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Meeting of the Board of Directors – IN PUBLIC  
Friday 4 March 2016 at Liverpool Women’s Hospital at 1pm – 4:15pm
Board Room

	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item 

presenter
	Time 
	CQC Fundamental Standard
	BAF

Risk

	HOUSEKEEPING

	076
	Apologies for absence & 
Declarations of interest
	Receive apologies 
	Verbal


	Chair
	1300
20 mins
	-
	-

	077
	Meeting guidance notes


[image: image1.emf]Meeting Guidance  Notes.doc


	To receive the meeting attendees’ guidance notes
	Written guidance
	Chair
	
	Good governance
	-

	078
	Patient story – Neonatal unit
	To listen to the experience of a patient
	Verbal
	Director of Nursing & Midwifery
	
	Person-centred care
	-

	079
	Minutes of the previous public meeting held on Friday 8 January 2016

[image: image2.emf]BoD Minutes public  160205 draft (Repaired).doc



	Confirm as an accurate record the minutes of the previous meetings
	Written 
	Chair
	1320
5 mins
	Good governance
	-

	080
	Matters arising 


	Provide an update in respect of on-going and outstanding items to ensure progress
	Verbal 
	Chair
	1325
5 mins
	Good governance
	-

	081
	Chair’s announcements

	Announce items of significance not elsewhere on the agenda
	Verbal 
	Chair
	1330
5 mins
	-
	-


	BOARD ASSURANCE

	082
	Chief Executive Report 
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	Report key developments and announce items of significance not elsewhere on the agenda
	Written 
	Chief Executive 
	1335
15 mins 


	Good governance
	-

	083
	Chair’s report of Putting People First Committee held 26 February 2016 – 

[image: image4.emf]Chair Report  PPF  260216.doc


	Receive assurance and any escalated risks
	Written 
	Committee Chair 
	1350
5 mins


	Good governance 
	4a,b

	083(i)


	Annual Staff Survey 2015
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	Receive assurance
	Presentation & paper
	Director of Workforce and Marketing
	1355
15 mins
	Good governance 
	

	084
	Chair’s report and draft minutes of Finance and Business Performance meeting on 22 February 2016 

[image: image6.emf]FPBD Minutes of  meeting held on 220216 redacted of v02.doc



	Receive assurance and any escalated risks
	Verbal  
	Committee Chair
	1410
5 mins
	Good governance
	5a,b,c,d,e

	085
	LSA Annual Audit of Supervision of Midwives
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Full Report
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	Receive assurance 
	Report
	Director of Nursing and Midwifery & Jenny Butters, Matron, Maternity
	1415
15 mins
	
	

	086
	Trust response to the Francis Recommendations 

Report:
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	Receive assurance
	Report
	Director of Nursing and Midwifery
	1430
5 mins
	
	

	BREAK 

1435-1450


	TRUST PERFORMANCE

	087(i)
	Quality, Operational and Financial Performance reports
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	Review the latest Trust performance report and receive assurance about the Trust’s performance.
	Written 


	Executive Team
	1450
10 mins
	Good governance.

Staffing
	3a

	087(ii) 

	Finance Report – Period 10
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	To note the current status of the Trusts financial  position


	Written


	Director of Finance


	1500
10 mins
	Good governance.


	3a

	TRUST STRATEGY

	088
	Future Generations strategy Update

	To brief the Board on progress and risks


	Verbal/ Presentation
	Chief Executive/  Director of Finance/ Director of Workforce and Marketing/  Head of Communication, Marketing and Engagement
	1510
30 mins


	Good governance
	Strategic aim

	BOARD GOVERNANCE

	089(i)
	Corporate Risk Register
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	To review the Corporate Risk Register and make comment.
	Written
	Director of Nursing and Midwifery
	1540
10mins
	
	

	089(ii)
	Board Assurance Framework 
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	To review the BAF and identify any amendments not having been taken into account by the Board Committees
	Written
	Trust Secretary
	1550
10 mins
	Good governance
	Strategic aim

	090
	Review of risk impacts of items discussed
	Identify any new risk impacts
	Verbal
	Chair
	1600
15 mins
	Good governance
	-

	HOUSEKEEPING

	091
	Any other business
	Consider any urgent items of other business
	Verbal 
	Chair


	
	-
	-

	092
	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 April 2016  
Meeting to end at 1615
	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 
	1615
15 mins
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		Agenda item no:

		14/15/200







		Meeting:

		Board of Directors







		Date:

		15th February 2016 







		Title:

		Supervisors of Midwives LSA Audit Update 2015.







		Report to be considered in public or private?

		Public







		Purpose - what question does this report seek to answer?

		To update the Board in respect of progress against actions identified following the 2015 LSA Annual Audit of Statutory Supervision of  Midwifery







		Where else has this report been considered and when?

		







		Reference/s:

		Local Supervising Authority Standards for the Statutory Supervision of Midwives









		Resource impact:

		None







		What action is required at this meeting?

		To note the actions and recommendations 







		Presented by:

		Jenny Butters-  Supervisor of Midwives- Matron Maternity







		Prepared by:

		Jenny Butters  On behalf of Supervisors of Midwives







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

		

		Integrated business plan

		







		Which standard/s does this issue relate to:



		Care Quality Commission 

Hospital Inspection Regime Indicator

		



		Board Assurance Framework Risk

		

















		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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)Introduction



The supervision of midwives is a statutory responsibility which provides a mechanism for support and guidance to every midwife practicing in the United Kingdom. The purpose of supervision of midwives is to protect women and babies by actively promoting a safe standard of midwifery practice. Supervisors of midwives have a duty to promote childbirth as a normal physiological event and to work in partnership with women; creating opportunities for them to engage actively with maternity services.

The audit was divided into sections encompassing the five rules as per NMC Midwives Rules and Standards (2012) and assessed using a RAG system.

The audit process is a self/peer review with verification of evidence by the Local Supervising Authority Midwifery Officer. The audit is contemporary and informed by regional and national publications, e.g. Compassion in Practice, (NHS Commissioning Board 2012), Review of University Hospitals of Morecambe Bay NHS Foundation Trust (NMC, 2011), Quality Governance in the NHS (DH 2011).

Issues for consideration

Following receipt of the report the Supervisors of Midwives compiled an action plan which is reviewed and updated at the monthly Supervisors meetings. The report features domains based on criteria set down by the Midwives Rules and Standards (2012). 

The recommendations are highlighted below

The recommendations are:

		LSA Recommendation/ Issue

		Actions to resolve

		Date to be completed 



		Rule 6 

Supervisory records relating to statutory supervision of midwives must be kept separately from employment records and kept for a minimum of 7 years and 25 years where an investigation is instigated. 

Some SOM’s did not have access to a locked drawer within the SOM office

		All SOM’s will have an allocated locked drawer.

All SOM’s have signed a record to confirm that records are stored securely,This has been returned to LSA.

The organisational record keeping policy is available to all on the LWH intranet.

		March 2016



Completed February 2016



		Rule 8

Supervisor to midwife ratio– LSA Recommendation 1:15

Improve Supervisor to Supervisee Ratio- Currently LWH is more than 1:20 

		There is ongoing active recruitment to preparation of Supervisors course, one midwife currently active. Recruitment continued to compile a waiting list  of interested midwives, however  due to the pending statutory changes to midwifery supervision any further POSOM courses have been suspended until a new course content can be validated.

To relieve the pressures a new model of group supervision has commenced January 2016 which is evaluating well with midwives.



		Ongoing 





Ongoing 







		Rule 9

All Midwives to meet with their SOM at least once a year to review midwives practice and educational needs.

At the time of the Audit more than 5 midwives  that were out of date for their annual review 

		Group Supervision is a new concept that has been introduced and midwives are evaluating the experience well.

Midwives have been reminded that it is their responsibility to arrange their annual review with their SOM.



		Ongoing 



February 2016



		To Secure 15 hours per month of Dedicated Time to Undertake statutory Supervision Duties as per recommendations from Chief Nursing Officer - 2013

		SOM’s actively completing activity logs to demonstrate workload.

The Trust is exploring the implementation of a  full time supervisors of Midwives role to enable dedicated time to statutory Supervisory Duties. An option appraisal will be reviewed by the Operational Board including the introduction of the full time Supervisor role .

		



April 2016



		Rule 10

Less than 45% of investigations were completed within the recommended  45 working days 



		To continue to increase the number of SOM’s 

To progress the implementation of the role of full time SOM

To ensure management assists with allowing protected time for completion of investigations which often requires more than the 7.5 hr per month allocated time.

Monthly activity sheets to be completed by SOM’s to identify any shortfalls in time allocation

 Early Escalation to LSA if investigations not meeting deadlines.

		ongoing



April 2016

March 2016



Ongoing 





Recommendations

· The Board are asked to receive this update report and to note the progress against actions outstanding. 

·  The Board of Directors are asked to note that the consultation process for the future of healthcare regulation including Statutory Supervision of Midwifery is ongoing and an update will be provided in due course when this process is completed. The current position statement from the Nursing and Midwifery Council is that it  is expected statutory Supervision business will continue as normal until any changes to the statutory role is confirmed. 
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Board Agenda item 16/079

Board of Directors


Minutes of the meeting of the Board of Directors 


held public on Friday 4th February 2016 at 10:30am 

in the Boardroom, Liverpool Women’s Hospital, Crown Street

		PRESENT


Mr Ian Haythornthwaite   
Non-Executive Director Acting Vice Chair


Dr Pauleen Lane

 
Non-Executive Director

Mr Tony Okotie  

Non-Executive Director Acting SID

Mrs Kathryn Thomson

Chief Executive


Mrs Vanessa Harris

Director of Finance


Mrs Michelle Turner

Director of Workforce & Marketing

Dr Joanne Topping

Interim Medical Director


Mrs Dianne Brown

Director of Nursing & Midwifery


IN ATTENDANCE


Mr Jeff Johnston

Associate Director of Operations


Mr Colin Reid 


Trust Secretary 





		

		Before the meeting opened formally the Board expressed its thanks, and presented flowers and gift tokens to four colleagues.


The Medical Director thanked Recurrent Miscarriage team, Andrew Drakeley, George Botros, Linda Watkins and Ann-Marie Ellard.

WELCOME


The Acting Chair welcomed the Board to the meeting and also to the members of the public observing the meeting. He advised that at the end of the meeting members of the public would be allowed to ask questions on matters arising from the meeting discussion.  The questions raised by members of the public would not form a part of the formal record of the meeting but would be appended to the minutes.






		045



		Apologies

None





		046

		Patient Story


The Board received a patient story from Clare Fitzpatrick, Head of Midwifery relating to a patients access to the Trust’s community midwives and patient Jenny. 

The Board heard how the patient had originally chosen a local provider to facilitate the birth of her baby however the local provider had been unable to support home births. The Board was told that Jenny had contacted her local maternity provider for advice and was unhappy with the service she’d received and this reaffirmed her wish for a home birth so transferred her total care to LWH. After risk assessment and discussion Jenny was delighted to be provided with the birth option she had always dreamed of, a home pool birth. 


The Board heard the great work of the community midwifery team and on New Year’s eve Jenny had a successful home birth. The Director of Nursing and Midwifery advised that it was testament to Clare’s leadership of the community midwifery team and their commitment that the Trust was able to provide such a fantastic service to mothers to be and thanked the team on behalf of the Trust. 


The Director of Finance felt that it was a great story and highlighted the need to continue to provide the option for home births. The Director of Nursing and Midwifery agreed and felt that it was important that the Trust was able to provide the different options and also look to other ways such as home birthing but not in the home. Explaining that some patients don’t like to come into a hospital but would prefer not to give birth at home, in these circumstances they would be happy to deliver in an environment that would be similar to the home.


The Acting Chair thanked Clare Fitzpatrick, for the patient story. 





		047

		Meeting guidance notes


The Board noted the meeting guidance notes.

The Acting Chair advised that the Patient safety, effectiveness and experience report (SEE) had already been discussed at the last Board meeting and had been taken off the agenda. 





		048

		Declarations of interests


There were no interests in relation to any agenda items declared.  






		049

		Minutes of previous meeting held on 4th January 2016 

The minutes of the meeting held on 4th January 2016 were approved.






		050

		Matters arising and action log.

There were no actions outstanding.  

 



		051



		Acting Vice Chair’s Report

The Acting Chair introduced Robert Clarke to the Board. Robert would be joining the Trust as Chair from 1 March 2016 and was observing the meeting.  





		052



		Chief Executive’s report


The Chief Executive provided an update to her report contained in the Board papers and reported on the following matters:


Monitor’s Investigation: The Chief Executive provided a verbal update on the meeting with Monitor on 25th January 2016. She explained that they were supportive of the Future Generations Strategy. The Board noted that as yet no formal correspondence had been received from Monitor regarding output from the meeting. 

Medical Director appointment: Dr Andrew Loughney was appointed to the post of medical director and would take up role on 18th April. Dr Loughney currently works at City Hospitals Sunderland NHS Foundation Trust is an Obstetrician and Associate Medical Director. 


British Journal of Midwifery awards short lists: The Chief Executive wished all the Trust nominees the best of luck at the BJM awards on 8 February and advised that it was testimony to the work and dedication of staff that we had four nominees. 

The Guardian: The Chief Executive reported that The Trust had played host to the Guardian who held a live blog feature on the NHS at Trust on 21 January. She advised that a double page feature of the day was published in the paper the following day, a copy of which was held in the Executive Support Office. 

Post Partum Haemorrhage (PPH) Butterfly: The Chief Executive referred the Board to the success of the PPH Butterfly team who had received an award from the National Institute of Health (NIHR) i4i fund for £850,000 over the next 3 years to take forward the development of the PPH Butterfly. The Board congratulated the team on the success in receiving the award. 

Junior doctors’ contract: The Chief Executive advised that talks were continuing to avert the strike action called for 10 February 2016. She advised that all services will be covered and consequently no patient appointment had been cancelled. The Chief Executive explained that the Trust was utilising consultant presence as cover. The Chief Executive asked that the Board express their thanks to the MSC for their support together with the medical, nursing and midwifery staff.

The Acting Chair thanked the Chief executive for her report. The Board noted the content and verbal update from the Chief Executive. 





		053

		Draft minutes of Putting People First Committee (FFP Committee) held on 27 November 2015

The Board noted the minutes of the FFP Committee.





		054

		Chair’s report of Finance and Business Performance meeting held on 25 January 2015

Pauleen Lane, Chair of the FPBD Committee provided a report on the activity of the Committee which was noted. She explained that due to the meeting being held on the same day as the Monitor meeting the work of the Committee had been curtailed to dealing with the approval of the Monitor Q3 governance submission. Pauleen Lane advised that the Committee had also looked into the loan arrangements from DH and reported that there was nothing inappropriate or unreasonable in the arrangements. 


The Acting Chair thanked Pauleen Lane for her updated report which was noted.


  



		055

		Chair’s report and draft minutes of Governance and Clinical Assurance Committee meeting held on 22 January 2016


Tony Okotie, Chair of the Governance and Clinical Assurance Committee (GACA) presented the Chair’s Report. 

With regard to the action on the amendment to the threshold for reporting low cord pH and Apgars, the Medical Director advised that GACA had agreed the position to adjust the quality strategy to match the Trust’s threshold for Cord pH and Apgar KPIs to national benchmark, following the RCOG MIS pilot. 

Tony Okotie reported that a deep dive would take place to explore impact of investment in staffing.  A report would be reviewed by GACA in March and the findings would e reported the Board if appropriate. 

Tony Okotie reported on the decision by Public Health England to withdraw funding for the BAMBIs team which was discussed at GACA. It was noted that the Head of Midwifery was currently looking into the consequences of the decision. The Board supported the Committee’s view that this was a regressive step in light of the importance of breastfeeding. The Chief Executive wanted to be sure that there was sufficient evidence that supported the withdrawal of funding. In response to a question on the cost of withdrawal of funding to the Trust it was reported that any costs associated with BAMBIs such as redundancy, would need to be borne by the Trust. The Associate Director of Operations advised that both the CCG and Public Health England were supportive of the need to support breastfeeding however they just did not have the funding available in the system.

The Acting Chair thanked Tony Okotie for his Report which was noted. 






		056

		Chair’s report of Charitable Funds Committee meeting held on 11 January 2016

Tony Okotie, Chair of the Charitable Funds Committee referred the Board to two matters within the report. The first related to the Corporate Trustee approval of the Liverpool Women’s NHS Foundation Charitable Trust Annual Report and Accounts 2014/15 and the second too the approval of the merger of the Liverpool Women’s NHS Foundation Charitable Trust with the New-born appeal. 

Corporate Trustee approval of the Liverpool Women’s NHS Foundation Charitable Trust Annual Report and Accounts 2014/15: Tony Okotie advised that prior to submission to the Charitable Commissioners the Annual Report and Accounts should be presented to the Board of Directors as the Corporate Trustee for approval. He explained that the Charitable Funds Committee would ordinarily review the Annual Report and Accounts and make a recommendation to the Board (as the Corporate Trustee). The Board noted the position and asked the Trust Secretary to send a copy of the Annual Report and Accounts 2015 to the Non Executive Directors so that they were aware of the content of the document. 

Corporate Trustee approval of the merger of the Liverpool Women’s NHS Foundation Charitable Trust with the Newborn appeal: Tony Okotie reported that the Charitable Funds Committee agreed to proceed with the merger with the Newborn appeal subject to the completion of satisfactory due diligence and sought the Board, as Corporate Trustee, endorsement. The Board noted the requirement and endorsed the merger which it noted was subject to a satisfactory due diligence.


The Acting Chair thanked Tony Okotie for his Report which was noted. 






		057

		Patient safety, effectiveness and experience report (SEE) 

Not taken.





		058

		Quality, Operational and Financial Performance reports


i) Quality & Operational Performance Dashboard


The Associate Director of Operations presented the Performance Dashboard for month 9 (December 2015) and ran through the summary passed out at the meeting.


The Board noted that the rate of babies born with an Apgar Score of < 7 at 18.06 against a target of 12.65 per 1000. The Associate Director of Operations advised that as stated earlier in the meeting, GACA had agreed to change the target to bring it in line with RCOG MIS data and future reporting would be made against the new target. 


The Associate Director of Operations reported that Breast Feeding Rates were below target at 49% against a target of 55%.  A deep dive into the reason for this decrease in performance had found that women had chosen not to breast feed. All training follows Trust guidelines and women were offered support and guidance throughout pregnancy. It was anticipated that the target would be achieved by June 2016.

The Acting Chair referred to the Trust being 1% away from delivering the mandatory training target and asked what this meant in terms of the number of training sessions or people, recognising that percentages sometimes hide the fact that the number of cases may be very low and asked that some level of scale was reported. 

The Board noted the performance dashboard.


ii) Financial Report & Dashboard Period 9

The Director of Finance presented the Finance Report and financial dashboard to 31 December 2015 and advised that the Trust was reporting a year to date deficit of £6.29m against a deficit budget of £6.43m, and a Financial Sustainability Risk Rating (FSRR) of 2 against a plan of 2.  


The cash position remained positive when compared to plan. At the end of Month 9 the cash position was £9m against a plan of £0.5m. This favourable position reflects the cash advance of contract income from Liverpool CCG of £7.8m as well as a delay in the capital program, particularly in relation to the Hewitt Fertility Centre expansion. Repayment of the advance together with the distressed funding from DH would reduce the cash position to £0.5m. 

The Director of Finance referred to the recovery plans in place and additional controls introduced at a Trust wide level to ensure strong financial grip was maintained across the organisation. She reminded the Board of the individual recovery plans in gynaecology, theatres and neonates and advised that significant improvement had been made in these areas with the net impact on 2016/17 was expected to be minimal. 


With regards to 2016/17 CIP, the Director of Finance advised that detailed plans totalling £1.5m had been developed and Quality Impact Assessments were being finalised before the savings identified in the budget for 2016/17. In response to a question from Tony Okotie, she advised on the breakdown of the £1.5m which she felt were all sustainable savings. 

The Board noted the content of the Finance Report, the Financial Dashboard and the risks identified in the Report. 

iii) 2016/17 Financial Planning Requirements


The Director of Finance presented the 2016/17 Financial Planning Requirements report and provided an overview of the requirements. She referred in particular to the background behind the £1.8bn Sustainability and Transformation Fund (S&T Fund) for the provider sector which was to be targeted primarily at providers of emergency care.

The Director of Finance explained the guidance received from Monitor; Delivering the Forward View: NHS planning guidance 2016/17 – 2020/21 published in December 2015 that included details of the operational planning approach for the 2016/17 financial year and set out the approach to tariff setting and business rules with a view to supporting system stability and recovery in 2016/17 and went on to explain the requirements for trusts to produce two separate but connected plans: a five year Sustainability and Transformation Plan (STP), ‘place-based’ and driving the 5YFV; and a one year Operational Plan for 2016/17, organisation based but consistent with the emerging STP.

The Director of Finance referred to the report and advised that the planning guidance also contained three national and nine local ‘must do’s’ which would need to be addressed in the Operational Plan and STP. She further reported that the proposed tariff included a 2% efficiency deflator and 3.1% inflation uplift for 2016/17. 

The Director of Finance reported the offer of £2.8m S&T funding was subject to the national achievement of a £1.8bn deficit in 2015/16. Any variation from this national deficit target would impact the levels of available funding as well as impacting the efficiency targets included within tariff. On the basis that the Trust would receive the £2.8m S&T funding, which offset the increase in CSNT, the Trust would be able to achieve a control total deficit for 2016/17 of £7m based on the assumptions outlined in the report and assuming that cost pressures were managed. 

The acting Cahir thanked the Director of Finance for taking the Board through the financial planning requirements and the assumptions in the report and asked the Board to review the recommendations. 

The Board: 

· noted the 2016/17 financial planning requirements and Trust’s financial planning assumptions; 

· accepted a £2.8m Sustainability and Transformation funding offer; and 

· agreed the control total deficit of £7m for 2016/17.





