[image: LWH_logo_line.png]Meeting of the Board of Directors 
HELD IN PUBLIC  
Friday 3 June 2016 at Liverpool Women’s Hospital at 1000 - 1200

Board Room
	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item 
presenter
	Time 
	CQC Fundamental Standard
	BAF
Risk

	
	Thank you to Staff 
	
	
	
	1000
10mins
	
	

	138
	Apologies for absence & 
Declarations of interest
	Receive apologies 
	Verbal

	Chair
	
	-
	-

	139
	Freedom to Speak Up Guardian 
	To provide overview of the role
	Verbal/Presentation
	Chris McGhee
	1010
20mins
	
	

	140
	Meeting guidance notes


	To receive the meeting attendees’ guidance notes
	Written guidance
	Chair
	

	Well Led
	-

	141
	Minutes of the previous meetings held on Friday 6 May and 20 May 2016

	Confirm as an accurate record the minutes of the previous meetings
	Written 
	Chair
	1030
10mins
	Well Led
	-

	142
	Action Log and matters arising 


	Provide an update in respect of on-going and outstanding items to ensure progress
	No actions outstanding
	Chair
	
	Well Led
	-

	143
	Chair’s announcements

	Announce items of significance not elsewhere on the agenda
	Verbal 
	Chair
	1040
10mins
	-
	-

	
BOARD ASSURANCE

	144
	Chief Executive Report 


[bookmark: _GoBack]
	Report key developments and announce items of significance not elsewhere 
	Written 
	Chief Executive 
	1050
10mins 

	Well Led
	-

	145
	Chair’s Report from the Audit Committee held on 20 May 2016, including Audit Committee Annual Report contained within the Annual Report and Accounts 2016.


	Receive assurance and any escalated risks
	Verbal/Written
	Committee Chair 
	1100
10mins
	Well Led
	5a,b,c,d,e

	146
	Chair’s Report from the Governance and Clinical Assurance Committee held on 27 May 2016

	Receive assurance and any escalated risks
	Verbal
	Committee Chair
	
	Well Led
	

	147
	Bi annual Staffing Assurance Report (NHS England reporting requirement).


	Receive assurance 
	Written
	Deputy Director of Nursing and Midwifery
	1110
10mins
	Well Led
staffing
	

	
TRUST PERFORMANCE

	149
	Performance Report



	Review the latest Trust performance report and receive assurance 
	Written 

	Associate Director of Operations
	1120
10mins
	Well Led Staffing
	3a

	150
	Finance Report – Year end 2015/16



	To note the current status of the Trusts financial  position
	Written

	Director of Finance
	1130
15mins
	Well Led
	5a,b,c,d,e

	TRUST STRATEGY

	151
	Future Generations strategy Update


	To brief the Board on progress and risks

	Verbal
	Chief Executive
	1145
5 mins

	Well Led
	Strategic aim

	BOARD GOVERNANCE

	152
	Corporate Risk Register 



	To review and note the current risks not being able to manage at a service level 
	Written
	Trust Secretary
	1150
10mins
	Well Led
	Strategic aim

	153
	Review of risk impacts of items discussed

	Identify any new risk impacts
	Verbal
	Chair
	
	Well Led
	-

	HOUSEKEEPING

	154
	Any other business
	Consider any urgent items of other business
	Verbal 
	Chair

	
	-
	-

	
	Review of meeting
	Review the effectiveness of the meeting (achievement of objectives/desired outcomes and management of time)
	Verbal
	Chair / all
	
	-
	-



Date, time and place of next meeting Friday 1 July 2016  

Meeting to end at 1200

	1200-1215
15 mins

	Questions raised by members of the public observing the meeting on matters raised at the meeting. 
	To respond to members of the public on matters of clarification and understanding.
	Verbal
	Chair 
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16/142 


TRUST BOARD 


Action Plan 


Meeting date 


 


Minute 


Reference 


Action  Responsibility  


 


Target Dates Status 


 


5 May 2016 


 


16/128 The Associate Director of Operations to 


report back  the board on the financial 


impact of the junior doctors strike  


The Associate Director 


of Operations 


3 June 2015  To be reported at the meeting on 3 June 2016 


5 May 2016 


 


16/130 Future Chair of Committee reports to include 


additional explanation of actions taken by the 


Committee to address matters raised at the 


committee meetings. 


Chair of Board 


Committees 


N/A General action for future Board Committee 


reports.  


 


Action Complete. 


 


5 May 2016 


 


14/134 The Trust Secretary to review with the 


Director of Nursing and Midwifery and 


Governance Team the content of the BAF 


dashboard that provides a heat map of risks 


that can be easily identified and reviewed 


together with a short narrative when the risk 


score on a risk has moved.  


Trust Secretary with the 


Director of Nursing and 


Midwifery and 


Governance Team  


1 July 2016  A heat map has been provided to GACA to test 


out whether it provides the right information. 


Additional reporting to the other Board 


Committees will be made during June to assess 


appropriateness prior to Board on 1 July.  


 


Action ongoing 


 


 


 


 






image4.emf
CEO Report may  2016 Public.pdf


CEO Report may 2016 Public.pdf


 
                    


Page 1 of 4 


 


 


 


 


Agenda item no: 16/144 


 


Meeting: Board of Directors 


 


Date: 3 June 2016 


 


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  
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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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In this briefing for the Board I aim to summarise recent and relevant information which relates to: 


 


Firstly, in Section A, news and developments within the Trust itself. 


Secondly, in Section B, news and developments within the immediate health and social care economy. 


Thirdly, in Section C, other news and developments within the wider national health and social care economy, 


including regulatory developments. 


 


Further information is available on request on any of the topics covered by the report. 


 


Kathy Thomson. 


Chief Executive. 


 


 


 


 


SECTION A - INTERNAL 


 


 


NHS Workforce Race Equality Standard (WRES): 2015 data analysis report: The NHS Workforce Race Equality 


Standard (WRES) was introduced in April 2015 and for the first time was included in the NHS standard contract.  


The WRES aims to ensure employees from black and minority ethnic (BME) backgrounds have equal access to 


career opportunities and receive fair treatment in the workplace. From 1 July 2015, NHS trusts submitted their 


WRES data against nine indicators.   The first WRES Annual Report will be published by NHS England on 26 May 


2016.    The report will be presented to the Trust’s Putting People First Committee who will oversee any actions 


required to improve the Trust’s performance with respect to the workforce race equality agenda.  


