Nurse (16 hours)

The IPCT is represented at the following Trust Committees:  


Clinical Governance





Monthly


Patient Facilities & IPCT & G4S



Monthly

Governance Team





Quarterly


Clinical Supplies Meeting




Monthly 


Emergency Planning




Bi-Monthly 


Health & Safety





Bi-Monthly 


Infection Prevention & Control



Bi-Monthly


Medicines Management




Bi-Monthly

Nursing and Midwifery Board



Monthly

Water Safety Meetings




Twice yearly

PLACE






Ad-hoc

CQC







Ad-hoc


Synergy Meeting 





Bi-Monthly


Gojo 







Ad-hoc

Building Planning
-    




Ad-hoc

The Team is managed by the Deputy Director of Nursing and Midwifery who also manages the budget.  

There are no Trust costs associated with the infection control doctor and DIPC.

3 Role of the Infection Prevention & Control Team

The following roles are undertaken by the IPC Team:-


· Education 


· Surveillance of hospital infection

· Surgical Site data collection


· National bacteraemia data reporting


· PHE data reporting


· Investigation and control of outbreaks


· Development, Implementation and monitoring of Infection Prevention and Control policies


· Audit


· Assessment of new items of equipment


· Assessment and input into service development and buildings / estate works 


· Patient care/ incident reviews


Infection prevention and control advice is available from the Infection Prevention & Control Team and 'on-call' via the DIPC or duty microbiologist at RLBUHT. 

4 Infection Prevention and Control Committee


The IPC Committee meets bi-monthly and is chaired by the Director of Nursing and Midwifery. The Committee receives regular reports on infection prevention and control activities from clinical and non-clinical Divisions/departments.  


The IPCT report quarterly to IPCC and the DIPC reports monthly to CGC which also receives minutes of the IPCC meetings.  The Governance and Clinical Assurance committee (GACA) receives minutes from CGC in addition to IPCT quarterly reports.  The Trust Board also receives an annual presentation and report from the DIPC.


Trust IPC issues, processes and surveillance data are relayed to the public via Infection Prevention and Control posters, patient information leaflets, the Trust website (copy of this report) a notice board in the main reception which is updated on a monthly basis and departmental notice boards in ward areas.

Throughout the year many changes in practice have been initiated, facilitated, supported or mandated through the work of the IPCT and IPCC. Some of these are on a large scale, such as input of the IPCT into large capital projects undertaken by the Trust (see section 9.1) however many appear smaller and take place in the clinical areas as a consequence of audit, observations and recommendations. These interventions equally contribute to the provision of clean and safe care in the organisation. In March 2015 the IPCC examined its effectiveness throughout the year by reviewing action plans and ensuring that actions cited were either completed or no longer required. The following detail some of the changes facilitated throughout the year.


· The Trust has appointed an Infection Prevention and Control Nurse as the previous post holder had retired

· The Infection Prevention and Control team have implemented CPE screening across the Trust


· The Infection Prevention and Control team have provided training across the Trust in line with the Ebola guidance

· Clinical practice audits have moved onto the NUMIs system

· The Tissue Viability Nurse now works collaboratively with the Infection Prevention and Control Team for 16hrs per week

· The Infection Prevention and Control Nurse worked with the Occupational Health Team to meet the vaccination target for influenza.

Although there is progress in some areas, in others significant actions are not addressed in a timely manner


· The IPCT has failed to make progress on one ‘non-compliance’ from the Health care act


· Provision of surveillance software


5 External Bodies


1.3 Health Care Act & Care Quality Commission


The Health Care Act was published in October 2006 and revised in January 2008 and January 2011 as the Health and Social Care Act.  This code of practice sets out the criteria by which managers of NHS organisations are to ensure that patients are cared for in a clean environment where the risk of HCAI is kept as low as possible.


The Health Care Act action plan is a standing item on the IPCC agenda which monitors progress.  There are two outstanding standards of the HCA with which the Trust is not fully compliant; these are detailed in Appendix A 

6 Education 


The IPCT has provided 83 general training sessions in 2014-15;


Mandatory training and Induction:

Mandatory training in Infection Prevention and Control is a requirement for all Trust staff including clinical, non-clinical staff and contractors. The IPCT update the training package annually and ensure that it reflects best practice, national recommendations and issues identified as non-compliant in the previous year.  All staff receives training in infection prevention and control every three years either by face to face or workbook training and a Hand Hygiene Assessment.  Eleven face to face mandatory sessions have been delivered in 2014-15

Although the majority of mandatory training sessions are provided by members of the IPCT a number of link staff also provides this training within their areas.  Training continues to be provided by the IPCT for medical staff which includes consultants, trainees and ad-hoc mandatory training for corporate services. Six formal teaching sessions have been delivered by the DIPC throughout 2014-15

The IPCT developed and finalised an electronic mandatory training package for both clinical and non-clinical staff.  Following development the training package was beta-tested via the Infection Prevention and Control Link staff, all of whom provided positive feedback via a structured evaluation system. Satisfaction with the package was universal amongst those who participated in the trial. The IP&C team have liaised with the Training and Development department so that the package can be incorporated into the NLMS and linked to OLM. 


The success of this project is evident as the external stakeholders have adopted the clinical package as the template for the national training tool. The proposed date for implementation is June 2015.

6.1 Link Staff


The IP&C link staff meetings are held bi-monthly and Professional Development Days held twice yearly. The programme is organised to reflect current initiatives, implementation of new guidance and reinforcement of any non-compliance relating to IPC. Unfortunately, attendance remains poor at both link staff meetings and Professional Developments Days (attendance by link staff at the two development days was 47% and 38% respectively). The terms of reference have been updated in 2014-15 and the IPCC have agreed that the link staff meetings and professional development days are to be added into the TNA provision for Link Staff 


6.2 Ebola and Influenza 


37 training session have been delivered to staff in both maternity and gynaecology in relation to Ebola incorporating the use of personal protective equipment (aprons, gowns, gloves and face masks/eye protections)


Face masks - FFP 3 mask. 

A risk assessment has been undertaken that only staff who are caring for patients who undergoing an aerosol generating procedure are to be face fit tested for FFP 3 masks. The IPCC has disseminated this information and the IP&C team have face fit tested those who require to wear FFP3 mask. This is ongoing.

6.3 Carbapenemase Producing Enterobacteriacae (CPE) 


In order to implement CPE screening within the Trust 2 task and finish groups were held which were followed by 10 ward level CPE training sessions.


7 Guidelines/Policies

· No new IPC Policies have been required.  The IPC policy has been updated to include minor changes regarding isolation standards and the inclusion of Carbapenamase-Producing Entrobacteriaceae

The IPC Team has also participated in reviews of the following policies:

· Cleaning policy

· Legionella policy

· Policy for the prevention and management of pressure ulcers

· Management of hepatitis B, C HIV infected healthcare workers

8 Audits


8.1 ICNA Trust audit programme


The IP&C Team continue to use the IPS (previously ICNA) tool originally devised in 2004.The audit programme for the year is established and agreed by the IPCC. All areas are audited annually (low risk areas) or twice yearly (high risk areas) by the IPCT. Clinical practice audits (PPE, Sharps and Hand Hygiene) are completed with a minimum frequency of twice yearly by ward/clinical staff. 5 moments of hand hygiene audits are completed by ward/clinical staff monthly.  

 The NUMIS system went live on the 1st July 2014, for all clinical practice audits (hand hygiene, sharps, PPE and 5 moments of hand hygiene audits). This allows a real-time oversight of results.  

A total of 128 Clinical Practice audits (Hand Hygiene, Personal Protective Equipment and Safe Use and Disposal of Sharps) and 240 Hand Hygiene audits have been carried out by department staff and reviewed by the IPCT.

Environmental audits using the IPS audit tools are carried out unannounced by the IP&C Practitioners and where possible accompanied by a member of departmental staff. The IP&C Team have encouraged the link staff to accompany them during audits as an opportunity for professional development in their role. A total of 142 Environmental scheduled audits (Including general environment, linen, waste and Kitchen) over 26 clinical areas have been carried out by the IPCT.

The audit scores (mean and range) are outlined below:


		Audit

		Mean Score (%)

		Range (%)



		Ward Environment

		84%

		61 – 95



		Ward Kitchen

		88%

		45 – 97



		Linen

		93%

		73– 100



		Departmental Waste

		97%

		89 – 100



		Patient Equipment

		95%

		76 – 100



		



		Hand Hygiene

		89%

		77 – 100



		Personal Protective Equipment

		92%

		86 – 100



		Sharps safety

		92%

		86 – 100



		Monthly 5 moments

		90%

		40-100





The Saving Lives High Impact interventions have been re-implemented throughout clinical areas within the Trust. Departmental staff are responsible for ensuring that monthly observations (as agreed with IPCT) are completed and are displayed along with NUMIS scores on the Trusts standardised IPC notice boards.


8.2 Peripheral cannula audits


Following a peripheral access device audit focussing on the ongoing care of cannulae undertaken by the IPCT in both maternity and gynaecology inpatient areas in September 2014, the IPC recognised the need for further training. The VIIAD chart has been re- implemented across gynaecology and maternity and the IPC have continued to audit on a weekly basis. Scores have ranged from 50 - 100% with a mean score of 87%.

8.3 Mattress audits

Mattress audits are completed 3 monthly in Delivery Suite and Midwifery Led Unit, and 6 monthly in all other areas.  The audit examines cleanliness and mattress integrity.  Results are reported through the Divisional Report to IPCC.  The audits are forwarded to IP&C Team but local areas have ownership for replacement and condemning of any mattress not fit for purpose. There is a system in place for the provision and storage of replacement mattresses across the Trust.

9 Other Issues


9.1 Water Safety 


The water safety group as met in line with its terms of reference. Water testing for Pseudomonas aeruginosa in augmented care areas has been performed in accordance with national guidance and results have been compliant with expected standards. There have been no cases of infection with Pseudomonas aeruginosa in the current year.

9.2 Building Projects & Design Developments


Meetings between Estates, Facilities & IPC Team have continued. This includes Patient Facilities Manager and G4S staff and more recently The Trusts Health and Safety Manager.  The team remain reliant on the Estates Department and the Divisions alerting and involving the Team in impending projects via the Infection Prevention and Control Committee meetings.


2014-15 projects requiring IPC Team involvement included:

· Emergency Room


· Bereavement Services


· Midwifery Led Unit


· Knutsford


9.3 Waste Contract


The Team have supported the review of the Waste Policy in the last year with the Environmental Manager.  The implementation of alternative waste streams as in HTM O4 has been reviewed in the Trust with the IPC Team, Environment, Facilities and Health and Safety Managers. The IPCC once again reviewed the proposal to implement new waste streams in line with national guidance.  It was agreed that the new waste streams should be trialled.

9.3.1 Sharpsmart


The IPCT and IPCC have approved the use of ‘Sharpsmart, ‘a more environmental friendly sharps disposed system, for use throughout the Trust.  This system will be implemented in 2015-16.

10 Surveillance of Infection


Hospital infection (or possible infection) is monitored in the majority of the hospital by 'Alert Organism Surveillance' this involves scrutiny of laboratory reports for organisms associated with a cross infection risk e.g. MRSA, Clostridium difficile etc.


On the Neonatal Unit, which houses most of the long-stay patients, surveillance is undertaken by both ‘Alert Organism’ and by prospective routine weekly surveillance of designated samples. The IPCT examines results of these samples and action points are in place for the Unit based on these results.  


Surveillance of bacteraemias (blood stream infections) for both national mandatory and in house schemes is also undertaken.


The need for surveillance of surgical wound infections has long been recognised as an important quality marker by the IPCT and Trust.  A surveillance system for wound infections has been restarted by the IPCT this year.

10.1 Alert Organism Surveillance


10.1.1 MRSA 


The total number of patients identified carrying Methicillin Resistant Staphylococcus aureus (MRSA) in the Trust during the year 2014-15 was 50, primarily identified from screening samples. The charts below show the number of new patients identified with MRSA per year for the period 1995 – 2015 and the number per month for the current reporting year by provenance. 
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As outlined in previous Annual Reports the Government have established targets for screening such that all elective admissions and all eligible emergency admissions to hospital should be screened for carriage of MRSA prior to, or on, admission.  The IPCT have an MRSA screening policy as part of the infection control policy with outlines actions for patients found to be positive on screening. The percentage of patients screened in line with this policy is detailed in the table below.

		Screening of Elective and Emergency Admission 2014-15



		Month

		

		Apr

		May

		Jun

		Jul

		Aug

		Sep

		Oct

		Nov

		Dec

		Jan

		Feb

		Mar



		% of eligible patients screened




		Elective

		96

		93

		93

		95

		96

		98

		96

		98

		97

		96

		96

		96



		

		Emer-gency

		93

		93

		93

		93

		92

		93

		91

		93

		92

		96

		93

		93





Updated guidance on MRSA was released from DoH in 2014-15, suggesting that universal screening may not be cost-effective.  The IPCT and IPCC discussed this guidance but agreed not to change the current policy.


In the period April 2014 to March 2015 8074 adult patients were screened for MRSA carriage. 42 (0.5%) were positive this represents a continued decline in prevalence over the past 4 years. 

Nine adult patients were identified with MRSA on diagnostic samples from clinical sites. Seven were from wounds thought to be infected, and two were urine samples from antenatal clinic.


There were no clusters or other epidemiological linking of patients with MRSA infections. There was no evidence of spread of MRSA amongst adult patients in the Trust.


There were no MRSA bacteraemias in adult patients in the reported year.


There were no MRSA bacteraemias in neonatal patients in the reported year. 


During the period of this report 2 babies were identified with MRSA.  Both were identified on admission swabs suggesting maternal acquisition. A baby who was nursed transiently on NICU who was screened MRSA negative on admission was subsequently MRSA positive on transfer to another Trust, suggesting acquisition at LWH. 

10.1.2 Clostridium difficile 

Clostridium difficile is the commonest cause of healthcare acquired diarrhoea in the UK. Mandatory reporting of this disease commenced in January 2004 and includes all patients over 2 years old. Historically the number of cases at LWFT has been small (see chart below). During the period April 2014 to March 2015 one patient in the Trust was identified with C.difficile infection. A full multidisciplinary review of care was undertaken and no lapses in care were identified which either caused or contributed to the infection. The case was submitted to the CCG appeal process and the CCG panel agreed with the findings of the Trust’s review. 

The prescribed trajectory for this disease for the Trust in 2014-15 was zero, as the CCG panel agreed that there were no lapses in the care provided this target was met. 
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10.1.3 Group A Streptococcus 


In the period April 2014 to March 2015, 12 patients were identified with Group A streptococcus as detailed below. 
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6 of the 12 patients with Group A streptococcal infection were maternity patients and the remainder presented to the Gynaecology service via the emergency room. As highlighted in previous annual reports Group A streptococcal infection is being increasingly recognised as a cause of mortality and morbidity in maternity  patients.  