		059

		Future Generations strategy


The Chief executive provided a verbal update on the current status of the Future Generations Strategy. She advised that since the last meeting the clinical case for change and business plan had been formally shared with Liverpool CCG which set out the preferred option the Board had approved at its meeting on 4 December 2015. The CCG would now need to consider taking forward the clinical case for change. 

The Acting Chair thanked the Chief Executive for her update which was noted. 





		060

		Board Assurance Framework


The Board noted the need to review the Board Assurance Framework for the following:


· Neonatal Risk (Ulysses ref. 1936): The Associate Director of Operations advised that this risk had been added to the BAF given the increasing risk relating to the number of funded cots. He advised that the funding received from NHS England for neonatal cots was sufficient to fund 38 cots whilst the trust was continuing to fund 44 when there was a real need due to demand have 48 funded cots. He explained due to the reduced number of cots available, women have had to be refused admittance from other providers for delivery elsewhere that could have consequences on the poor patient experience and potential risk to mother and baby. The Associate Director of Operations reported the need to move back to the original position of 48 cots to get closer to clinical standards. 


The Board noted the risk and the reason for its inclusion on the BAF and felt that it was important that NHS England understand the risk arising from the decision and seek to receive the necessary funding. 


The Board noted that the size and complexity of the BAF and asked that the Board Committees undertake a review of the BAF prior to 31 March 2016 to close off the current financial year 2015/16 and that consideration be given to providing a summary page of the risks, similar to a heat map. It was further noted that the Corporate Risk Register needed to be presented to the Board and this would be included to the Board work plan 2016/17. 






		061

		Review of risk impacts of items discussed

None identified





		062

		Any other business

None





		063

		Review of meeting

No comments were made.



		

		Date and time of next meeting 

Friday 4 March 2016 Boardroom







		Appendix 1

		Public comments

One member of the public and one staff member observed the meeting and raised a number of matters:


i) Future Generations Strategy - the member of the public recognised the current position the Trust was in with regard to publishing the strategy however felt it was important that this was done quickly so that the public are aware of what it would mean to women’s services in Liverpool. The chief Executive advised on the current position regarding what Liverpool CCG would need to do regarding public engagement. She also explained the position on carrying on the services at the crown street site which was over 20 years old. 

ii) Putting People First Committee - the member of staff asked for the identity of the Chair of the PPF committee. The Chief Executive advised that it was Tony Okotie, Non-executive Director. 

iii) Prevention Services - the member of staff commented on poor decision made Public Health England and CCG on not funding of prevention services such as BAMBI. 

 





LWH Board of Directors    8th January 2016

Private minutes 
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Committee Chair’s report of Putting People First meeting held 

26 February 2016 

1. Agenda items covered

Workforce reviews 
- Gynaecology Service

·  Update on HFC previous review


Annual review of workforce KPI’s


Proposed PPF annual workplan 16/17


HRD Quarterly Update Report


Workforce Profile and Analysis


GMC Standard for Medical Education


DBS Project Update


Mindful Employer


Apprenticeship Levy – update on National Project


Presentation on Staff Survey 2015 results


Policies for Ratification (7)

2. Risk Register risks reviewed


1909 - Industrial Action (Junior Doctors)

Discussed new risk re Neonatal – Transport/Alder Hey issues

3. Issues to highlight to other Board Committees

DBS Programme to Board

FPBD issue re funding for maternity leave

4. Risk Register recommendations

1909 agreed reconfirmed @ 20

5. Action required by PPF

Chairs Report provided by Toni Okote, Non Executive
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Finance Performance & Business Development Committee

Minutes of a meeting held Monday 22 February at 09:00 Board Room, Liverpool Women’s Hospital

Present:      
Pauleen Lane (Chair)
Non-Executive Director



Ian Haythornthwaite 
Non-Executive Director (via teleconference) 




Vanessa Harris 
Director of Finance


Jeff Johnston
Associate Director of Operations


Kathryn Thomson
Chief Executive 

In attendance 
Elaine Carden 
Assistant to Trust Secretary (Minutes) 




Jenny Hannon 
Deputy Director of Finance 



David Walliker 
Chief Information Officer 




Chris White
Commercial Director 




Andrew Large
Head of Management Accounts

15/16/119   Apologies 


  No apologies received 

15/16/120
Meeting guidance notes


Received and noted.


15/16/121

Declarations of Interest





None


15/16/122

Minutes of the previous meeting held 22 December 2015 


The minutes were agreed as an accurate record. As per agenda item 15/16/110 Chairs announcements, Chair of Committee noted that the Acting Chair, Chief Executive, Medical Director and Director of Finance had met with Monitor on the 25th January 2016.

15/16/123

Matters arising and action log


The action log was noted and reviewed.

15/16/124

Chair’s announcements 


Chair agreed to a change of order of the agenda item 15/16/127 which is reflected in the minutes 

15/16/127
Hewitt Fertility Centre update 


       Redacted from publication due to 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

15/16/125

Month 10 Finance Report and Key Performance indicators 

The Deputy Director of Finance presented the month 10 finance report and noted that the Trust was reporting a positive variance in month and year to date, and was on target to meet the forecast deficit of £7.3m


Income trends in gynaecology and maternity continue to reflect the pattern demonstrated throughout the year. Hewitt Fertility Centre is beginning to fall behind its income plan, which was flagged as a potential risk earlier in the year. Hewitt Fertility is controlling its associated costs and is expected to make its planned contribution. 


Catherine Medical Centre (CMC) income is behind plan due the reduction in gynaecology cases and the cessation of cosmetic procedures. The future use of CMC is under review with a deadline of 31 March 2016 for agreed plans. 

Agency pay is firmly under control with the prediction of significantly reduced levels of spend going into 2016/17.


The junior medical agency spend is a national issue and is expected to continue in the medium term. The Chief executive reported that regular meetings/communications have been set up with the junior doctor workforce.

The Deputy Director of Finance noted the more difficult cash position following the repayment of the CCG cash advance and stated the Trust was due to drawn down the remainder of the £5.6m Distressed Financing in March 2016.

It was noted that the Trust has in place a £2.5m working capital facility which will be utilised in Quarter 1 of 2016/17. The Trust will require further cash funding in 2016/17 to meet its obligations. Liverpool CCG will be formally approached in relation to another cash advance on contract income while the details of the financing regime for 2016/17 are finalised. 


Given the proximity to the year end and current performance within the financial position it was noted that the BAF score should be reviewed under agenda item 15/16/29

The Associate Director of Operations provided an overview of performance to the Committee. 


Performance for January 2016 is improved slightly from December 2015 achieving target.  

The Trust has achieved all monitor and CQUINS KPIs. 




Ian Haythornthwaite requested that there needs to be transparent process to check that 





the completion date of tasks to enable red KPIs  to become green by that date,  then an 





explanation needs to be  given as to why that is the case.

Resolved





The Committee noted the month 10 Finance and performance update.

15/16/126 2016/17 Budget setting overview 


The Deputy Director of Finance reported that the £2.8m Sustainability and Transformation (S&T) fund and the Trust’s nationally set target control total deficit of £7m had been previously reported to the Board. The Trust submitted its draft financial plan to Monitor on 8th February 2016.


The Deputy Director of Finance noted that detailed work had been performed to underpin the assumption of achievability of the £7m control total and that the delivery of the £7m deficit is predicated on the receipt of the full £2.8m S&T funding.   

It was noted that the Trust’s planned FSRR was a 2 and that this was bolstered by the variance against plan metric. The National Tariff is now out for consultation and is being run through the Trust’s systems. 

Deputy Director of Finance reported that the areas that are most likely to be subject to change between the draft and final income position are Catherine Medical Centre (CMC) and Neonates.  The CMC is currently subject to a service review and Neonates is currently subjected to detailed discussions with NHS England and the Cheshire & Mersey Neonatal Network, with a view to ensuring that funding is sufficient to continue to deliver safe services and the appropriate level of cots. Associate Director of Operations advised that a report setting out the agreement with NHS England with regards to the commissioning arrangements for 2016/17 will be presented to the Board of Directors in March 

It was noted that cost pressures circa £0.5m had been taken to the executive for approval. This was a significantly reduced amount from the original identified pressures for which mitigations have been found. 


CIP schemes of £2m are currently included in the draft plan. 


The Trust’s CNST premiums are set to increase by £3.9m to £14.3m in 2016/17. This represents a 38.7% increase on the prior year. Director of Finance advised that a meeting has been arranged between the Chief Executives and Directors of Finance of both NHSLA and the Trust in February 2016 to look for a solution to address the high level and instability of the premiums which continue to have a significant impact on the Trust’s financial position and ability to plan for the long term.  It was suggested that it would be in the interests of the CCG join the meeting.

Resolved: 


1, The Committee noted the 2016/17 budget overview


      2,  A report setting out the agreement with NHS England and Cheshire & Mersey Neonatal 


                  Network  with regards to the commissioning arrangements for 2016/17 will be presented to the 


                  Board of Directors in March


                  3, Director of Finance to invite CCG to join the meeting with the Trust and NHSLA  


Action JJ/ VH

15/16/128 IM&T Strategy Update 



    Chief information officer presented the report providing the Committee with an update 

                on the Trust’s Digital Health Record Project at the end of 2015/16.  He reported Significant 

                progress has been made in the non-digitisation work streams but challenges have been 

                encountered in the digitisation elements. 


    The deployment of EDMS into gynaecology was suspended in November 2015 and a work shop  


    arranged with clinicians to identify their concerns. Unfortunately the earliest that this could be 

    arranged to the satisfaction of the service was March 2016. This has resulted in the inability to 

    complete the deployment against plan, the inability to achieve CIP in 2015/16 for the project and 

    a cost pressure in medical record library for 2016/17.  To address this issue Chief Information 


    Officer will build a competency sign off into framework 

    Work is on-going with the finance department to identify further recurrent savings in year. At the  


    end of Quarter three the expenditure was on budget

    Resolved:


               1, Committee received report and noted the progress made.


               2, The project is on the BAF and it is recommended that the score be increased from 12 to 15

               3, Chief Information Officer to build a competency sign off into the Framework  


15/16/129
Board Assurance Framework 


The Committee considered the BAF and agreed to the recommendations in the paper. A full review of the BAF will be undertaken by the Executive team ahead of the March Board.

Resolved

1) To propose that the score of BAF Risk 5a is reduced from 20 to 12


2) To propose that the score of BAF Risk 5b is maintained at 25


3) To propose that the score of BAF Risk 5d is increased from 12 to 16

15/16/130
Review of risk impacts of items discussed


No additional risks identified.

15/16/131
Any other business

None

15/16/132
Review of meetings


There was a brief review of the meeting. 

15/16/133
Date, time and place of next meeting


The next meeting will be held on 21st March 2015 at ( time to be confirmed) in the Boardroom 
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		Meeting:

		Board of Directors







		Date:

		March 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 Board?



		Report For:

		Information

		()

		Decision

		()

		Escalation

		()

		Assurance

		()







		Where else has this report been considered and when?

		N/A







		Reference/s:

		N/A







		Resource impact:

		







		What action is required at this meeting?

		To receive the report and note changes







		Presented by:

		Colin Reid, Trust Secretary







		Prepared by:

		Governance 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

















		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. Introduction and summary

This report provides an update on changes made to the Corporate Risk Register. The Corporate Risk Register was extensively reviewed in December 2015 and January 2016 to ensure that it supported the BAF appropriately and that any risks that could be managed solely at a service level were de-escalated.



As requested by the Board the Future Generations risks have been de-escalated from the BAF. Following the publication of the Future Generations Strategy two of the risks regarding its quality have been closed and the remainder of the Future Generations risks de-escalated to the Corporate Risk register and responsibilities reallocated.





2. Key Themes 



The current Corporate Risk Dashboard is embedded below:











3. Conclusions and Recommendations



That the Board of Directors note the report and the considerable progress in ‘cleansing’ the Corporate Risk Register to ensure it supports the BAF.
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												Service:			ALL


												Date:			2/25/16
























































			Directorate			Dept			Risk ID			Domain			Description 			Creation Date			Consequence/ Severity			Likelihood			Initial Score			Current Score			Responsible Committee			Risk Owner (& Exec Lead)			Escalate/ De-escalate Narrative


			Human 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			8/15/14			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 udnertaken inconjunction with General Manager for Womens & Childrens Service - 1/4ly updates to Op's Board and interim reports to SMT


			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			2/5/15			3 Moderate			2 Unlikely			12			6			Putting People First			Susan Westbury (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 udnertaken inconjunction with General Manager for Womens & Childrens Service - 1/4ly updates to Op's Board and interim reports to SMT


			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.			9/4/15			3 Moderate			3 Possible			16			9			GACA			Sharon Fensome Rimmer
(Joanne 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.


			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.			9/4/15			3 Moderate			3 Possible			12			9			GACA			Steve Chokr
(Joanne Topping)			Risk was added due to concerns from the Interim Medical Director, IM&T unwilling to de-escalate without confirmation the concerns have been addressed. 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.



			Genetics			Clinical Genetics LWH			1863			Impact On The Safety Of Patien			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.			10/5/15			4 Major			3 Possible			12			12			GACA			Lynn Greenhalgh
(Michelle 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.


			Governance			Future Generations Project			1875			Business Objectives/projects			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.			10/16/15			4 Major			3 Possible			12			12			TMG			Vanessa Harris / Jeff Johnston			De-escalation from BAF to Corporate Risk Register by instruction from the Board. Re-allocated after publication of the Trust's Future Generation Strategy


			Governance			Future Generations Project			1906			Business Objectives/projects			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			9/25/15			2 Minor			4 Likely			8			8			TMG			Vanessa Harris / Jeff Johnston			De-escalation from BAF to Corporate Risk Register by instruction from the Board. Re-allocated after publication of the Trust's Future Generation Strategy


			Governance			Safeguarding Children/Adults			1895			Impact On The Safety Of Patien			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 be compromised.			12/3/15			3 Moderate			3 Possible			12			9			HSB / GACA			Matthew O'Neill
(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 as the overarching Safeguarding Risk is included on BAF and this risk is more operational.
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Risk Ratings


Low	Moderate	High	Extreme	0	2	6	0	Corporate Risk Profile by  NPSA Domain


Low	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	0	0	0	0	0	0	0	0	Moderate	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	0	0	2	0	0	0	0	0	High	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	4	0	0	0	0	2	0	0	Extreme	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	0	0	0	0	0	0	0	0	NPSA Domain





No. Associated Risks





Risk Profile


			Impact On The Safety Of Patients, Staff Or Public


			Quality/complaints/audit 


			HR/Organisational Development/staffing/competence 


			Statutory Duty/inspections 


			Adverse Publicity/reputation 


			Business Objectives/projects   


			Finance Including Claims 


			Service/business Interruption Environmental Impact





Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	4	0	2	0	0	2	0	0	Risk Levels


Low	Moderate	High	Extreme	0	2	6	0	RIsk Profile by  NPSA Domain


Low	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	0	0	0	0	0	0	0	0	Moderate	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	0	0	2	0	0	0	0	0	High	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	4	0	0	0	0	2	0	0	Extreme	Impact On The Safety Of Patients, Staff Or Public	Quality/complaints/audit 	HR/Organisational Development/staffing/competence 	Statutory Duty/inspections 	Adverse Publicity/reputation 	Business Objectives/projects   	Finance Including Claims 	Service/business Interruption Environmental Impact	0	0	0	0	0	0	0	0	NPSA Domain





No. Associated Risks





Profile Data


						Sum


			Impact On The Safety Of Patien			4			Impact On The Safety Of Patients, Staff Or Public


			Quality/complaints/audit			0			Quality/complaints/audit 


			HR/Organisational Development/			2			HR/Organisational Development/staffing/competence 


			Statutory duty/inspections			0			Statutory Duty/inspections 


			Adverse publicity/reputation			0			Adverse Publicity/reputation 


			Business Objectives/projects			2			Business Objectives/projects   


			Finance including claims			0			Finance Including Claims 


			Service/business Interruption			0			Service/business Interruption Environmental Impact


			Total			8


						Sum


			Low			0			1-3


			Moderate			2			4-6


			High			6			8-12


			Extreme			0			15+


			Total			8





			Database						Full title			Low			Moderate			High			Extreme			TOTAL


			Impact On The Safety Of Patien			4			Impact On The Safety Of Patients, Staff Or Public			0			0			4			0			4


			Quality/complaints/audit			0			Quality/complaints/audit 			0			0			0			0			0


			HR/Organisational Development/			2			HR/Organisational Development/staffing/competence 			0			2			0			0			2


			Statutory duty/inspections			0			Statutory Duty/inspections 			0			0			0			0			0


			Adverse publicity/reputation			0			Adverse Publicity/reputation 			0			0			0			0			0


			Business objectives/projects			2			Business Objectives/projects   			0			0			2			0			2


			Finance including claims			0			Finance Including Claims 			0			0			0			0			0


			Service/business Interruption			0			Service/business Interruption Environmental Impact			0			0			0			0			0


									TOTAL			0			2			6			0			8
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		Agenda item no:

		15/16/089(ii)







		Meeting:

		Board of Directors







		Date:

		March 2016







		Title:

		Board Assurance Framework Overview







		Report to be considered in public or private?

		Public







		Purpose - what question does this report seek to answer?

		What changes have been made to the BAF overall and what are the presented risk grading, controls, assurances and related gaps and required actions. 



		Report For:

		Information

		()

		Decision

		()

		Escalation

		()

		Assurance

		()







		Where else has this report been considered and when?

		N/A







		Reference/s:

		N/A







		Resource impact:

		







		What action is required at this meeting?

		Review the revised BAF and the presented risk grading, controls, assurances and related gaps and required actions.







		Presented by:

		Colin Reid, Trust Secretary







		Prepared by:

		Governance 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

















		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. Introduction and summary

The Board Assurance Framework (BAF) is designed to provide the Board with an easily digestible overview of the principal risks relating to the strategic aims of the organisation. It highlights ownership and accountability through identification of the Executive Lead and of the Non-Executive via the associated Board Committee. 



The BAF shows for each of the principal risks: the initial grading of the risk without controls, the current risk grading with implemented controls and the organisational target or appetite for the risk with an arrow in the current risk column indicating the proposed direction of change in the risk rating since the last presentation of the document. 



The BAF also lists the key controls/mitigation actions and potential sources of evidence and assurance. In addition, the BAF lists alongside each principal risk those risks being managed at service level that relate to it on the Corporate Risk Register,  to listing against each principal risk.  



From the information presented, the Board will be able to form a view of their satisfaction with the assurance(s) provided and identify any gaps and actions they consider necessary to better treat the identified risks and /or strengthen the assurance that the risks are under appropriate control..



Full and iterative population of the document ensure that the Board has at all times, an awareness of the current state and progress made in managing these principal risks to a position in accord with the Board appetite.





2. Key Themes 

The following table shows the gaps between the current risk level and the Board’s agreed risk tolerance levels along with an indication as to the direction of travel in the risk rating over the past 12 months. It is apparent from them that some risks do not evidence active management as their risk

[image: ][image: ] scores are static over time, demonstrating that no effective mitigation has been implemented





The heat maps below show each risk separated by strategic aim and the gaps between the current risk level and the Board’s agreed risk tolerance levels.. They show that there is a wide gap between the current risk scores and the Board's stated appetite level. 
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Changes since the last report to Board



Risk 1909: The PPF proposal to add a risk in respect of the proposed industrial action by Junior doctors approved by Board is reflected in its continued inclusion on the BAF. A Risk Score reduction to 4x1 was proposed and effected when industrial action called off in December. However, the risk score increased when further action was announced in early January, and escalated to a risk score of 4x5=20 on consideration by GACA 22/01/2016.



Risk 1936: GACA has proposed escalation of Risk No: 1936 in respect of women being transferred out of the Trust and delivering elsewhere. This is occurring due to cot closures, failure of the system to limit post-natal transfers in, an increase in the birth rate at LWH, an increase in the number of babies born at extremely preterm gestations and a reduced mortality rate for babies born at those gestations. 

This means that women with babies likely to need admission to a Neonatal Unit because of either prematurity or congenital malformation are transferred out as there is no capacity to deliver this at Liverpool Women's due to reduced availability of neonatal cots. The impact being poor patient experience for transferred women, continued growth of the maternity service will not be possible without an expansion of neonatal capacity.



Risk 1661: FPBD has proposed that the risk of delivering the financial plan for 2015/16 is reduced from a score of 5x4=20 to 3x4=12 following the success of the Trust’s application for distress funding.



Risk 1750: FPBD has proposed that the risk of failing to achieve benefits from the IT Strategy this is increased from a score of 3x4=12 to 4x4=16. This is due to a delay to the implementation of electronic patient records. Remedial actions have been agreed but implementation is delayed to July 16



Risk TBC: PPF has proposed escalation of a risk to patient safety arising from a lack of capacity to transfer babies whilst the neonatal team are operating a ‘Park and Ride’ service at Alder Hey. A lack of cot capacity to accept urgent transfers of babies requiring surgical care at Alder Hey Hospital requires the transport team to remain with babies on this site to provide direct care during treatment and until the baby is stabilised. This could lead to the inability to maintain service delivery and no official transfer of care of babies to clinicians at Alder Hey. It has been given a risk score of 4x4=16





Note that the BAF has not been update via GACA and PPF committee since the last report to the Board as the committees have not met at time of issue of the Report.