 


WRES Data Analysis 
Report_Web v 1 4.pdf


 
 


Incomplete pathways: Following the audit committee on 20 May 2016 at which it was noted that following an 


audit of the 18 week incomplete pathway indicator for 2015/16 the auditor had found that a sample number of 


6 of 15 patients had actually not breached the target but the Trust had reported them as breaches, therefore 


overstating the number of breaches and therefore the actual performance would be better if the data had been 


resubmitted. The Trust has now established the a process for 2016/17 which will address the position and will 


include a full validation of April-16 month end snapshot, including audit trail of validation (date and effect) and 


will continually reconcile thereafter on a monthly basis. Additional reporting to support reconciliations will be 


made and the Trust will advise the regulator if there is a shift of >5% or if Trust performance falls below national 


tolerance of 92%. In addition we are proposing that we instigate quarterly internal audits to provide assurance. 


 


Trust Charity: The Liverpool Women’s NHS Foundation Charitable Trust historically has been closely associated 


with The Newborn Appeal which is an independent charity registered with the Charities Commission (Charities 


registration number 1010978) whose aims are to purchase specialised equipment and to support research 


which improves the quality of care for preterm and poorly babies cared for in the Liverpool Women’s Neonatal 


Intensive Care Unit. 


 


On 29th July 2015 an extraordinary meeting of the Newborn Appeal Board of Trustees took place to discuss The 


Newborn Appeal merging with Liverpool Women’s Hospital Charitable Trust.  All Newborn Appeal Trustees 


agreed to the proposed merger which was formally ratified by the Newborn Appeal Board on 9th September. 
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The proposal to merge both charities was raised and ratified by the Liverpool Women’s Charitable Committee 


on 11th January 2016, effective as from 1st May 2016. 


 


The merger of both charities has now been registered with the Charities Commission by the Trust’s solicitors on 


19th May 2016 with both charities now operating under the name of The Liverpool Women’s Charity 


 


 SECTION B - LOCAL 


 


Wirral Community NHS Foundation Trust: The Wirral Community NHS Trust was authorised a Foundation Trust 


on 1 May 2016 


  


Liverpool Heath Partners: attached is the Liverpool Health Partners presentation on their successes over the last 


year. The Board should note that the Trust is a founding member of the organisation.  


Pirmohamed LHP 
Successes.pdf


 
 


SECTION C – NATIONAL 


 


Junior Doctors Contract: The British Medical Association Junior Doctors Committee (JDC), NHS Employers and 


the Secretary of State for Health reached an agreement on the new junior doctors’ contract following a further 


period of talks. 


 


A new draft contract will now be produced and published by the end of May which will be followed by a 


referendum by the BMA on whether to accept the contract.  ACAS’s indicative timetable suggests that this 


process should complete by early July.  During this time the BMA will be meeting with its members to discuss 


the new contract.  


  


NHS organisations have been instructed to continue the suspension of work on preparing for the introduction 


from 3 August of the contract published on 31 March but to continue with appointment process for Guardians 


of Safe Working.   Liverpool Women’s will be interviewing for its Guardian role in mid-June, and junior doctors 


will be invited to be involved in the appointment process.   


 


The Putting People First Committee will continue to review the progress of contract implementation as 


appropriate and will review the financial and service impact of the industrial action to date. 
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Agenda item no: TB/16/145 
 
Meeting: Board of Directors 


 
Date: 3 June 2016 


 
Title: Char of the Audit Committee Report and Audit Committee 


Annual report 2015/16 
 


 
Report to be 
considered in public 
or private? 


Public 


 
Where else has this 
report been 
considered and 
when? 


N/a 


 
Reference/s:  


 
Resource impact: - 


 
What is this report for? Information   Decision   Escalation   Assurance  � 


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


All 


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


Well Led 


 
What action is 
required at this 
meeting? 


To note the report by the Chair of the Trust Audit Committee and 
note the Audit Committee Report  approved by the Board on 20 
May 2016  


 
Presented by: Ian Haythornthwaite, Chair of Audit Committee 


 
Prepared by: 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 � 
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 


 


 







Audit committee report 2015/16 


 
The audit committee comprises solely of independent non-executive directors. It was chaired by Ian 
Haythornthwaite (biographical details can be found in section 3i(c) Board of Directors Pen Portraits. The other 
members of the committee during the year under review were Steve Burnett, Pauleen Lane, and Tony Okotie.  
Attendance at meetings held during 2015/16 in 3i Directors Report. 
The director of finance, deputy director of finance and the external and internal auditors are usually in 
attendance at meetings of the committee. Executive directors and other managers are required to attend for 
specific items, as is the local counter fraud specialist. Copies of the terms of reference of the Audit committee 
can be obtained from the trust secretary. 
The work of the committee in 2015/16 has been to review the effectiveness of the organisation and its systems 
of governance, risk management and internal control through a programme of work involving the challenge and 
scrutiny of assurances provided by internal audit, external audit, local counter fraud officer and trust managers. 
The committee follows a work programme that includes the agreed work plans for internal audit and counter 
fraud. 


Principal Review Areas in 2015/16 
The narrative below sets out the principal areas of review and significant issues considered by the committee 
during 2015/16 reflecting the key objectives set out in its terms of reference.  


Internal Control and Risk Management  
The committee has reviewed relevant disclosure statements for 2015/16 in particular the draft Annual 
Governance Statement, Internal Audit board Assurance Framework opinion which when combined together 
with receipt of the Head of Internal Audit Opinion, external audit opinion and other appropriate independent 
assurances provides assurances on the trusts Internal Control and Risk Management processes.  


Internal Audit  
Throughout the year, the committee has worked effectively with internal audit to ensure that the design and 
operation of the trust’s internal control processes are sufficiently robust.  
The committee reviewed and approved the detailed programme of work for 2015/16 at its March 2015 meeting. 
This included a range of key risks identified through a review of the Board Assurance Framework and in 
discussion with discussion with Management and Executive Directors. Reviews were identified across a range 
of areas, and focused on business critical systems using a risk based approach.   
The committee has considered the findings of internal audit and where appropriate has sought management 
assurance that remedial action had been taken. In instances where ‘limited assurance’ is assigned to a review, 
the committee would request the responsible executive/manager attendance at a meeting of the committee to 
provide assurance that the management actions would be carried out. This strengthens the committee’s response 
to audit findings and ensures that any control weaknesses are understood by the committee and the board 
through the integrated governance structure and that these weaknesses are addressed in a timely manner.  
The committee has given considerable attention to the importance of follow up of reviews in respect 


of internal audit work in order to gain assurance that appropriate management action had been 


implemented.  