There were no episodes of Group A streptococcal bacteraemia or invasive infection (iGAS), one patient had tonsillitis and one had infection of a pre-existing foot wound. The remaining 10 were isolated from the genital tract of post-partum or antenatal patients. 


Isolates were submitted to the national reference laboratory for typing, no epidemiological links were identified.

10.1.4 Glycopeptide Resistant Enterococcus(GRE)


There were no GRE bacteraemia’s reported. 

10.1.5 Carbapenemase Producing Enterobacteriaceae


The Trust commenced screening patients in high-risk groups (i.e.. Patients directly transferred from other Trusts or Patients who have been in-patients in high-risk hospitals within the last 12 months). These patients have a multi-drug resistant organism screen (MDRO) requested also screening for VRE, ESBL and MRSA.

Meditech facilitates the risk assessment. Due to low compliance between Oct 14-Dec 14 the IPCT have implemented weekly screening compliance audits and training within clinical area continues.


Overall compliance September 2014  March 2015 = 75%


		Month 

		Screening Compliance 



		Sept 2014

		100%



		Oct 14- Dec 14

		63%



		Jan 15 – Mar 15

		83% 





There have been no confirmed cases of CPE, colonisation or infection to date.

10.1.6 Tuberculosis


A maternity patient was in admitted and delivered in June 2014. Clinical investigation revealed pneumonia which was confirmed as tuberculosis. Throughout the admission the patient was managed appropriately and PHE were notified. As the patient had previously been admitted to LWH but without symptoms an exercise was undertaken by the IPCT to identify patients and staff who may have been in contact during the first admission. A total of 8 patients and 7 members of staff were followed up by the regional TB service and the Health and Well-being department.  

10.1.7 Routine Neonatal Surveillance 


Nearly all infection on the neonatal unit is, by definition, hospital acquired although a small proportion is maternally derived and difficult to prevent.  Routine weekly colonization surveillance has continued this year on the neonatal unit. Results are shown in Appendix E

As colonisation is a precursor to invasive infection the purpose of this form of surveillance is to give an early warning of the presence of resistant or aggressive organisms and to ensure current empirical antimicrobial therapy remains appropriate. Action points are embedded in the neonatal unit and IPC policies linked to thresholds of colonisation numbers to limit spread of resistant or difficult to treat organisms. 


As well as resistant or aggressive organisms focus has remained on both Pseudomonas spp. and Staphylococcus aureus as potential serious pathogens. The median number of babies colonized with pseudomonas each week was 1 and with S.aureus was 4 (both unchanged from the previous year).


10.2 Bacteraemia Surveillance


10.2.1 Neonatal Bacteraemia


As always the commonest organism responsible for neonatal sepsis was, the common skin organism, coagulase-negative staphylococcus (CoNS). In the period April 2014 – March 2015 9 babies (8 in 2013-14 and 13 in 2012-13) had infections with Gram-negative organisms, 3 of these infections (all E coli) occurred in the first 5 days of life and were congenitally acquired. The remaining 6 Gram-negative infections occurred after 7 days (1 E.coli. 1 Enterobacter sp. 1 Klebsiella sp 1 Pseudomonas and 2 mixed Gram-negatives.).


There were 8 episodes of infection with significant Gram-positive pathogens; in 6 cases (5 Group B streptococcus and 1 S. aureus) the infection was congenitally acquired. The remaining 2 (1 Group B streptococcus, 1 S. aureus) occurred after the first week of life. 


There was 4 babies in 2014-15 who developed invasive infection with Candida. 

All non coagulase-negative staphylococcal sepsis on the unit is subject to a review to determine the focus of infection, precipitating causes and the appropriateness of care.


The bar chart below describes the pattern of ‘definite-pathogen’ neonatal bacteraemia in the current year in comparison to last year and the median value for each organism for preceding years. Although there is considerable variability in the figures from year to year (probably reflecting the complex of pathogen host relationship in this group) the decline in S. aureus infections indicated in last year’s annual report has been sustained. Although there was an infection caused by Pseudomonas sp.  this was not P. aeruginosa. There have been no  P. aeruginosa bacteraemias in the last 3 reported years. There were fewer cases of Group B streptococcal bacteraemia in this reporting year and, as noted above,the majority of  cases were congenitally acquired.
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The Neonatal Unit continues to monitor standardised infection rates.  The most recent results (2013) of the benchmarking exercise against other units in the Vermont Oxford network demonstrate a sustained improvement in the Trust’s position.
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10.2.2  Mandatory Bacteraemia Surveillance


The IPCT has continued to submit infection data to the national mandatory bacteraemia surveillance scheme (instituted April 2001). All positive blood cultures are reported monthly to PHE. National data are collected on S. aureus, (MSSA and MRSA) bacteraemia. 


In the period April 2014 to March 2015, for the fifth successive year, there were no cases of MRSA bacteraemia in the Trust. The Trust’s given target for the period was zero. 

Although data for Methicillin susceptible S. aureus (MSSA) have been collected since 2001 this was not mandatory nor were the data published until January 2011. There have been 2 episodes of MSSA bacteraemia (both in neonates see section 10.2.1) in the period 2014-15 Unpublished Trust attributable MSSA data for LWFT for the years 2008-2014 are shown below.


Although there are no externally set targets for MSSA bacteraemia the Trust target is zero Trust attributable cases in adult patients (compliant this year). 


[image: image6]

E.coli bacteraemia has also been made mandatorily notifiable although targets have not yet been established.  In 2014 – 15 the Trust reported 5 E.coli bacteraemias in neonates (3 categorised as congenital).  In the same period there were 10 E.coli bacteraemias in adult patients (6 in 2013-14). The IPCT expect clinical areas to undertake a RCA of all significant bacteraemias to establish any elements of sub-optimal care. 


In addition to the mandatory surveillance the IPCT has been collecting clinical data on bacteraemic adults in the Trust; 30 patients were identified with positive blood cultures from 338 cultures submitted (8%). 15 (50% of positives, 4% of total) of these were contaminated with skin organisms. Of 15 significant bacteraemias 3 were considered to be possibly healthcare associated. Details are provided in Appendix F

10.3 Surgical Site Surveillance

Surgical Site Infection (SSI) is one of the most common healthcare associated infections, estimated to account for 15% of HCAI. National surveillance for abdominal hysterectomy suggests an SSI incidence of 1.5%. There is no national data for caesarean sections however studies report rates between 2% & 20% with the highest incidence being in emergency sections.


Surgical site wound surveillance in both Maternity and Gynaecology commenced in October 2014. Surveillance includes the inpatient period for both Maternity and Gynaecology patients and the post discharge period until the 30th day. Data has been collected by a member of the IPCT/TV nurse using a standard surveillance sheet. All abdominal surgical procedures in Gynaecology and Maternity including laparoscopy are included. All vaginal procedures, node dissections and perineal wounds such as episiotomy are currently excluded.

Patients are assessed against an agreed definition of SSI as follows:

Purulent discharge or 2 of 3 of the following:

1.
Persistent pyrexia>38 degrees


2.
Erythema – not limited to the suture site/clip site


3.
Pain at the wound site


10.3.1 Maternity

Wound infections are assigned by the time of operation rather than the time infection is recognised i.e. an infection identified in November from surgery in October will be recorded in October’s figures.


In the 6-month period (Oct 2014– March 2015) 1113 Caesarean Sections were undertaken (514 elective, 599 emergency). 39 patients with potential SSI were reviewed with 16 fulfilling the criteria for SSI. Of the 16 infections, 6 were in elective and 10 in emergency cases (1.2% and 1.7% respectively). 1 infection was categorised as deep (emergency).
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10.3.2 Gynaecology 

1,135 abdominal procedures were undertaken in the 6-month period in Gynaecology / Gynae oncology with 301 procedures being open and 834 being laparoscopic. The IPCT reviewed 25 patients with potential infections. 8 SSI were identified, 5 in open and 3 in the laparoscopic category (1.7% and 0.4% respectively).
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The number of infections identified so far is small making the identification of common themes difficult. The surveillance will continue and potential themes will be identified in future reports. 


Limitations have been recognised and not all patients are captured currently. As a number of wound infections are diagnosed post discharge, the numbers actually seen by the IPCT are limited at the inpatient period. Some patients who develop infection post discharge will be captured via community notes (although these often take several weeks to return to the Trust) and patients who represent to the Trust.  Patients who do not return to ER or MAU with wound problems and patients who consult their GP will not be captured in the current surveillance. 


A more formal process of post-discharge surveillance will be introduced now inpatient surveillance is established.


11 Outbreaks of Infection


There have been no major hospital-wide or local outbreaks of infection during the period of this report.

1.4 Influenza


There were no hospital acquired Influenza cases during 2014-2015 however there were two patients admitted to hospital who screened positive for influenza during their admission. Pandemic influenza plans were not activated. 


12 Health & Wellbeing

The Trust Health & Wellbeing Department report monthly to the IPCC including vaccination updates.  Staff have historically been screened for TB, Hepatitis B and Rubella immunity.  Guidance on measles, chicken pox, HIV and hepatitis C have been incorporated for all ‘new starters’ and a catch up exercise is in place for staff already employed.  The IPCC supports the Health & Wellbeing Team in ensuring that workers in designated areas have appropriate vaccinations and immunity.

In 2014-2015 the IP&C team were part of the Influenza campaign led by Health and Wellbeing and assisted in vaccinating staff throughout the Trust. The target of 75% was met.


13  Infection Control Team Work Plan

13.1 Infection Control Team Work Plan 2014-15


		Work Plan

		Completion Date

		Sections



		Training


· Continue all Trust mandatory & induction training 


· Continue to support link staff personal development


· Implement the bespoke electronic training module devised in 2013-14

		Ongoing


Ongoing


December 2014

		Section 6

Section 6

Section 6 



		Audit


· Review and agree ICNA Audit Programme and Process Map


· Utilise NUMIS to monitor audit data and compliance

		May 2014


July 2014

		Section 8

Appendix C 



		Surveillance


· Continue ‘Alert Organism’ surveillance focused on resistant pathogens


· Continue to monitor cases mandatorily reportable infections


· Restart alert condition surveillance for surgical site infection


· Implement actions identified through RCA of bacteraemias and C.difficile infections

		Ongoing


Ongoing


October 2014


Ongoing

		Section 10

Section 10

Section 10

Section 10



		Health Act


· Monitor through IPCC Trust response to actions outlined in the Health Care Act Gap Analysis

		Ongoing

		Appendix A





		Quality Standard

		Baseline Assurance 




		Action

		Scheduled Date

		Responsibility

		Update March 15

		RAG






		NICE Quality Standard 61




		

		

		

		

		

		



		Statement 1. People are prescribed antibiotics in accordance with local antibiotic formularies as part of antimicrobial stewardship. 

		Compliant


Monthly audits of antibiotic usage are conducted by pharmacy and reported as part of IPCT reporting to SHA/CCG

		

		

		

		

		



		Statement 2. Organisations that provide healthcare have a strategy for continuous improvement in infection prevention and control, including accountable leadership, multi-agency working and the use of surveillance systems. 

		Partial compliance


IPCT Board Assurance Framework, audit, close liaison with PHE & CCG

		Purchase of ICNet infection control surveillance software

		December 2014

		IPCT/Director of Nursing

		DIPC met with Head of Technology likely that ICNET NG will be incorporated into future SLA’s with Clinical laboratory services.  May require some Trust capital outlay in respect of interfaces. Awaiting implementation at Host Laboratory site prior to implementation at LWFT.




		



		Statement 3. People receive healthcare from healthcare workers who decontaminate their hands immediately before and after every episode of direct contact or care. 

		Compliant


Monthly 5 moments audits, 6monthly HH audits (entered onto NUMIS) and SL audits.

		

		

		

		

		



		Statement 4. People who need a urinary catheter have their risk of infection minimised by the completion of specified procedures necessary for the safe insertion and maintenance of the catheter and its removal as soon as it is no longer needed

		Partial compliance


Catheter insertion and care policy, and audited via SL audits although limited direct audits of insertion care and removal.

		HOUDINI audit September 2014

		September 2014

		IPCT

		Audited in September as planned, no deficiencies in care identified – Compliant.

		



		Statement 5. People who need a vascular access device have their risk of infection minimised by the completion of specified procedures necessary for the safe insertion and maintenance of the device and its removal as soon as it is no longer needed. 

		Partial compliance


Vascular device  insertion and care policy, and audited via SL audits although limited direct audits of insertion care and removal.

		Audit by IPCT September 2014

		September 2014

		IPCT

		Audited in September as planned. Non-compliance identified in terms of VIP scoring and documentation. SL audits of cannula care recommenced to monitor. IPCT undertaking weekly audit.

		



		Statement 6. People with a urinary catheter, vascular access device or enteral feeding tube, and their family members or carers (as appropriate), are educated about the safe management of the device or equipment, including techniques to prevent infection. 

		Partial compliance


Information leaflet for catheters ‘going home with your catheter’ Patient’s do not go home with iv devices of feeding tubes

		Audit of Catheter patient information usage

		September 2014

		IPCT

		Leaflet audit completed in September as planned. Leaflets available - compliant

		



		NICE Quality Standard 49

		

		

		

		

		

		



		Statement 1. People having surgery are advised not to remove hair from the surgical site and are advised to have (or are helped to have) a shower, bath or bed bath the day before or on the day of surgery. 

		Partial Compliance 


Patient information leaflet available but use not audited

		Requires audit


Audit completed and actioned July 2014

		October 2014


Completed July 2014


Compliant

		

		

		



		Statement 2. People having surgery for which antibiotic prophylaxis is indicated receive this in accordance with the local antibiotic formulary. 

		Compliant


Antibiotic prophylaxis part of formulary and use audited via pharmacy audits with excellent compliance

		

		

		

		

		



		Statement 3. Adults having surgery under general or regional anaesthesia have normothermia maintained before, during (unless active cooling is part of the procedure) and after surgery. requires audit

		Partial Compliance


Measured as part of theatre monitoring but require evidence of this.

		Organise assessment of intra-operative monitoring

		October 2014

		Anaesthetists

		Awaiting reply/audit from anaesthetists

		



		Statement 4. People having surgery are cared for by an operating team that minimises the transfer of microorganisms during the procedure by following best practice in hand hygiene and theatre wear, and by not moving in and out of the operating area unnecessarily. 

		Partial Compliance


This is part of policy and is expected however formal audit is required 

		Requires audit

		October 2014

		IPCT & Theatre managers

		Awaiting audit from theatres

		



		Statement 5. People having surgery and their carers receive information and advice on wound and dressing care, including how to recognise problems with the wound and who to contact if they are concerned. 