Full BAF Dashboard

The current BAF Dashboard is embedded below:











3. Conclusions and Recommendations



It is recommended that:-

a) the Board of Directors review the BAF along with the presented risk grading, controls, assurances and related gaps and required actions

b) the Board of Directors review the changes made since the last meeting

c) the Board of Directors review the use of heat maps and risk history trackers to provide them with an oversight of BAF risks.
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Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1741 9 3 9 6


1742 16 3 8 5


Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1742 16 3 8 5


Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1743 10 6 10 4


Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1661 25 6 12 6


1663 25 6 25 19


1748 16 6 16 10


1750 16 6 16 10


1749 16 6 16 10


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


2. To participate in high quality research and to deliver the most effective 


outcomes


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


4. To develop a well led, capable, motivated and entrepreneurial workforce
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Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1846 25 6 25 19 1741 9 3 9 6


1742 16 3 8 5


Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1731 20 3 20 17 Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1732 15 3 15 12 1742 16 3 8 5


1733 12 3 12 9


1734 16 3 12 9 Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1735 15 3 10 7 1743 10 6 10 4


1736 20 3 10 7


1737 20 3 10 7 Risk No. Initial Score Target 


Score


Current 


Score


Target Gap Risk 


History


1739 20 3 10 7 1661 25 6 20 14


1738 12 3 9 6 1663 25 6 25 19


1740 12 3 12 9 1748 16 6 16 10


1809 20 3 20 17 1750 16 6 12 6


1936 12 3 12 9 1749 16 6 16 10


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


1. To deliver SAFE services


A)  Deliver Liverpool Women's Hospital strategic intention effectively and 


efficiently ensuring sustainable quality services through transitional 


2. To participate in high quality research and to deliver the most effective 


outcomes


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


4. To develop a well led, capable, motivated and entrepreneurial workforce
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Sum Dashboard


						Reporting			Date:			Feb-16						LIVERPOOL WOMEN'S NHS FOUNDATION TRUST - BOARD ASSURANCE FRAMEWORK DASHBOARD


						Last Updated			Date:			2/26/16																																							Heat Map All BAF Risks





						Board Assurance Framework 
Risk Profiles									A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 																		2. To participate in high quality research and to deliver the most effective outcomes


															Risk No.			Initial Score			Target Score			Current Score			Target Gap			Risk History			Risk No.			Initial Score			Target Score			Current Score			Target Gap			Risk History


															1846			25			6			25			19						1741			9			3			9			6


															1. To deliver SAFE services																		3. To deliver the best possible experience for patients and staff


															1. To deliver SAFE services																		1742			16			3			8			5


															Risk No.			Initial Score			Target Score			Current Score			Target Gap			Risk History			3. To deliver the best possible experience for patients and staff


															1731			20			3			20			17						Risk No.			Initial Score			Target Score			Current Score			Target Gap			Risk History


															1732			15			3			15			12						1742			16			3			8			5


															1733			12			3			12			9						4. To develop a well led, capable, motivated and entrepreneurial workforce


															1734			16			3			12			9						Risk No.			Initial Score			Target Score			Current Score			Target Gap			Risk History


															1735			15			3			10			7						1743			10			6			10			4


															1736			20			3			10			7						5. To be ambitious and efficient and make the best use of available resources


															1737			20			3			10			7						Risk No.			Initial Score			Target Score			Current Score			Target Gap			Risk History


															1739			20			3			10			7						1661			25			6			12			6


															1738			12			3			9			6						1663			25			6			25			19


															1740			12			3			12			9						1748			16			6			16			10


															1809			20			3			20			17						1750			16			6			16			10


															1936			12			3			12			9						1749			16			6			16			10





			Heat Maps by Strategic Aim Domain




















						BAF Risks - Update Narrative








1. Safe Services Risk Heat Map


(Appetite: Low 1-3)


1731	1809	1732	1733	1734	1740	1936	1735	1736	1737	1739	1738	17	17	12	9	9	9	9	7	7	7	7	6	Risk No.





Risk score to  Target Gap





2. Effective Outcomes Risk Heat Map


(Appetite: Low 1-3)


1741	1741	1741	6	Risk No.





Risk score to  Target Gap





3. Best Experience Risk Heat Map


(Appetite: Low 1-3)


1742	1742	1742	1742	5	Risk No.





Risk score to  Target Gap





4.. Well led Worforce Risk Heat Map


(Appetite: Mod 4-6)


1909	1743	1744	1909	1743	1744	1909	1743	1744	14	4	2	Risk No.





Risk score to  Target Gap





Risk Profile by Strategic Aim


Low	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Minor	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Moderate	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	9	1	1	2	1	Extreme	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	1	4	0	0	1	4	


5.. Efficiency Risk Heat Map


(Appetite: Mod 4-6)


1663	1661	1748	1749	1750	1663	1661	1748	1749	1750	1663	1661	1748	1749	1750	19	14	10	10	6	Risk No.





Risk score to  Target Gap





1663	1846	1731	1809	1909	1661	1732	1748	1749	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1750	1742	1743	1744	5 EFFT	A FGP	1 SAF	1 SAF	4 WORK	5 EFFT	1 SAF	5 EFFT	5 EFFT	1 SAF	1 SAF	1 SAF	1 SAF	1SAF	1 SAF	1 SAF	1 SAF	1 SAF	2 EFFIV	5 EFFT	3 EXP	4 WORK	4 WORK	1663	1846	1731	1809	1909	1661	1732	1748	1749	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1750	1742	1743	1744	5 EFFT	A FGP	1 SAF	1 SAF	4 WORK	5 EFFT	1 SAF	5 EFFT	5 EFFT	1 SAF	1 SAF	1 SAF	1 SAF	1SAF	1 SAF	1 SAF	1 SAF	1 SAF	2 EFFIV	5 EFFT	3 EXP	4 WORK	4 WORK	1663	1846	1731	1809	1909	1661	1732	1748	1749	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1750	1742	1743	1744	5 EFFT	A FGP	1 SAF	1 SAF	4 WORK	5 EFFT	1 SAF	5 EFFT	5 EFFT	1 SAF	1 SAF	1 SAF	1 SAF	1SAF	1 SAF	1 SAF	1 SAF	1 SAF	2 EFFIV	5 EFFT	3 EXP	4 WORK	4 WORK	19	19	17	17	14	14	12	10	10	9	9	9	9	7	7	7	7	6	6	6	5	4	2	








Since the last report  to Board:  The PPF proposal to add a risk in respect of the proposed industrial action by Junior doctors approved  by Board is reflected in its continued inclusion on the BAF. In response the PPF committee and Corporate Risk Committee have requested escalation of a new risk (Ulysses Ref:1909) in relation to the maintenance of clinical services and potential disruption arising from the threatened industrial action by Junior doctors .  A Risk Score reduction to 4x1 was proposed and ceffected when industrial action called off in December., however, the risk score increased when further action was announced in early January, but subsequently reduced to 12 reflecting the minimal impact of action on 12th January as a result of implementation of prior mitigation plans.  The Risk score of 4x5=20 was restored on consideration by GACA 22/01/2016.
GACA has proposed escalation of  Risk No: 1936 in respe ct of  women being transferred  out of the Trust and delivering elsewhere, due to Cot closures, failure of the system to limit post natal transfers in, an increase in the birth rate at LWH, an increase in the number of babies born at extremely preterm gestations and a reduced mortality rate for babies born at those gestations. This means that women with babies likely to need admission to a Neonatal Unit because of either prematurity or congenital malformation are transferred out as there is no capacity to deliver this at Liverpool Women's due to reduced availability of neonatal cots. The impact being Poor patient experience for transferred women, continued growth of the maternity service will not be possible without an expansion of neonatal capacity.
It is apparent from the risk history plots above that some risks do not evidence active management as their risk scores are static overtime , demonstrating that no effective mitigation has been implemented.  The Heat map graphic shows that there is  a wide gap between the current risk scores and the Board's stated appetite level.






BAF





			SA Ref			Strategic Aim 			Project Risks			Enablers			Executive Lead(s)																		Board/  Sub-Committee 																		Risk Level												Risk History			Key Controls/Mitigation Action			Assurance/Evidence			Board			Gaps in Control/
Assurance			Action                                        			Owner			Date for Completion


						A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 									Chief Executive Officer			Associate Director of Operations 			Medical Director						Director of Nursing and Midwifery			Director of Finance			Putting People First 			Finance Performance & Business Development			Audit 			Board of Directors			Governance & Clinical Assurance 			Future Generations Project Board			Initial			Current (with key controls implemented)			Rating			Target/Appetite												Assurance Level


			A			i)  In order to be clinically and financially sustainable the Trust will need to undertake major change over an extended time period (five years).
Risk: (1) Failure to communicate clearly and effectively during a period of significant changes.
(2) Failure to maintain a  focus on the operational delivery of services. 
(3) Failure to attract and retain high calibre clinicians and managers.
Cause: This level of change will produce a period of uncertainty and then radical change, this will be a significant plan to implement within the Trust capacity.
Effect: (1) Difficulty in retaining public and staff confidence in Trust services.
(2) Activity related to this subject may distract from day-to-day activity and therefore quality of services could reduce.
3) Staff choose to seek alternative employment and difficulties recruiting. 
Impact:
(1) Reputational damage.
(2) Failure to maintain quality standards and CQC compliance.
(3)  Inability to deliver PPF. 
Ulysses Ref:1846						Risk Management Strategy 			£																											£						£			5x5=25			5x5=25			25									• Board leadership internally and externally
• Executive Oversight
• Consistent and cohesive message from Board of Directors
• Board approval of strategic options business plan and stakeholder communication and engagement strategy
• Appointment of Project Director and Project Clinical Lead.
• Establishment of Future Generations Project Board                                                                                         
• Project Mandate for governance and risk arrangements.
•Communication and Engagement strategy agreed  and Head of Communication appointed
• Pro-active engagement in Healthy Liverpool Programme.
• Regular dialogue with Monitor & CQC and CCG.
• Support external consultants(PwC)
  			• November 2014- Business Plan
• December 2014  - Communications Plan
•  Board & CoG agendas to include monthly project updates.
• Staff survey / Pulse survey scoresas  reflection of staff engagement                                                                                                                            
• Minutes of Future Genrations Project Board
 • Regular dialogue with Monitor & CQC and CCG.
• Chair & CEO  activity update reports re networking and dialogues with external stakeholders.						Yes			Final version of Business Case - Dec '15

Public Consultation


			Director of Finance


Director of Human Resources			Dec 2015


TBA








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Risk History			Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


			1			1. To deliver SAFE services									Chief Executive Officer			Associate Director of Operations			Medical Director						Director of Nursing and Midwifery			Director of Finance			Putting People First			Finance Performance & Business Development			Audit			Board of Directors			Governance and Clinical Assurance						Initial			Current (with key controls implemented)			Rating			Target/Appetite												Assurance Level


			1			a)  To ensure appropriate and safe staffing levels are maintained                                                 
Risk:   Failure to have operational grip / effective utilisation of resource .                                                                                                                   Cause:  1) insufficient investment in clinical staffing to meet recommended staffing levels associated with Maternity Tariff 2) high sickness absence levels in midwifery workforce                                                               Effect: Risk to financial viability associated with additional investment in nurse/midwifery staffing. Inadequate numbers of staff available to deliver services                                                                          Impact: Potential risk to patient safety and experience; risk to continuity of service rating; potential breach of CQC licence conditions
Ulysses Ref: 1731.			
146
			Putting People First Strategy 															£																		£						5x4=20			5x4=20			20			Low (1-3)						•Staffing Policies 
•Escalation Policies
 •Daily Monitoring Activity and Acuity
 •Incident Reporting Policy and Process
 •Bank
 •Sickness and Absence Policy
 •Health and Well Being Policy
•Unify returns
•Monitoring Performance Data
• Fill rates			•Annual Staffing Review
• Staff Survey & Pulse Survey
•KPI's
 •Patient Survey
•Claims Litigation Incident PALS Report
• Monthly performance data (sickness)
•Nursing and Midwifery Board Minutes 08-04-14, (PPF Committee, 20-06-14, item 14/15/27)
• Leadership Programme Proposal  (PPF Committee, 20-06-14, item 14/15/16)
• Evidence on NHS Choices
• CQC inspection report; overall rating for Trust Good						Yes			• Dashboard to be produced and tabled at GACA each month- to include current staffing levels, sickness, maternity, emerging risk and areas of concern.
• Staff feed back from  Staff  survey & Pulse Survey to be considered at PPF,			• Director of Nursing and Midwifery			December, 2014


			1			b) To comply with  national standards for the safeguarding of children and adults 
Risk: Failure to ensure effective arrangements with partners to safeguard vulnerable adults and children
Cause: Lack of direction and control , systems and processes
Effect: Potential failure to prevent harm; damage to Trust reputation
Impact: May result in avoidable harm; may result in regulatory action; financial penalty; prosecution .
Ulysses Ref: 1732			
1841
1842
1843
1844			Quality Strategy

Safeguarding Strategy (draft)															£																		£						5x3=15			5x3=15			15			Low (1-3)						•Safeguarding Strategy
 •Policy
•Mandatory Training
• KPI's
• Partnership/Networking arrangements
• Safeguarding Board
•  Further interim support identified			•Peer review & associated action plan
• Audit (associated with Regulation 11)
• Contractual KPI's
• Annual Safeguarding Report.
• External Safeguarding Review report September 2014 and July 2015						Yes			•Safeguarding dashboard to be tabled to GACA each meeting to highlight progress against key recommendations and risks			• Director of Nursing and Midwifery			December, 2014


			1			c) To consider and appropriately respond to NICE guidance
Risk: Failure to comply may result in adverse public reaction, additional cost pressure or resources. Contractual obligation being compromised. 
Cause: Lack of robust, efficient and effective management system for decision 
Effect: Non-compliance or appropriate administration
Impact: Contractual failure, loss of revenue or service, breaches of safety and adverse public reaction (complaint).
Ulysses Ref: 1733.						Quality Strategy

Safeguarding Strategy (draft)									£																								£						4X3=12			4x3=12			12			Low (1-3)						• NICE guidance and clinical audit managed by Head of Dept.
• Software generates compliance reports
• Best Practice Policy
• Reports to Clinical Governance Committee			•New External NICE Guidance (June, 2014), (Clinical Governance Committee, 13-06-2014, Item 14/15/83 ... 11-07-2014, Item 14/15/117 … 12 --09-2014, Item, 14/15/133)
• Communication- LOTW						Yes			• Quarterly update to GACA- 1. NICE guidance in last 1/4. 2. Compliance performance. 3. Non-Compliance rationale and risk.			• Director of Nursing and Midwifery			 December, 2014


			1			d) To ensure lessons are learnt shared, and appropriate change enacted from the reporting and investigation of incidents locally and across the wider NHS Community.
Risk:  Risk of repeat and costly events, regulatory action, service interruption, poor staff and patient experience
Cause: Poor system and training for reporting, recording, and investigating incidents
Effect: Compromised safety and learning outcomes
Impact: Regulatory action, increased cost, poor quality outcomes.
Ulysses Ref: 1734			
154
902
1707
1597			Quality Strategy

Risk Management Strategy 															£																		£						4X4=16			4x3=12			12			Low (1-3)						•Clear Policies(incident and SUI) • 10 yr. look back
•Mandatory Training
•RCA training
•Data Base recording and reporting			NRLS
•Performance Reports to GACA
• Complaints, Litigation, Incidents & PALS (CLIP) Report. (GACA 28-08-2014, Item,14/15/68)
•Serious Untoward Incident Report. (GACA 28-08-2014, Item,14/15/69)
•  RCA training delivered September 2015
•  NW Quality and Safety Forum member
•  Quarterly SEE report

						Yes			• Gap analysis of current themes. • Evidence/ Assurance that there are no un-escalated incidents. •Formal process for review/assurance to be undertaken by clinical audit			• Director of Nursing and Midwifery			 December, 2014


			1			e) To ensure appropriate and robust systems of communication and action are in place to respond to 'safety product or equipment Safety Alerts'
Risk: Failure to ensure or respond in a timely manner to National Alerts
Cause: Inadequate systems or processes
Effect: Failure to communicate and enable actions to prevent harm
Impact: May result in avoidable harm to patients and results in regulatory action brought by CQC or HSE.
Ulysses Ref: 1735.			
			Risk Management Strategy 															£																		£						5X3=15 			 5x2=10			10			Low (1-3)						•Draft CAS policy
•Software system in place
•Cascade system in Place
•Training
• Performance Reports to Clinical Governance Committee			•NPSA Alerts. (Clinical Governance Committee,13-06-2014, Item 14/15/77)
•NPSA Alerts- Early identification of failure to act on Radiological Imaging Reports. (Clinical Governance Committee,13-06-2014, Item 14/15/78)
•CAS Report- (Clinical Governance Committee,13-06-2014, Item 14/15/83 & 11-07-2014, 14/15/07 )
•NPSA Compliance Update- (Audit Committee, 22-09-2014. Item 14/15/29)						None			• Clinical Audit & Internal audit re Medical devises compliance


			1			f) To ensure the development of an  Emergency Plan
Risk:  Failure to ensure the business continuity of the Trust 
Cause: Utilities, or Staff conditions creating major business interruption
Effect: Limited service provision
Impact: Compromised safety of service, financial loss.
Ulysses Ref: 1736.			
1571			Business Continuity Plan						£																											£						5x4=20			5x2=10			10			Low (1-3)						• Business Continuity Plan
•Major Incident Plan
• MRF Recovery Plan
• Guidance early warning weather Report
• Partnership/Local Authority/ Stakeholder working
• Fuel Plan
• Staff skills register
• HPA plan			• Weather precautions (gritting)
• Emergency Generator (monthly testing)
• Drought/Flood plans ( external agencies)
• Flu/Pandemic plans
• Emergency exercise with Partners
						None


			1			g) Transportation of adults and  neonates across the critical care network
Risk: Patient safety compromised by inadequate arrangements, pathways, protocols, systems and equipment required for the safe transportation of 'critical care' patients
Cause: Patients in 'critical care' require treatment outside the scope and expertise available at LWH
Effect: Vulnerable patients potentially exposed to journey hazards
Impact: Patient safety and experience could be compromised.
Ulysses Ref: 1737.						Risk Management Strategy 

Putting People First Strategy						£																											£						5x4=20			5x2=10			10			Low (1-3)						Transportation critical care neonates:
• Specialised cots for transport
• Dedicated specialised trained staff
•Policy and procedure for transportation
•Cot Bureau - patient allocated specific cot

Transportation of Adults - critical care:
•Critical care network standards
•Dedicated trained staff
•Transport Policy
•Education training/support from networks
•Escalation Policy
•External KPI's
			•Compliance with CRG specification NNTS
•External KPI's- reported to NNW and CMNN									• Seek  patient's and clinician's feedback on the handling of transfers


			1			h) Maintaining appropriate Regulatory  Registration and Compliance/ Building relationships with Regulatory Agencies
Risk: Insufficient robust processes and management systems that provide regulatory compliance performance and assurance. 
Cause: Failure to provide evidence and assurance to regulatory agencies
Effect: Enforcement action, prosecution, financial penalties, image and reputational damage Description 
Impact: loss of commissioners/patient confidence in provision of services.
Ulysses Ref: 1739.						Business Continuity Plan    Risk Management Strategy    Putting People First Strategy    Quality Strategy 															£																		£						5x4=20			5x2=10			10			Low (1-3)						• Monitor meetings 
• CQC engagement meetings			• Application to revise Trust's registation submitted to CQC.
• Until the revised registration  application is implemented; any requirement for the application of short term emergency holding powers under section 5 of the Mental Health Act will require the patient to be transferred to an alternative local provider unless this compromises patient safety.
• SLA with Mersey Care Trust submitted to CQC, policy approved for administration of Mental Health Act, training actioned for key personnel
• CQC inspection report 2015; overall rating good.  No restrictions placed on the Trust						Yes			 CQC registration to include detention of persons under Mental Health Act.