Counter Fraud  
The committee reviewed and approved the counter fraud work plan for 2015/16 at its meeting in March 2015. 
During the course of the year, the committee also regularly reviewed updates on proactive counter fraud work 
and had received additional assurances from work that had been commissioned at the request of the board that 
had not formed part of the work plan. 


External Audit  
The committee routinely received progress reports from the external auditor, including an update annual 
accounts audit timetable and programme of work, updates on key emerging national issues and developments 
which may be of interest to committee members alongside a number of challenge questions in respect of these 
emerging issues which the committee may wish to consider. Committee also reviewed the trust’s annual report 
and accounts 2014/15 including its Directors Report, Remuneration Report, Annual Governance Statement, 







Quality Report, external audit findings and external audit management letter (ISA260).  In addition it also 
reviewed the trust’s compliance with Monitor’s Code of Governance which formed part of the requirements for 
the production of the Annual Report.    
At the March 2016 committee meeting, the committee received a report from the external auditor on the external 
audit plan for the annual report and accounts 2015/16 external audit. This included an analysis of the external 
auditor’s assessment of significant audit risks, the proposed audit strategy, audit and reporting timetable and 
other matters. The committee discussed and approved the proposed plan recognising that the approach would be 
responsive to the many changes affecting the trust.  
The value of external audit services for the year was £47,750 (2014/15, £46,350). 


Draft going concern statement 2015/16 
The draft going concern statement was presented to audit committee at the committee meeting on 20 May 2016 
where it was discussed and approved for recommendation to the Board of Directors.  


Materiality in planning and performing the audit 2015/16 
The overall materiality to assist the external auditor in planning of the overall audit strategy and to assess the 
impact of any adjustments identified had been set at 2% (£2m) of forecast income for the year ended 31 March 
2016. All misstatements less than £100k were classed as the de minimis threshold.  


Financial Assurance  


The committee reviewed the accounting policies and annual financial statements prior to submission 


to the board and considered these to be accurate. It has ensured that all external audit 


recommendations have been addressed.  


Other Assurance  
The committee routinely received reports during 2015/16 on Losses and Special Payments and Single Source 
Tender Waivers, bad debts, changes to the trust’s standing financial instruments and Scheme of Delegations, 
Corporate Governance Manual and declarations of interest of the directors and governors.  
The committee receives reports from the chair of each of the board Committees on any areas of concern that 
may need to be addressed by the board.  
During the year the committee met privately with the internal and external auditors, without the presence of a 
trust officer.  
There is a policy in place for the provision of non-audit services by the external auditor, in recognition of the 
need to safeguard auditor objectivity and independence. During 2015/16, the external auditor had been engaged 
in non-audit activity relating to future generations and fertility. The value of this non audit work was £177,000 
(2014/15, £257,000). In situations where the trust contemplates the appointment of outside management 
consultants, consideration is given to whether the external auditors can be included in the list of firms from 
which a selection may be made.  If inclusion meant that the external auditors’ independence was compromised 
then they would be excluded.   
The committee reviews its effectiveness through use of a discussion between members of the committee at the 
end of each meeting, following which the Chair reports any areas of concern that may need to be addressed on 
the effectiveness of the committee.  
The trust’s external auditors, PricewaterhouseCoopers LLP, were appointed by the council of governors in 
October 2011 following a formal procurement exercise. 


 
Ian Haythornthwaite 


Chair 


Audit Committee 
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Agenda item no: 16/146 
 
Meeting: Trust Board 


 
Date: 3 June 2016 


 
Title: Bi-Annual Trust Nurse Staffing Review 


 
Report to be 
considered in public or 
private? 


Public 


 
Where else has this 
report been considered 
and when? 


 


 
Reference/s:  


 
Resource impact: Nil 


 
What is this report for? Information   Decision   Escalation   Assurance  X 


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


BAF 1928 
BAF 1734 


 


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


Regulation 18 


 
What action is required 
at this meeting? Receive assurance of safe staffing levels within the Trust 


 
Presented by: Allison Edis: Deputy Director of Nursing and Midwifery 


 
Prepared by: Allison Edis: Deputy Director of Nursing and 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 X 
To deliver safe services X 
To participate in high quality research in order to deliver the most effective outcomes  
To deliver the best possible experience for patients and staff X 
 
Other: 
Monitor compliance  Equality and diversity  
Operational plan  NHS constitution  
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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 


 
X 


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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1. Introduction and summary 
 
It is a requirement of Hard Truths that Boards take full responsibility for the quality of care provided to 
patients, and as a key measure of quality and outcomes, take full responsibility for nursing, midwifery 
and care staffing. 
 
In order to meet this requirement, the Trust must undertake to publish monthly data relating to staffing 
fill rates against expected staffing levels, the trust is fully compliant with these submissions.  In 
addition is a biannual requirement to undertake a nursing and midwifery workforce review, the 
findings of which are to be shared with the Trust Board on the public section of the agenda.   
 
The last workforce review was presented to Trust Board in October 2015 where assurance was 
provided of the safety of staffing levels across Maternity and Gynaecology Services.  The Board were 
advised of a potential requirement to increase staffing levels within Neonatal Services in recognition 
of increases in acuity and occupancy levels, and due to infection control issues that had occurred 
over the summer.  The decision was taken to undertake a formal comprehensive review of the service 
to assist in discussions with the Neonatal network and NHS England (NHSE). 
 
2. Issues for consideration 
 
NHSE recommend that Trust utilise recognised tools to assess staffing levels alongside professional 
judgement.  To this effect the Trust has utilised the following tools to determine whether staffing levels 
are adequate for services provided; 
Safer Nursing Care Tool (SNCT); Adult inpatient Services 
Birthrate Plus® (BRP) and Nice Guidance 4 Safe Midwifery Staffing for Maternity Units 
British Association of Perinatal Medicine (BAPM) standards; Neonatal Services 
 
In addition the Services have reviewed the headroom requirement to support the additional training 
requirements for staff particularly in regards to the Safeguarding agendas; the current agreed uplift is 
18.9%. 
 