		Partial Compliance 


Patient information leaflet available but use not audited

		Requires audit


Audit completed and actioned July 2014

		July 2014

		IPCT

		

		



		Statement 6. People with a surgical site infection are offered treatment with an antibiotic that covers the likely causative organisms and is selected based on local resistance patterns and the results of microbiological tests. 

		Compliant


Antibiotic formulary is reviewed annually with review of local antimicrobial resistance patterns

		

		

		

		

		



		Statement 7. People having surgery are cared for by healthcare providers that monitor surgical site infection rates (including post-discharge infections) and provide feedback to relevant staff and stakeholders for continuous improvement through adjustment of clinical practice. 

		Partial Compliance 


Some monitoring of wound infections but limited to CHKS, and ACE reviews

		Requires audit/ implementation of prospective wound surveillance

		October 2014

		IPCT

		Surgical site infection surveillance commenced October 2014 and reported quarterly through IPCC & CGC

		





13.2 Infection Control Team Work Plan 2015 - 16

		Work Plan

		Completion Date

		Sections



		Training


· Continue all Trust mandatory & induction training 


· Continue to support link staff personal development


· Implement the bespoke electronic training module 

		Ongoing


Ongoing


July 2015

		 



		Audit


· Continue with ICNA/IPS Audit Programme 


· Utilise NUMIS to monitor audit data and compliance:-


· Environmental audits


· Saving Lives Audits

		Ongoing

June 2015


August 2015

		 



		Surveillance


· Continue ‘Alert Organism’ surveillance focused on resistant pathogens


· Continue to monitor cases mandatorily reportable infections


· Expand wound surveillance for surgical site infection to include:-

· Groin dissection infections

· A more formal process of post-discharge surveillance

· Perineal surgical site infections

· Implement actions identified through RCA of bacteraemias and C.difficile infections:-


· Congenital

		Ongoing


Ongoing


April 2015


October 2015


January 2016

Ongoing

April 2015

		



		NICE

· Monitor Saving Lives and additional IPCT audits of cannula care

· Monitor Normathermia being maintained via Theatre audit


· Monitor Dress code and human traffic through put in Theatre via audit


· Sign up to safety sepsis bundle

		Ongoing

Ongoing


Ongoing


July 2015

		



		Health Act


· Monitor through IPCC Trust response to actions outlined in the Health Care Act Gap Analysis

		Ongoing

		





14 Appendices


14.1 Appendix A - Summary of Health Care Act Partial Non-Compliance

		Criterion

		Additional Quality Elements

		Baseline Assurance 


July 2014

		Update 


Sept 2014

		Update 


Jan 15

		Responsibility

		RAG






		1.8 An infection prevention and control infrastructure should encompass:


In acute healthcare settings for example, an ICT consisting of appropriate mix of both nursing and consultant medical expertise (with specialist training in infection control) and appropriate administrative and analytical support, including adequate information technology.  The DIPC is a key member of the ICT




		

		No progress with ICNET or surveillance software.


Interviews arranged to appoint Band 7 ICN to maintain capacity within the Team




		Board agreed to progress with ICNET surveillance software


Appointed a full time Band 7 ICN to maintain capacity within the team, Team still depleted 0.6 Band 7 ICN due to retirement.


Appointed a Secondment Band 6 from Gynaecology, start date delayed until Jan 2015 

		DIPC met with Head of Technology likely that ICNET NG will be incorporated into future SLA’s with Clinical laboratory services.  May require some Trust capital outlay in respect of interfaces. Awaiting implementation at Host Laboratory site prior to implementation at LWFT.




		Director of Nursing / Midwifery / 


Director of Infection Prevention and Control 




		Amber



		Criterion 2:


There is adequate provision of suitable hand washing facilities and antimicrobial hand rubs

		There is an audit programme for the facilities required for hand hygiene and actions implemented. The Trust has an ongoing hand hygiene programme (e.g. the NPSA clean your hands campaign)

		Funding has been agreed

		Work not yet began

		Work in process

		Director of Infection Prevention and Control


IPCT
Facilities
Divisions

		Amber





14.2 Appendix B - Training Opportunities attended by IPCT


In House

In house Julie Burns induction IPC Jan 2014 as a secondment


Mandatory Training – All


PDR – DF / KB

Business Administration Diploma,– KB

Great day – Ebola Presentation – TJN

External 

Ebola Workshop – DF

CPE Conference – TJN / DF

National FIS Conference - TJN


14.3 Appendix C Clinical Practice Audits   NUMIS – Infection Prevention and Control audits


The NUMIS system went live on the 1st July 2014, for all clinical practice audits (hand hygiene, sharps, PPE and 5 moments of hand hygiene audits). All clinical practice audits need to be entered locally onto the NUMIS system; this allows a real-time oversight of results.


		                                                          Personal Protective Equipment



		Number of audits Due 

		42



		Number of audits returned 

		39



		Overall Compliance

		92%



		Completed audits scoring:  <84%


                                                   85-94%


                                                   95-100%


                                                        

		0 (0 scores due to no return)


5


34



		Themes of non-compliance :




		Eye protection required/staff not always using








 Audits completed between, April 2014 – March  2015 have been collated and the overall compliance for clinical practice audits have been updated onto NUMIS.  Audit programme continues as per plan. 
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		                                                                                    Sharps



		Number of audits due

		40



		Number of audits returned

		38



		Overall Compliance

		92%



		Completed audits scoring:<84%


                                                 85-94%


                                                 95-100%




		0 (0 scores due to no return)


8


30



		Themes of non-compliance:




		Date and time


Temporary closing of sharps bin not always used
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		Hand Hygiene



		Number of audits due

		46



		Number of audits returned

		42



		Overall Compliance

		89%



		Completed audits scoring:<84%


                                                 85-94%


                                                 95-100%

		1 ( 0 scores due to no return)


6

35



		Themes of non-compliance:




		All hand was sinks not free from inappropriate items.

No hand cream.
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		5 Moments (Monthly)



		Number of Audits Due

		240



		Number of Audits returned

Overall Compliance 

		223

90%



		Completed audits scoring:<84%


                                                 85-94%


                                                 95-100%

		11 (0 scores due to no return)

17

195





		Themes of non-compliance




		Hand hygiene after low risk procedures.
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Actions


All audits are reviewed by IPCT.  Audits scoring less than 100% are to be actioned locally by clinical areas, the audit is only closed by IPCT once measures are in a place or a re audit has taken place.


Non-compliant clinical areas have been reviewed by IPCT,  further training and education has been delivered. The timescale to upload audits has now been reduced to 30 days. Environmental audits will be uploaded onto NUMIS June 2015.


14.4             Appendix D Environmental Audits 

		                                                                               Environmental Audits



		Number of Audits Due

		142



		Number of Audits returned

		142 





		Audits scoring                        :<84%


                                                 85-94%


                                                 95-100%




		27

43

72





		Mean scores%

Ward Environment


Kitchen


Linen


Dept Waste


Patient Equipment




		84%

88%

93%

97%

95%



		Themes of non -compliance

		Items on floor


Dust/grit


Temporary closure mechanisms on sharps boxes


Monitoring fridge temperatures are not consistent





14.5 Appendix E - Neonatal Surveillance
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		2004

		2005

		2006/07

		2007/08

		2008/09

		2009/10

		2010/11

		2011/12

		2012/13

		2013/14

		2014/15



		Acinetobacter

		1

		1

		1

		1

		1

		1

		2

		1

		3

		3

		6



		Citrobacter

		6

		8

		3

		3

		2

		4

		2

		6

		6

		4

		3



		Enterobacter

		22

		17

		19

		15

		12

		16

		15

		21

		21

		17

		14



		E.coli

		31

		27

		23

		26

		29

		30

		30

		23

		20

		30

		27



		Klebsiella

		32

		34

		29

		34

		32

		33

		31

		38

		32

		34

		39



		Proteus

		3

		2

		4

		1

		3

		2

		4

		0

		3

		1

		1



		Pseudomonas

		3

		9

		16

		14

		18

		10

		9

		6

		11

		5

		4



		Serratia

		0

		1

		3

		4

		1

		3

		4

		2

		2

		2

		1



		Stenotrophomonas

		1

		1

		2

		2

		2

		1

		3

		3

		2

		4

		4





14.6 Appendix F - Adult Bacteraemia Surveillance 2014 - 15

30 Positive blood cultures


15 Coagulase-negative staphylococcus or other contaminant.


15 Pathogens


		Directorate

		Organism

		Potentially Hospital Associated

		Likely Source



		Gynaecology

		E.coli

		No

		Peritonitis



		14.6.1.1.1.1.1.1 

		E.coli

		No

		UTI



		14.6.1.1.1.1.1.2 

		Klebsiella sp

		Yes2

		Bowel



		14.6.1.1.1.1.1.3 

		Group B streptococcus

		No

		Pelvis



		14.6.1.1.1.1.1.4 

		Streptococcus millerii

		No

		Pelvis



		14.6.1.1.1.1.1.5 

		Bacteroides sp

		No

		Peritonitis



		14.6.1.1.1.1.1.6 

		Peptostreptococcus

		No 

		Pelvis



		Maternity

		E.coli

		No

		UTI



		

		E.coli

		No

		Chorioamnionitis



		

		E.coli

		Yes1

		Endometritis



		

		E.coli

		No

		UTI



		

		E.coli

		No

		Chorioamnionitis



		

		E.coli

		Yes1

		Endometritis



		

		E.coli

		No

		UTI



		

		E.coli

		No

		Chorioamnionitis





1) RCA did not identify any deficiencies in care which may have led to this infection


2) Post-op infection/haematoma

2014







2015
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		Agenda item no:

		15/16/127





		Meeting:

		Board of Director’s - Public





		Date:

		3 July 2015





		Title:

		Month 2 Finance Report





		Report to be considered in public or private?

		Private





		Where else has this report been considered and when?

		Executive Committee – 18 June 2015


Finance Performance and Business Development  Committee - 23 June 2015





		Reference/s:

		





		Resource impact:

		





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		





		Which Board Assurance Framework risk/s does this report relate to?

		5a





		Which CQC fundamental standard/s does this report relate to?

		





		What action is required at this meeting?

		The Trust Board is recommended to note the position and approve the controls on discretionary spend.








		Presented by:

		Vanessa Harris – Director of Finance





		Prepared by:

		Jenny Hannon – Deputy Director of Finance





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		



		To participate in high quality research in order to deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





1. Introduction

The 2015/16 budget was approved at Trust Board in April 2015. This set out a deficit of £8m for the year and a cash shortfall of £7.8m. The outcome of the application for Distressed Funding is expected in June 2015.


As at Month 2 the Trust is reporting a year to date deficit of £2.1m against a deficit budget of £1.6m, and a Continuity of Services Ratio (CoSR) of 2 against a plan of 1.  

		MONITOR SCORE

		 

		YEAR TO DATE

		 

		YEAR



		

		 

		Budget

		Actual

		 

		Budget

		FOT



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		LIQUIDITY

		 

		 

		 

		 

		 

		 



		 

		(a) Cash for Liquidity Purposes

		 

		(4,146)

		(2,085)

		 

		(3,035)

		(3,035)



		 

		(b) Expenditure

		 

		17,029

		17,328

		 

		102,931

		102,931



		 

		(c) Daily Expenditure

		 

		284

		289

		 

		286

		286



		 

		Liquidity Ratio = (a) / (c)

		 

		(15)

		(7)

		 

		(11)

		(11)



		 

		 

		 

		 

		 

		 

		 

		 



		MONITOR LIQUIDITY SCORE

		 

		1

		2

		 

		2

		2



		 

		 

		 

		 

		 

		 

		 

		 



		 

		Ratio Score     4 = 0      3 = -7      2 = -14      1 < -14

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		CAPITAL SERVICING CAPACITY (CSC)

		 

		 

		 

		 

		 

		 



		 

		(a) EBITDA + Interest Receivable

		 

		(637)

		(1,169)

		 

		(1,485)

		(1,485)



		 

		(b) PDC + Interest Payable

		 

		360

		352

		 

		2,194

		2,194



		 

		CSC Ratio = (a) / (b)

		 

		(1.77)

		(3.32)

		 

		(0.68)

		(0.68)



		 

		 

		 

		 

		 

		 

		 

		 



		MONITOR CSC SCORE

		 

		1

		1

		 

		1

		1



		 

		 

		 

		 

		 

		 

		 

		 



		 

		Ratio Score     4 = 2.5      3 = 1.75      2 = 1.25      1 < 1.25

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		TOTAL SCORE (average of above)

		 

		1

		2

		 

		2

		2



		 

		 

		 

		 

		 

		 

		 

		 





2. Income and Expenditure

The Month 2 actual deficit was £1.06m against a deficit budget of £0.66m which is a £0.4m adverse variance. Year to date the Trust has made a £2.1m deficit which is £0.5m adverse to plan.

The tables below demonstrate the actual deficit and income against the plan for 2015/16.
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The adverse variance at Month 2 arises from both income and expenditure not meeting target.


Gynaecology income in Month 2 is behind plan by £0.25m and £0.39m year to date. A full and detailed investigation into this has been performed, with reference to referrals, waiting lists, theatre usage and procedures at HRG level. The gynaecology management team are producing a recovery plan to bring the budget back into balance. The financial risks in relation to this have been flagged to Monitor as part of the monthly reporting.

The impact of this drop in income is somewhat mitigated by over performance of £0.26m in maternity income to date, predominantly due to favourable case mix.


There is an adverse variance on pay of £0.16m in Month 2 which amounts to £0.29m year to date. As was the case in Month 1 this arises from the cost of agency staff to cover vacancies exceeding the budget across the following areas:


· Use of theatre agency to support vacant posts


· Gaps in the junior doctors rotas being filled by locums


· Governance agency pressures arising from risk and quality posts (which are now ceasing)


There are plans in place to recruit to the theatre vacancies, but it is proving difficult to do so in the current market. There are also plans to recruit clinical fellows in place of the junior doctor posts which have so far been difficult to fill. 

By service, the key area of concern remains as gynaecology, with income behind plan and pay costs in excess of budget arising from agency usage. Maternity is performing well at Month 2, and Hewitt Centre remains under close review with an increase in target planned for later in the year. Neonatal is currently being scrutinised as costs are ahead of plan. 

The Cost Improvement Program is being actively managed on a weekly basis with contingency schemes being identified for areas which may be at risk. At Month 2 it is noted that £0.5m is deemed at risk in relation to the workforce and slippage in respect of the combined heat and power scheme.