			1			i) To develop and support a comprehensive Clinical Audit provision
Risk: Failure to meet Statutory and Mandatory requirements, CPD for Clinicians
Cause: Lack of robust planning and monitoring, training and support
Effect: Breach of Statutory targets, failure of Trust to learn from clinical audit results
Impact: Potential action by CQC, image and reputation damage.
Ulysses Ref: 1738.
						Risk Management Strategy 									£																								£						4x3=12			3x3=9			9			Low (1-3)						•Forward Plan
• Annual Report
•Audits prioritised: Statutory, Mandatory and CPD
• Performance KPI's
			• Clinical Audit Forward Plan 2014/14- What are the Trust's plans for clinical audit? (GACAC 14-06-2014, Item, 14/15/44)
•Research and Development Annual Report 2013/14- What were the issues and achievements during the year? (GACAC 14-06-2014, Item, 14/15/41)
•Internal Audit (Baker Tilly)
						Yes			• No evidence/assurances re-outcomes from clinical audit • Evidence required to show 'learning' from clinical audit 			• Director of Nursing and Midwifery			December, 2014


			1			j) Lack of robust systems and processes for the direction and control of Pharmacy and Medicine Management
Risk: Failure to maintain, update or review policy and guidance in a timely fashion  
Cause: Staff shortages and change in leadership  and arrangement with partner organisation
Effect: Significant amount of policy and guidance is past review date
Impact: Potential for safety to be compromised, staff not following best practice.
Ulysses Ref: 1740.
						Risk Management Strategy 						£																											£						4x3=12			4x3=12			12			Low (1-3)						• Training
• CPD
• Appraisal
• Medicines Management Committee			• Medicines Management  Report -CQG Comm


			1			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Cause: Patient, Public and stakeholders expectations and the financial cost of maintaining current facilities is  not sustainable
Effect: The Trust's image and reputation is damaged. Our service offer is less attractive to commissioners
Impact: Loss of Business and revenue, loss of confidence  in the Trust's ability to meet the needs of patients
Ulysses Ref: 1809.						Risk Management Strategy 															£															£									5x4=20			5x4=20			20			Low (1-3)						•Future Generation Project established
• Links to Stakeholders & Commissioners
• Project Board / Plans
 • Monitoring of related care & service delivery  issues via CGC and GACA.
			• Board Papers / Updates Jan2014/ January 2015
• Project mandate
• Bi-monthly reports to Exec Committee.
.						No


			1			l) Isolated Site of LWH
Risk: Women are transferred out of Liverpool Women's for delivery elsewhere 
Cause:  Cot closures, failure of the system to limit post natal transfers in, an increase in the birth rate at LWH, an increase in the number of babies born at extremely preterm gestations and a reduced mortality rate for babies born at those gestations.
Effect: Women with babies likely to need admission to a Neonatal Unit because of either prematurity or congenital malformation are transferred out as there is no capacity to deliver this at Liverpool Women's due to reduced availability of neonatal cots.
Impact: Poor patient experience for transferred women, continued growth of the maternity service will not be possible without an expansion of neonatal capacity.
Ulysses Ref: 1936.						Risk Management Strategy 						£																								£									5x3=15			4x3=12			12			Low (1-3)


			1			J) Neonatal Transfer Team
Risk: Patient safety risk arising from lack of capacity to transfer babies whilst the neonatal team are operating a ‘Park and Ride’ service at Alder Hey
Cause:  Lack of cot capacity to accept urgent transfers of babies requiring surgical care at Alder Hey Hospital requires transport team to remain with babies on this site to provide direct care during treatment and until the baby is stabilised
Lack of second transport team to support retrieval/transfer of babies from other units whilst ‘Park and Ride’ service is in operation
Effect: Inability to maintain service delivery, no official transfer of care of babies to clinicians at Alder Hey
Impact: Moderate to severe harm to patients.
Ulysses Ref: To Be Confirmed						Risk Management Strategy 						£																								£									4x4=16			4x4=16			16			Low (1-3)








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Risk History			Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						2. To participate in high quality research and to deliver the most effective outcomes									Chief Executive Officer			Associate Director of Operations			Medical Director						Director of Nursing & Midwifery			Director of Finance			Putting People First			Finance Performance & Business Development			Audit			Board of Directors			Governance and Clinical Assurance						Initial			Current (with key controls implemented)			Rating			Target/Appetite						 						Assurance Level


			2			a) Research adds value, and enhances services and reputation of the Trust 
Risk: Research is not linked to strategic aims
Cause: Research work plan potentially insular and not connected to quality improvement of service provision 
Effect: Research fails to contribute to the work of LWH
Impact: The cost of research function fails to yield measurable effective outcomes.
Ulysses Ref: 1741.
						Risk Management Strategy 									£																								£						4x3=12			3x3=9			9			Mod (4-6)						• Regular reports to Clinical Governance Committee
			• R&D Governance Report CGC  Nov 2014
• BT R+D  Internal Audit Report








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Ridsk History			Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						3. To deliver the best possible experience for patients and staff									Chief Executive Officer			Associate Director of Operations			Medical Director						Director of Nursing &Midwifery			Director of Finance			Putting People First			Finance Performance & Business Development			Audit			Board of Directors			Governance and Clinical Assurance 						Initial			Current (with key controls implemented)			Rating			Target/Appetite												Assurance Level


			3			a) To meet and where possible exceed patient  expectations.
Risk:  Failure to effectively engage and learn from patient, internal and external stakeholders to inform service development, corporate aims and annual plan .
Cause:  Inadequate system & processes and structure; capacity and capability.
Effect: Failure to learn & improve the quality of  service and experience.
Impact: Poor quality services leading to  loss of income/activity; reputational damage; patient harm; turnover.
Ulysses Ref: 1742.						Putting People First Strategy 

Quality Strategy

Membership Strategy
 															£																		£						4x4=16			4x2=8			8			Low (1-3)						• Family and Friends Report
• Pt Stories to Board • Healthwatch /Stakeholders engagement 
• Complaints and Compliments Report 			•Patient & Staff Surveys• CLIP Report• Pt Stories to Board • Healthwatch /Stakeholders engagement 
• Annual Complaints Report
• SI Report
• Performance Monitoring
• Nursing & Midwifery Indicators
• Compassionate Conversation- (PPFC, 20-06-2014, Item 14/15/14)
• Equality and Human Rights Committee minutes - (PPFC, 20-06-2014, Item 14/15/26)
• Family & Friends Tests
• Safety Thermometer
• Patient Engagement Strategy
• CQC inspection report; rating good for experience 						None








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead(s)																		Board Sub-Committee 																		Risk Level												Risk History			Key Controls/Mitigation Action			Assurance/Evidence			Board			Gaps in Control/
Assurance			Action                                        			Owner			Date for Completion


						4. To develop a well led, capable, motivated and entrepreneurial workforce									Chief Executive Officer			Associate Director of Operations 			Medical Director						Director of Nursing and Midwifery			Director of Finance			Putting People First 			Finance Performance & Business Development			Audit 			Board of Directors			Governance & Clinical Assurance 						Initial			Current (with key controls implemented)			Rating			Target/Appetite												Assurance Level


			4			a)  A competent and capable workforce: To support workers to deliver safe care by ensuring that all staff are clear about their role, objectives and performance, and have the opportunity to have their competencies and knowledge regularly updated
Risk: Potential risk of harm to patients and damage to Trust’s reputation as a result of failure to have staff with the capability and capacity to deliver the best care 
Cause: Lack of time, inefficient processes or insufficient prioritisation by managers.
Effect: Employees not competent or equipped to ensure patient safety and  maintenance of the organisational reputation 
Impact: May result in unsafe care to patients, insufficient improvements in quality and breach of CQC conditions of registration resulting in regulatory action.
Ulysses Ref: 1743.			
1707
			Putting People First Strategy																					£																		5x2=10			5x2=10			10			Mod (4-6)						•Clear Policies
•Metrics(KPI's)
• Performance Monitoring
•Training Regime
•Local OLM reports
• Induction
 •All Staff aware of role and accountabilities			•Monthly Performance Report (Ops Board/Board of Directors)
• Internal  audit report (PPF and Audit Committee)
• Annual Staff Survey (PPF Committee 20-06-14, item 14/15/10)
• Health and Well Being Strategy (PPF Committee 20-06-14, item 14/15/11)
•Education Governance Committee minutes (PPF Committee 20-06-14, item 14/15/24)
						Yes			Deep dive into service 'Right person/ right place / right time tested at Putting People First

PPF Committee agreed that an in-depth reviewof Mandatory  Training be undertaken in order to provide assurancefollowing concerns re: lackof assurance from KPI report and reported to PPF at next meeting			Director of HR



Director of HR			01/11/2014



April 2015


			4			b) An engaged, motivated and effective workforce: To deliver the Trust's vision of being a leading provider of healthcare to women, babies and their families through a highly engaged, motivated and effective workforce
Risk: staff are not engaged, motivated and aligned to the vision and values of the Trust resulting  in poor patient experience and health outcomes , poor reputation and impact on the Trust’s ability to recruit and retain the best.
Cause: Lack of time, inefficient processes or insufficient priority assigned by management.
Effect: Trust fails to become the provider and employer of choice for patient, commissioners, and employees 
Impact: impact on Trust's ability to recruit and retain the best, and on the Trust's ability to achieve its strategic vision.
Ulysses Ref: 1744.						Putting People First Strategy																					£																		4x4=16			4x2=8			8			Mod (4-6)						• Appraisal  policy, paperwork and systems for delivery and  recording are in place for medical and non-medical staff
• Consultant appraisal linked to Revalidation process
• Managers clear about  their responsibility to undertake annual appraisals with their team
• Pay progression linked to appraisal and mandatory training compliance.
• Appraisal guides available for Managers and employees
• Monthly reporting at Departmental/ Divisional and organisation wide level via Performance Report.
• Targeted intervention for areas identified as under-=performing
• Training programme available for managers
• All new starters complete mandatory training Inc.  PDR training as part of corporate induction ensuring awareness of their responsibilities. 
• Consultant revalidation requires mandatory training compliance
• Extensive mandatory training programme available via classes,  online resources and study days
• Monitored at Education Governance Committee.			• CQC  visit of April 2014 identified improvement in appraisal rates and recorded compliance with 'Supporting workers' -  outcome 14.
• Pay progression policy recently implemented. Impact of policy will not be evaluated until 2015-16
• Increase in managers attending training programme
• Annual internal audit of policy by Trust's audit partners. Due to report Q3 2014-15,
•  Review by Trust's audit partners showed that system and processes used are effective if applied consistently across the Trust.
•Compliance with GMC Revalidation requirements
• Monthly performance report for June 2014 identifies organisational compliance at 84% for mandatory training. Areas identified requiring intervention Imaging & Maternity.						Yes			Review contract and JD templates to ensure they accurately articulate managers' responsibilities with respect to appraisal and mandatory training compliance for their team members.
Complete OLM project in accordance with agreed timescales
Expedite roll out and promotion of e-learning
Evaluate impact of pay progression policy.
Develop project plan to implement Self Service			Director of HR

			30/11/2014





31/12/2014

31/12/2014



31/03/2015


			4			c) To maintain delivery of clinical services
Risk: Insufficient Junior Doctors or disruption to care/the environment in which care is given resulting in harm to patients, damage to organisational reputation and impact upon income and achievement of access targets.
Cause: Industrial action by Junior Doctors
Effect: Trust is unable to deliver clinical services.
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1909.						Putting People First Strategy																					£																		4x3=12			4x5=20			20			Mod (4-6)						• Pro-formas sent to CD's to assess impact of industrial action on clinical activity and to make contingency arrangements.  
• Pro-forma sent to junior and Trust grade doctors re "intentions".  
• December talks with ACAS - planned action called off.
January 2016: Negotiations stall, action proposed for 12th Jan  08.00 - 13th Jan 08.00, 26th Jan 08.00- 28th Jan 08.00  and 10th Feb 08.00-17.00.			January 2016:
Meeting arranged for 8/1/16 with CD's and Heads od Service to ensure all plans in place.  Discussed at SMT 6/1/16.  Pro-forma re service provisison sent to all CD's 5/1/16 for completion. 
Mitigation Actions for  Junior Doctor strike 12-13th February effective and no directly related incidents reported in that period.
									Meeting planned for 23/11/15 with MD, GM, HR, Director of Op's to discuss contingency plans further.
January 2016: Discussed at SMT 6/1/16, planning commenced with Heads of Op's and Heads of Nursing/Midwifery and Clinical Directors.  To be discussed at Exec Team 7/1/16 and a further meeting with CD's being arranged for 8/1/16 to ensure all plans in place.			Director of HR			1/8/16








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Risk History			Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						5. To be ambitious and efficient and make the best use of available resources									Chief Executive Officer			Associate Director of Operations			Medical Director						Director of Nursing and Midwifery			Director of Finance			Putting People First			Finance Performance & Business			Audit 			Board of Directors			Governance and Clinical Assurance						Initial			Current (with key controls implemented)			Rating			Target/Appetite												Assurance Level


			5			a)To deliver the financial plan for 2015/16
Risk: The Trust does not deliver its financial plan or achieve the planned continuity of services ratio of 3 in 2015/16.
Cause:  Failure to deliver against the agreed budgets. Additional investment in staffing agreed by the Trust Board.
Effect: Non delivery of financial plan and continuity of service metrics, reduction in available cash.
 Impact: Invocation of Monitor sanctions.
Ulysses Ref: 1661.						Risk Management Strategy																		£						£															5x5=25			3x4=12			12			Mod (4-6)						• Zero based budget methodology adopted                                                                                    • Voluntary turnaround process adopted to identify robust CIP schemes                                                                                                                                                                                                                                                                            • FPBD & Board approval of budgets                                                                                                     • Sign off of budgets by accountable officers                                                       • Monthly reporting to all budget holders with variance analysis                                                                       • Monthly reporting to FPBD & Trust Board                              • Monthly reporting to Monitor                                    Sucessful application for distress funding                                                        			• 2015/16 plan approved by Trust Board  in April 2015
• Performance  & Finance Report presented monthly to FPBD
• Finance & CIP achievement reported monthly to FPBD, Executive Team and Operational Board 
• Monthly budget holder meetings
• Monthly reports to monitor 
• Internal audit review of budgetary controls
   Provision of information for a Monitor investigation and attendance at investigatory meeting                       						None 						Director of Finance


			5			b) To deliver the financial plan for 2016/17 and beyond ensuring long term financial sustainability is achieved
Risk:  The Trust is not financially sustainable from 2015/16
Cause: Tariff insufficiency, commissioner intentions, CNST premiums and liabilities, non delivery of CIP
Effect: Lack of financial stability and ability to fund services, insolvency and Trust unable to deliver services
Impact: Invocation of Monitor sanctions- special measures.
Ulysses Ref: 1663.			
1381			Risk management Strategy																		£						£															5x5=25			5x5=25			25			Mod (4-6)						• 5 year financial model produced giving early indication of issues                                                                                             • Advisors with relevant experience (PWC) engaged early to review strategic options                                                                                                                                                                                                                                                                                          • Early and continuing dialogue with Monitor                                                                                                                                                                                                                                              • Active engagement with CCG's through the Healthy Liverpool Programme                                                            • Final Business Case to Trust Board in Dec 15                                                                                                 • Clinical engagement through regular reporting to Future Generations Board			• 5yr plan presented to Board, June, 2014                  •  Business Case, November, 2014
Final business case, December 15                             CCG to lead a further options appraisal						Yes			CCG options appraisal			Director of Finance			Jun-16


			5			c)To take forward plans to develop services nationally and internationally
Risk:  Non-delivery of the expected return from expansion investment    
Cause:  Demand less than expected   
Effect: Loss of potential revenue  
 Impact: Costs could exceed income of the project adding additional pressure to the financial position of the Trust.
Ulysses Ref: 1748.						Risk Management Strategy																		£						£															4x4=16			4x4=16			16			Mod (4-6)						• Detailed project plan in place                                                  •  Experienced manager appointed to lead expansion                                                                                                           • Key clinical staff identified to implement plan
•Legal agreements completed                                   
• Experienced advisors engaged (e.g. Pinsent Mason)
•Capital planned for all projects and ITFF funding in place			• Business Case for expansion approved by Trust Board in December 2013
• Legal contracts reviewed by FPBD
• Quarterly update to FPBD from October 2014 onwards						None 


			5			d) Fail to achieve benefits from the IT Strategy
Risk: Failure to successfully deliver the IM&T Strategy
Cause: Poor programme management controls
Effect: Programme running over budget, out of scope, late or non delivery of stated benefits realisation
Impact: Trust being non compliant with national initiatives, data collection requirements or financial compliance.                                                                                                                                                                                                                                                                                                                                     
Ulysses Ref: 1750.                			
902

			IM&T Strategy																		£						£															4x4=16			4x4=16			16			Mod (4-6)						• IM&T Business case
• Capital Reporting  Plan in place
• Project Management Office in place
• Project Plan established
• Programme Board in place and meeting regularly
• Regular reports to FPBD
• Robust business continuity plan in place
• Supplier contracts
• Replicated data centres
• Disaster recovery plans
• System Training
• Doing IT Right Strategy
• IM&T policies
• Data Protection Policy
• Data Quality Policy
• Structured change control in line with ITIL

			• IM&T business case approved (TB) • Programme Board in place, minutes available
• Quarterly FPBD reports
Delay to implementation of electronic patient record, remedial actions agreed but implementation delayed to July 16


						None 


			5			e)   To develop a sustainable Genomic Centre                                                                                Risk: Potential loss of service following re-commissioning of genetics nationally - unsuccessful tender service cost                                                                                                                           Cause: Relatively small unit                                                                                    Effect: Loss of service and financial contribution of £1.5m per-p.a.                                                                             Impact: Loss of genetics service through failure to engage appropriately in the future model of genetics service provision in Liverpool / North West .
 Ulysses Ref: 1749.                						Risk Management Strategy 																		£						£															4x4=16			4x4=16			16			Mod (4-6)						• External  Engagement through the Liverpool Health Partners
• Genetics strategy group in place
• Significant engagement with NHS England through national lead
• Sucessful 100,000 gemone bid 			• Sucessful submission of tender to NHS England 100,000 genome project
						Yes			• Tender date for genomic hub yet to be confirmed. To be kept under review			Associate Director of Operations			TBC by NHS Genomics
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Matrix


															Likelihood


												Severity of Incident			Remote 1			Unlikely 2			Possible 3			Likely 4			Almost Certain 5


												Insignificant 1			1			2			3			4			5


												Minor 2			2			4			6			8			10


												Moderate 3			3			6			9			12			15


												Major 4			4			8			12			16			20


												ECatastrophic 5			5			10			15			20			25


												See Risk Management Strategy for further information 





			SA Ref			Descriptor			Number															Descriptor			Low			Minor			Moderate			Extreme			Total


			A			To deliver Liverpool Women's Hospital strategic intention 			1												A			To deliver Liverpool Women's Hospital strategic intention 			0			0			0			1			1


			1			To deliver SAFE services			14												1			To deliver SAFE services			0			0			9			4			13


			2			To participate in high quality research and to deliver the most effective outcomes			1												2			To participate in high quality research and to deliver the most effective outcomes			0			0			1			0			1


			3			To deliver the best possible experience for patients and staff			1												3			To deliver the best possible experience for patients and staff			0			0			1			0			1


			4			To develop a well led, capable, motivated and entrepreneurial workforce			3												4			To develop a well led, capable, motivated and entrepreneurial workforce			0			0			2			1			3


			5			To be ambitious and efficient and make the best use of available resources			5												5			To be ambitious and efficient and make the best use of available resources			0			0			1			4			5


						Total			25															TOTAL			0			0			14			10			24





						0			Low


						0			Minor


						14			Moderate


						10			Extreme


						24			Total





Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	14	10	


Risk Profile by Strategic Aim


Low	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Minor	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Moderate	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	9	1	1	2	1	Extreme	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	1	4	0	0	1	4	Strategic Aims





No. Principal Risks





BAF Summary Sheet


									ERROR:#REF!			ERROR:#REF!			ERROR:#REF!


									ERROR:#REF!			ERROR:#REF!			ERROR:#REF!





			0			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			A			A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 			i)  In order to be clinically and financially sustainable the Trust will need to undertake major change over an extended time period (five years).
Risk: (1) Failure to communicate clearly and effectively during a period of significant changes.
(2) Failure to maintain a  focus on the operational delivery of services. 
(3) Failure to attract and retain high calibre clinicians and managers.
Ulysses Ref: 1846.			5x5=25			5x5=25			25


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			1			To deliver SAFE services			a)  To ensure appropriate and safe staffing levels are maintained                                                 
Risk:   Failure to have operational grip / effective utilisation of resource . 
Ulysses Ref: 1731.             			5x4=20			5x4=20			20			Low (1-3)


			1			To deliver SAFE services			b) To comply with  national standards for the safeguarding of children and adults 
Risk: Failure to ensure effective arrangements with partners to safeguard vulnerable adults and children.
Ulysses Ref: 1732			5x3=15			5x3=15			15			Low (1-3)


			1			To deliver SAFE services			c) To consider and appropriately respond to NICE guidance
Risk: Failure to comply may result in adverse public reaction, additional cost pressure or resources. Contractual obligation being compromised. 
Ulysses Ref: 1733			4X3=12			4x3=12			12			Low (1-3)


			1			To deliver SAFE services			d) To ensure lessons are learnt shared, and appropriate change enacted from the reporting and investigation of incidents locally and across the wider NHS Community.
Risk:  Risk of repeat and costly events, regulatory action, service interruption, poor staff and patient experience
Ulysses Ref: 1734			4X4=16			4x3=12			12			Low (1-3)


			1			To deliver SAFE services			e) To ensure appropriate and robust systems of communication and action are in place to respond to 'safety product or equipment Safety Alerts'
Risk: Failure to ensure or respond in a timely manner to National Alerts.
Ulysses Ref: 1735			5X3=15 			 5x2=10			10			Low (1-3)


			1			To deliver SAFE services			f) To ensure the development of an  Emergency Plan
Risk:  Failure to ensure the business continuity of the Trust
Ulysses Ref: 1736.			5x4=20			5x2=10			10			Low (1-3)


			1			To deliver SAFE services			g) Transportation of adults and  neonates across the critical care network
Risk: Patient safety compromised by inadequate arrangements, pathways, protocols, systems and equipment required for the safe transportation of 'critical care' patients.
Ulysses Ref: 1737.			5x4=20			5x2=10			10			Low (1-3)


			1			To deliver SAFE services			h) Maintaining appropriate Regulatory  Registration and Compliance/ Building relationships with Regulatory Agencies
Risk: Insufficient robust processes and management systems that provide regulatory compliance performance and assurance. 
Ulysses Ref: 1739.			5x4=20			5x2=10			10			Low (1-3)


			1			To deliver SAFE services			i) To develop and support a comprehensive Clinical Audit provision
Risk: Failure to meet Statutory and Mandatory requirements, CPD for Clinicians.
Ulysses Ref: 1738.			4x3=12			3x3=9			9			Low (1-3)


			1			To deliver SAFE services			j) Lack of robust systems and processes for the direction and control of Pharmacy and Medicine Management
Risk: Failure to maintain, update or review policy and guidance in a timely fashion .
Ulysses Ref: 1740			4x3=12			4x3=12			12			Low (1-3)


			1			To deliver SAFE services			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Ulysses Ref: 1809.			5x4=20			5x4=20			20			Low (1-3)


			1			To deliver SAFE services			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Ulysses Ref: 1936.			5x3=15			4x3=12			12			Low (1-3)


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			2			To participate in high quality research and to deliver the most effective outcomes			a) Research adds value, and enhances services and reputation of the Trust 
Risk: Research is not linked to strategic aims.
Ulysses Ref: 1741			4x3=12			3x3=9			9			Mod (4-6)


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			3			To deliver the best possible experience for patients and staff			a) To meet and where possible exceed patient  expectations                                        Risk:  Failure to effectively engage and learn from patient, internal and external stakeholders to inform service development, corporate aims and annual plan.
Ulysses Ref: 1742			4x4=16			4x2=8			8			Low (1-3)