The comprehensive review will be presented to Putting People First Committee who utilise the 
information prospectively to inform workforce and training requirements. 
 
Gynaecology Services 
SNCT and professional judgement demonstrated that the staffing levels associated with inpatient 
services were safe and supported consistently the delivery of care with a ratio of 1:8 registered nurses 
to patients.  This was achieved despite increases in the complexity of care required and the changes 
in the demographics of women accessing the service. 
 
 The review also considered staffing across the Emergency Department (GED) and Outpatient 
Department (OPD).  There is no recognised tool for assessment of staffing across these areas 
therefore professional judgement is used alongside review of activity. This review identified the 
requirement to increase staffing within these areas by 1.64 WTE Registered and 2.23 WTE 
unregistered staff.  It should be noted that there has been no impact on safety or quality of care 
despite this recommendation. 
 
There is a recommendation that the headroom in staff is increased from 18.9% to 21% to reflect 
training requirements. 
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The division is currently reviewing capacity and demand across the service and it is envisaged that 
redeployment of staff will address these requirements. 
 
 
 
 
Maternity Services 
BRP recommends a ratio of 1:28 midwives for births.  In addition we aim to provide 1:1 care in 
established labour.  BRP also recommends a skill mix of 90/10 hands on midwives to unqualified 
staff.  The division has identified a requirement to increase the uplift of staffing from 18.9% to 21%.  
 
Based on the planned activity (as identified at budget setting) within the clinical area there are 
sufficient midwives employed within the service to deliver the direct care required.  It is however 
predicted that the division will over perform on activity.  The skill mix across the service during the 
review was noted to be 85/15, therefore the division plans to review the potential to reduce the 
unregistered posts and convert these to qualified posts to provide the funding to support the 
anticipated increased in births and to support the increase in headroom. 
 
Neonatal Services 
 
A comprehensive review of the service was undertaken since the last Board report the findings of 
which have been shared with NHSE.  This review identified a shortfall in staffing required to deliver 
direct care to babies and resulted in a closure of 4 ITU cots (reduction to 44 cots) following discussion 
with the Neonatal Network.  NHSE have provided additional investment into the service to support the 
appointment of neonatal nurses, however there remains a shortfall in funding that equates to 8.5 WTE 
staff.  The division has also recommended an increase in the headroom for staff from 18.9% to 
19.2%. 
 
In response to the ongoing challenges the escalation policy for the unit has been reviewed and 
processes are more robust in response to increases in acuity and in staffing issues.  This has resulted 
in the unit being on ‘red’ status more frequently and in the closure of cots to maintain safety. 
 
The service is currently actively recruiting to fill the existing and new funded vacancies, however there 
are challenges in filling these vacancies with experienced staff.  The Trust is currently exploring 
options to undertaken targeted recruitment within the UK and also assist in overcoming these 
challenges. 
 
In addition the Trust is seeking impartial review of working practices from the Lead Nurse of 
Merseyside and Cheshire Neonatal Network, to see whether there are alternative ways of working 
that can release additional clinical time from the existing workforce. 
 
Discussions remain ongoing with NHSE to secure additional funding to support 44 cots. 
 
3. Conclusion 
 
The review of staffing levels across inpatient areas provides assurance to the Trust Board that staffing 
levels across Maternity and Gynaecology service are safe and processes are robust to ensure the 
delivery and maintenance of quality care. 
 
The Trust if fully compliant with requirements to publish monthly staffing data. 
 
There remain concerns with respect to staffing levels within Neonatal Services despite the investment 
received from NHSE.  This is reflected in BAF risk 1928.  Additional support is being sought from the 
Neonatal Network to assist in determining whether additional clinical hours can be released from the 
existing workforce and options to recruit experienced Neonatal Nursing Staff being explored. 
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There are recommendations for an increase in headroom across the services in acknowledgement of 
the increasing safeguarding training requirements.  Consideration of these recommendations will be 
required at Budget Setting for 2017/18. 
 
 
4. Recommendation/s 
 
Trust Board are requested to: 
• Note the challenges and risks described within the report 
• Note Trust compliance with the requirement to publish staffing information monthly and undertake 


Biannual staffing review 
• Take assurance that staffing levels are safe within Gynaecology and Maternity Services, and that 


there is mitigation in place to ensure delivery of safe care within Neonatal Services through the 
enhanced escalation processes 


• Agree that the recommendations for increased headroom are taken into consideration for budget 
setting for 2017/18. 
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Agenda item no: 16/149 
 
Meeting: Trust Board 


 
Date: 23.5.16 


 
Title: Performance report  


 
Purpose: To inform the Board of the changes to performance indicators due 


changes in key indicators from Monitor and commissioners and report 
month 1’s performance. 


 
Reference:  


 
Resource impact:  


 
Action required:  


 
Presented by: Jeff Johnston – Associate Director of Operations 


 
Prepared by: Cath Barton and Ed Williams 


 
This report covers (tick all that applies): 


 
Strategic objectives: 
To develop a well led, capable and motivated workforce � 
To be efficient and make best use of available resources � 
To deliver safe services � 
To deliver the most effective outcomes � 
To deliver the best possible experience for patients and staff � 
 
Other: 
CQC registration � NHS constitution  
Monitor compliance � Rising to the Challenge � 
NHSLA � Big Push � 
CNST � Equality and diversity  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
 
1.0 Introduction 
 
The performance framework has been reviewed and refreshed for 2016/17 and now includes 
new indicators from both Monitor and commissioners. The local finance and efficiency 
indicators have also been reviewed and changed to make them more relevant. A report has 
been produced to identify all non-compliant indicators in the overall performance framework 
to ensure the correct level of reporting is achieved. 
 
2.0 New indicators 
 


2.1 Monitor 
 


Monitor have introduced the following new indicators 
 


• Number of Shifts covered in breach of Agency Cap 
• Financial Sustainability Risk Rating: Capital Cover 
• Financial Sustainability Risk Rating: Liquidity 
• Financial Sustainability Risk Rating: I & E Margin 
• Financial Sustainability Risk Rating: Variance to Plan 
• Financial Sustainability Risk Rating: Overall Score 


 
2.2 Commissioners 
 


As part of the review of the quality schedule with commissioners the following metrics are 
being developed. The CCG have not set targets for these, however work is being 
undertaken to benchmark these KPI’s and targets will be in place from May 2016 onwards. 
 