3. Monitor Monthly Reporting and Forecast Outturn. 

The Trust has submitted its first Monthly Reporting Template to Monitor at Month 2, which includes details of the Trust’s forecast outturn as well as potential upsides and downsides to that position.


With gynaecology action plans and cost mitigations in place, it is currently deemed that the Trust will deliver the planned £8m deficit. However this is under close review.


Potential downsides amount to £4m and are as follows:


· Risk of non-delivery of Hewitt Fertility growth plans set for the latter part of the year (£1m)

· Gynaecology income underperformance if recovery plans are not delivered  (£1m)

· Staffing costs if current agency spend is not brought under control (£1.5m)

· Non Delivery of CIP (see above)  (£0.5m)

The forecast will be reviewed again at Month 3. 

4. Balance Sheet

The key focus within the balance sheet is the cash position.


The cash balance at Month 2 is £12.5m against a plan of £0.8m. 

This balance is significantly higher than plan as a result of a £7.8m cash advance from Liverpool CCG in May (ahead of plan), the timing of capital spend, particularly in relation to the Hewitt Centre Expansion and IT implementation, and the active management of accounts payable to improve working capital. 

The Trust has applied for £7.8m in Distressed Funding via Monitor to support the cash position in 2015/16, and expects to hear in June 2015 as to whether this application has been successful. Liverpool CCG agreed to support the Trust in the form of a £7.8m cash advance which has now been received. This advance is scheduled for repayment to the CCG in Month 9 when the Trust expects to draw down Distressed Funding, after which the level of cash is managed at £0.5m.


Capital expenditure in Month 2 was £1.17m against a budget of £3.69m. The table below indicates the level of actual and planned expenditure throughout the year. 


As at Month 2 there are no issues in relation to the planned balance sheet position. 


The detailed income and expenditure and balance sheet report can be found in Appendix 1.
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5. Conclusion


The Trust is overspent in Month 2 by £0.4m and year to date by £0.5m. This position must be brought under control if the year-end planned deficit is to be delivered. 

The risk relating to the financial position has previously been recorded (5*4) 20 however given the adverse variance and the potential consequence of accelerated Monitor intervention it is recommended that this risk is increased to 25 (see paper 1516xx).


6. Recommendation/s


The Board are asked to note the Month 2 financial position and the related risks, and approve the actions in respect of discretionary spend.


Appendix 1


Board Finance Pack



[image: image5.emf]Board Finance Pack  M2.xlsx




\\Fp001\shared\PA\Finance, Performance & Business Development Committee\2015 2016\150622 FPBD\1516xx 220605 FPBD Month 2 Finance Report.doc    

               [image: image6.jpg]

Page 7 of 7



[image: image7.png]C
~—
Liverpool Women’s?}S

NHS Foundation Trust




Cover




















			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST





			FINANCE REPORT: M2





			YEAR ENDED 31 MARCH 2016




















Contents











						Contents





						1			Monitor Score





						2			Income & Expenditure





						3			Expenditure Analysis





						4			Budget Analysis





						5			Balance Sheet


























1. Monitor





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																														1


			MONITOR SCORE: M2


			YEAR ENDED 31 MARCH 2016


						MONITOR SCORE									YEAR TO DATE									YEAR


															Budget			Actual						Budget			FOT








						LIQUIDITY


									(a) Cash for Liquidity Purposes						(4,146)			(2,085)						(3,035)			(3,035)


									(b) Expenditure						17,029			17,328						102,931			102,931


									(c) Daily Expenditure						284			289						286			286


									Liquidity Ratio = (a) / (c)						(15)			(7)						(11)			(11)





						MONITOR LIQUIDITY SCORE									1			2						2			2





									Ratio Score     4 = 0      3 = -7      2 = -14      1 < -14











						CAPITAL SERVICING CAPACITY (CSC)


									(a) EBITDA + Interest Receivable						(637)			(1,169)						(1,485)			(1,485)


									(b) PDC + Interest Payable						360			352						2,194			2,194


									CSC Ratio = (a) / (b)						(1.77)			(3.32)						(0.68)			(0.68)





						MONITOR CSC SCORE									1			1						1			1





									Ratio Score     4 = 2.5      3 = 1.75      2 = 1.25      1 < 1.25














						TOTAL SCORE (average of above)									1			2						2			2











2. I&E








			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																													2


			INCOME & EXPENDITURE: M2


			YEAR ENDED 31 MARCH 2016


						INCOME & EXPENDITURE									MONTH												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Income


									Clinical Income						(7,825)			(7,596)			(229)						(15,282)			(15,143)			(138)						(94,781)			(94,781)			0


									Non-Clinical Income						(554)			(524)			(29)						(1,107)			(1,012)			(95)						(6,645)			(6,645)			0


						Total Income									(8,379)			(8,121)			(258)						(16,389)			(16,155)			(234)						(101,426)			(101,426)			0





						Expenditure


									Pay Costs						5,266			5,424			(158)						10,510			10,795			(286)						63,154			63,154			0


									Non-Pay Costs						3,277			3,277			(0)						6,519			6,532			(13)						39,776			39,776			0


						Total Expenditure									8,543			8,702			(158)						17,029			17,328			(299)						102,931			102,931			0





						EBITDA									164			581			(417)						640			1,173			(533)						1,504			1,504			0





						Technical Items


									Depreciation						313			305			9						629			620			9						4,334			4,334			0


									Interest Payable						14			9			5						27			18			8						194			194			0


									Interest Receivable						(2)			(2)			0						(3)			(3)			0						(19)			(19)			0


									PDC Dividend						167			167			0						333			333			0						2,000			2,000			0


									Profit / Loss on Disposal						0			0			0						0			0			0						0			0			0


						Total Technical Items									492			479			14						986			968			18						6,509			6,509			0





						(Surplus) / Deficit									657			1,060			(403)						1,625			2,140			(515)						8,014			8,014			0



































3. Expenditure





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																													3


			EXPENDITURE: M2


			YEAR ENDED 31 MARCH 2016


						EXPENDITURE									MONTH 1												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Pay Costs


									Board, Execs & Senior Managers						311			322			(11)						636			614			21						3,865			3,865			0


									Medical						1,220			1,171			49						2,431			2,340			91						14,795			14,795			0


									Nursing & Midwifery						2,361			2,361			0						4,735			4,711			25						28,413			28,413			0


									Healthcare Assistants						342			373			(32)						684			742			(58)						4,104			4,104			0


									Other Clinical						491			442			49						982			893			89						5,973			5,973			(0)


									Admin Support						133			138			(4)						267			274			(7)						1,602			1,602			0


									Corporate Services						408			389			19						774			766			8						4,402			4,402			0


									Agency						0			228			(228)						0			455			(455)						(0)			(0)			0


						Total Pay Costs									5,266			5,424			(158)						10,510			10,795			(286)						63,154			63,154			(0)





						Non Pay Costs


									Clinical Suppplies						673			650			23						1,332			1,297			36						8,307			8,307			0


									Non-Clinical Supplies						800			799			1						1,595			1,600			(5)						9,876			9,876			0


									CNST						923			923			(0)						1,845			1,845			(0)						11,072			11,072			0


									Premises & IT Costs						391			408			(16)						768			803			(35)						4,569			4,569			0


									Service Contracts						490			498			(8)						978			987			(9)						5,952			5,952			0


						Total Non-Pay Costs									3,277			3,277			(0)						6,519			6,532			(13)						39,776			39,776			0





						Total Expenditure									8,543			8,702			(158)						17,029			17,328			(299)						102,931			102,931			(0)




















4. Budget





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																													4


			BUDGET ANALYSIS: M2


			YEAR ENDED 31 MARCH 2016





						INCOME & EXPENDITURE									MONTH												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Maternity


									Income						(3,095)			(3,204)			109						(6,094)			(6,355)			262						(37,049)			(37,049)			0


									Expenditure						1,666			1,685			(18)						3,328			3,373			(44)						19,972			19,972			0


						Total Maternity									(1,429)			(1,519)			90						(2,765)			(2,982)			217						(17,078)			(17,078)			0





						Imaging


									Income						(22)			(21)			(1)						(44)			(43)			(1)						(245)			(245)			0


									Expenditure						121			128			(7)						242			242			0						1,452			1,452			0


						Total Neonatal									99			107			(9)						198			199			(1)						1,207			1,207			0





						Pharmacy


									Income						(4)			(8)			4						(7)			(9)			2						(43)			(43)			0


									Expenditure						72			72			0						144			143			1						862			862			0


						Total Pharmacy									68			64			4						137			133			3						819			819			0





						Neonatal


									Income						(1,299)			(1,270)			(29)						(2,601)			(2,581)			(20)						(15,607)			(15,607)			0


									Expenditure						915			961			(46)						1,836			1,903			(67)						11,013			11,013			0


						Total Neonatal									(385)			(309)			(75)						(765)			(678)			(87)						(4,593)			(4,593)			0





						Gynaecology


									Income						(2,152)			(1,899)			(253)						(4,185)			(3,796)			(389)						(25,598)			(25,598)			0


									Expenditure						1,479			1,574			(95)						2,960			3,102			(142)						17,760			17,760			0


						Total Gynaecology									(672)			(325)			(348)						(1,225)			(693)			(532)						(7,838)			(7,838)			0





						Hewitt Centre


									Income						(894)			(823)			(71)						(1,650)			(1,635)			(15)						(11,864)			(11,864)			0


									Expenditure						643			621			23						1,264			1,234			30						8,627			8,627			0


						Total Hewitt Centre									(251)			(202)			(49)						(386)			(401)			15						(3,237)			(3,237)			0





						General Infertility


									Income						(54)			(43)			(11)						(104)			(92)			(12)						(623)			(623)			0


									Expenditure						0			0			0						0			0			0						0			0			0


						Total Hewitt Centre									(54)			(43)			(11)						(104)			(92)			(12)						(623)			(623)			0





						Genetics


									Income						(514)			(508)			(6)						(1,015)			(1,009)			(6)						(6,251)			(6,251)			0


									Expenditure						408			399			9						815			808			7						4,892			4,892			0


						Total Genetics									(106)			(109)			3						(199)			(201)			1						(1,360)			(1,360)			0





						Catharine Suite


									Income						(87)			(80)			(7)						(174)			(142)			(32)						(1,046)			(1,046)			0


									Expenditure						69			60			9						138			110			28						829			829			0


						Total Catharine Suite									(18)			(20)			2						(36)			(32)			(4)						(217)			(217)			0





						Admin


									Income						0			0			0						0			0			0						0			0			0


									Expenditure						152			151			1						303			299			4						1,818			1,818			0


						Total Admin									152			151			1						303			299			4						1,818			1,818			0





						Corporate & Reserves


									Income						(258)			(266)			8						(516)			(494)			(23)						(3,099)			(3,099)			(0)


									Expenditure						3,511			3,531			(20)						6,985			7,082			(97)						42,215			42,215			0


						Total Corporate									3,252			3,265			(12)						6,468			6,588			(120)						39,116			39,116			(0)





						Reserves


									Budget						0			0			0						0			0			0						0			0			0


						Total Reserves									0			0			0						0			0			0						0			0			0





						(Surplus) / Deficit									657			1,060			(403)						1,625			2,140			(515)						8,014			8,014			(0)








5. Balance Sheet
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			BALANCE SHEET: M2


			YEAR ENDED 31 MARCH 2016





						BALANCE SHEET									YEAR TO DATE


						£'000									Opening 			M2 Actual			Movement





						Non Current Assets									67,576			68,384			808





						Current Assets


									Cash						6,108			12,520			6,412


									Debtors						3,930			4,275			345


									Inventories						310			310			0


						Total Current Assets									10,348			17,105			6,757





						Liabilities


									Creditors due < 1 year						8,228			10,248			2,020


									Creditors due > 1 year						1,675			1,675			0


									Commercial loan						5,500			13,300			7,800


									Provisions						1,529			1,415			(114)


						Total Liabilities									16,932			26,638			9,706





						TOTAL ASSETS EMPLOYED									60,992			58,852			2,140





						Taxpayers Equity


									PDC						36,365			36,365			0


									Revaluation Reserve						8,659			8,659			0


									Retained Earnings						15,968			13,828			(2,140)


						TOTAL TAXPAYERS EQUITY									60,992			58,852			2,140














						CASH FOR MONITOR PURPOSES									YEAR TO DATE


						£'000									Budget			Actual			Variance			FOT





									Cash						5,637			5,210			(427)			5,860


									Debtors						10,892			12,723			1,831			12,843


									Creditors due < 1 year						(16,838)			(15,198)			1,640			(18,536)


									Provisions						(2,068)			(1,613)			455			(609)


									Cash for Monitor Purposes						(2,377)			1,122			3,499			(442)
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Audit Committee



Minutes of a meeting held Monday 16 March 2015 at 14:00 in the Board Room, Liverpool Women’s Hospital



PRESENT: 	Mr Ian Haythornthwaite (chair) 	Non-Executive Director

	Dr Pauleen Lane                    	Non-Executive Director 

	Mr Steve Burnett                       	Non-Executive Director 



IN ATTENDANCE: 	Mr Andrew Barlow                    	Local Counter Fraud, Baker Tilly

	Miss Louise Florensa	Corporate Support Manager (minutes)

	Mrs Vanessa Harris                	Director of Finance

	Mrs Jenny Hannon               	Deputy Director of Finance 

	Mrs Fiona Kelsey               	External Auditor, PriceWaterhouse Coopers

	Ms Julie McMorran		Trust Secretary

	Mr Glen Palethorpe            	Head of Internal Audit, Baker Tilly

	Ms Lisa Randall	Internal Auditor, Baker Tilly

	Mrs Joanne Topping	Interim Medical Director (for item 14/15/63 only)

	Mrs Michelle Turner	Director of Workforce & Marketing (item 14/15/69 only)

		14/15/57



		Apologies  

Mrs Allison Edis                        Deputy Director of Nursing and Midwifery





		14/15/58

		Meeting Guidance Notes

Noted.





		14/15/59

		Declarations of Interest 

There were no declarations of interest.





		14/15/60

		Minutes of the previous meeting held on 12 December 2014

The minutes were approved as an accurate record. 





		14/15/61

		Matters arising and Action Log

The action log was reviewed and updated.





		14/15/62

		Chair’s announcements

It was noted that the Head of Internal Audit, Mr Glen Palethorpe had resigned from Baker Tilly Internal Auditors. Ms Lisa Randall, BakerTilly was introduced as his successor and would be attending future Audit Committee meetings. The Chair thanked Mr Palethorpe for his support and efforts to improve internal audit reporting to the Committee. 