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			4			To develop a well led, capable, motivated and entrepreneurial workforce			a)  A competent and capable workforce: To support workers to deliver safe care by ensuring that all staff are clear about their role, objectives and performance, and have the opportunity to have their competencies and knowledge regularly updated
Risk: Potential risk of harm to patients and damage to Trust’s reputation as a result of failure to have staff with the capability and capacity to deliver the best care .
Ulysses Ref: 1743.			5x2=10			5x2=10			10			Mod (4-6)


			4			To develop a well led, capable, motivated and entrepreneurial workforce			b) An engaged, motivated and effective workforce: To deliver the Trust's vision of being a leading provider of healthcare to women, babies and their families through a highly engaged, motivated and effective workforce
Risk: staff are not engaged, motivated and aligned to the vision and values of the Trust resulting  in poor patient experience and health outcomes , poor reputation and impact on the Trust’s ability to recruit and retain the best.
Ulysses Ref: 1744.			4x4=16			4x2=8			8			Mod (4-6)


			4			To develop a well led, capable, motivated and entrepreneurial workforce			c) To maintain delivery of clinical services
Risk: Insufficient Junior Doctors or disruption to care/the environment in which care is given resulting in harm to patients, damage to organisational reputation and impact upon income and achievement of access targets.
Cause: Industrial action by Junior Doctors
Effect: Trust is unable to deliver clinical services.
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1909.			4x3=12			4x5=20			20			Mod (4-6)


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			5			To be ambitious and efficient and make the best use of available resources			a)To deliver the financial plan for 2015/16
Risk: The Trust does not deliver its financial plan or achieve the planned continuity of services ratio of 3 in 2015/16.
Ulysses Ref: 1661.			5x5=25			3x4=12			12			Mod (4-6)


			5			To be ambitious and efficient and make the best use of available resources			b) To deliver the financial plan for 2016/17 and beyond ensuring long term financial sustainability is achieved
Risk:  The Trust is not financially sustainable from 2016/17.
Ulysses Ref: 1663.			5x5=25			5x5=25			25			Mod (4-6)


			5			To be ambitious and efficient and make the best use of available resources			c)To take forward plans to develop services nationally and internationally
Risk:  Non-delivery of the expected return from expansion plans
Ulysses Ref: 1748.			4x4=16			4x4=16			16			Mod (4-6)


			5			To be ambitious and efficient and make the best use of available resources			d) Fail to achieve benefits from the IT Strategy
Risk: Failure to successfully deliver the IM&T Strategy.
Ulysses Ref: 1750.			4x4=16			4x4=16			16			Mod (4-6)


			5			To be ambitious and efficient and make the best use of available resources			e)   To develop a sustainable Genomic Centre                                                                                Risk: Potential loss of service following re-commissioning of genetics nationally - unsuccessful tender service cost.
Ulysses Ref: 1749.			4x4=16			4x4=16			16			Mod (4-6)
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Risk Profile by Strategic Aim


Low	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Minor	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Moderate	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	9	1	1	2	1	Extreme	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	1	4	0	0	1	4	


Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	14	10	





BAF History Sheet


			A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 																																																						History chart(s)


			Risk No.			Risk 			Initial Score			Target Score			Target Gap			Jan-15			Feb-15			Mar-15			Apr-15			May-15			Jun-15			Jul-15			Aug-15			Sep-15			Oct-15			Nov-15			Dec-15			Jan-16


			1846			i)  In order to be clinically and financially sustainable the Trust will need to undertake major change over an extended time period (five years).
Risk: (1) Failure to communicate clearly and effectively during a period of significant changes.
(2) Failure to maintain a  focus on the operational delivery of services. 
(3) Failure to attract and retain high calibre clinicians and managers.
Cause: This level of change will produce a period of uncertainty and then radical change, this will be a significant plan to implement within the Trust capacity.
Effect: (1) Difficulty in retaining public and staff confidence in Trust services.
(2) Activity related to this subject may distract from day-to-day activity and therefore quality of services could reduce.
3) Staff choose to seek alternative employment and difficulties recruiting. 
Impact:
(1) Reputational damage.
(2) Failure to maintain quality standards and CQC compliance.
(3)  Inability to deliver PPF. 
Ulysses Ref:1846			25			6			19			25			25			25			25			25			25			25			25			25			25			25			25			25


			1873						12			6																											12			12


			1874						12			6																											12			12


			1875						12			6																											12			12


			1. To deliver SAFE services																																																						History chart(s)


			Risk No.			Risk 			Initial Score			Target Score			Target Gap			Jan-15			Feb-15			Mar-15			Apr-15			May-15			Jun-15			Jul-15			Aug-15			Sep-15			Oct-15			Nov-15			Dec-15			Jan-16


			1731			a)  To ensure appropriate and safe staffing levels are maintained                                                 
Risk:   Failure to have operational grip / effective utilisation of resource .                                                                                                                   Cause:  1) insufficient investment in clinical staffing to meet recommended staffing levels associated with Maternity Tariff 2) high sickness absence levels in midwifery workforce                                                               Effect: Risk to financial viability associated with additional investment in nurse/midwifery staffing. Inadequate numbers of staff available to deliver services                                                                          Impact: Potential risk to patient safety and experience; risk to continuity of service rating; potential breach of CQC licence conditions
Ulysses Ref: 1731.			20			3			17			15			15			15			20			20			20			20			20			20			20			20			20			20


			1732			b) To comply with  national standards for the safeguarding of children and adults 
Risk: Failure to ensure effective arrangements with partners to safeguard vulnerable adults and children
Cause: Lack of direction and control , systems and processes
Effect: Potential failure to prevent harm; damage to Trust reputation
Impact: May result in avoidable harm; may result in regulatory action; financial penalty; prosecution .
Ulysses Ref: 1732			15			3			12			20			20			20			20			20			20			20			20			20			15			15			15			15


			1733			c) To consider and appropriately respond to NICE guidance
Risk: Failure to comply may result in adverse public reaction, additional cost pressure or resources. Contractual obligation being compromised. 
Cause: Lack of robust, efficient and effective management system for decision 
Effect: Non-compliance or appropriate administration
Impact: Contractual failure, loss of revenue or service, breaches of safety and adverse public reaction (complaint).
Ulysses Ref: 1733.			12			3			9			12			12			12			12			12			12			12			12			12			12			12			12			12


			1734			d) To ensure lessons are learnt shared, and appropriate change enacted from the reporting and investigation of incidents locally and across the wider NHS Community.
Risk:  Risk of repeat and costly events, regulatory action, service interruption, poor staff and patient experience
Cause: Poor system and training for reporting, recording, and investigating incidents
Effect: Compromised safety and learning outcomes
Impact: Regulatory action, increased cost, poor quality outcomes.
Ulysses Ref: 1734			16			3			9			8			8			8			8			12			12			12			12			12			12			12			12			12


			1735			e) To ensure appropriate and robust systems of communication and action are in place to respond to 'safety product or equipment Safety Alerts'
Risk: Failure to ensure or respond in a timely manner to National Alerts
Cause: Inadequate systems or processes
Effect: Failure to communicate and enable actions to prevent harm
Impact: May result in avoidable harm to patients and results in regulatory action brought by CQC or HSE.
Ulysses Ref: 1735.			15			3			7			10			10			10			10			10			10			10			10			10			10			10			10			10


			1736			f) To ensure the development of an  Emergency Plan
Risk:  Failure to ensure the business continuity of the Trust 
Cause: Utilities, or Staff conditions creating major business interruption
Effect: Limited service provision
Impact: Compromised safety of service, financial loss.
Ulysses Ref: 1736.			20			3			7			10			10			10			10			10			10			10			10			10			10			10			10			10


			1737			g) Transportation of adults and  neonates across the critical care network
Risk: Patient safety compromised by inadequate arrangements, pathways, protocols, systems and equipment required for the safe transportation of 'critical care' patients
Cause: Patients in 'critical care' require treatment outside the scope and expertise available at LWH
Effect: Vulnerable patients potentially exposed to journey hazards
Impact: Patient safety and experience could be compromised.
Ulysses Ref: 1737.			20			3			7			10			10			10			10			10			10			10			10			10			10			10			10			10


			1739			h) Maintaining appropriate Regulatory  Registration and Compliance/ Building relationships with Regulatory Agencies
Risk: Insufficient robust processes and management systems that provide regulatory compliance performance and assurance. 
Cause: Failure to provide evidence and assurance to regulatory agencies
Effect: Enforcement action, prosecution, financial penalties, image and reputational damage Description 
Impact: loss of commissioners/patient confidence in provision of services.
Ulysses Ref: 1739.			20			3			7			10			10			10			10			10			10			10			10			10			10			10			10			10


			1738			i) To develop and support a comprehensive Clinical Audit provision
Risk: Failure to meet Statutory and Mandatory requirements, CPD for Clinicians
Cause: Lack of robust planning and monitoring, training and support
Effect: Breach of Statutory targets, failure of Trust to learn from clinical audit results
Impact: Potential action by CQC, image and reputation damage.
Ulysses Ref: 1738.
			12			3			6			9			9			9			9			9			9			9			9			9			9			9			9			9


			1740			j) Lack of robust systems and processes for the direction and control of Pharmacy and Medicine Management
Risk: Failure to maintain, update or review policy and guidance in a timely fashion  
Cause: Staff shortages and change in leadership  and arrangement with partner organisation
Effect: Significant amount of policy and guidance is past review date
Impact: Potential for safety to be compromised, staff not following best practice.
Ulysses Ref: 1740.
			12			3			9			12			12			12			12			12			12			12			12			12			12			12			12			12


			1809			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Cause: Patient, Public and stakeholders expectations and the financial cost of maintaining current facilities is  not sustainable
Effect: The Trust's image and reputation is damaged. Our service offer is less attractive to commissioners
Impact: Loss of Business and revenue, loss of confidence  in the Trust's ability to meet the needs of patients
Ulysses Ref: 1809.			20			3			17			20			20			20			20			20			20			20			20			20			20			20			20			20


			1936			l) Isolated Site of LWH
Risk: Women are transferred out of Liverpool Women's for delivery elsewhere 
Cause:  Cot closures, failure of the system to limit post natal transfers in, an increase in the birth rate at LWH, an increase in the number of babies born at extremely preterm gestations and a reduced mortality rate for babies born at those gestations.
Effect: Women with babies likely to need admission to a Neonatal Unit because of either prematurity or congenital malformation are transferred out as there is no capacity to deliver this at Liverpool Women's due to reduced availability of neonatal cots.
Impact: Poor patient experience for transferred women, continued growth of the maternity service will not be possible without an expansion of neonatal capacity.
Ulysses Ref: 1936.			12			3			9																																							12


			2. To participate in high quality research and to deliver the most effective outcomes																																																						History chart(s)


			Risk No.			Risk 			Initial Score			Target Score			Target Gap			Jan-15			Feb-15			Mar-15			Apr-15			May-15			Jun-15			Jul-15			Aug-15			Sep-15			Oct-15			Nov-15			Dec-15			Jan-16


			1741			a) Research adds value, and enhances services and reputation of the Trust 
Risk: Research is not linked to strategic aims
Cause: Research work plan potentially insular and not connected to quality improvement of service provision 
Effect: Research fails to contribute to the work of LWH
Impact: The cost of research function fails to yield measurable effective outcomes.
Ulysses Ref: 1741.
			12			3			6			9			9			9			9			9			9			9			9			9			9			9			9			9


			3. To deliver the best possible experience for patients and staff																																																						History chart(s)


			Risk No.			Risk 			Initial Score			Target Score			Target Gap			Jan-15			Feb-15			Mar-15			Apr-15			May-15			Jun-15			Jul-15			Aug-15			Sep-15			Oct-15			Nov-15			Dec-15			Jan-16


			1742			a) To meet and where possible exceed patient  expectations.
Risk:  Failure to effectively engage and learn from patient, internal and external stakeholders to inform service development, corporate aims and annual plan .
Cause:  Inadequate system & processes and structure; capacity and capability.
Effect: Failure to learn & improve the quality of  service and experience.
Impact: Poor quality services leading to  loss of income/activity; reputational damage; patient harm; turnover.
Ulysses Ref: 1742.			16			3			5			8			8			8			8			12			12			12			12			12			12			12			8			8


			4. To develop a well led, capable, motivated and entrepreneurial workforce																																																						History chart(s)


			Risk No.			Risk 			Initial Score			Target Score			Target Gap			Jan-15			Feb-15			Mar-15			Apr-15			May-15			Jun-15			Jul-15			Aug-15			Sep-15			Oct-15			Nov-15			Dec-15			Jan-16


			1743			a)  A competent and capable workforce: To support workers to deliver safe care by ensuring that all staff are clear about their role, objectives and performance, and have the opportunity to have their competencies and knowledge regularly updated
Risk: Potential risk of harm to patients and damage to Trust’s reputation as a result of failure to have staff with the capability and capacity to deliver the best care 
Cause: Lack of time, inefficient processes or insufficient prioritisation by managers.
Effect: Employees not competent or equipped to ensure patient safety and  maintenance of the organisational reputation 
Impact: May result in unsafe care to patients, insufficient improvements in quality and breach of CQC conditions of registration resulting in regulatory action.
Ulysses Ref: 1743.			10			6			4			15			15			15			15			10			10			10			10			10			10			10			10			10


			1744			b) An engaged, motivated and effective workforce: To deliver the Trust's vision of being a leading provider of healthcare to women, babies and their families through a highly engaged, motivated and effective workforce
Risk: staff are not engaged, motivated and aligned to the vision and values of the Trust resulting  in poor patient experience and health outcomes , poor reputation and impact on the Trust’s ability to recruit and retain the best.
Cause: Lack of time, inefficient processes or insufficient priority assigned by management.
Effect: Trust fails to become the provider and employer of choice for patient, commissioners, and employees 
Impact: impact on Trust's ability to recruit and retain the best, and on the Trust's ability to achieve its strategic vision.
Ulysses Ref: 1744.			16			6			2			8			8			8			8			8			8			8			8			8			8			8			8			8


			1745						15			6						9			9			9			9			9			9			9			9


			1909			c) To maintain delivery of clinical services
Risk: Insufficient Junior Doctors or disruption to care/the environment in which care is given resulting in harm to patients, damage to organisational reputation and impact upon income and achievement of access targets.
Cause: Industrial action by Junior Doctors
Effect: Trust is unable to deliver clinical services.
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1909.			20			6			14																																	20			4			20


			5. To be ambitious and efficient and make the best use of available resources																																																						History chart(s)


			Risk No.			Risk 			Initial Score			Target Score			Target Gap			Jan-15			Feb-15			Mar-15			Apr-15			May-15			Jun-15			Jul-15			Aug-15			Sep-15			Oct-15			Nov-15			Dec-15			Jan-16


			1661			a)To deliver the financial plan for 2015/16
Risk: The Trust does not deliver its financial plan or achieve the planned continuity of services ratio of 3 in 2015/16.
Cause:  Failure to deliver against the agreed budgets. Additional investment in staffing agreed by the Trust Board.
Effect: Non delivery of financial plan and continuity of service metrics, reduction in available cash.
 Impact: Invocation of Monitor sanctions.
Ulysses Ref: 1661.			25			6			6			15			15			15			20			20			20			25			25			20			25			20			20			12


			1663			b) To deliver the financial plan for 2016/17 and beyond ensuring long term financial sustainability is achieved
Risk:  The Trust is not financially sustainable from 2015/16
Cause: Tariff insufficiency, commissioner intentions, CNST premiums and liabilities, non delivery of CIP
Effect: Lack of financial stability and ability to fund services, insolvency and Trust unable to deliver services
Impact: Invocation of Monitor sanctions- special measures.
Ulysses Ref: 1663.			25			6			19			25			25			25			25			25			25			25			25			25			25			25			25			25


			1748			c)To take forward plans to develop services nationally and internationally
Risk:  Non-delivery of the expected return from expansion investment    
Cause:  Demand less than expected   
Effect: Loss of potential revenue  
 Impact: Costs could exceed income of the project adding additional pressure to the financial position of the Trust.
Ulysses Ref: 1748.			16			6			10			16			16			16			20			20			20			20			20			20			20			16			16			16


			1750			d) Fail to achieve benefits from the IT Strategy
Risk: Failure to successfully deliver the IM&T Strategy
Cause: Poor programme management controls
Effect: Programme running over budget, out of scope, late or non delivery of stated benefits realisation
Impact: Trust being non compliant with national initiatives, data collection requirements or financial compliance.                                                                                                                                                                                                                                                                                                                                     
Ulysses Ref: 1750.                			16			6			10			12			12			12			12			12			12			12			12			12			12			16			12			16


			1749			e)   To develop a sustainable Genomic Centre                                                                                Risk: Potential loss of service following re-commissioning of genetics nationally - unsuccessful tender service cost                                                                                                                           Cause: Relatively small unit                                                                                    Effect: Loss of service and financial contribution of £1.5m per-p.a.                                                                             Impact: Loss of genetics service through failure to engage appropriately in the future model of genetics service provision in Liverpool / North West .
 Ulysses Ref: 1749.                			16			6			10			16			16			16			16			16			16			16			16			16			16			16			16			16














Spect Heat Map


			Risk No.			Risk 			Initial Score			Target Score			Jan-16			Target Gap


			1731			A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 			20			3			20			17			< MS Cond Format


			1809			b) To comply with  national standards for the safeguarding of children and adults 
Risk: Failure to ensure effective arrangements with partners to safeguard vulnerable adults and children
Cause: Lack of direction and control , systems and processes
Effect: Potential failure to prevent harm; damage to Trust reputation
Impact: May result in avoidable harm; may result in regulatory action; financial penalty; prosecution .
Ulysses Ref: 1732			20			3			20			17			Spectrum


			1732			i)  In order to be clinically and financially sustainable the Trust will need to undertake major change over an extended time period (five years).
Risk: (1) Failure to communicate clearly and effectively during a period of significant changes.
(2) Failure to maintain a  focus on the operational delivery of services. 
(3) Failure to attract and retain high calibre clinicians and managers.
Cause: This level of change will produce a period of uncertainty and then radical change, this will be a significant plan to implement within the Trust capacity.
Effect: (1) Difficulty in retaining public and staff confidence in Trust services.
(2) Activity related to this subject may distract from day-to-day activity and therefore quality of services could reduce.
3) Staff choose to seek alternative employment and difficulties recruiting. 
Impact:
(1) Reputational damage.
(2) Failure to maintain quality standards and CQC compliance.
(3)  Inability to deliver PPF. 
Ulysses Ref:1846			15			3			15			12


			1733			0			12			3			12			9


			1734			ERROR:#REF!			16			3			12			9


			1740			a)  To ensure appropriate and safe staffing levels are maintained                                                 
Risk:   Failure to have operational grip / effective utilisation of resource .                                                                                                                   Cause:  1) insufficient investment in clinical staffing to meet recommended staffing levels associated with Maternity Tariff 2) high sickness absence levels in midwifery workforce                                                               Effect: Risk to financial viability associated with additional investment in nurse/midwifery staffing. Inadequate numbers of staff available to deliver services                                                                          Impact: Potential risk to patient safety and experience; risk to continuity of service rating; potential breach of CQC licence conditions
Ulysses Ref: 1731.			12			3			12			9


			1936			c) To consider and appropriately respond to NICE guidance
Risk: Failure to comply may result in adverse public reaction, additional cost pressure or resources. Contractual obligation being compromised. 
Cause: Lack of robust, efficient and effective management system for decision 
Effect: Non-compliance or appropriate administration
Impact: Contractual failure, loss of revenue or service, breaches of safety and adverse public reaction (complaint).
Ulysses Ref: 1733.						3			12			9


			1735			ERROR:#REF!			15			3			10			7


			1736			ERROR:#REF!			20			3			10			7


			1737			0			20			3			10			7


			1739			Strategic Aim 			20			3			10			7


			1738			1. To deliver SAFE services			12			3			9			6


						NB. Based on Target = Upper score in Risk Rating Band assigned in Appetite statement.


									Low			1-3			=3									5


									Moderate			4-6			=6						It may be appropriate  to extend low to 5 to get Rare 1 x Severity 5 fit as it is lowest possible score			10


									High			8-12			=12?									5


									Extreme			15-25			N/A





			Domain			Risk No.			Initial Score			Target Score			Target Gap


			1 SAF			1731			20			3			17


						1809			20			3			17


						1732			15			3			12


						1733			12			3			9


						1734			16			3			9


						1740			12			3			9


						1936			12			3			9


						1735			15			3			7


						1736			20			3			7


						1737			20			3			7


						1739			20			3			7


						1738			12			3			6


			2 EFFIV			1741			12			3			6


			3 EXP			1742			16			3			5


			4 WORK			1909			20			6			14


						1743			10			6			4


						1744			16			6			2


			5 EFFT			1663			25			6			19


						1661			25			6			14


						1748			16			6			10


						1749			16			6			10


						1750			16			6			6


			A FGP			1846			25			6			19


			Domain			Risk No.			Initial Score			Target Score			Target Gap


			5 EFFT			1663			25			6			19


			A FGP			1846			25			6			19


			1 SAF			1731			20			3			17


			1 SAF			1809			20			3			17


			4 WORK			1909			20			6			14


			5 EFFT			1661			25			6			14


			1 SAF			1732			15			3			12


			5 EFFT			1748			16			6			10


			5 EFFT			1749			16			6			10


			1 SAF			1733			12			3			9


			1 SAF			1734			16			3			9


			1 SAF			1740			12			3			9


			1 SAF			1936			12			3			9


			1SAF			1735			15			3			7


			1 SAF			1736			20			3			7


			1 SAF			1737			20			3			7


			1 SAF			1739			20			3			7


			1 SAF			1738			12			3			6


			2 EFFIV			1741			12			3			6


			5 EFFT			1750			16			6			6


			3 EXP			1742			16			3			5


			4 WORK			1743			10			6			4


			4 WORK			1744			16			6			2





1. Safe Services Risk Heat Map


(Appetite: Low 1-3)


1731	1809	1732	1733	1734	1740	1936	1735	1736	1737	1739	1738	17	17	12	9	9	9	9	7	7	7	7	6	Risk No.