• Outpatient DNA Rates,  
• Outpatient appointments Cancelled by Hospital rates 
• Outpatient appointments cancelled by Patients are now being monitored.  


 
The CCG have not set targets for these, however work is being undertaken to benchmark 
these KPI’s and targets will be in place from May 2016 onwards. 
 
The CQUIN’s dashboard is refreshed annually to reflect the agreed contract with 
commissioners to improve quality and innovation. This is now complete and is reported at 
FPBD. 
 


2.3 Audit  
 
As a result of the discharge management audit three new indicators are in the process of 
development. They are as follows:- 
 


• Rate of Empty Beds at 8am 
• Rate of discharges before Midday 
• Rate of Actual Discharges against Planned 


 
The Information Team are working with the Business Intelligence Developers and the 
Services in order to produce accurate reports to enable monitoring and management of 
these 3 KPI’s. It is expected that reporting of these 3 KPI’s will begin in Quarter 2 (June 
2016). 


 







2.4 Internal / Corporate metrics 
 


The Corporate section of the Performance Report has changed slightly for 2016/2017. The 
biggest change is to the Finance KPI’s within the Efficiency section that have been reduced 
to four more meaningful metrics:- 
 


• Actual Surplus/ Deficit against Plan 
• Actual CIP against Plan 
• Actual Cash Balance against Plan 
• Actual Capital against Plan 


 
 
3 Non-compliant indicators 
 
As part of the overall performance framework review three indicators have been escalated 
into board level performance dashboards as they have been non complaint for more than 
three months and previous actions have not rectified the position. The three indicators are 
now included in the Board report and also GACA to gain more focus and assurance. 
 
The three indicators are:- 
 


• Total C section rate  
• Elective C- section rate  
• Fating of Bloods within 4 Hours 


 
 
4 Board Report  
 
Attached is Month 1 Board Report and FPBD report that includes all of the above changes. 
Work is currently ongoing to produce statistical process control graphs were it would be 
relevant.   
 


Performance 
Dashboard TMGFPBD - April 2016.pdf 
 
5.0 Conclusion 
   
A number of new metrics have been escalated into the board report to ensure focus is given 
at sub-committee level. New metrics have been introduced due to changes in Monitor metric 
and local contracts with commissioners. 
 
6.0 Recommendation 
 
The Board is requested to note the changes to the performance framework and reviews the 
content of the report in relation to the assurance it provides of Trust performance and 
request any further actions considered necessary. 
 
 
Jeff Johnston 
Associate Director of Operations 
26/05/16 
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Agenda item no:  16/150 
 
Meeting:  Board of Directors 


 
Date:  3 June 2016 


 
Title:  Month 1 2016/17 Finance Report 


 
Report to be 
considered in public or 
private? 


Public 


 
Where else has this 
report been considered 
and when? 


n/a 


 
Reference /s: Operational Plan and Budgets 2016/17 


 
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? To note the Month 1 financial position  


 
Presented by:  Vanessa Harris -  Director of Finance 


 
 


Prepared by:  Jenny Hannon - Deputy Director of Finance 
 


 
This report covers (tick all that apply): 
Strategic o bjectives:  
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  
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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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1. Summary Financial Position 
 
The 2016/17 budget was approved at Trust Board in April 2016. This set out a deficit of £7m for the 
year (as per the control total set out by NHS Improvement), an FSRR of 2 and a cash shortfall of 
£7.7m. This planned position assumes receipt in full of £2.8m Sustainability and Transformation 
Funding. 
 
At Month 1 of 2016/17 the Trust is reporting a deficit of £0.696m against a deficit plan of £0.710 which 
is a positive variance of £0.014m. The Trust achieved a Financial Sustainability Risk Rating (FSRR) 
of 2 against a plan of 2.  
 
 


Budget Actual Budget FOT


CAPITAL SERVICING CAPACITY (CSC)


(a) EBITDA + Interest Receivable (160) (154) (400) (399)


(b) PDC + Interest Payable + Loans Repaid 175 172 2,712 2,712


CSC Ratio = (a) / (b) (0.91) (0.89) (0.15) (0.15)


MONITOR CSC SCORE 1 1 1 1


Ratio Score     4 = 2.5      3 = 1.75      2 = 1.25      1 < 1.25


LIQUIDITY


(a) Cash for Liquidity Purposes (3,524) (3,409) (8,924) (8,924)


(b) Expenditure 8,995 8,985 108,297 108,297


(c) Daily Expenditure 300 299 301 301


Liquidity Ratio = (a) / (c) (12) (11) (30) (30)


MONITOR LIQUIDITY SCORE 2 2 1 1


Ratio Score     4 = 0      3 = -7      2 = -14      1 < -14


I&E MARGIN


Deficit 710 696 7,000 7,000


Total Income (8,834) (8,830) (107,887) (107,887)


I&E Margin -8.04% -7.89% -6.49% -6.49%


MONITOR I&E MARGIN SCORE 1 1 1 1


Ratio Score     4 = 1%      3 = 0%      2 = -1%      1 < -1%


I&E MARGIN VARIANCE


I&E Margin -8.04% -7.89% -6.49% -6.49%


I&E Variance Margin 0.83% 0.15% 0.83% 0.00%


MONITOR I&E MARGIN VARIANCE SCORE 4 4 4 4


Ratio Score     4 = 0%      3 = -1%      2 = -2%      1 < -2%


Overall Financial Sustainability Risk Rating 2 2 2 2


FINANCIAL SUSTAINABILITY RISK RATING
YEARYEAR TO DATE
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As in previous years income is profiled across the financial year in line with planned activity as 
demonstrated below.  
 
The charts below also show the planned and actual deficit by month and the cumulative deficit. The 
planned monthly deficit is linked to the income and activity levels which vary month on month 
throughout the year in line with the demand for services.  
 


 
 


 
 


 
 
 
The detail behind the financial position is explored further in section 2.
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2. Income and expenditure variances  
 
The key components of the Month 1 financial position are outlined below. See appendix 1 for detailed 
results. 
 
 
Income 
Income was £0.005m behind budget in-month which is broadly in line with the overall budget. 
 