		14/15/63

		Follow up of IA and EA Recommendations 

The Interim Medical Director was in attendance to provide an update with regards to the partially implemented actions to address Medical Devices Competencies. Mrs Topping reported seven actions had been completed but there were four outstanding actions. One of the outstanding actions is an SOP for Neonatal training which is aimed to be completed by April 2015. The remaining three outstanding actions depend on an OLM update to allow data collection to provide the adequate assurance.  These are the only remaining actions for 2013/14.



The Committee noted the improved implementation rate for the recommendations within the quarter due to greater focus at Executive Committee to ensure outstanding actions are implemented on a timely basis. There were no high risks within the outstanding or partially implemented actions for 2014/15. 





Resolved 

The Committee noted the recommendations.





		14/15/64

		Internal Audit Progress Report & Annual Internal Audit Report year ended March 2015

The Head of Internal Audit presented the progress report to the Committee. The report included implementation dates and the assigned Executive Lead for each audit as requested by the Committee. 



Four reports had been finalised which the Committee were asked to consider.  

· Doctor revalidation. Recommendations achieved. 

· Consultant Job planning. Planned implementation of the recommendation by 31 May 2015. The Committee asked who was monitoring compliance due to the large CIP saving against consultant job planning.  The Committee were informed that the Interim Medical Director is the Executive Responsible. Audit Committee would be provided with an update of compliance with the recommendations in the next follow up report.   

· Information governance toolkit. Planned implementation of all actions is 31 March 2015 to ensure the Trust achieves a minimum of level 2 in all requirements of the IG Toolkit. 

· Payroll. Endorsed a positive opinion since the change in payroll provider and change in process. The overpayments made by Capita, the previous payroll provider, are being verified for accuracy. 



The Committee asked about audits previously reported, specifically the Pre-employment checks and Sickness absence management. 

· Pre-employment checks. The Committee were advised that since the Trust took responsibility for recruitment and applied a new process there was adequate assurance that pre-employment checks are completed correctly and within the specified timeframe. 

· Sickness absence. The Committee asked what follow up had happened since the audit. The Director of Finance confirmed that policies and procedures are in place but the sickness levels are not reducing as quickly as expected. It was clarified that Audit Committee review the processes in place and Putting People First Committee review the sickness absence performance. The Key Performance Indicators would be used to monitor progress and if not met sickness absence could be re-audited. It was agreed that PPF should continue to monitor sickness absence. 



Annual Internal Audit Report year ended 31 March 2015

The draft opinion for 2014/15 is significant assurance which is not expected to change before the end of March 2015 providing that outstanding recommendations are completed by 1 April 2015.  



Baker Tilly declared that they had not undertaken any activity that would lead them to declare a conflict of interest. It was noted that Baker Tilly had met the performance indicators set however the Trust had struggled to meet the management responses to be received within 15 days of the draft report. The Director of Finance advised if the management team do not agree with the recommendation they could submit this as a response. 



Resolved

The Committee noted the  Progress Report & Annual Internal Audit Report







		14/15/65

		Internal Audit Annual Plan 2015/16 

Ms Lisa Randall highlighted work planned within the Internal Audit Annual Plan for 2015/16 and asked the Committee if they were satisfied with the plan detailed in Appendix A. The audit coverage is aligned to the Trust’s strategic risks. A contingency of 10 days to allow for additional audits to be undertaken had been stated. 



The Committee asked how the audit plan would fit in with the aims of the efficiency review. The Director of Finance advised the Trust would follow the efficiency review plan in 2015/16 and audit in 2016/17. The Committee asked if any planned activity overlapped with the Trust Clinical Audit Plan. The Head of Internal Audit advised that Baker Tilly review the Clinical Audit programme as they construct their own plan to ensure no replication.  Close contact is also maintained throughout the year in case of any audit programme changes within the year. Mr Burnett discussed a change in reporting from the Clinical Audit Team to the Governance and Clinical Assurance Committee. Ms Randall offered a standardisation reporting template that could be shared with the Clinical Audit team should it be useful. 



Resolved

The Committee approved the annual plan 2015/16.





		14/15/66

		Local Counter Fraud (LCFS) Progress Report and Work Plan for 2015/16

The Local Counter Fraud Specialist highlighted the key findings from the LCFS progress report. Key recommendations had been made with regards to the tender waiver process. The Trust had used three days of reactive work during April 2014 to date, which is relatively low. The LCFS had received one minor referral relating to car parking which had been passed back to the Trust. If the issue becomes greater than expected it would be referred back to LCFS. The Committee were informed that the overseas visitors charges processes had improved nationally and the Trust are being supported by the Department of Health. 



The Draft work plan for 2015/16 was shared with the Committee. The Work Plan highlighted the two biggest risks to the organisation were consultant job plans and HR file pre-employment checks which had both been flagged up within the internal audit programme. LCFS would review both of these areas. The threat of cyber-crime was also relatively high nationally and LCFS would take part in a national benchmarking exercise and use the output to inform any work required.  



Resolved

The Committee noted the progress report and work plan for 2015/16.





		14/15/67

		External Audit Planning Update 

The External Auditor noted some issues for consideration:

· The identification of significant risks

· Accounting treatment for £35m CNST exceptional item under review. 

· Financial position of organisation – cash position and application for additional funding, likely to be “emphasis of matter” in annual report.



The external auditors were asked to provide technical advice with regards to the accounting treatment of the CNST exceptional item. PWC agreed to review the treatment with reference to the NHS financial reporting manual.



Resolved

The Committee noted the verbal update.





		14/15/68

		Kings Joint Venture Financial Audit

The Finance, Performance and Business Development Committee had remitted the Kings joint venture due diligence arrangements to be reported through to the Audit Committee. 



The Trust had requested that an independent firm of accountants conduct a review of the accounts as per the signed contract. It had been agreed at the Kings Hewitt Fertility Centre Partnership Board that a substantive financial review would take place mid-April 2015 and the review of processes would be planned for May 2015. 



Resolved

The Committee noted the update and approved the proposals to seek assurance over the Joint Venture financials.





		14/15/69

		Annual Whistleblowing Report

The Director of Workforce and Marketing attended the meeting to provide an annual update of whistleblowing arrangements during the period April – March 2015. There were no concerns raised within the annual report. It was confirmed that the Trust has an appropriate and up to date Whistleblowing Policy, and have received a level of assurance from LCFS and the national staff survey that the appropriate provisions are in place to handle concerns raised. 



Resolved 

The Committee noted arrangements.





		14/15/70

		Review of Tender / Standing Orders Waivers

The Committee noted the number of tender waiver forms had reduced both in quantity of forms and monetary value, due to the continuing control by the Head of Procurement. Activity during quarter 4, 2014/15 was expected to be higher due to the Hewitt laboratory equipment required for two new laboratories.  It was acknowledged that the position has greatly improved since the 2012/13 position. 



Resolved
The Committee noted the report.





		14/15/71

		Review of Board and Governor Register of Interests

The Board register of interests had been updated since circulation of the paper to the Audit Committee. Mrs Joanne Topping had confirmed no declarations and Ms Liz Cross had given notification of a change to an existing interest with regards to the Blackburne House Group, to add development of a joint venture with the Liverpool Women's NHS Foundation Trust for social enterprise activities.  



There were a few governors that had not declared and were missing from the Governor register of interests. The remaining governors had been asked to provide completed declaration forms by the end of March 2015. 


Resolved

The Committee reviewed the declarations. 





		14/15/72

		Board Assurance Framework (BAF) Update

The Committee noted the BAF Update.  



The Board had recently agreed to revise the Hewitt risk score from 16 to 20 at its meeting on 6 March 2015. The BAF is actively reviewed at the Board and Board sub-committees. The Committee agreed that it should continue to receive the complete BAF report at its meetings. The Trust Secretary informed the Committee that a risk appetite paper on the BAF is due to be discussed at the April 2015 Board meeting.      	       



Resolved

The Committee noted the BAF.





		14/15/73

		Review of Audit Committee Terms of Reference

The Committee reviewed its terms of reference. Some additional amendments were suggested by the Head of Internal Audit which would be reflected in an updated version and circulated to the Committee.



Resolved

a) The Committee approved the terms of reference subject to the additional amendments.

b) The amended terms of reference to be submitted for formal sign off by the Board of Directors in April 2015. 





		14/15/74

		Audit Committee Business Cycle 2015/16

The Audit Committee Business cycle for 2015/16 was approved. 





		14/15/75

		Minutes of Board Committees held since previous meeting.

a) GACA held November 2014 and January 2015

b) FPBD held November & December 2014 and January & February 2015

c) PPF held January 2015



Resolved

The Committee received and noted the minutes from the subcommittee meetings.





		14/15/76

		Review of Risk Impacts of items discussed

No additional risks were found as a result of the items discussed.





		14/15/77

		Any other business

No other business discussed. 





		14/15/78

		Review of meeting

There was a brief review of the meeting.





		14/15/79



		Date and time of next meeting

Friday 22 May 2015 at 10:30 in the Board Room
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Board of Directors

Committee Chair’s report of Finance, Performance and Business Development Committee 23rd June 2015

1. Agenda items covered

· Performance Indicators at May 2014

· Finance Report to end of May 2015

· Response to the letter from the Department of Health re financial control 

· Well-led Governance Review action plan

· Board Assurance Framework

2. Board Assurance Framework (BAF) risks reviewed and recommendations

The financial position as at the end of May 2015 is a significant cause for concern as the Trust is currently £500k overspent against budget, which was originally set at an £8m deficit for the year.


The Committee noted the explanations and plans to recover this position, however felt it appropriate to recommend an increase in the rating of risk 5a, the financial position for 15/16, from 20 to 25.

3. Issues to highlight to Board

The letter from the Department of Health outlines revised approval processes for the use of management consultancy which will be applicable to the trust as it completes the Future Generations strategy and produces a business plan for Monitor.


The letter also outlines the position in respect of the use of agency staffing and the controls to be placed over such staffing, however the system does recognize that this is challenging for individual organizations to address and there will be a national approach to the Companies providing agency staff.

The committee noted that controls are in place and the use of agency staff is limited as far as possible but agency staff are used if the alternative is to limit clinical services.


4. Action required by Board 

Approve the recommendation to increase the BAF risk in respect of 5a, the financial position for 15/16. 
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Liverpool Women’s NHS Foundation Trust


Audit Committee Annual Report 2014/15

The Audit Committee 


The aim of the Audit Committee is to provide one of the key means by which the Board of Directors ensures effective internal control arrangements are in place.  In addition, the Committee provides a form of independent check upon the executive arm of the Board.  


The Committee has responsibilities for the review of governance, risk management and internal control covering both clinical and non-clinical areas.  In discharging these duties the Committee is required to review:


· Internal financial control matters, such as safeguarding of assets, the maintenance of proper accounting records and the reliability of financial information;

· All risk and control related disclosure statements (in particular the Annual Governance Statement and declarations of compliance to external bodies), together with any accompanying Head of Internal Audit statement, external audit opinion or other appropriate independent assurances, prior to endorsement by the Board;

· The process of preparing the Trust’s returns to Monitor;

· The underlying assurance processes that indicate the degree of the achievement of corporate objectives, the effectiveness of the management of principal risks and the appropriateness of the above disclosure statements;

· The policies for ensuring that there is compliance with relevant regulatory, legal and code of conduct requirements and related reporting and self-certification;

· The Trust’s standing orders, standing financial instructions and scheme of delegation; 


· The policies and procedures for all work related to fraud and corruption as set out in the Secretary of State directions and as required by the NHS Protect;

· The arrangements by which Trust staff may raise, in confidence, concerns about possible improprieties in matters of financial reporting and control, clinical quality, patient safety or other matters.  In so doing the Committee’s objective should be to ensure that arrangements are in place for the proportionate and independent investigation of such matters and for appropriate follow-up action.

The conduct of this remit is achieved firstly, through the Committee being appropriately constituted, and secondly, by the Committee being effective in ensuring internal accountability and the delivery of audit and assurance services.

This report outlines how we have complied with the duties delegated by the Board of Directors through our terms of reference, and identifies key actions to address developments in the Committee’s role.

Constitution


The membership continues to comprise three Non-Executive Directors including one with ‘recent relevant financial experience’.  The Director of Finance, Deputy Director of Finance, Financial Controller, Governance Lead and Trust Secretary are invited to attend, and the Committee may request the attendance of the Chief Executive and any other officer of the Trust to answer any points which may arise.  In addition, the internal and external auditors are invited together with the Local Counter Fraud Specialist.  A schedule of attendance at the meetings is provided in Appendix A which demonstrates full compliance with the quorum requirements and regular attendance by those invited by the Committee. The Audit Committee members also routinely have the opportunity to meet in private with internal audit and external audit.


Four meetings were held during the period April 2014 to March 2015. The Committee has an annual work plan with meetings timed to consider and act on specific issues within that plan.


Minutes of the Audit Committee are presented to the Board of Directors and are supported by a written report from the Committee Chair.

Achievements


The Committee reviewed the Trust’s annual report and accounts, quality account and Annual Governance Statement for 2013/14 and recommended them for approval by the Board of Directors.  In making this recommendation the Committee took fully into account the findings of the external auditor in respect of the financial accounts and quality account.  The Committee’s opinion was also based upon the processes it had in place for gaining assurance throughout the year.  This included:

· Internal processes - in accordance with its authority the Committee called upon the Director of Finance, the Medical Director, the Director of Workforce and Marketing and officers of the Trust to provide reports in respect of the Trust’s response to internal audit recommendations, including alerts issued by the National Patient Safety Agency and Medical Devices Competencies.  It also reviewed the number of waivers to standing orders and challenged Executives and senior officers in respect of orders placed without going through the appropriate procurement procedures, as a result of which strengthened controls were put in place and a significant reduction subsequently reported.  The Committee also reviewed the registers of Directors’ and Governors’ declared interests.  

· Independent assurances – during the year external audit services were provided by PricewaterhouseCoopers LLP (PwC) who audited the Trust’s financial statements and provided an unqualified opinion on the accounts for 2013/14.  A limited assurance report was given in respect of the Trust’s quality report. 

· Internal audit – during the year internal audit services were provided by Baker Tilly.  They provided an independent and objective appraisal service ensuring the provision of an independent and objective opinion to the Accountable Officer, the Board and the Audit Committee on the degree to which risk management, control and governance support the achievement of the agreed objectives of the organisation.  The Audit Committee approved the content of the Internal Audit Plan.  


The Director of Audit Opinion for 2013/14 was that significant assurance was given that there were generally sound systems of internal control to meet the organisation’s objectives and that controls are generally being applied consistently. However, there were some weaknesses in the design or application of controls relating to Medical Devices Competencies and End User Database Administration. Action plans to remedy these weaknesses in a timely manner were agreed with managers and monitored by both Baker Tilly and the Committee.

During the course of the year the Committee received regular progress reports from Baker Tilly on the delivery of the Internal Audit Plan, the Trust’s management response to recommendations and progress in respect of agreed actions. 