Risk score to  Target Gap


1731	1809	1732	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1742	1909	1743	1744	1663	1661	1748	1749	1750	1846	1 SAF	2 EFFIV	3 EXP	4 WORK	5 EFFT	A FGP	17	17	12	9	9	9	9	7	7	7	7	6	6	5	14	4	2	19	14	10	10	6	19	1663	1846	1731	1809	1909	1661	1732	1748	1749	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1750	1742	1743	1744	5 EFFT	A FGP	1 SAF	1 SAF	4 WORK	5 EFFT	1 SAF	5 EFFT	5 EFFT	1 SAF	1 SAF	1 SAF	1 SAF	1SAF	1 SAF	1 SAF	1 SAF	1 SAF	2 EFFIV	5 EFFT	3 EXP	4 WORK	4 WORK	1663	1846	1731	1809	1909	1661	1732	1748	1749	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1750	1742	1743	1744	5 EFFT	A FGP	1 SAF	1 SAF	4 WORK	5 EFFT	1 SAF	5 EFFT	5 EFFT	1 SAF	1 SAF	1 SAF	1 SAF	1SAF	1 SAF	1 SAF	1 SAF	1 SAF	2 EFFIV	5 EFFT	3 EXP	4 WORK	4 WORK	1663	1846	1731	1809	1909	1661	1732	1748	1749	1733	1734	1740	1936	1735	1736	1737	1739	1738	1741	1750	1742	1743	1744	5 EFFT	A FGP	1 SAF	1 SAF	4 WORK	5 EFFT	1 SAF	5 EFFT	5 EFFT	1 SAF	1 SAF	1 SAF	1 SAF	1SAF	1 SAF	1 SAF	1 SAF	1 SAF	2 EFFIV	5 EFFT	3 EXP	4 WORK	4 WORK	19	19	17	17	14	14	12	10	10	9	9	9	9	7	7	7	7	6	6	6	5	4	2	Alternative approach: Consider Likelihood since this is the thing that we can impact through mitigation,  Low = 1, Moderate =2 High =3. use these to align with Appetite rankings
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		Agenda item no:

		15/16/86







		Meeting:

		Board of Directors







		Date:

		4 March 2016







		Title:

		Annual Update on the Francis Report







		Report to be considered in public or private?

		Public







		Where else has this report been considered and when?

		Clinical Governance Committee – June 2015 

Governance and Clinical Assurance Committee – September 2015







		Reference/s:

		Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry (Francis Report)







		Resource impact:

		None







		What is this report for?
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1	Introduction and Summary



The final report of Robert Francis QC following the Mid Staffordshire NHS Foundation Trust public inquiry was published in February 2013. The report contained 63 recommendations relevant to Liverpool Women’s. The Trust reviewed all of the recommendations and published an overview on its website detailing its response and compliance. 



Francis recommended that the details published by the Trust are updated annually. This report outlines the Trust’s response to the recommendations and ability to provide assurance regarding the implementation of appropriate actions.





2	Key Themes 



59 of the recommendations have now been confirmed by their Executive Lead as fully implemented. The remaining 4 are awaiting implementation and progress is summarised, along with an expected completion date in the Appendices.



As part of the internal audit periodic plan, Baker Tilly undertook a review to determine the progress made to implement recommendations that were raised as part of the Francis Review. Their review gave the Trust assurance that the work it has undertaken so far was satisfactory. They gave 4 recommendations to strengthen assurance, all of which have now been implemented in full. This includes a deep dive that was undertaken that tested the assurance provided by the Executive Lead and found that evidence was appropriate, relevant and correlated fully with the recommendations made by Francis.





3	Conclusions



· The Trust has received assurance from Executive Leads that it is compliant with 94% of the applicable recommendations,



· Progress against the remaining 4 recommendations has been provided along with an expected completion date,



· The Baker Tilly report provides the Trust with assurance that there has not been any oversight as part of the initial assessment exercise. The deep dive commissioned by Clinical Governance Committee, and received at Board of Directors in February 2015, provided assurance that the recommendations that are indicated as completed are robustly evidenced,



· The Governance and Clinical Assurance Committee will continue to review the report annually to ensure that evidence remains relevant and that an update can be published on the Trust website.





4	Recommendations



The Board are asked:



a) To take assurance from the work of its sub committees in overseeing the Trust’s current compliance against each of the relevant recommendations,

b) To approve the annual update.






5	Appendices
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Francis Report - The Trust's Response 



The final report of Robert Francis QC following the Mid Staffordshire NHS Foundation Trust public inquiry was published in February 2013. The report 



contained 290 recommendations for consideration across the whole of the NHS. All NHS organisations were asked to consider the recommendations and 



publicly state the extent to which they accepted them.  



Liverpool Women’s published its response to the recommendations in July 2014. We stated at the time the Trust did not consider this a one-off exercise 



and was committed to continuing its focus on learning and improving. This document therefore outlines how one year on, in July 2015, we have continued 



to respond to the recommendations and make changes. 



 



Link to 



corporate 



objective 



Recommendation Action Exec Lead Status 



Efficiency 1.It is recommended that: 



All commissioning, service provision regulatory and ancillary organisations in healthcare 



should consider the findings and recommendations of this report and decide how to 



apply them to their own work;  



Each such organisation should announce at the earliest practicable time its decision on 



the extent to which it accepts the recommendations and what it intends to do to 



implement those accepted, and thereafter, on a regular basis but not less than once a 



year, publish in a report information regarding its progress in relation to its planned 



actions; 



The Trust has published a summary outlining 



status against the Francis Recommendations on 



its Internet site and will continue to annually 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Effectiveness 2. The NHS and all who work for it must adopt and demonstrate a shared culture in 



which the patient is the priority in everything done. This requires: 



• A common set of core values and standards shared throughout the system; 



• Leadership at all levels from ward to the top of the Department of Health, committed 



to and capable of involving all staff with those values and standards; 



• A system which recognises and applies the values of transparency, honesty and 



candour; 



• Freely available, useful, reliable and full information on attainment of the values and 



standards; 



A tool or methodology such as a cultural barometer to measure the cultural health of all 



This is implicit in the Trust's CARE and Learn 



values. In addition we are currently developing 



a value based behavioural framework in 



partnership with staff and considering how this 



can be integrated into our Performance 



Development Review process. 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  











 



 



parts of the system. 



Workforce 7. All NHS staff should be required to enter into an express commitment to abide by the 



NHS values and the Constitution, both of which should be incorporated into the 



contracts of employment. 



All contracts have been reviewed to include an 



express requirement for all Liverpool Women's 



staff to abide by the Trust's values CARE and 



Learn and related behaviours 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 11. Healthcare professionals should be prepared to contribute to the development of, 



and comply with, standard procedures in the areas in which they work. Their managers 



need to ensure that their employees comply with these requirements. Staff members 



affected by professional disagreements about procedures must be required to take the 



necessary corrective action, working with their medical or nursing director or line 



manager within the trust, with external support where necessary. Professional bodies 



should work on devising evidence-based standard procedures for as many interventions 



and pathways as possible. 



The Trust's contracts require all staff to adhere 



to their relevant code of professional conduct. 



There are clear processes for the establishment 



of new ways of working and for raising issues 



that relate to patient safety through the Trust’s 



Whistleblowing policy 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 76. Arrangements must be made to ensure that governors are accountable not just to 



the immediate membership but to the public at large – it is important that regular and 



constructive contact between governors and the public is maintained. 



The Council of Governors’ agreed a new 



Membership Strategy for 2014/17 that includes 



details of the roles of a governor in this regard 



Kathryn Thompson 



Chief Executive  



  



Safety 89. Reports on serious untoward incidents involving death of or serious injury to 



patients or employees should be shared with the Health and Safety Executive. 



The Trust investigated with Health & Safety 



Executive and drew up guidance that is now 



included in Risk Governance manual   



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Safety 100. Individual reports of serious incidents which have not been otherwise reported 



should be shared with a regulator for investigation, as the receipt of such a report may 



be evidence that the mandatory system has not been complied with. 



This is included in the Trust's Incident Reporting 



Policy 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Experience 109. Methods of registering a comment or complaint must be readily accessible and 



easily understood. Multiple gateways need to be provided to patients, both during their 



treatment and after its conclusion, although all such methods should trigger a uniform 



process, generally led by the provider trust. 



Multiple record of patient feedback include the 



Trust's Nursing Indicators, Friends & Family 



Test, Comment Cards, Website, Intentional 



Rounding. There is also a planned review of 



Patient Experience function 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Experience 110. Actual or intended litigation should not be a barrier to the processing or 



investigation of a complaint at any level. It may be prudent for parties in actual or 



potential litigation to agree to a stay of proceedings pending the outcome of the 



complaint, but the duties of the system to respond to complaints should be regarded as 



entirely separate from the considerations of litigation. 



This is included in the Trust's Claims Policy Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Experience 111. Provider organisations must constantly promote to the public their desire to 



receive and learn from comments and complaints; constant encouragement should be 



given to patients and other service users, individually and collectively, to share their 



comments and criticisms with the organisation. 



A Head of Patient Experience has been 



appointed to review strategic and operational 



customer experience processes, policies and 



organisational culture to identify any 



enhancements to the process. There have 



already been several enhancements made to 



the Trust website to increase awareness among 



patients and a re-launch of the Trust's PALS 



service 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Safety 112. Patient feedback which is not in the form of a complaint but which suggests cause 



for concern should be the subject of investigation and response of the same quality as a 



formal complaint, whether or not the informant has indicated a desire to have the 



matter dealt with as such. 



The Trust welcomes feedback on its services via 



any route including Twitter, Facebook and 



PALS. Improvements have been made to 



ensure enhanced recording of lessons learnt 



and key themes via a Patient Experience 



dashboard 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Effectiveness 114. Comments or complaints which describe events amounting to an adverse or 



serious untoward incident should trigger an investigation. 



This is included in the Trust's Complaints Policy Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Effectiveness 115. Arms-length independent investigation of a complaint should be initiated by the 



provider trust where any one of the following apply: 



• A complaint amounts to an allegation of a serious untoward incident; 



• Subject matter involving clinically related issues is not capable of resolution without 



an expert clinical opinion; 



• A complaint raises substantive issues of professional misconduct or the performance 



of senior managers; 



• A complaint involves issues about the nature and extent of the services 



commissioned. 



Governance Quality Manager reviewed this to 



ensure there was sufficient connectivity 



between Complaints and SUI policies. The 



Complaints policy has been reviewed to reflect 



this recommendation. The CCG have a standing 



invitation to all SUI reviews.  



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Experience 116. Where meetings are held between complainants and trust representatives or 



investigators as part of the complaints process, advocates and advice should be readily 



available to all complainants who want those forms of support. 



This is Trust policy, the PALS function within the 



Trust has been enhanced to further compliance 



with the recommendation 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Experience 117. A facility should be available to Independent Complaints Advocacy Services 



advocates and their clients for access to expert advice in complicated cases. Na 



No action required to become compliant with 



the Francis Recommendation.  



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Experience 118. Subject to anonymisation, a summary of each upheld complaint relating to patient 



care, in terms agreed with the complainant, and the trust’s response should be 



published on its website. In any case where the complainant or, if different, the patient, 



refuses to agree, or for some other reason publication of an upheld, clinically related 



The Trust Annual Complaints Report is 



published on its Website. This includes key 



themes from complaints and lessons that have 



been learnt and will in future include changes 



in practice that have been made. 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Workforce 152. Any organisation which in the course of a review, inspection or other performance 



of its duties, identifies concerns potentially relevant to the acceptability of training 



provided by a healthcare provider, must be required to inform the relevant training 



regulator of those concerns. 



Although this recommendation refers to 



external organisations who identify concerns 



reporting these to the relevant regulator, the 



Trust internal process for tackling any concerns 



raised has Education Governance committee 



overview. There is extensive use of feedback 



from trainees to continually update and 



improve both training and service delivery. 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  











 



 



Safety 160. Proactive steps need to be taken to encourage openness on the part of trainees 



and to protect them from any adverse consequences in relation to raising concerns. 



Trainees are actively encouraged by the 



Medical Education Team (internal) to complete 



their GMC survey and be open and honest 



about any aspect of their training. All responses 



are completely anonymous. If any issues are 



identified through the GMC survey these are 



discussed at Education Governance and 



appropriate actions identified. We have 



additional proactive steps to encourage 



openness and provide assurances in relation to 



raising concerns by:  



1) incorporation into junior doctors induction 



and inclusion of Whistleblowing policy on 



newly design app for junior doctors 



2)  clear linkage of the Whistleblowing policy to 



the Supervision of Medical Staff in Training 



Policy 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 173. Every healthcare organisation and everyone working for them must be honest, 



open and truthful in all their dealings with patients and the public, and organisational 



and personal interests must never be allowed to outweigh the duty to be honest, open 



and truthful. 



The "duty of candour" and the "being open" 



principles are now embedded in all policies. 



New meeting guidance notes include specific 



guidance re: duty of candour. A training 



programme has begun advising staff regarding 



duty of candour and the importance of being 



open and honest when a patient has been 



harmed 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Workforce 174. Where death or serious harm has been or may have been caused to a patient by 



an act or omission of the organisation or its staff, the patient (or any lawfully entitled 



personal representative or other authorised person) should be informed of the 



incident, given full disclosure of the surrounding circumstances and be offered an 



appropriate level of support, whether or not the patient or representative has asked for 



this information. 



The "duty of candour" and the "being open" 



principles are now embedded in all policies. 



New meeting guidance notes include specific 



guidance re: duty of candour. A training 



programme has begun advising staff regarding 



duty of candour and the importance of being 



open and honest when a patient has been 



harmed 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Workforce 175. Full and truthful answers must be given to any question reasonably asked about 



his or her past or intended treatment by a patient (or, if deceased, to any lawfully 



entitled personal representative). 



The "duty of candour" and the "being open" 



principles are now embedded in all policies. 



New meeting guidance notes include specific 



guidance re: duty of candour. A training 



programme has begun advising staff regarding 



duty of candour and the importance of being 



open and honest when a patient has been 



harmed 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Workforce 176. Any statement made to a regulator or a commissioner in the course of its statutory 



duties must be completely truthful and not misleading by omission. 



All such statements are signed-off by the CEO 



following review and agreement by the full 



Executive Team 



Kathryn Thompson 



Chief Executive  



  



Workforce 177. Any public statement made by a healthcare organisation about its performance 



must be truthful and not misleading by omission. 



All such statements are signed-off by the CEO 



following review and agreement by the full 



Executive Team 



Kathryn Thompson 



Chief Executive  



  



Workforce 179. “Gagging clauses” or non disparagement clauses should be prohibited in the 



policies and contracts of all healthcare organisations, regulators and commissioners; 



insofar as they seek, or appear, to limit bona fide disclosure in relation to public interest 



issues of patient safety and care. 



The Board annually review the issuing of 



compromise agreements to staff members. Any 



compromise agreement clearly indicates that 



the individual is not precluded from disclosing 



anything that is a relevant concern with regard 



to patient safety. This is also clearly indicated 



within the Whistleblowing policy 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Effectiveness 180. Guidance and policies should be reviewed to ensure that they will lead to 



compliance with Being Open, the guidance published by the National Patient Safety 



Agency. 



The "duty of candour" and the "being open" 



principles are now embedded in all policies. 



New meeting guidance notes include specific 



guidance re: duty of candour. A training 



programme has begun advising staff regarding 



duty of candour and the importance of being 



open and honest when a patient has been 



harmed 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Safety 280. Both the bereaved family and the certifying doctor should be asked whether they 



have any concerns about the death or the circumstances surrounding it, and guidance 



should be given to hospital staff encouraging them to raise any concerns they may have 



with the independent medical examiner. 



The Trust has reviewed and revised it's 



Coroners SOP 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Efficiency 185. There should be an increased focus in nurse training, education and professional 



development on the practical requirements of delivering compassionate care in 



addition to the theory. A system which ensures the delivery of proper standards of 



nursing requires: 



•Training and experience in delivery of compassionate care; 



•Leadership which constantly reinforces values and standards of compassionate care; 



•Involvement in, and responsibility for, the planning and delivery of compassionate 



care; 



•Constant support and incentivisation which values nurses and the work they do 



through: 



•Recognition of achievement; 



•Regular, comprehensive feedback on performance and concerns; 



Encouraging them to report concerns and to give priority to patient well-being. 



The Trust's Nursing and Midwifery Strategy is 



underpinned by the 6c's. Good relation with 



the Universities, value based leadership 



programme and participation in the SOS 



campaign. Good compliance with PDR's 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Efficiency 191. Healthcare employers recruiting nursing staff, whether qualified or unqualified, 



should assess candidates’ values, attitudes and behaviours towards the well-being of 



patients and their basic care needs, and care providers should be required to do so by 



commissioning and regulatory requirements. 



The Trust was compliant with this 



recommendation without the need for further 



action 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Efficiency 194. As part of a mandatory annual performance appraisal, each Nurse, regardless of 



workplace setting, should be required to demonstrate in their annual learning portfolio 



an up-to-date knowledge of nursing practice and its implementation. Alongside 



developmental requirements, this should contain documented evidence of recognised 



training undertaken, including wider relevant learning. It should also demonstrate 



commitment, compassion and caring for patients, evidenced by feedback from patients 



and families on the care provided by the nurse. This portfolio and each annual appraisal 



should be made available to the Nursing and Midwifery Council, if requested, as part of 



a nurse’s revalidation process. 



The Trust was compliant with this 



recommendation without the need for further 



action 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Efficiency 195. Ward nurse managers should operate in a supervisory capacity, and not be office-



bound or expected to double up, except in emergencies as part of the nursing provision 



on the ward. They should know about the care plans relating to every patient on his or 



her ward. They should make themselves visible to patients and staff alike, and be 



available to discuss concerns with all, including relatives. Critically, they should work 



alongside staff as a role model and mentor, developing clinical competencies and 



leadership skills within the team. As a corollary, they would monitor performance and 



deliver training and/or feedback as appropriate, including a robust annual appraisal. 



The Trust was compliant with this 



recommendation without the need for further 



action 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Efficiency 197. Continuing professional development for nurses should include leadership training 



at every level from student to director. A resource for nurse leadership training should 



be made available 



No action required to become compliant with 



the Francis Recommendation.  



 



The following will enhance the processes 



already in place: Going forward, leadership will 



be delivered in a modular approach which will 



be flexible and enable staff to access courses 



throughout the year linked to the outcome of 



their PDR. In addition, a focus on training 



around team engagement involvement and 



communication will include the provision of 



team coaching. Resilience, complaints and 



conflict management are new courses being 



offered in response to feedback from staff and 



patients, and a health  and wellbeing review 



conducted by Laing O’Rourke. 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 198. Healthcare providers should be encouraged by incentives to develop and deploy 



reliable and transparent measures of the cultural health of front-line nursing 



workplaces and teams, which build on the experience and feedback of nursing staff 



using a robust methodology, such as the “cultural barometer”. 



Top 10 issues that are important for staff 



(informed by staff survey and follow up 



engagement events) are measured and 



reported on quarterly basis through the newly 



implemented PULSE survey. This has been 



developed by staff for staff as our internal 



cultural barometer 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 199. Each patient should be allocated for each shift a named key nurse responsible for 



coordinating the provision of the care needs for each allocated patient. The named key 



nurse on duty should, whenever possible, be present at every interaction between a 



doctor and an allocated patient. 



Boards identifying named nurse or midwife are 



now available for each patient to enhance 



existing provision 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Workforce 202. Recognition of the importance of nursing representation at provider level should 



be given by ensuring that adequate time is allowed for staff to undertake this role, and 



employers and unions must regularly review the adequacy of the arrangements in this 



regard. 



This is seen in the Trust's Nursing and 



midwifery  strategy, the Terms of Reference for 



CCG meetings and via regular nursing & 



midwifery feedback sessions 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Workforce 207. There should be a uniform description of healthcare support workers, with the 



relationship with currently registered nurses made clear by the title. 



The Trust's Nursing and midwifery strategy 



outlines this and boards have now been 



introduced making clear the roles and titles of 



staff 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Workforce 208. Ensure by means of identity labels and uniforms that a healthcare support worker 



is easily distinguishable from that of a registered nurse. 



The Trust's Nursing and midwifery strategy 



outlines this and boards have now been 



introduced making clear the roles and titles of 



staff. Defined HCA roles have been identified in 



ech area of the Trust 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Workforce 236. Hospitals should review whether to reinstate the practice of identifying a senior 



clinician who is in charge of a patient’s case, so that patients and their supporters are 



clear who is in overall charge of a patient’s care. 



Boards identifying named clinicians are now 



available for each patient to enhance existing 



provision 



Joanne Topping 



Medical Director, 



Dianne Brown 



Director of Nursing 



& Midwifery 



  



Workforce 237. There needs to be effective teamwork between all the different disciplines and 



services that together provide the collective care often required by an elderly patient; 



the contribution of cleaners, maintenance staff, and catering staff also needs to be 



recognised and valued. 



All team leaders on the Patient Team Leader 



programme have had access to a full day 



session on Developing High performing teams 



and have a workbook to support them to doing 



this with their teams. We have two fully trained 



team coaches who can provide enhanced levels 



of support to teams as required. We have 



trialled the introduction of a behavioural tool 



which enables teams to understand how 



people approach things differently and how 



best to work with their preferences 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  











 



 



Workforce 238. Regular interaction and engagement between nurses and patients and those close 



to them should be systematised through regular ward rounds: 



• All staff need to be enabled to interact constructively, in a helpful and friendly 



fashion, with patients and visitors. 



• Where possible, wards should have areas where more mobile patients and their 



visitors can meet in relative privacy and comfort without disturbing other patients. 



• The NHS should develop a greater willingness to communicate by email with relatives. 



• The currently common practice of summary discharge letters followed up some time 



later with more substantive ones should be reconsidered. 