Pay costs 
Pay costs are £0.131m below budget in month. This underspend is largely attributable to vacancies in 
nursing posts in neonates, genetics and gynaecology which are expected to be filled during the year.  
 
Vacancies continue to be approved by the executive team on an individual basis.  
 
Non pay costs 
Non-pay costs are overspent by £0.121m in month. The majority of this is due to delays in the delivery 
of CIP which is explored in the next section, however there are some increases in clinical supplies in 
line with increased activity in maternity.  
 
3. CIP Delivery 
 
The Trust has an annual CIP target of £2m, which represents c2% of the Trust’s income. This is made 
up of ten schemes and has been transacted through the ledger as part of budget setting. The detail of 
the schemes and related quality impact assessments were presented to Finance Performance and 
Business Development Committee (FPBD) in March 2016. 
 
A number of these schemes are not yet delivering. These are set out in appendix 2. 
 
Mitigations for the schemes at risk are currently being worked up by the project leads alongside the 
detailed CIP plans for 2017/18. This will be reviewed by the executive team on a regular basis.  
 
The overall forecast outturn is currently being held at £7m deficit on the basis that mitigations will be 
put in place. 


 
4. Cash and borrowings 


 
During 2015/16 the Trust was in receipt of £5.6m Interim Revenue Support from the Department of 
Health (DH). This is in addition to £5.5m of ITFF capital funds previously drawn down in relation to the 
Hewitt Fertility expansion and which is now in the process of being repaid at a principle sum of £0.6m 
per annum. 
 
The £5.6m Interim Revenue Support is due for repayment, in full, in March 2018. This will need to be 
replaced by longer term, planned support.  
 
The Trust’s financial plan for 2016/17 indicated a further requirement for cash of £7.7m. Whilst this 
request is being finalised centrally the Trust has in place a £2.5m working capital facility which will 
support the Trust for the first quarter of the financial year. NHS Improvement have been approached 
with regards to increasing this facility in the short term, and it has been confirmed that the working 
capital facility can be extended, in advance on a month by month basis, whilst DH assess the full 
national cash requirement. This will be taken into account when the Trust produces its 13 week 
cashflow for submission to NHSI and the DH each month.   
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The Trust has currently paused the already limited capital program to preserve cash. The cash 
balance at month 1 was £4.9m. Borrowings at the end of the 2016/17 financial year are expected to 
be £18m  
 
 
5. Looking ahead 
 
The Trust has a deficit target of £7m in 2016/17. The delivery of this is dependent on the receipt of 
£2.8m of Sustainability and Transformational funding and ongoing Distressed Finance cash support 
from the Department of Health. The Trust must continue to keep a focus on financial and operational 
grip to ensure that the control total is delivered. Significant efforts will continue into 2016/17 to 
manage the delivery of the financial plan. 
 
With regards to the longer term plan, Liverpool CCG have accepted the case for change presented in 
the Trust’s Future Generations business case and has engaged a team of professional consultants to 
expand on this work. This work is now well under way with a review of the Trust’s financial position 
and evaluation of the options arising from the Future Generations work in order to assess the 
affordability and long term financial sustainability of the options. The outputs from the options 
appraisal process will directly inform a pre-consultation business case. The options appraisal is 
planned for completion by end of June 2016, with business case production due by July 2016. This 
will culminate in public consultation in November 2016 following completion of the relevant 
governance and assurance processes. 
 
Local trusts are also working together to inform the wider 5 year Sustainability and Transformation 
Plan (STP) which covers the Cheshire and Mersey footprint, in an attempt to identify ways in which 
collaboration and wider transformation can address the long term clinical and financial viability issues. 
 
 
6. Conclusion & Recommendation  
 
The Board are asked to note the Month 1 financial position. 
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Appendices  
 
Appendix 1: Board Finance Pack 
 
 


Board Finance Pack 
M1 linked pack.xlsx  
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Appendix 2: CIP Delivery 
 
CIP Scheme  
 
 


Full Year 
Value  
£m 


Executive  
Lead 


M1 
Budget 
£m 


M1 
Actual 
£m 


M1 
Var 
£m 


Full 
Year  
Effect 
£m 


Mitigation identified  


1 Hewitt Centre growth – Kings  0.500 VH 0.042 0.042 - - n/a 
2 FourEyes theatre efficiency 


project  
0.500 JJ 0.042 - (0.042) (0.500) No 


3 Counting and coding 
efficiencies  


0.250 VH 0.021 0.021 - - n/a 


4 Pathology - demand 
management 


0.200 JJ 0.017 - (0.017) (0.050) Yes – non-recurrently 


5 DHC imaging contract  0.120 JJ 0.010 0.017 - - n/a 
6 Procurement savings  0.100 VH 0.008 0.008 - - n/a 
7 Genetics growth  BRCA 0.100 JJ 0.008 0.008 - - n/a 
8 Medical staffing  0.100 AL 0.008 - (0.008) (0.100) No 
9 Pathology – Alder hey contract  0.070 JJ 0.006 - (0.006) - Yes – non-recurrently 
10 Car Parking  0.060 VH 0.005 0.005 - - n/a 
 
Total 


 
2.000 


  
0.166 


 
0.094 


 
(0.073) 


 
(0.650) 


 


 






image9.emf
Corporate Risk  Register Overview for Board - May 2016.pdf


Corporate Risk Register Overview for Board - May 2016.pdf


 


                   
Page 1 of 8 


 
 
 


 
Agenda item no: 16/152 
 
Meeting: Board of Directors 


 
Date: 3 June  2016 


 
Title: Corporate Risk Register Overview 


 
Report to be 
considered in public or 
private? 


Public 


 
Purpose - what 
question does this 
report seek to answer? 


1. What changes have been made to corporate risks since the last 
Committee meeting? 


2. What response is required by the Committee? 


Report For: Information (�) Decision (�) Escalation (�) Assurance (�) 
 


Where else has this 
report been considered 
and when? 