· Fraud – the Trust’s counter fraud service was also provided Baker Tilly and the Committee received regular updates in respect of delivery of the counter fraud plan.

In conclusion, the above achievements demonstrate that the Committee has been active during the year and delivered against its responsibilities.  The Audit Committee is satisfied that it has discharged its responsibilities. 

The Audit Committee confirms to the Board of Directors that a comprehensive audit function has been in place at the Trust, and based on the above it recommends this report to the Board.

Plans for 2015/16

The Committee’s role and responsibilities will remain unchanged.  

Ian Haythornthwaite


Audit Committee Chair 


May 2015
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APPENDIX A


AUDIT COMMITTEE

- RECORD OF ATTENDANCE 2014/15

		NAME

		TITLE

		23 May 2014

		22 Sept 2014

		15 Dec 2014

		16 March 2015



		MEMBERS



		Ian Haythornthwaite (Chair)

		Non-Executive Director

		√

		√

		√

		√



		Pauleen Lane

		Non-Executive Director

		√

		√

		√

		√



		Steve Burnett

		Non-Executive Director

		x

		√

		√

		√



		ATTENDEES



		Peter Desmier

		Financial Controller

		√

		

		

		



		Vanessa Harris

		Director of Finance

		√

		√

		√

		√



		Julie McMorran

		Trust Secretary

		√

		x

		x

		√



		Sarah Riley / Jenny Hannon

		Deputy Director of Finance

		√

		√

		√

		√



		Richard Sachs  / Kevin Street

		Governance Lead

		x

		x

		√

		x



		Edna Robinson

		Trust Chair

		

		

		√

		



		PricewaterhouseCoopers LLP 

		External Auditors

		RMc

		SO

		FK

		FK



		Baker Tilly

		Internal Auditors

		SF/IK

		SF/GP

		SF/GP

		GP/LR



		Counter Fraud

		Counter Fraud

		AB

		GB/AB

		AB

		AB





Quorum:


Two Non-Executive Director (members)

PricewaterhouseCoopers LLP representatives:


Fiona Kelsey (FK), Sarah Oume (SO).

Baker Tilly representatives:


Glen Palethorpe (GP), Sarah Fletcher (SF), Ian Kennedy (IK), Lisa Randall (LR)

Local Counter Fraud Service representatives:


Gavin Ball (GB), Andrew Barlow (AB).

Other Attendees at the invitation of the Committee for specific items have included:


· Kathryn Thomson, Chief Executive (23 May 2014)


· Joanne Topping, interim Medical Director (15 December 2014)

· Michelle Turner, Director of Workforce & Marketing (16 March 2015)


· David Walliker, Chief Information Officer (22 September 2014)
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Audit Committee



Minutes of a meeting held 22 May 2015 at 12:00 in the Board Room



PRESENT: 	Mr Ian Haythornthwaite (chair) 	Non-Executive Director

	Dr Pauleen Lane                    	Non-Executive Director 

	Mr Steve Burnett                       	Non-Executive Director 



IN ATTENDANCE: 	Mr Andrew Barlow        		Local Counter Fraud Senior Consultant, Baker Tilly

	Mrs Dianne Brown		Director of Nursing & Midwifery (for item 15/16/05 only)

	Ms Sarah Fletcher 		Internal Auditor, Baker Tilly

	Miss Louise Florensa		Corporate Support Manager (minutes)

	Mrs Vanessa Harris                	Director of Finance

	Mrs Jenny Hannon               	Deputy Director of Finance 

	Mrs Fiona Kelsey               	Senior External Auditor, PriceWaterhouse Coopers

	Ms Sarah Leonide		External Auditor, PriceWaterhouse Coopers

	Ms Julie McMorran		Trust Secretary

	Mrs Janet Parker		Financial Controller

	Mrs Kathryn Thomson		Chief Executive

	Mrs Joanne Topping		Interim Medical Director (for item 15/16/05 only)



15/16/01	Apologies       

	Mrs Allison Edis                        Deputy Director of Nursing and Midwifery



15/16/02	Declarations of Interest 

	There were no declarations of interest.



15/16/03	Chair’s announcements

	There were no chair’s announcements.



15/16/04	Head of Internal Audit’s Opinion and Annual Report 2014/15

	The annual report had been amended slightly since the Committee received the same report in March 2015. The Head of Internal Audit’s Opinion was unchanged. 



	Resolved 

	The Committee noted the Internal Audit Annual Report 2014/15 and Opinion. 



15/16/05	Annual Report, Financial Accounts and Quality Report 2014/15 including the Annual Governance Statement 



Annual Accounts and Salient Features Report

The Deputy Director of Finance presented the Trust’s annual accounts and highlighted the salient features of the Trust’s financial results for the year ended 31 March 2015. The Trust was reporting a deficit of £2.7m at end of year which was higher than plan, due predominantly to the additional investment in midwives and the claw back of income from Liverpool Clinical Commissioning Group. The cash position remains relatively strong at the year end. The key area when applying judgement to areas within the annual accounts was the decision to prepare the accounts on a going concern basis given the Trusts 2015/16 financial plan and requirement for cash support. An emphasis of matter will be included in the External Auditors’ report. The Committee considered the going concern statement, and agreed that the Board had taken the appropriate action. 









Annual Report 2014/15 and Annual Governance Statement

The Trust Secretary presented the annual report 2014/15 stating its compliance with Monitor guidance. The Committee noted the missing figures on page 18 of the report would read as follows:



“The Trust’s Clinical Negligence Scheme for Trusts premium will increase by £2.75m with an outstanding liability of £35m;”



The Trust have offered one explained statement within the code of governance self-assessment which relates to the third term of office undertaken by the previous Chair, Mr Ken Morris, which came to an end August 2014. 



The Annual Governance Statement had been reviewed by the internal auditors who had provided verbal confirmation that it contained nothing which conflicted with their findings in year. The Chief Executive provided assurance that there had been no significant control issues identified during 2014/15 and was confident that appropriate systems and controls are in place. 



Quality Report 2014/15

The Director of Nursing and Midwifery, Mrs Brown acknowledged that the Quality Report was a lengthy and detailed report which is not user friendly. A Summary Report is currently being written to be made available to the public. An executive summary is also being written which would be added as an introduction to the Quality Report. All formatting and typing errors would be amended prior to submission.  



The Chair of the Governance and Clinical Assurance Committee (GACA), Mr Burnett stated that he had been disappointed with the final document and the process followed. The External Auditors recognised that new metrics are added yearly into the Quality Reports however nothing is removed therefore it becomes a growing document. The Executive Team requested to meet with the external auditors to identify accurately the information required within the Quality Report and how it must be presented. 



The Committee discussed the timetable to provide the Quality Report and agreed that it should run alongside the annual report and accounts timetable and be given the same level of priority by staff. Mrs Brown agreed to provide an assurance report to the next Audit Committee meeting detailing the process and timetable for the Quality Report 2015/16. GACA would remain the responsible committee overseeing the Quality Report.  



It was noted that no commentary had yet been offered by Liverpool Clinical Commissioning Group. This would be added when received prior to 29 May 2015. 



Resolved

a) Committee to recommend to the Board of Directors that the Annual Report and Accounts 2014/15, including the Annual Governance Statement and Quality Report be approved for submission to Monitor and Parliament subject to any final minor amendment.

b) Committee to receive an assurance report detailing the process and timetable for the Quality Report 2015/16.



15/16/06	External Audit Findings and Management Letter – Draft (ISA260)

The Senior External Auditor, Mrs Kelsey presented the external auditor’s findings and highlighted matters of note. The report remains in draft as the auditors finalise findings, in particular the financial standing and going concern statement remains to be updated. 



The changes to the enhanced audit reporting from a generic opinion to a tailored opinion relating to the individual Trust, was highlighted to the Committee. The Committee considered public understanding of the statement and agreed a briefing to explain the statement alongside the report should be shared with the governors. 



Letter of representation

The Committee approved the Letter of Representation.



Resolved 

a) The Committee received and noted the external auditors ISA260 report;

b) The Committee approved the Letter of Representation.



15/16/07	Local Counter Fraud Annual Report 2014/15

The Committee were advised that the Trust had achieved an overall risk level of amber from the onsite assessment by NHS Protect in August 2014. The scoring system was explained to the Committee and clarified that amber was a compliant score. Since the assessment in August 2014 the Trust had followed the recommendations and improved the position. A further submission would be submitted to NHS Protect in May 2015 which should demonstrate improvements in the overall risk level score.  During 2014/15 there had been a small amount of reactive days required, due to the high level of awareness within the Trust. The resource to maintain a high level of awareness would be continued in 2015/16. Appendix A within the report provides a summary of all Counter Fraud progress reports that have been received by the Audit Committee throughout the year.



Resolved

The Committee received and noted the Counter Fraud Annual Report 2014/15. 



15/16/08	Code of Governance Compliance

The Committee reviewed the Trust’s annual assessment of compliance with Monitor’s Code of Governance during 2014/15. The Committee approved the operational assessment taken.



Resolved

The Committee confirmed compliance with the code of governance.



15/16/09	Non-Executive Director (NED) Independence Declarations

The Committee reviewed the Non-Executive Director declarations of independence and confirmed the details within the report. 



Resolved

The Committee agreed to recommend approval of the NED Independence Declarations within the Annual Report and Accounts 2014/15 to the Board of Directors, 22 May 2015.



15/16/10	Audit Committee Annual Report 2014/15

The Committee reviewed the annual report detailing committee business during 2014/15. The Committee approved the report. 



Resolved 

The Committee’s Annual Report would be submitted to the Board of Directors in July 2015. 



15/16/11	Review of Risk Impacts of items discussed

The Committee considered the presentation of the Quality Report as a representational risk and were assured that appropriate action would be taken to modify the 2014/15 report and ensure an improved quality of future Quality Reports. 



15/16/12	Any other business

The Committee agreed to hold a private meeting with the auditors at the end of the next scheduled meeting. 



15/16/13	Review of meeting

There was a brief review of the meeting.



15/16/14	Date and time of next meeting

Monday 27 July 2015, 10:00am in the Board Room
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Board of Directors


Minutes of a meeting held in public on Friday 5 June 2015 at 0930

in the Board Room, Liverpool Women’s Hospital

		PRESENT


IN ATTENDANCE

		Ms Edna Robinson, Chair 

Mrs Dianne Brown, Director of Nursing and Midwifery


Mr Steve Burnett, Non-Executive Director


Ms Liz Cross, Non-Executive Director


Mrs Vanessa Harris, Director of Finance 


Mr Ian Haythornthwaite, Non-Executive Director


Dr George Kissen, Non-Executive Director


Dr Pauleen Lane, Non-Executive Director 


Mrs Kathryn Thomson, Chief Executive


Dr Joanne Topping, interim Medical Director


Mrs Michelle Turner, Director of Workforce and Marketing


Dawn, patient of the Trust (for item 15/16/84)


Ms Laura Dean, Learning and Development graduate (for item 

  15/16/80)

Mr Jeff Johnston, Associate Director of Operations


Ms Jenny Lucas, Learning and Development team (for item 

  15/16/80)


Ms Julie McMorran, Trust Secretary


Mr Tony Okotie, Non-Executive Director designate


Ms Clare Powell, Future Generations Project Director (for item 


  15/16/80)


Ms Viv Smith, Head of Patient Experience (for item 15/16/84)


Ms Kate Jury, Healthcare (Quality) Governance Associate Director, 

  Deloitte LLP

Ms Karen Lynas, Board development Facilitator 


Dr Bode Williams, Consultant Obstetrician





		15/16/80

		Board thanks to staff


The Chair welcomed staff members Clare Powell, Jenny Lucas and Laura Dean.  They were each thanked and congratulated for recent work which was above and beyond the call of duty and were each presented with a small token of appreciation from the Board of Directors.



		

		



		15/16/81



		Apologies


None.





		15/16/82

		Meeting guidance notes


Directors received and noted the meeting guidance notes.





		15/16/83

		Declarations of interests


There were no interests declared.  






		15/16/84

		Patient story

The Chair welcomed Dawn, a patient of the Trust’s gynaecology service, and invited her to share her story with the Board. 

Dawn described being diagnosed with endometriosis in March 2014, following a long period of illness which had resulted in significant changes to her life.  Five years ago she had been fit and healthy but then began to experience vaginal bleeding for three weeks out of every month.  Very soon after her symptoms began she was no longer able to work or exercise or undertake routine day-to-day tasks. After consulting her General Practitioner she proceeded to undergo a series of urological investigations and treatments.  However her symptoms and severe pain continued and she began to have seizures.  Dawn asked for a referral to Liverpool Women’s Hospital.

Under the care of the Trust’s endometriosis team, Dawn was diagnosed with stage 4 endometriosis.  It had caused a massive sticking together of her organs and required surgery which was organised in collaboration with the Royal Liverpool Hospital’s colorectal team.  And a bespoke pain management course was being arranged for her at The Walton Centre to help her to manage the frequent and severe pain she continued to experience.


Although the majority of her care at Liverpool Women’s Hospital had been excellent, Dawn cited an occasion when she had attended the Trust’s Emergency Room and had to wait three hours to be seen by the most appropriate clinician.  She had been in overwhelming pain and suggested that improved arrangements needed to be put in place to support women making such attendances.  The Director of Nursing and Midwifery committed to reviewing how information was shared between departments and the availability of appropriate individual care plans to reduce delays and ensure prompt and effective treatment for women who used the Trust’s endometriosis service.

Directors thanked Dawn for attending the meeting and for sharing her story with them.


Resolved


To receive the patient story and associated learning.





		15/16/85

		Minutes of previous meetings held on 1 and 22 May 2015 

The minutes were agreed and signed as a correct record.





		15/16/86

		Matters arising 

None.  





		15/16/87



		Chief Executive’s report and announcements

The Board received the Chief Executive’s written report.  Kathryn Thomson referred to the vanguard announcement from NHS England and its national partners in respect of new models of acute care collaboration.  Kathryn Thomson stated that she would discuss the vanguard announcement with other Trusts in the area with a view to using it to develop services across Merseyside and Cheshire.  Non-Executive Director (NED) George Kissen queried whether the vanguard plans could be used to develop shared back office functions across a number of NHS organisations and Kathryn Thomson confirmed that they could, commenting that some clinical services may also lend themselves to a shared model.

Baroness Julia Cumberlege had visited the Trust on 2 June 2015, in her role as Chair of the national review of maternity services.  Kathryn Thomson reminded the Board that David Richmond, a Consultant Uro-gynaecologist at the Trust and President of the Royal College of Obstetricians and Gynaecologists, was a member of the review panel and the Trust’s acting Head of Midwifery had been asked to join one of its clinical work-streams.