• Information about an older patient’s condition, progress and care and discharge plans 



should be available and shared with that patient and, where appropriate, those close to 



them, who must be included in the therapeutic partnership to which all patients are 



entitled. 



This is an integral part of the Trust's Nursing & 



Midwifery Strategy. In addition the Trust has 



seen the implementation of Productive Ward 



Rounds. The Trust has the canteen open to the 



public now and the conservatory does have 



quiet areas for patients and relatives to have 



privacy. It is also common practice for summary 



discharge letters followed up some time later 



with more substantive ones is in agreement 



with the CCG's.   Further actions have been 



identified that will enhance the current 



provision even further. 



Joanne Topping 



Medical Director, 



Dianne Brown 



Director of Nursing 



& Midwifery 



  



Workforce 239. The care offered by a hospital should not end merely because the patient has 



surrendered a bed – it should never be acceptable for patients to be discharged in the 



middle of the night, still less so at any time without absolute assurance that a patient in 



need of care will receive it on arrival at the planned destination. Discharge areas in 



hospital need to be properly staffed and provide continued care to the patient. 



Patients are cared for in main ward areas until 



discharged at an appropriate time 



Joanne Topping 



Medical Director, 



Dianne Brown 



Director of Nursing 



& Midwifery 



  



Effectiveness 240. All staff and visitors need to be reminded to comply with hygiene requirements. 



Any member of staff, however junior, should be encouraged to remind anyone, 



however senior, of these. 



The Trust reminds staff of this obligation 



through many channels including the Nursing & 



Midwifery strategy. There arePatient 



Information boards that remind staff and also 



inform patients and visitors of the 



requirements 



Joanne Topping 



Medical Director, 



Dianne Brown 



Director of Nursing 



& Midwifery 



  



Effectiveness 241. The arrangements and best practice for providing food and drink to elderly 



patients require constant review, monitoring and implementation. 



• Nursing & Midwifery Strategy 



• Nutrition policy 



• Nutrition link/ champion                     



• Nutrition group                                           



• Ward Board - white board               



• Comfort round compliance 



• Signpost to where to get policy information 



or audit information to support comfort round 



compliance. 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Safety 242. In the absence of automatic checking and prompting, the process of the 



administration of medication needs to be overseen by the nurse in charge of the ward, 



or his/her nominated delegate. A frequent check needs to be done to ensure that all 



patients have received what they have been prescribed and what they need. This is 



particularly the case when patients are moved from one ward to another, or they are 



returned to the ward after treatment. 



The Trust has sufficient numbers of 



appropriately trained staff and ward pharmacy 



visits that review prescription charts. Where 



electronic systems are in place missed dose 



reports can augment this however the Trust 



acknowledge that currently missed dose 



reports aren’t user friendly and cannot be 



easily run on the ward. Updates to the Trust's 



Meditech system may improve the functionality 



but cannot be guaranteed at this time. 



Joanne Topping 



Medical Director, 



Dianne Brown 



Director of Nursing 



& Midwifery 



  



Effectiveness 243. The recording of routine observations on the ward should, where possible, be 



done automatically as they are taken, with results being immediately accessible to all 



staff electronically in a form enabling progress to be monitored and interpreted. If this 



cannot be done, there needs to be a system whereby ward leaders and named nurses 



are responsible for ensuring that the observations are carried out and recorded. 



The Trust was compliant with this 



recommendation without the need for further 



action. To enhance current processes further IT 



solutions are being explored 



Joanne Topping 



Medical Director, 



Dianne Brown 



Director of Nursing 



& Midwifery 



  



Effectiveness 279. So far as is practicable, the responsibility for certifying the cause of death should 



be undertaken and fulfilled by the consultant, or another senior and fully qualified 



clinician in charge of a patient’s case or treatment 



The Trust has reviewed and revised it's 



Coroners SOP 



Joanne Topping, 



Medical Director 



  



Safety 216. The leadership framework should be improved by increasing the emphasis given to 



patient safety in the thinking of all in the health service. This could be done by, for 



example, creating a separate domain for managing safety, or by defining the service to 



be delivered as a safe and effective service. 



The following action has been identified to 



enhance the processes already in place:   



Development of a Quality module with Service 



leads in discussion to be incorporated into the 



Management Development programme 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 217. A list should be drawn up of all the qualities generally considered necessary for a 



good and effective leader. This in turn could inform a list of competences a leader 



would be expected to have. 



This was completed as part of nurse & 



midwifery leadership events. The information 



from staff informed the design of the 



leadership development programmes at middle 



and senior level 



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  











 



 



Workforce 218. Serious non-compliance with the code, and in particular, non-compliance leading 



to actual or potential harm to patients, should render board-level leaders and managers 



liable to be found not to be fit and proper persons to hold such positions by a fair and 



proportionate procedure, with the effect of disqualifying them from holding such 



positions in future. 



Code was published in December 2013 - 



majority of this sits outside the remit of the 



Trust. The guidance was reviewed by PPF in 



Autumn 2014 and assurance given to the Board 



that Trust processes are in place to meet the 



requirements.  



Michelle Turner, 



Director of 



Workforce & 



Marketing 



  



Workforce 75. The Council of Governors and the board of each foundation trust should together 



consider how best to enhance the ability of the council to assist in maintaining 



compliance with its obligations and to represent the public interest. They should 



produce an agreed published description of the role of the governors and how it is 



planned that they perform it. Monitor and the Care Quality Commission should review 



these descriptions and promote what they regard as best practice. 



The Trust is currently recruiting a Head of 



Communications, Marketing and Engagement. 



Working alongside the Trust Secretary they will 



be looking to ensure that the role of the 



Council of Governors evolves and that an 



agreed description can be published later this 



year. 



Kathryn Thompson 



Chief Executive  



  



Workforce 204. All healthcare providers and commissioning organisations should be required to 



have at least one executive director who is a registered nurse, and should be 



encouraged to consider recruiting nurses as non-executive directors. 



It is a statutory requirement that the Board of 



Directors includes a registered nurse and the 



Trust fully complies with this requirement 



Kathryn Thompson 



Chief Executive  



  











 



 



Efficiency 244. There is a need for all to accept common information practices, and to feed 



performance information into shared databases for monitoring purposes. The following 



principles should be applied in considering the introduction of electronic patient 



information systems: 



• Patients need to be granted user friendly, real time and retrospective access to read 



their records, and a facility to enter comments. They should be enabled to have a copy 



of records in a form useable by them, if they wish to have one. If possible, the summary 



care record should be made accessible in this way. 



• Systems should be designed to include prompts and defaults where these will 



contribute to safe and effective care, and to accurate recording of information on first 



entry. 



• Systems should include a facility to alert supervisors where actions which might be 



expected have not occurred, or where likely inaccuracies have been entered. 



• Systems should, where practicable and proportionate, be capable of collecting 



performance management and audit information automatically, appropriately 



anonymised direct from entries, to avoid unnecessary duplication of input. 



Systems must be designed by healthcare professionals in partnership with patient 



groups to secure maximum professional and patient engagement in ensuring accuracy, 



utility and relevance, both to the needs of the individual patients and collective 



professional, managerial and regulatory requirements. Systems must be capable of 



reflecting changing needs and local requirements over and above nationally required 



minimum standards. 



All actions apart from first bullet are now 



included in all LWH systems following the IT 



Right stratgic developments. Bullet one will 



ONLY be delivered once a new Electronic 



Patient Record is in place which will be 3 years 



minimum. We are not aware of any Trust in 



country which currently achieves this. 



Vanessa Harris, 



Finance Director & 



SIRO 



  



Workforce 245. Each provider organisation should have a board level member with responsibility 



for information 



The Director of Finance acts as the Trust's 



Senior Information Risk Officer (SIRO) 



Vanessa Harris, 



Finance Director & 



SIRO 



  



Effectiveness 247. Healthcare providers should be required to lodge their quality accounts with all 



organisations commissioning services from them, Local Health watch, and all systems 



regulators. 



The Trust's Quality Account has been shared 



with Local Authority & Scrutiny Committees, 



Health Watch Groups, NHS England and Local 



CCGs. It is also placed  in the public domain via 



NHS Choices and our own web site 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Effectiveness 248. Healthcare providers should be required to have their quality accounts 



independently audited. Auditors should be given a wider remit enabling them to use 



their professional judgement in examining the reliability of all statements in the 



accounts. 



The Trust's Quality Account is independently 



audited prior to publication  



Dianne Brown, 



Director of Nursing 



and Midwifery 



  











 



 



Effectiveness 249. Each quality account should be accompanied by a declaration signed by all 



directors in office at the date of the account certifying that they believe the contents of 



the account to be true, or alternatively a statement of explanation as to the reason any 



such director is unable or has refused to sign such a declaration. 



A declaration signed by all directors in office at 



the date of the account certifying that they 



believe the contents of the account to be true 



is included in the Trust's Quality Account 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Efficiency 252. It is important that the appropriate steps are taken to enable properly anonymised 



data to be used for managerial and regulatory purposes. 



The Trust has a complete Data Set (as per CDS 



6.2) and internal performance management 



reports are generated regularly. These form the 



basis of robust internal management and are 



shared externally where appropriate. 



Vanessa Harris, 



Finance Director & 



SIRO 



  



Effectiveness 255. Results and analysis of patient feedback including qualitative information need to 



be made available to all stakeholders in as near “real time” as possible, even if later 



adjustments have to be made. 



Patient Exit Card feedback is integrated with 



the Nursing Indicators.  Nursing teams can view 



comments in real time, as they arrive and will 



be able to respond to them. 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Experience 256. A proactive system for following up patients shortly after discharge would not only 



be good “customer service”, it would probably provide a wider range of responses and 



feedback on their care. 



Patient Exit Cards are being proactively 



encouraged and monitored. The Trust has 



recently reinvigorated its Patient Experience 



team with furthering "customer services" one 



of the primary aims 



Dianne Brown, 



Director of Nursing 



and Midwifery 



  



Effectiveness 262. All healthcare provider organisations, in conjunction with their healthcare 



professionals, should develop and maintain systems which give them: 



• Effective real-time information on the performance of each of their services against 



patient safety and 



• minimum quality standards; 



• Effective real-time information of the performance of each of their consultants and 



specialist teams in relation to mortality, morbidity, outcome and patient satisfaction. 



• In doing so, they should have regard, in relation to each service, to best practice for 



information management of that service as evidenced by recommendations of the 



Information Centre, and recommendations of specialist organisations such as the 



medical Royal Colleges. 



• The information derived from such systems should, to the extent practicable, be 



published and in any event made available in full to commissioners and regulators, on 



request, and with appropriate explanation, and to the extent that is relevant to 



individual patients, to assist in choice of treatment. 



This is progressing against plan. Real time 



reporting from MediTech now in place. 



Bedmanagement go live in April 15 in 



gynaecology and roll out across trust 



thereafter. Ward to Board reporting under 



development and publication schedules in 



place. Expect completion as per plan by March 



2016. 



Vanessa Harris, 



Finance Director & 



SIRO 



  











 



 



Effectiveness 263. It must be recognised to be the professional duty of all healthcare professionals to 



collaborate in the provision of information required for such statistics on the efficacy of 



treatment in specialties. 



The Trust set up a Data Quality Group in April 



2014 which feeds into its Information 



Governance Committee 



Vanessa Harris, 



Finance Director & 



SIRO 



  



Effectiveness 264. In the case of each specialty, a programme of development for statistics on the 



efficacy of treatment should be prepared, published, and subjected to regular review. 



The Trust set up a Data Quality Group in April 



2014 which feeds into its Information 



Governance Committee 



Vanessa Harris, 



Finance Director & 



SIRO 



  



Efficiency 268. Resources must be allocated to and by provider organisations to enable the 



relevant data to be collected and forwarded to the relevant central registry. 



The Trust set up a Data Quality Group in April 



2014 which feeds into its Information 



Governance Committee 



Vanessa Harris, 



Finance Director & 



SIRO 



  



Effectiveness 269. The only practical way of ensuring reasonable accuracy is vigilant auditing at local 



level of the data put into the system. This is important work, which must be continued 



and where possible improved. 



The Information Team have regular reports 



highlighting any data quality issues and run 



training targeted appropriately based on any 



concerns. The Trust set up a Data Quality Group 



in April 2014 which also assists in this process. 



Vanessa Harris, 



Finance Director & 



SIRO 
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Sheet1


			Link to Corporate Objective			Recommendation			Action			Ops Lead			Exec Lead			Expected Completion Date			Update


			Safety			242. In the absence of automatic checking and prompting, the process of the administration of medication needs to be overseen by the nurse in charge of the ward, or his/her nominated delegate. A frequent check needs to be done to ensure that all patients have received what they have been prescribed and what they need. This is particularly the case when patients are moved from one ward to another, or they are returned to the ward after treatment.			A process has been initiated in which the shift leader day and night will run missed dose reports. The Trust has a new Pharmacy contract with senior staff now running exception reports with high risk medicines. They are in the process of implementing the same systems that have satisfied this requirement at RLUH			Ruth Stubbs, Gill Diskin, Paul Skipper			Jo Topping, Medical Director			2016			The Trust has sufficient numbers of appropriately trained staff and ward pharmacy visits that review prescription charts. Where electronic systems are in place missed dose reports can augment this however the Trust acknowledge that currently missed dose reports aren’t user friendly and cannot be easily run on the ward. Updates to the Trust's Meditech system may improve the functionality but cannot be guaranteed at this time.


			Workforce			75. The Council of Governors and the board of each foundation trust should together consider how best to enhance the ability of the council to assist in maintaining compliance with its obligations and to represent the public interest. They should produce an agreed published description of the role of the governors and how it is planned that they perform it. Monitor and the Care Quality Commission should review these descriptions and promote what they regard as best practice.			The Council of Governors and Board of Directors will come together to consider Governors’ role.  Consideration will be given at that event to producing an agreed published description. This action is awaiting the input of the new Chair			Colin Reid			Kathryn Thompson, Chief Executive 			2016			The Trust recently recruited a Head of Communications, Marketing and Engagement. Working alongside the Trust Secreary they will be looking to ensure that the role of the Council of Governors evolves and that an agreed description can be published later this year with the support of the incoming Chair.


			Efficiency			244. There is a need for all to accept common information practices, and to feed performance information into shared databases for monitoring purposes. The following principles should be applied in considering the introduction of electronic patient information systems:
• Patients need to be granted user friendly, real time and retrospective access to read their records, and a facility to enter comments. They should be enabled to have a copy of records in a form useable by them, if they wish to have one. If possible, the summary care record should be made accessible in this way.
• Systems should be designed to include prompts and defaults where these will contribute to safe and effective care, and to accurate recording of information on first entry.
• Systems should include a facility to alert supervisors where actions which might be expected have not occurred, or where likely inaccuracies have been entered.
• Systems should, where practicable and proportionate, be capable of collecting performance management and audit information automatically, appropriately anonymised direct from entries, to avoid unnecessary duplication of input.
Systems must be designed by healthcare professionals in partnership with patient groups to secure maximum professional and patient engagement in ensuring accuracy, utility and relevance, both to the needs of the individual patients and collective professional, managerial and regulatory requirements. Systems must be capable of reflecting changing needs and local requirements over and above nationally required minimum standards.
			Item 1 is addressed by the EDMS bid to safer hospitals fund. FBC is under development. Items 2,3 and 4 will be addressed by the Electronic Patient Records roadmap			David Walliker 			Vanessa Harris, Director of Finance			2018			All actions apart from first bullet are included in all LWH systems following IT Right stratgic developments. Bullet one will ONLY be delivered once a new EPR is in place which will be 3 years minimum. Not aware of any Trust in country which currently achieves this.


			Effectiveness			262. All healthcare provider organisations, in conjunction with their healthcare professionals, should develop and maintain systems which give them:
• Effective real-time information on the performance of each of their services against patient safety and
• minimum quality standards;
• Effective real-time information of the performance of each of their consultants and specialist teams in relation to mortality, morbidity, outcome and patient satisfaction.
• In doing so, they should have regard, in relation to each service, to best practice for information management of that service as evidenced by recommendations of the Information Centre, and recommendations of specialist organisations such as the medical Royal Colleges.
• The information derived from such systems should, to the extent practicable, be published and in any event made available in full to commissioners and regulators, on request, and with appropriate explanation, and to the extent that is relevant to individual patients, to assist in choice of treatment.
			As per the Electronic Patient Record programme. The scheme of work commenced in April 2014 - the period for scanning the paper records to be accessible is 21 months (from April 14).			David Walliker 			Vanessa Harris, Director of Finance			March 2016			This is progressing against plan. Real time reporting from MediTech now in place. Bedmanagement went live in April 15 in gyaenocology and rolling out across trust there after. Ward to Board reporting under development and publication schedules in place. Expect completion as per plan
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Dates

				Reporting Month		Month 10 - January 2016		Change for all Dashboard and Summary headings and the Reporting Month in the Cover sheets

				Date Reported		February 2016		Change for the month the meetings are held in.





Workings

				All Metrics (Inc Commissioner)

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

				Red		18		20		18		16		19		20		21		15		17		15		0		0

				Amber		6		4		5		3		4		7		4		4		4		6		0		0

				Green		87		91		99		100		99		98		100		106		107		105		0		0

				No Data		0		0		0		1		1		5		1		1		5		1		0		0

				Total		111		115		122		120		123		130		126		126		133		127		0		0

				CQUINS (CCG & SCom)

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

				Red		1		1		1		2		1		1		1		2		1		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		16		16		17		20		21		21		22		21		22		24		0		0

				Total		17		17		18		22		22		22		23		23		23		24		0		0



				Monitor

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

				Red		0		1		0		0		0		1		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		8		9		9		9		8		9		9		9		9		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Quality Strategy

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

				Red		0		0		1		0		0		3		1		0		2		1		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		14		14		14		14		14		12		13		14		13		13		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Quality Schedule

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

				Red		10		10		7		7		8		7		9		6		8		8		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		26		29		31		31		31		32		31		34		32		32		0		0

				No Data		0		0		0		1		1		1		1		1		1		1		0		0

				Corporate

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

				Red		7		8		9		7		10		8		10		7		6		6		0		0

				Amber		6		4		5		3		4		7		4		4		4		6		0		0

				Green		22		24		28		26		24		25		25		28		31		27		0		0

				No Data		0		0		0		0		0		4		0		0		4		0		0		0

				Commissioner

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

				Red		2		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		0		0		0		0		0		0		0		0		0		0		0

				No Data		3		0		0		0		0		0		0		0		0		0		0		0

				WESEE		(Workforce and Efficient)

				Workforce

				Quality Schedule

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

				Red		0		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		1		1		1		1		1		1		1		1		1		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Corporate

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

				Red		0		1		0		0		0		0		0		0		0		0		0		0

				Amber		3		3		3		3		2		3		3		4		3		4		0		0

				Green		2		1		2		2		3		2		2		1		2		1		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Workforce all

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

				Red		0		1		0		0		0		0		0		0		0		0		0		0

				Amber		3		3		3		3		2		3		3		4		3		4		0		0

				Green		3		2		3		3		4		3		3		2		3		2		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0







				Efficient



				Quality Schedule

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

				Red		0		0		1		2		2		1		0		2		2		1		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		6		5		4		5		6		7		5		5		6		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				CQUINS

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

				Red		0		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		3		0		0

				Total		3		3		3		3		3		3		3		3		3		3		0		0



				Corporate

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

				Red		6		6		5		6		9		7		7		6		5		6		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		4		5		4		3		5		5		6		7		6		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Efficient All



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

				Red		6		6		6		8		11		8		7		8		7		7		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		12		13		13		11		11		14		15		14		15		15		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Safe

				Monitor

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

				Red		0		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		1		1		1		1		1		1		1		1		1		1		1



				Qualtiy Strategy

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

				Red		0		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		4		4		4		4		4		4		4		4		4		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Quality Schedule

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

				Red		4		0		1		0		0		0		3		1		2		2		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		9		8		9		9		9		6		8		7		7		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				CQUINS		CCG

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

				Red		0		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		1		1		1		1		1		1		1		0		0



				CQUINS		Spec Comms

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

				Red		1		1		1		1		1		1		1		2		1		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		1		2		2		2		2		2		1		2		3		0		0



				Corporate

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

				Red		1		0		3		1		1		1		1		1		1		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		3		5		2		2		3		3		3		4		4		0		0

				No Data		0		0		0		0		0		4		0		0		4		0		0		0



				Safe Total

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

				Red		6		1		5		2		2		2		5		4		4		2		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		11		18		20		19		19		20		17		18		19		20		1		1

				No Data		0		0		0		0		0		4		0		0		4		0		0		0



				Effective

				Quality Strategy

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

				Red		0		0		1		0		0		3		1		0		2		1		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		8		8		8		8		6		7		8		7		7		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Quality Schedule

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

				Red		4		6		4		3		3		3		4		2		3		4		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		7		5		7		8		8		8		8		10		9		8		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				CQUINS

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

				Red		0		0		0		1		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		12		12		12		14		15		15		16		16		16		17		0		0



				Corporate

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

				Red		0		0		1		0		0		0		0		0		0		0		0		0

				Amber		1		1		0		0		1		1		0		0		0		1		0		0

				Green		7		7		8		8		7		8		8		8		9		7		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0





				Effective All

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

				Red		4		6		6		4		3		6		5		2		5		5		0		0

				Amber		1		1		0		0		1		1		0		0		0		1		0		0

				Green		34		32		35		38		38		37		39		42		41		39		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0





				Experience

				Monitor

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

				Red		0		1		0		0		0		1		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		7		8		8		8		7		8		8		8		8		8		8

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Quality Strategy

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

				Red		0		0		0		0		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		2		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Quality Schedule

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

				Red		2		4		1		2		3		3		2		1		1		1		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		8		10		9		8		8		9		10		10		10		0		0

				No Data		0		0		0		1		1		1		1		1		1		1		0		0



				Corporate

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

				Red		0		1		0		0		0		0		2		0		0		0		0		0

				Amber		2		0		2		0		1		3		1		0		1		1		0		0

				Green		8		9		8		10		9		7		7		10		9		9		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Experience All