Corporate Risk Committee – May 2016 


 
Reference/s: N/A 


 
Resource impact:  


 
What action is required 
at this meeting? To receive the report and note changes 


 
Presented by: Allison Edis, Deputy Director of Nursing & Midwifery 


 
Prepared by: Risk Team 


 
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  
NHS constitution  Operational plan  
 
Which standard/s does this issue relate to: 
Care Quality Commission  
Hospital Inspection Regime Indicator 


ALL 


Board Assurance Framework Risk ALL 
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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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Full Corporate Risk Register Dashboard 


 
 
 


Directo


rate 
Dept 


Risk 


ID 
Domain Description  


Creati


on 


Date 


Consequ


ence/ 


Severity 


Likeliho


od 


Initial 


Score 


Current 


Score 


Respon


sible 


Commi


ttee 


Risk 


Owner 


(Exec 


Lead) 


Escalate/ De-escalate Narrative 


Human 


Resourc


es 


  1709 HR/Organisationa


l 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 Putting 


People 


First 


Michelle 


Turner 


HR feel this should remain as a 


corporate risk as it is a service wide 


issue across all the specialties and 


relates to medical staff.  The 


responsibility and accountability for 


managing these staff is shared with 


the Clinical Directors and Ops 


Managers across the services and the 


Medical Director and HR. 


 


Review of WFP for medical staff 


(juniors & consultant) being 


undertaken in conjunction with 


General Manager for Women’s & 


Children’s Service - 1/4ly updates to 


Op's Board and interim reports to 


SMT 


Service: ALL


Date: 05/05/2016


0
2


8


3


Risk Ratings
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NPSA Domain


Corporate Risk Profile by  NPSA Domain


Low Moderate High Extreme


1-3 Very low risk


4-6 Moderate


8-12 High


15+ Extreme
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Human 


Resourc


es 


HR 146 HR/Organisationa


l 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 Putting 


People 


First 


Susan 


Westbur


y 


(Michell


e 


Turner) 


HR feel this should remain as a 


corporate risk as it is a service wide 


issue across all the specialties and 


relates to medical staff.  The 


responsibility and accountability for 


managing these staff is shared with 


the Clinical Directors and Ops 


Managers across the services and the 


Medical Director and HR. 


 


Review of WFP for medical staff 


(juniors & consultant) being 


undertaken in conjunction with 


General Manager for Women’s & 


Children’s Service - 1/4ly updates to 


Op's Board and interim reports to 


SMT 


Governa


nce 


Gover


nance 


1597 Impact On The 


Safety Of Patient 


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. 


04/09


/2015 


3 


Moderate 


3 


Possible 


16 9 GACA Sharon 


Fensom


e-


Rimmer 


(Jo 


Topping


) 


There are a considerable number of 


issues still surrounding POCT that 


have not been addressed by the 


provider. It has been assessed that 


this is still a considerable risk and 


needs to remain corporate due to the 


ongoing further action re: the 


contract.  


 


More specific information on 


enabling support has been requested 


with a report due to GACA but was 


not provided. Risk owner has now 


left the organisation. 


IM & T Infor


matio


n 


Team 


1836 Impact On The 


Safety Of Patient 


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. 


04/09


/2015 


3 


Moderate 


3 


Possible 


12 9 GACA Steve 


Chokr 


(Jo 


Topping


) 


Risk was added due to concerns from 


the Interim Medical Director around 


lack of ownership of data quality 


within the organisation. Escalated 


and discussed at February 2016 IG 


Committee. This risk may be 


separated at its next review into a 


clinical service risk for accurate data 


entry and an Information service risk 


for coding and data set production. 


Next review due in June. 
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Genetic


s 


Clinica


l 


Geneti


cs 


LWH 


1863 Impact On The 


Safety Of Patient 


There is an ongoing risk of patients 


needing to see a medic will continue to 


breach 18 weeks.  


Within this there is a cohort of patients 


who maybe at risk of failure to get 


appropriate treatment or screening 


due to the delay in genetic assessment. 


This is due to 70% increase in referrals 


over the last 3 years with static staffing 


levels. A service redesign has been 


completed and 1000 new 


appointments created. This provided 


some relief however referral rates 


continue to increase and this capacity 


has been absorbed. 


05/10


/2015 


4 Major 3 


Possible 


12 12 GACA Lynn 


Greenha


lgh 


(Michell


e 


Turner) 


Currently clinical genetics is 


breaching 18 weeks for patients who 


need an appointment. The present 


arrangements to mitigate the risk are 


short term as the member of staff 


providing cover is expected to leave 


for professional advancement. 


Risk originally escalated to Corporate 


Risk as a business case was submitted 


to the Ops Board who, although 


supportive, were unable to identify 


funding to allocate.  


 


Business Case for new Consultant has 


now been accepted and approved by 


Exec Team, recruitment processes 


commenced. No change in risk level 


however and report into Breaches 


requested from performance team 


for analysis by Genetics 


Management. 


Materni


ty And 


Imaging 


  1953 Impact On The 


Safety Of Patient 


Insufficient junior doctor staffing levels 


may result in an inadequate patient 


experience; a failure to provide 


appropriate care during labour;  a 


failure to protect patients or staff from 


serious harm 


Caused by high levels of 


sickness/absence/maternity leave; 


insufficient investment in staffing; high 


vacancy factor; insufficient workforce 


planning; or insufficient supply 


qualified staff 


Potential loss of stakeholder 


confidence; and/or a material breach 


of CQC conditions of registration 


21/03


/2016 


5 


Catastrop


hic 


3 


Possible 


15 15 Putting 


People 


First 


Devend


er 


Roberts 


(Andrew 


Loughne


y) 


Escalated to Corporate Risk , as 


recruitment issues involved are 


beyond the ability of service to 


resolve. 


Governa


nce 


Safegu


arding 


Childr


en/Ad


ults 


1895 Impact On The 


Safety Of Patient 


Risk: Lack of robust systems and 


processes to ensure the safeguarding 


of LWH patients. 


Cause: Change in management, 


legislative requirements, lack of policy, 


training and governance. 


Effect: Poor staff morale, inadequate 


organisational leadership, assurance 


and engagement. 


Impact: Potential for patient safety to 


22/03


/2016 


3 


Moderate 


3 


Possible 


12 9 HSB / 


GACA 


Amanda 


McDono


ugh 


(Dianne 


Brown) 


Originally escalated to Corporate Risk 


Register in reflection of prevailing 


national profile of Safeguarding issue. 


Hospital Safeguarding Board will 


discuss the potential de-escalation of 


this risk to the Service Risk Register 


following completion of actions as 


the overarching Safeguarding Risk is 


included on BAF and this risk is more 


operational. 
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be compromised. 


    1962 Business 


Objectives/projec


ts 


Failure to implement Future 


Generations strategy. 