NED Steve Burnett asked whether any change to the NHS insurance scheme was likely to take place in the future.  Kathryn Thomson responded that national discussions were underway in respect of insurance arrangements as a number of Trusts were being negatively impacted by the current scheme.  She had raised it with Baroness Cumberlege during her recent visit and she had indicated the government was minded to seek an alternative approach such as the ‘no fault’ arrangements as operated in New Zealand.  The interim Medical Director advised that the national review was considering barriers and levers to improving maternity care and the Trust would make a written submission accordingly which referenced the negative impact of the current insurance arrangements. 


Kathryn Thomson also reported that the Trust was working in partnership with Alder Hey NHS Foundation Trust, Liverpool Heart and Chest NHS Foundation Trust and the Royal Liverpool and Broadgreen Hospital NHS Trust to submit a bid from Liverpool Health Partners for the delivery of congenital heart disease services for the North West.  Manchester Trusts were similarly bidding as they were not open to a North West-wide bid being prepared.  An outline bid would be submitted today.

Finally, Kathryn Thomson stated that following discussion at the last meeting of the Board’s Remuneration and Nomination Committee, arrangements were being made to progress the appointment of a new Trust Secretary based on the required essential criteria for the role.


Resolved


a. To receive and note the Chief Executive’s report and announcements;


b. To progress the appointment of a new Trust Secretary based on a job specification which focused on essential criteria for the role.






		15/16/88

		Minutes of the Finance, Performance and Business Development Committee meeting held 28 April 2015

Committee Chair NED Pauleen Lane highlighted minute 15/16/11 which detailed the assumptions that had been reflected in the Trust’s Operational Plan for 2015/16, as approved by the Board.

Resolved


To receive the minutes.





		15/16/89

		Chair’s report of the Governance and Clinical Assurance Committee meeting held on 29 May 2015 

Committee Chair NED Steve Burnett presented his written report.  He advised the Committee had considered Board Assurance Framework risk 1(a) relating to staffing levels and had queried whether this risk might be reduced following the Trust’s investment in staff over the past year.  The matter had been referred to the Putting People First Committee with a request that they consider whether or not de-escalation was appropriate.

The Committee had also considered the risk in respect of regulatory compliance and noted that arrangements with a third party remained in place in respect of any requirements to section patients under the Mental Health Act.  This would remain the case pending the outcome of the Trust’s application to the CQC for appropriate registration.

Steve Burnett stated that the Committee had also discussed risk appetite in respect of patient safety and reputation management, both of which were currently rated as low.  However having reviewed the Good Governance Guide rating definitions the Committee did not consider that a low rating was representative of the decisions taken by the Board.  It was therefore proposed that the Board’s risk appetite in respect of these were rated as moderate. 

The Committee had considered the Trust’s actions in response to CQC reports and was assured by the progress reported as being made.

Finally, the Committee noted that the Trust had not achieved the required standard in respect of staff training in information governance, which had impacted negatively on its information governance toolkit score.  NED Liz Cross commented on the value there would be in more strongly aligning the work of the Governance and Clinical Assurance Committee and the Putting People First Committee, to look at both patient and staff experience and consider together the available data about training.  The Chair commented that such alignment would be of value but stressed that the greater emphasis must be on patient experience.

Resolved


a. To receive the Chair’s report;

b. That the Board of Directors reconsiders its risk appetite.





		15/16/90

		Minutes of the Putting People First Committee meeting held 24 April 2015


Committee Chair NED Liz Cross reminded the Board that it had agreed at its May 2015 meeting to reduce the risk in respect of mandatory training however she acknowledged that information governance training needed to be further considered by the Committee.  The Board was also reminded that the risk in respect of embedded learning had been increased at its previous meeting and Liz Cross commented that both of these risks interfaced the agenda of the Putting People First and Governance and Clinical Assurance Committees.

Directors discussed the definition of mandatory training and NEDs queried why the Trust had a target of 89% of staff completing it rather than 100% and urged that the Trust move towards zero tolerance in respect of non-compliance.  The Director of Workforce and Marketing advised that staff who had not completed their mandatory training would not be able to progress through their salary range.  She also stated that more e-learning modules had been introduced in respect of mandatory training but that this did not lend itself to testing staff competency.

Resolved


a. To receive the minutes

b. That the Board consider a ‘thought piece’ in respect of mandatory training at a future Board meeting or development session.





		15/16/91

		Terms of Reference of the Finance, Performance and Business Development Committee

Committee Chair NED Pauleen Lane presented the Committee’s recently reviewed Terms of Reference for approval.  


Resolved


To approve the Terms of Reference for the Finance, Performance and Business Development Committee.





		15/16/92

		Terms of Reference of the Governance and Clinical Assurance Committee

NED Steve Burnett, as Chair of the Committee, presented its recently reviewed Terms of Reference for Board approval.

Resolved


To approve the Terms of Reference for the Governance and Clinical Assurance Committee.





		15/16/93

		Terms of Reference of the Remuneration and Nomination Committee


The Trust Secretary presented the Terms of Reference for the Board’s Remuneration and Nomination Committee which was previously two separate committees.


Resolved


To approve the Terms of Reference for the Remuneration and Nomination Committee.





		15/16/94

		Performance report


The Associate Director of Operations presented the operational performance report for month 1 (April 2015) which was in a revised format.  Two versions of the report were presented, one giving full details of the Trust’s performance against 104 metrics and the other providing a higher level of reporting which focused on 34 metrics that were aligned to the Board Assurance Framework, Monitor and Care Quality Commission targets and standards.  In future months the Board would receive the higher level report only but directors would always have access to the fuller detail should they wish to see it.  It was agreed that the information given in the report be considered as an interactive presentation at future Board meetings with a clear indication of the link between ward and Board and where in the Trust’s governance structure each issue was reviewed.

Jeff Johnston drew the Board’s attention to targets the Trust was not currently meeting namely cord pH and Apgar scores.  A new reporting process was in place to review abnormal findings and the output of this process would be presented to the Governance and Clinical Assurance Committee for assurance purposes.  Work to date had not revealed any underlying cause for concern.  Jeff Johnston also highlighted an emerging concern in respect of the 18 week target for outpatient appointments in genetics and fertility services.

The Director of Finance presented the financial performance report for month 1 and reminded the Board that it had set a budget for 2015/16 based on a planned deficit of £8m.  She advised that this deficit would evolve over the year but not at a consistent run rate because of the variable pattern of activity.  Months 6 and 7 forecast a lower deficit as activity would increase, whereas during month 9 a great deal of activity was reduced and the deficit would increase.  NED Ian Haythornthwaite expressed concern about the projected month 9 position and Vanessa Harris added that month 9 was also the time when the Trust was due to make payment back to Liverpool Clinical Commissioning Group in respect of the short-term monies they had made available.  

Vanessa Harris stated that at the end of month 1 the Trust had a Continuity of Service rating of 2 and a deficit of just under £1.1m.  If the deficit continued at this rate the full-year effect would be close to £9m.  Maternity service income was good as was that from the Hewitt Fertility Centre but activity was below plan in gynaecology and this was being reviewed.  The main area of overspend was in respect of staff costs and Vanessa Harris referred to the announcement earlier in the week about the national downward pressure being applied on agency staff costs.  She advised that the Trust’s own bank, agency and vacancy control arrangements had been further strengthened to ensure tight control on spend whilst ensuring quality was not impacted upon.  An overspend position was also reported in respect of junior doctors and this was a matter of concern to NHS bodies across the country.

The Director of Workforce and Marketing proposed that the Board’s Putting People First Committee further consider staffing costs in relation to bank and agency. 


Resolved


a. To receive and note the month 1 operational and financial performance reports

b. That the Board’s Putting People First Committee reviews a report from the executive team in respect of the staffing overspend.





		15/16/95

		Board Assurance Framework

The Trust Secretary presented the latest version of the Board Assurance Framework (BAF) and referred to the changes made following the Board’s decisions at its early May 2015 meeting.  There were no recommendations from Board Committees to revise any of the risk scores at the present time.


The Chair asked directors if they felt the BAF was enabling the Board to appropriately focus its attention on the areas of greatest organisational risk.  Directors confirmed that they considered the Board’s attention, and that of Committees, was more greatly focused as a result of the revised BAF.

Resolved


To receive and note the Board Assurance Framework.



		

		



		15/16/96

		Review of risks

No new risks identified.





		15/16/97

		Any other business 

It was agreed that a process would be drawn up to ensure Board members were well briefed in a timely way in preparation for meetings with Monitor concerning the Trust’s future sustainability.





		15/16/71

		Review of meeting 


There was a brief review of the meeting and Directors agreed on the importance of a patient story being told at each meeting. 







15/16/72     Date, time and place of next meeting

Friday 3 July 2015 at 0930 at St Chad’s Health Centre, Kirkby.  

LWH Board of Directors, June 2015
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		Agenda item no:

		15/16/120





		Meeting:

		Board of Directors





		Date:

		3 July 2015





		Title:

		Chief Executive’s Report





		Report to be considered in public or private?

		Public 





		Where else has this report been considered and when?

		N/A





		Reference/s:

		N/A





		Resource impact:

		-





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		(





		Which Board Assurance Framework risk/s does this report relate to?

		





		Which CQC fundamental standard/s does this report relate to?

		





		What action is required at this meeting?

		To receive and note the report.





		Presented by:

		Kathryn Thomson, Chief Executive





		Prepared by:

		Kathryn Thomson, Chief Executive





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		(



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		(



		To participate in high quality research in order to deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		(



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





1. Monitor Chief Executive steps down


David Bennett, Monitor’s Chief Executive, has announced that he is to step down from his role.  In his announcement he advises that now is the right time to do so given that the government has decided it wants to establish a closer relationship between Monitor and the Trust Development Agency (TDA).

The Department of Health will shortly issue a press release announcing its intention to take the principle of closer working a step further by ensuring that both Monitor and the TDA report to a single leader.  The full details of how the two organisations will work together have yet to be determined, although Monitor will retain its economic regulation functions as well as its Foundation Trust role.

A copy of NHS Providers’ ‘On the Day’ briefing about this announcement is below.
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2. Lord Carter Review of Operational Productivity in NHS Providers


Lord Carter of Coles, Chair of the NHS Procurement and Efficient Board, has published his interim report of a review in respect of cutting waste, saving money and driving efficiencies in the NHS.  His report covers the introduction of an Adjusted Treatment Index which is a standardised comparable measure of provider efficiency; and the ‘efficiency opportunity’ which he estimates could save the NHS up to £5bn per annum by 2019/20.

An action plan in response to the report is being prepared and the report is scheduled to be considered by the Board’s Finance, Performance and Business Development Committee in July 2015.

3. Department of Health announcements on use of agency staff and very senior manager pay

In June 2015 the Secretary of State for Health made announcements in relation to the use of agency staff and very senior manager (VSM) pay.  They included:

· There will be a maximum hourly rate for agency doctors and nurses;


· There will be a ban on the use of agencies that are not on a list of approved frameworks;


· There will be a cap on total agency spending for each NHS Trust in financial difficulty;


· Any consultancy contracts over £50,000 must be approved by Monitor (excluding audit, local counter fraud services and legal costs).  This applies to Foundation Trusts receiving interim support from the Department of Health and in breach of their licence for financial reasons, but all Foundation Trusts, particularly those under investigation by Monitor for financial breaches or planning a deficit for 2015/16, are strongly encouraged to comply;

· NHS collective negotiation with suppliers using economies of scale to drive a harder bargain;


· Increased scrutiny of Foundation Trusts’ annual plans, including site visits and face to face meetings.  This process will be most exhaustive for Foundation Trusts requesting interim cash support from the Department of Health.  While Monitor will try to agree changes to annual plans, to make them ‘more stretching’, through executive led challenge sessions, Monitor reserve the right to use its legal powers where agreement cannot be reached;


· Consultation on changes to Monitor’s Risk Assessment Framework intended to provide a greater focus on the efficiency with which resources are used.

A report in respect of agency spend will be considered by the Board’s Finance, Performance and Business Development Committee.


The Secretary of State for Health has also written to the Chairs of all NHS organisations about reform of VSM pay with a series of requests including an urgent review policies on executive remuneration and consideration of whether the amounts paid are necessary and publicly justifiable; to seek the views of Ministers via Monitor and NHS England respectively before making appointments to Boards with a salary higher than the Prime Minister’s ((£142,500); to advise the Secretary of State of current salaries which are higher than the Prime Minister’s and the justification for this, and; to ensure that the Treasury’s ‘off payroll’ appointments guidance is rigorously followed in respect of interim Board members and senior officials filling roles with significant financial responsibility and that where made, these daily rate paid to those individuals do not normally exceed what would be paid to substantive appointments.


The Chair has responded to the Secretary of State as requested.

4. NHS Providers Trustee Elections


NHS Providers has announced the results of its recent Trustee elections.  Details of its Board membership as at 1 July 2015 are below:
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5. Improving access and simplifying measurement


The Chief Executive of NHS England has written to all NHS provider Chief Executives and Clinical Commissioning Group Accountable Officers with the recommendations of Sir Bruce Keogh’s (NHS National Medical Director) review of waiting times.  He recommends that all headline patient waiting times guarantees are retained but that the way referral to treatment times are tracked now focuses on the one measure that tracks the complete patient experience – the so-called ‘incomplete’ standard.

NHS England has accepted Sir Bruce’s recommendations and will shortly issue operational implementation guidance in respect of them.

6. North Mersey Information Sharing Framework


The North Mersey Information Sharing Framework is due to be launched by Mayor Joe Anderson on 1 July 2015.  The Framework will make a significant step in the health economy’s approach to sharing information in the delivery of health and social care and is a key foundation of the Healthy Liverpool Programme.  A joint Chief Executive signing of the Framework is planned for July 2015.

7. Aintree University Hospital NHS Foundation Trust priorities 2015/16

Following recent national announcements about the NHS financial challenge, the Chair and Chief Executive of Aintree University Hospital NHS Foundation Trust have written to all members of its staff to ensure they are fully up-to-date and to highlight priorities.  It acknowledges the increasing recognition that no one organisation can resolve the challenges on its own and the fact that partnership working across health and social care will be essential.  The letter cites:

· Key investments, including phase one of the Trust’s £35m urgent care and trauma centre which opened on 10 June 2015 and ongoing investment in quality including continuation of actively recruiting clinical staff;


· As part of the Healthy Liverpool Programme, progressing discussions with the Royal Liverpool and Broadgreen University Hospitals NHS Trust with a view to stronger collaboration;

· Achieving a cost improvement programme of £13.5m for 2015/16;


· Reducing length of stay, improving theatre efficiency, reducing cancellations and ‘Did Not Attends’ in outpatient clinics, undertaking workforce reviews and using improved procurement to reduce costs and improve value for money.