Cause: Poor, ineffective or protracted 


change management in the CCG's 


implementation of the FG plan, 


conflicts between implementation of 


the Future Generations strategy and 


Healthy Liverpool programme. 


Effect: Reduced staff morale, loss of 


staff confidence in and support of the 


project. Confusion amongst service 


users re provision, reputational 


damage to trust and brand, potential 


migration of service users to other 


providers and problems with staff 


recruitment and retention. 


Impact: Project fails to meet clinical 


and quality standards and expectations 


of Monitor and NHSE 


17/03


/2016 


    12 12 FPBD Jenny 


Hannon 


(Vaness


a Harris)  


Revised Future Generations project 


risk to replace previously  de-


escalated risks from BAF tby 


instruction from the Board. 


Rearticulated after publication of the 


Trust's Future Generation Strategy to 


relect new focus on CCG 


implementation in conjunction with 


Healthy Liverpool programme. 


Materni


ty And 


Imaging 


Imagi


ng 


1964 Impact On The 


Safety Of Patient 


Risk: Lack of a robust system to ensure 


that imaging results are reviewed and 


appropriate subsequent action taken. 


Cause: No apparent formal agreement 


with partner Trust detailing 


responsibilities in relation to alerting 


medical staff to significant / 


unexpected results, nor robust process 


to ensure medical review. 


Effect: Potential for missed diagnosis, 


lack of appropriate intervention, 


treatment and care resulting in severe 


harm or death of patient(s). 


Impact: Realisation of avoidable 


serious incidents and claims, loss of 


reputation and regulatory sanctions. 


17/03


/2016 


4 Major 4 Likely 16 16 GACA Mariann


e Hamer 


(Andrew 


Loughne


y) 


Identified through investigation of a 


serious incident. Resolution of the 


root cause requires negotiation of an 


explicit Service Level Agreement with 


RLUH and documentation of robust 


policy and procedures in relation to 


the external provision of the 


radiology reporting service. 
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    1966 Impact On The 


Safety Of Patient 


Risk of safety incidents occurring when 


undertaking invasive procedures due to 


safety standards for invasive 


procedures ( LocSSIPS and adapting 


NatSSIPS) not being in place / 


embedded throughout the 


organisation resulting in potential harm 


to patients, Never Events/ SUIs Safety 


incidents, reputational damage,  none 


compliance with CQC standards and  


patient Safety Alert 


NHS/PSA/RE/2015/008 which is to be 


implemented by 14th September 2016 


06/04


/2016 


4 Major 3 


Possible 


12 12 GACA Ruth 


Stubbs 


(Andrew 


Loughne


y) 


Implementation of NatSSIPS / 


LocSSIPs and meeting of the 


Standards for Safer Invasive 


Procedures will have resource 


implications as the standards 


explicitly require procedure times to 


include sufficient time for checklist 


completion and adequate staffing  


and time to enable described 


processes to be completed. This will 


impact on all services conducting 


invasive procedures. 


Gynaec


ology 


And 


Surgical 


Servi 


Emerg


ency 


Depar


tment 


(GED) 


1974 Impact On The 


Safety Of Patient 


Inadequate medical staffing in GED to 


deliver Emergency care and review of 


planned re attendance at emergency 


care clinics.  


This is as a result of the requirement 


for Junior Doctors to cross cover at 


times in their shift covering ward 


patient needs, maternity care at night, 


theatre assistance and emergency calls.  


There are times when the unit is left 


staffed by a junior doctor for long 


periods of time.  


Impacting patient care , delays in 


diagnosis .  


A known incident of a double rostering 


error - allocation of Registrar to both 


maternity and GED., Same date and 


time. 


19/04


/2016 


3 


Moderate 


5 


Almost 


Certain 


15 15   Shaun 


Curran 


(Andrew 


Loughne


y) 


Escalated to Corporate Risk as issue 


requires recruitment solution beyond 


the control of the service. This risk 


links to corporate risks 1709/143 and 


1953. 
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Since the Board was last updated the following risks have been removed from the Corporate Risk Register: 
 


Dept 
Risk 


ID 
Description of Risk 


Reason for Removal from 


Corporate Risk Register 
Risk Owner 


Future 


Generations 


Project 


 


1875 Poor service delivery or disruption of service delivery during 


implementation of Future Generations strategy. 


Cause: Poor or ineffective change management in implementation 


of the FG plan, conflicts between implementation of the Future 


Generations strategy and Healthy Liverpool programme. 


Effect: Reduced staff morale, loss of staff confidence in and 


support of the project. Confusion amongst service users re 


provision, reputational damage to trust and brand, potential 


migration of service users to other providers and problems with 


staff recruitment and retention. 


Impact: Project fails to meet clinical and quality standards and 


expectations of CCG, Monitor and NHSE. 


This Corporate Risk  was closed in 


favour of Risk No. 1962. The 


rearticulated risk was drawn up 


after publication of the Trust's 


Future Generation Strategy to 


reflect the new focus on CCG 


implementation in conjunction 


with Healthy Liverpool programme. 


Vanessa 


Harris / Jeff 


Johnston 


Future 


Generations 


Project 


1906 The integration work with the Royal Liverpool for Clinical support 


services, Corporate services and Estates fails to deliver sufficient 


benefits for the organisation. 


Cause: Poor or ineffective account management. Supporting data 


not sufficiently robust. Failure of partnership working with other 


Trust. Insufficient benefits to meet financial need. 


Effect: Integration plans are flawed and fail to clearly demonstrate 


anticipated benefits. 


Impact: Integrated benefits are rejected by NHSE, Monitor, CCG 


and other provisioning partners, financial sustainability not 


achieved 


This Corporate Risk  was closed in 


favour of Risk No. 1962. The 


rearticulated risk was drawn up 


after publication of the Trust's 


Future Generation Strategy to 


reflect the new focus on CCG 


implementation in conjunction 


with Healthy Liverpool programme. 


Vanessa 


Harris / Jeff 


Johnston 


 
 


 
 
Recommendations 
 
It is recommended that the Board: 


1. Note the report 
2. Approve the continued management of this register via the Corporate Risk Committee 
3. Commit to receiving further updates on a quarterly basis 
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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

Page 129 Handbook to the NHS Constitution 26th March 2013


         
      Page 1 of 2




image10.jpeg