8. Court of Appeal Judgement

On 17 June 2015 the Court of Appeal handed down a decision in respect of a case brought by the husband of a former patient of Liverpool Women’s NHS Foundation Trust.  He sued the Trust for damages in respect of psychiatric injuries which he alleged were sustained as a result of the shock of witnessing his wife as she became unwell in 2008.  The Court of Appeal’s decision was to absolve the Trust from any responsibility for the nervous shock allegedly sustained.  

9. Continence Team shortlisted in Nursing Times awards


I am delighted to report that the Trust’s Continence Team have been shortlisted in the Nursing Times awards for continence promotion and care.  Further details can be found at: https://awards.nursingtimes.net/shortlist-2015?utm_source=Twitter&utm_medium=Twitter&utm_term=shortlist&utm_content=SLAnnouncement&utm_campaign=NTSLTWITTER 


10. Blogs

The latest Chief Executive blog can be found on the Trust’s website as follows:


Chief Executive blog – Patients Rate us Highly -http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=301

11. Bulletins, newsletters and news items

· Monitor bulletin, 3 June 2015: https://www.gov.uk/government/publications/nhs-foundation-trust-bulletin-3-june-2015 

· Monitor bulletin, 17 June 2015: https://www.gov.uk/government/publications/nhs-foundation-trust-bulletin-17-june-2015?dm_i=2J9J,9UI5,3NO7JF,NWRH,1 


· NHS England Informed, 16 June 2015: http://links.nhs.mkt5643.com/servlet/MailView?ms=NDg4ODcwNTkS1&r=OTQyMzUyMjA3MzES1&j=NzAyMDYxNjgwS0&mt=1&rt=0 


· North West Coast Academic Health Science Network Newsletter, June 2015:  http://us8.campaign-archive2.com/?u=f45129598dffdf2dbcfbba871&id=10f0a9dfeb&e=803481c64b 
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MONITOR AND TDA MOVE TO SINGLE LEADERSHIP  



This briefing provides a short summary of today’s announcement by the Secretary of State that Monitor and the 
Trust Development Authority (TDA) will be brought under the leadership of a single chief executive, as well as an 
initial analysis of the implications for NHS foundation  trusts and trusts. 
 



What has been announced? 
The Secretary of State’s announcement confirms closer working between the two bodies, ‘encompassing the 
functions and duties of both organisations’ as well as moves to more consistent ‘support’ and ‘interventions’ for both 
foundation trusts and NHS trusts.  The Secretary of State’s announcement importantly confirms that ‘no changes to 
the foundation trust model are currently envisaged…’ with continued political ‘support for the principle that NHS 
organisations should have access to greater freedoms as their delivery for patients and taxpayers improves.’ 
 
The chairs of Monitor and TDA will run a competitive process to identify a new single chief executive by the end of 
the summer.  David Bennett, chief executive, Monitor, will support the transition to the new arrangements but has 
already confirmed his intention to step down in due course.   In an HSJ article, Bob Alexander, chief executive, TDA 
also pledged his support for the transition and confirmed that the focus of the TDA on patient care ‘will not change.’ 
 



Potential implications for members 



NHS Providers will be working with colleagues in Monitor and the TDA to understand the implications of today’s 
announcements in terms of the authorisation process, the regulatory framework and the preservation of the 
foundation trust model, and to ensure members’ interests are promoted and protected.  However the following 
provides an initial analysis of the potential benefits and risks: 



• The confirmation that Monitor and TDA will continue as separate entities under one leadership provides a 
welcome opportunity to sustain the separate legislative basis of the two organisations, which have 
significantly different functions, one as a regulator and one as an oversight body.  We have consistently 
argued the importance of Monitor sustaining its duties as economic sector regulator, and ensuring the 
regulation of foundation trusts remains risk based and proportionate, in line with the earned autonomy and 
freedoms accorded to the FT model.  Likewise, the functions of the TDA in supporting and offering an 
oversight function for NHS trusts remain equally important particularly in the current challenging climate.  
The differences between these functions must not be under-estimated 



• We are pleased to see the Secretary of State explicitly confirm the continuation of the FT model.  We know 
that autonomous provider boards are best placed to respond to the challenging financial and operational 
environment all providers face, however they can only do so within the right policy and regulatory 
frameworks.  We look forward to discussing with colleagues in the Department of Health and the Arms 
Length Bodies (ALBs) how FT status can support providers to thrive and to develop the new models of care 
explored in the 5YFV 



• Members have long reported a need for greater alignment between Monitor and TDA during the 
authorisation process, and the potential for a more streamlined process is therefore welcome.  While 
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stretching, our members welcome the rigour of the FT authorisation process, and we will be keen to ensure 
this is maintained with due objectivity, and without slowing the pipeline of authorisations unduly 



• The removal of uncertainty with regard to the future of both organisations, and the FT model, is helpful.  
This is particularly relevant to the TDA, which was established as a special health authority with a limited 
lifespan, and will provide NHS trusts with a degree of welcome continuity in making their plans for a 
sustainable future.  In fact, we would hope that the proposed approach to aligning, rather than merging, the 
two organisations would lead to a greater degree of continuity for the staff or each organisation, and in turn 
for our members. 
 



However, 



• There remains considerable detail to be worked through in the implementation of the proposed 
arrangements and we look forward to working closely with the Department of Health, Monitor, the TDA, 
and our members to support this process 



• It will be essential to clarify the governance structures for the two organisations under their new leadership, 
including board structures and lines of accountability for both organisations.  As Monitor is an independent 
regulator reporting to parliament, and TDA reports to the Secretary of State, we would expect existing lines 
of organisational accountability to be maintained 



• The two aligned organisations will also need to anticipate and manage inherent conflicts of interest within 
their activities, not least within the authorisation process (to ensure an objective, fair and consistent process 
of authorisation is maintained) and between the TDA’s legitimate role in supporting and performance 
managing trusts, and with Monitor’s role as a risk based regulator.  Monitor will need to manage its new 
dual role in regulating FTs and offering support via its Sustainability Directorate.  It will also need to balance 
its investment of resources as a sector regulator and its focus on FTs specifically. 



• While greater alignment between Monitor and TDA and appropriate levels of support for our members is 
welcome, we are cautious about how far the activities of a regulator and an oversight body can address 
systemic financial challenges across the health and care sector.  We recognise that the provider sector is 
under considerable pressure with 42% of FTs and trusts (and over 60% of acute providers) in deficit however 
growing scrutiny of provider finances must not detract from boards’ focus on quality of care, or lead to 
micro management which stifles innovation and prevents trusts from looking outwardly to new ways of 
working with their local health and care economy partners,  or planning strategically for future years 



• We are particularly cautious that greater alignment between the two bodies could lead to a shortening of 
the regulatory arm, or a blurring of duties between Monitor, a risk based regulator, and the TDA, an 
oversight body with different duties for supporting and performance managing NHS trusts on their path to 
a sustainable future.  We will be working closely with members and Monitor and TDA to ensure that the 
existing burden of regulation on members does not increase  



• We are also conscious that last week’s announcement of a new success regime for the sector places new 
emphasis on the regulatory bodies working together to support challenged local health economies, and 
will potentially change the nature of the relationship between the regulators and a range of local 
organisations in those areas.  We will be working with those of our members involved in the success regime, 
and with Monitor, TDA and other bodies to ensure the success regime acts to complement, rather than 
replace, or confuse, the proportionate and risk based regulation of individual providers. 
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NHS Providers view 
 



Today, Chris Hopson, chief executive of NHS Providers, said:  



“There are clear advantages to bringing Monitor and TDA closer together. These include eliminating overlap 
between the two organisations, creating a more effective regulator/oversight body for the provider sector focus and 
to realise obvious synergies. The latter include a streamlined Foundation Trust authorisation process and joining up 
support for providers. The announcement also brings a degree of welcome certainty to the important ongoing role 
of the TDA. 



“We welcome the Department’s recognition that there are clear and legitimate differences between the legal 
powers of Monitor and the TDA, given the different roles they play and the providers they regulate or oversee. We 
also welcome the Department’s commitment to the Foundation Trust model and the importance it places on the 
principle that NHS providers should have access to appropriate freedoms. 



“There is significant detail to work through to ensure that the move to a single leader can realise the potential 
benefits of close collaboration whilst preserving the different legal powers of both organisations. These include: 



• How the respective organisational boards will actually work in practice 
• The identity of the new Chief Executive and the wider organisational boards 
• The governance processes to ensure clarity on which legislative powers are being used for which decision and 



that the relevant powers are not being exceeded. This will be key to meeting the Government’s commitment to 
the foundation trust model and provider freedoms 



• How conflicts of interest between the two organisations will be managed and avoided. 
 



“We look forward to working with Monitor, the TDA and the Department of Health to finalise these details. 



“We are sorry that David Bennett will be leaving Monitor in due course. He has been a staunch and powerful 
advocate of the Foundation Trust model and provider freedoms, often behind the scenes. He has done an 
increasingly difficult job very well and NHS Providers will miss him.” 
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NHS Providers Board as of 1 July 2015 
 



Acute Trust Chairs Trust Due to stand down 



John Anderson City Hospitals Sunderland NHS FT June 2016 



Jeffrey Ellwood Dorset County Hospital NHS FT June 2016 



Gillian Easson Stockport NHS FT June 2017 



Elisabeth Buggins Birmingham Women’s NHS FT June 2018 



Liz Padmore Hampshire Hospitals NHS FT June 2016 



Acute Trust CEs Trust Due to stand down 



Angela Pedder Royal Devon and Exeter NHS FT June 2016 



Tony Spotswood Royal Bournemouth and Christchurch Hospitals NHS FT June 2016 



Paula Clark The Dudley Group NHS FT June 2018 



Joe Harrison Milton Keynes University Hospital NHS FT  June 2018 



Alan Foster North Tees and Hartlepool NHS FT June 2018 



Mental Health Trust Chairs Trust Due to stand down 



Ian Black South West Yorkshire NHS FT June 2018 



Sue Davis Birmingham and Solihull Mental Health NHS FT June 2018 



Mental Health Trust CEs Trust Due to stand down 



Tom Cahill Hertfordshire Partnership NHS FT June 2018 



John Lawlor Northumberland, Tyne and Wear NHS FT June 2018 



Ambulance Trust Chair Trust Due to stand down 



Sir Graham Meldrum  West Midlands Ambulance Service NHS FT June 2018 



Ambulance Trust CE Trust Due to stand down 



Will Hancock South Central Ambulance Service NHS FT June 2017 



Community Trust Chair Trust Due to stand down 



Ingrid Barker Gloucestershire Care Services NHS Trust June 2018 



Community Trust CE Trust Due to stand down 



Tracy Taylor  Birmingham Community Healthcare NHS Trust June 2018 



Aspirant Chair Trust Due to stand down 



Della Cannings Yorkshire Ambulance Service NHS Trust June 2016 



Aspirant CE Trust Due to stand down 



John Adler University Hospitals of Leicester NHS Trust June 2016 



Chair Appointed 



Dame Gill Morgan NHS Providers January 2015 
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Meeting attendees’ guidance, May 2013

Under the direction and guidance of the Chair, all members are responsible for ensuring that the meeting achieves its duties and runs effectively and smoothly.


Before the meeting


· Prepare for the meeting in good time by reviewing all reports 


· Submit any reports scheduled for consideration at least 8 days before the meeting to the meeting administrator 


· Ensure your apologies are sent if you are unable to attend and *arrange for a suitable deputy to attend in your absence

· Notify the Chair in advance of the meeting if you wish to raise a matter of any other business

*some members may send a nominated representative who is sufficiently senior and has the authority to make decisions.  Refer to the terms of reference for the committee/subcommittee to check whether or not this is allowable


At the meeting


· Arrive in good time to set up your laptop/tablet for the paperless meeting

· Switch to silent mobile phone/blackberry


· Focus on the meeting at hand and not the next activity


· Actively and constructively participate in the discussions


· Think about what you want to say before you speak; explain your ideas clearly and concisely and summarise if necessary


· Make sure your contributions are relevant and appropriate

· Respect the contributions of other members of the group and do not speak across others


· Ensure you understand the decisions, actions, ideas and issues agreed and to whom responsibility for them is allocated


· Do not use the meeting to highlight issues that are not on the agenda that you have not briefed the chair as AoB prior to the meeting

· Re-group promptly after any breaks


· Take account of the Chair’s health, safety and fire announcements (fire exits, fire alarm testing, etc)


Attendance


· Members are expected to attend at least 75% of all meetings held each year


After the meeting


· Follow up on actions as soon as practicably possible

· Inform colleagues appropriately of the issues discussed


Standards & Obligations

1. All documentation will be prepared using the standard Trust templates.  A named person will oversee the administrative arrangements for each meeting


2. Agenda and reports will be issued 7 days before the meeting


3. An action schedule will be prepared and circulated to all members 5 days after the meeting


4. The draft minutes will be available at the next meeting 

5. Chair and members are also responsible for the committee/ subcommittee’s compliance with relevant legislation and Trust policies

6. It is essential that meetings are chaired with an open and engaging ethos, where challenge is respectful but welcomed


7. Where consensus on key decisions and actions cannot be reached this should be noted in the minutes, indicating clearly the positions of members agreeing and disagreeing – the minute should be sufficiently recorded for audit purposes should there need to be a requirement to review the minutes at any point in the future, thereby safeguarding organisational memory of key decisions

8. Committee members have a collective duty of candour to be open and honest both in their discussions and contributions and in proactively at the start of any meeting declaring any known or perceived conflicts of interest to the chair of the committee

9. Where a member of the committee perceives another member of the committee to have a conflict of interest, this should be discussed with the chair prior to the meeting


10. Where a member of the committee perceives that the chair of the committee has a conflict of interest this should be discussed with the Head of Governance and/or Trust Board Secretary


11. Where a member(s) of a committee has repeatedly raised a concern via AoB and subsequently as an agenda item, but without their concerns being adequately addressed the member(s) should give consideration to employing the Whistle Blowing Policy


12. Where a member(s) of a committee has exhausted all possible routes to resolve their concerns consideration should be given (which is included in the Whistle Blowing Policy) to contact the Senior Independent Director to discuss any high level residual concerns.  Given the authority of the SID it would be inappropriate to escalate a non risk assessed issue or a risk assessed issue with a score of less than 15 


13. Towards the end of the meeting, agendas should carry a standing item that requires members to collectively identify new risks to the organisation – it is the responsibility of the chair of the committee to ensure, follow agreement from the committee members, these risks are documented on the relevant risk register and scored appropriately

Speak well of NHS services and the organisation you work for and speak up when you have


Concerns
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