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

				Red		2		6		1		2		3		4		4		1		1		1		0		0

				Amber		2		0		2		0		1		3		1		0		1		1		0		0

				Green		27		26		28		29		27		24		26		30		29		29		8		8

				No Data		0		0		0		1		1		1		1		1		1		1		0		0





				Divisional Dashboards						Sourced Externally



				Gynaecology

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

				Red		18		16		11		13		12		13		19		17		14		15		1		1

				Amber		3		4		3		2		4		5		2		2		1		1		0		0

				Green		55		58		62		66		65		63		61		63		67		67		0		0

				No Data		0		1		1		1		1		1		3		3		3		3		0		0

				Not Rated		0		0		0		0		0		0		0		0		0		0		0		0





				Genetics

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

				Red		8		5		7		8		8		6		4		4		8		6		0		0

				Amber		3		2		6		5		2		2		1		0		0		0		0		0

				Green		15		19		13		13		16		18		21		22		18		20		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0





				Maternity

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

				Red		22		24		25		19		18		24		19		18		19		18		0		0

				Amber		2		1		2		2		3		2		2		2		2		3		0		0

				Green		54		52		57		61		61		60		62		62		64		62		0		0

				No Data		3		3		3		3		3		6		4		5		9		5		0		0

				Not Rated





				Neonatal Care

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

				Red		8		10		11		11		10		11		11		10		11		9		0		0

				Amber		1		2		3		1		2		3		2		1		0		0		0		0

				Green		27		24		22		24		24		21		23		25		25		27		0		0

				No Data		1		1		1		1		1		1		3		3		3		3		0		0

				Not Rated





				Surgical Services (Theatres)

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

				Red		5		6		7		8		9		8		7		7		5		6		0		0

				Amber		3		3		2		1		1		1		2		2		2		2		0		0

				Green		11		10		10		10		9		10		10		10		12		11		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Not Rated





				Pharmacy

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

				Red		5		4		3		3		4		6		4		4		2		2		0		0

				Amber		1		1		1		1		1		1		1		1		1		2		0		0

				Green		10		11		12		12		11		9		11		11		13		12		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Not Rated





				Imaging

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

				Red		4		4		4		4		4		9		4		4		3		3		0		0

				Amber		1		3		0		3		3		0		1		2		0		1		0		0

				Green		13		11		14		11		11		9		13		12		15		14		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0

				Not Rated

				Hewitt Centre

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

				Red		5		6		4		6		4		5		4		7		7		8		0		0

				Amber		2		2		3		3		2		3		4		3		0		1		0		0

				Green		21		22		23		21		20		22		22		20		23		21		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0

				GACA

				Infection Control

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

				Red		0		0		1		0		0		0		1		0		0		0		0		0

				Amber		1		1		0		1		1		1		1		0		1		1		0		0

				Green		2		2		2		2		2		2		1		4		3		3		0		0

				No Data		1		1		1		1		1		1		1		0		0		0		0		0

				Not Rated		11		11		11		11		11		11		11		11		11		11		11		11

				Maternity

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

				Red		8		9		10		6		6		7		6		7		12		11		0		0

				Amber		2		1		2		2		3		2		2		2		2		3		0		0

				Green		43		40		47		51		49		50		52		52		54		52		0		0

				No Data		1		1		1		0		0		3		1		1		5		1		0		0

				Not Rated

				GACA WESEE



				Workforce

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

				Red 		7		6		7		7		8		14		8		7		9		8		0		0

				Amber 		13		17		17		16		15		13		12		11		6		10		0		0

				Green		28		25		24		25		25		21		28		30		33		30		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Gynaecology

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

				Red 		2		1		0		0		0		1		2		2		2		3		0		0

				Amber 		1		3		2		2		3		3		2		2		1		1		0		0

				Green		3		2		4		4		3		2		2		2		3		2		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Maternity

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

				Red 		1		2		2		0		0		0		0		2		2		0		0		0

				Amber 		2		1		2		2		3		2		2		2		2		3		0		0

				Green		3		3		2		4		3		4		4		2		2		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

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

				Red 		0		0		0		1		0		0		0		0		2		2		0		0

				Amber 		1		2		3		1		1		2		1		0		0		0		0		0

				Green		5		4		3		4		5		4		5		6		4		4		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Clinical Genetics

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

				Red 		1		1		0		1		2		1		0		0		1		1		0		0

				Amber 		2		2		4		3		1		1		0		0		0		0		0		0

				Green		3		3		2		2		3		4		6		6		5		5		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		2		2		3		3		2		3		3		2		0		1		0		0

				Green		4		4		3		3		4		3		3		4		6		5		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

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

				Red 		0		0		2		4		4		4		2		2		1		1		0		0

				Amber 		3		3		2		1		1		1		2		2		2		2		0		0

				Green		3		3		2		1		1		1		2		2		3		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

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

				Red 		1		0		2		0		0		4		1		0		0		0		0		0

				Amber 		1		3		0		3		3		0		1		2		0		1		0		0

				Green		4		3		4		3		3		2		4		4		6		5		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

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

				Red 		2		2		1		1		2		4		3		1		1		1		0		0

				Amber 		1		1		1		1		1		1		1		1		1		2		0		0

				Green		3		3		4		4		3		1		2		4		4		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Efficient

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

				Red 		39		40		37		41		42		41		36		41		36		34		1		1

				Amber 		0		0		0		1		1		1		0		0		0		0		0		0

				Green		32		32		35		31		30		31		37		32		37		39		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Gynaecology

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

				Red 		8		8		7		8		8		8		8		8		7		7		1		1

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		5		6		6		6		6		6		6		7		7		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Maternity

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

				Red 		4		5		4		5		5		4		3		5		4		4		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		7		8		7		7		8		9		7		8		8		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

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

				Red 		7		9		9		9		9		10		9		8		8		7		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		3		3		3		3		2		3		4		4		5		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Clinical Genetics

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

				Red 		6		4		6		5		4		3		3		3		4		2		0		0

				Amber 		0		0		0		1		1		1		0		0		0		0		0		0

				Green		3		5		3		3		4		5		6		6		5		7		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

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

				Red 		3		3		2		4		5		5		4		5		5		5		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		6		6		7		5		4		4		5		4		4		4		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

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

				Red 		5		5		5		4		5		4		5		5		4		5		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		1		0		1		0		0		1		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

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

				Red 		3		4		2		4		4		5		3		4		3		3		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		3		5		3		3		2		4		3		4		4		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

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

				Red 		3		2		2		2		2		2		1		3		1		1		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		3		3		3		3		3		4		2		4		4		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Safe

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

				Red 		9		4		7		4		4		6		8		7		5		4		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		37		42		43		43		43		42		38		38		42		42		1		0

				No Data		2		2		1		0		0		3		6		6		10		6		0		0

				Gynaecology

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

				Red 		5		1		2		1		1		1		4		3		3		3		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		11		15		14		15		15		15		12		13		13		13		0		0

				No Data		1		1		0		0		0		0		2		2		2		2		0		0

				Maternity

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

				Red 		3		2		4		2		2		4		2		2		1		1		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		6		8		7		7		7		6		6		8		7		0		0

				No Data		1		1		1		0		0		3		1		1		5		1		0		0

				Neonatal Care

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

				Red 		1		1		1		1		1		1		2		2		1		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		9		9		9		9		8		8		7		9		10		1		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0

				Clinical Genetics

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		2		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0

				Hewitt Centre

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		2		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0

				Pharmacy

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		2		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Effective

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

				Red 		5		6		5		4		3		6		5		2		4		5		0		0

				Amber 		1		1		1		0		1		1		0		0		0		0		0		0

				Green		39		38		41		50		50		49		52		55		55		54		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Gynaecology

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

				Red 		0		0		0		1		0		0		0		0		0		0		0		0

				Amber 		1		1		1		0		1		1		0		0		0		0		0		0

				Green		13		13		13		17		17		17		19		19		19		20		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Maternity

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

				Red 		5		6		5		3		3		6		5		2		4		5		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		20		19		22		27		27		26		27		30		30		28		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		2		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Clinical Genetics

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		1		1		1		1		1		1		1		1		1		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Experience

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

				Red 		7		12		7		8		7		7		7		7		8		9		0		0

				Amber 		2		0		2		1		1		2		3		2		0		0		0		0

				Green		59		58		60		59		59		59		58		59		60		59		0		0

				No Data		1		1		2		2		2		2		4		4		4		4		0		0

				Gynaecology

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

				Red 		3		6		2		3		3		3		5		4		2		2		0		0

				Amber 		1		0		0		0		0		1		0		0		0		0		0		0

				Green		24		23		25		24		24		23		22		23		25		25		0		0

				No Data		0		0		1		1		1		1		1		1		1		1		0		0

				Maternity

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

				Red 		1		2		1		1		2		2		1		0		1		1		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		7		5		7		6		5		5		6		7		6		6		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

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

				Red 		0		0		1		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		1		1		1		1		0		0		0		0

				Green		6		6		5		6		5		5		5		5		6		6		0		0

				No Data		1		1		1		1		1		1		2		2		2		2		0		0

				Clinical Genetics

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

				Red 		1		0		1		2		2		2		1		1		3		3		0		0

				Amber 		1		0		2		1		0		0		1		0		0		0		0		0

				Green		7		9		6		6		7		7		7		8		6		6		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

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

				Red 		2		3		2		2		0		0		0		2		2		3		0		0

				Amber 		0		0		0		0		0		0		1		1		0		0		0		0

				Green		7		8		9		9		10		11		10		8		9		8		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0

				Surgical Services

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

				Red 		0		1		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		4		5		5		5		5		5		5		5		5		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

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

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		3		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Data check



				Gynaecology

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

				Red 		18		16		11		13		12		13		19		17		14		15		1		1

				Amber 		3		4		3		2		4		5		2		2		1		1		0		0

				Green		55		58		62		66		65		63		61		63		67		67		0		0

				No Data		1		1		1		1		1		1		3		3		3		3		0		0



				Genetics

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

				Red 		8		5		7		8		8		6		4		4		8		6		0		0

				Amber 		3		2		6		5		2		2		1		0		0		0		0		0

				Green		15		19		13		13		16		18		21		22		18		20		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0



				Maternity

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

				Red 		14		17		16		11		12		16		11		11		12		11		0		0

				Amber 		2		1		2		2		3		2		2		2		2		3		0		0

				Green		43		40		47		51		49		50		52		52		54		52		0		0

				No Data		1		1		1		0		0		3		1		1		5		1		0		0



				Neonates

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

				Red 		8		10		11		11		10		11		11		10		11		9		0		0

				Amber 		1		2		3		1		2		3		2		1		0		0		0		0

				Green		27		24		22		24		24		21		23		24		25		27		1		0

				No Data		1		1		1		1		1		1		3		3		3		3		0		0



				Hewitt Centre

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

				Red 		5		6		4		6		5		5		4		7		7		8		0		0

				Amber 		2		2		3		3		2		3		4		3		0		1		0		0

				Green		21		22		23		21		22		22		22		20		23		21		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0



				Surgical Services

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

				Red 		5		6		7		8		9		8		7		7		5		6		0		0

				Amber 		3		3		2		1		1		1		2		2		2		2		0		0

				Green		11		10		10		10		9		10		10		10		12		11		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Imaging

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

				Red 		4		4		4		4		4		9		4		4		3		3		0		0

				Amber 		1		3		0		3		3		0		1		2		0		1		0		0

				Green		13		11		14		11		11		9		13		12		15		14		0		0

				No Data		0		0		0		0		0		0		1		1		1		1		0		0



				Pharmacy

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

				Red 		5		4		3		3		4		6		4		4		2		2		0		0

				Amber 		1		1		1		1		1		1		1		1		1		2		0		0

				Green		10		11		12		12		11		9		11		11		13		12		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0
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Red	Amber	Green	No Data	15	6	105	1	Workforce



Red	Amber	Green	No Data	0	4	2	0	Gynaecology



Red	Amber	Green	No Data	15	1	67	3	Maternity



Red	Amber	Green	No Data	18	3	62	5	Neonatal 

Care



Red	Amber	Green	No Data	9	0	27	3	Monitor



Red	Amber	Green	No Data	0	0	9	0	Clinical Genetics



Red	Amber	Green	No Data	6	0	20	1	Hewitt Centre



Red	Amber	Green	No Data	8	1	21	1	Surgical Services



Red	Amber	Green	No Data	6	2	11	0	Experience



Red	Amber	Green	No Data	1	1	29	1	Quality Strategy



Red	Amber	Green	No Data	1	0	13	0	Quality Schedule









Red	Amber	Green	No Data	8	0	32	1	Corporate



Red	Amber	Green	No Data	6	6	27	0	Effective



Red	Amber	Green	No Data	5	1	39	0	CQUINS



Red	Amber	Green	0	0	24	Safe



Red	Amber	Green	No Data	2	0	20	0	Efficient



Red	Amber	Green	No Data	7	0	15	0	
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						Performance Summary - Trust Management Group -																										Month 10 - January 2016
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Red	Amber	Green	No Data	1	0	13	0	Quality Schedule



Red	Amber	Green	No Data	8	0	32	1	Corporate









Red	Amber	Green	No Data	6	6	27	0	CQUINS



Red	Amber	Green	0	0	24	Performance for January 2016 has improved slightly from 80% in December 2015 to 83% of KPIs (105 of 127) achieving target. the Trust has achieved all Monitor and CQUINS KPI's. Financial performance remains a concern with 6 KPI's rated as red.  There are a total of 15 KPI's rated as red and 6 KPIs rated as Amber. The areas of concern in January are:-

	Maternity with Apgar Score < 7,  Breastfeeding Rates, 12 Week Bookers, Smoking Interventions and Maternity Triage all  breaching their respective targets.

	Gynaecology has failed to achieve the Malnutrition Care Plan KPI for the fourth consecutive month and the Malnutrition referral onto a dietician for the third 	consecutive month.

	HR - The rate of Appraisals/PDR's and Mandatory training have decreased slightly whilst the overall Turnover rate  continues to increase at 12%.

Full details of all the KPI's that have triggered a Red or Amber rating can be seen below.

Quality Schedule:  

Outpatient DNA: Follow up rate at 10.23% against a target of <  10%

Due to the re-introduction of reminder letters, the DNA rates have fallen significantly from December levels in Genetics (15% to 3.8%) and Neonatal Care (12% to 3.4%). Although re-introducing reminder letters proved too costly to do for the whole of Gynaecology,  in lieu of the successful reduction in DNA rates in Genetics and Neonates, there may  be scope for introducing it for some of the Gynaecology clinics. 

The services plan to continue with sending out reminder letters and to scope whether it is worthwhile or viable to do so with some of the Gynaecology clinics. With continued monitoring and focus on the management of appointment attendances, it is expected that the DNA rate will be below the 10% target before the end of Quarter 4.


Rate of babies born with an Apgar score of less than 7 at 5 mins at 30.43 per 1000 against a target of < 12.65 per 1000 births

An audit into babies born with a low Apgar score was recently completed. The audit identified a number of issues:-
		It may not be possible to influence the scores for babies born via caesarean 			sections  where the mother was under general anaesthetic.
		Midwifery practices when checking Apgar scores

		The methodology of Apgar scoring

		Drop in apgar post-cord clamping

Action plan from the low Apgar audit (August 2016)



Corporate Metrics: 

HR: Sickness & Absence rate at 4.08% against a Trust target of 3.5%

In month ten there were significant reductions in the single month sickness figure for a number of areas including: Gynaecology (7.43% down to 5.86%), Integrated Admin (3.62% down to 1.48%), Maternity (5.75% down to 4.55%), Pharmacy (4.56% down to 0.46%) and Surgical services (3.13% down to 1.91%). There was however a significant increase in the figure for Neonates which rose from 6.46% to 7.48%.
 
There was also a significant shift in the split between short and long term sickness. In month nine that split was short term 48% and long term 52%, but in month ten the split changed to 35% short term and 65% long term.

The HR Department continue to provide detailed absence information, training and advice to support the management of sickness absence. 
 
Managers are working closely with their HR teams to ensure that individual cases are managed appropriately, that staff are managed on the appropriate stages and that staff are supported in returning to work as soon as is appropriate. 

Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in quarter four. 


HR: Mandatory Training rate at 93% against a target of 95%

At service/department level, the only significant changes were the falls in mandatory training compliance for Gynaecology (95% down to 92%) and Imaging (95% down to 89%).
 
Nine areas are rated as green, and nine are rated as amber against the Trust target figure. No areas are rated as red.

Managers at all levels are provided with detailed information regarding mandatory training compliance.
 
All ward and department managers are required to have appropriate plans in place to ensure that compliance rates are reached and maintained, and these are reviewed and updated each month.

It anticipated that overall mandatory training target of 95% will be reached in quarter four.


Quality Strategy: 

Provision of Epidurals: Not given due to non-clinical reasons at 7.82% against a target of < 5%

January has seen an increase in women accessing our maternity service, our total birth numbers are increasing, these impacts on our ability to provide an epidural service.  On clinical review by the Anaesthetic Clinical Director, of the patient group, it was noted that January had experienced a high number of epidural requests, with a monthly birth rate of 723.  

January also saw an increase in acuity of women across the inpatient service in relation to anaesthetic workload; this was the reason for non-compliance of this performance target, in relation to medical staffing.  14 women did not receive an epidural upon request out of a total 179 requests due to non-clinical reason.

Extensive work has been undertaken in relation to medical staffing by the Anaesthetic Clinical Director, to enable additional medical cover for inpatient services.

It is expected that we will achieve the target in June 2016

CQUINS:

All CQUINS KPI's have been achieved for January 2016. Of particular note is that, due to increased focus and hard work within the Neonatal Care Team they have now achieved the target for Data  Completedess in the NNAP Audit  data , CQUIN WC3.

Monitor: 

All Monitor KPI's have been achieved for January 2016

There are no emerging concerns raised in the performance against KPI's in January 2016.

The increased demand on Maternity services due to patient choice or diverts from other closed units is causing pressure in certain areas.

The Service will need to provide plans on how it will respond to  an increased level of activity to ensure that Kepy Performance Indicators are achieved.





It is recommended that the Trust Management Group 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.


Quality Schedule continued...

Malnutrition Care Plans and Referral  to Dietician rates at  78.57%  (target 98%) (3 from 14 patients) and 92.86% (1 from patients) (target 100%) respectively.

1:1 discussion with individual staff members and the ward nursing team and outline the importance of completion of the MUST assessments and care plans, led by the Ward Manager and Deputy Ward Manager.
 
Re-introduce checking the admissions icon on the desktop by the shift leader to ensure all risk assessments have been completed.
 
Explore with IT the enabling of the admissions icon on the pc desktops to also flag if any care plans have not been completed. Further discuss with IT to enable that when a patient has a score of 2 or more on the MUST risk assessment that it becomes mandatory to complete the care plan field before the user can move on.
 
Discuss with Projects Team the timeline for the proposed phase 2 of the Flow board system which will ensure the MUST icons ‘bounce’ up and down on the flow board screen to act as an alert and  reminder that the MUST risk assessment and ,if required, care plan needs to be completed.

Will review individual performance in 3 months.


Rate of women attending booking appointment at 12 Weeks Gestation at 90% against a target of 95%

There is a new process in place consisting of a live information database to enable the team leaders and antenatal clinic manager to validate the 12 week bookings to identify whether  truly late rather than a data input issue .
There was a gap in the rollout of the training to enable the system to be used effectively which has contributed towards the target not being met this month 

The member of staff has now received the access to the information database and training on how to validate the data.

It is expected that we will achieve the target in February 2016


Rate of women having interventions for smoking at 12 Weeks at 94.89% against a target of 95%

The decline in the performance of this will be highlighted to staff who will be reminded of the importance of offering smoking interventions and the recording on Meditech. Further work is ongoing within the Knowsley area by the introduction of Risk Perception advice given by the midwife as part of the Baby Clear Project. New carbon monoxide monitor’s obtained through this project for community midwifery staff in this area to ensure all women are screened at booking. 
 
Data sharing and referral processes are being discussed to try and improve speed and communication between the midwifery service and the Stop Smoking services.

Quality Schedule continued...


Corporate Metrics continued

HR: Appraisals & PDR rate at 89% against a target of 90%

There were a number of significant reductions in the levels of PDR compliance at service/department level: for Gynaecology the rate fell from 85% to 78%, for Integrated admin the rate fell from 95% to 89%, and for medical staff the rate fell from 91% to 83%.
 
Nine areas were rated as green, seven areas were rated as amber, and two were rated as red against the Trust target figure.

All ward and department managers are tasked with having appropriate plans in place to ensure that compliance targets are reached and maintained. The L&D and HR teams continue to provide information on those staff who are not compliant. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated.

It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year


HR: Turnover Rate at 12% against a target of less than 10%

There were no particularly significant changes at service/department level although many areas did see small increases.
 
Overall there were 15 leavers in month ten, just one more than in month nine and eight. This was balanced by there being 17 new starters in the month.

Managers are provided with detailed information on turnover by the Human Resources Department so that they can monitor any concerns.
 
Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit interviews to help identify any trust wide or local issues that may need to be addressed.
 
The larger clinical areas such as Maternity, Gynae and Neonates all still remain on or under target.

It is anticipated that the turnover figure will return to below target Before the end of the financial year.


Corporate Metrics continued


















































Corporate Metrics continued



Quality Schedule continued...

Breast Feeding rates at 50% against a target of 55%

	Holding vacancy in the Bambi’s breast feeding team until funding secured for next financial 	year for the peer support service.
	In January 713 births of which 50% initiated breast feeding. Of these 2.8% gave up breast 	feeding during the hospital stay. On review of the breast feeding data from January it appears 	that midwives have answered a meditech question incorrectly on discharge once corrected this 	will increase the initiation rate by 1.8%) 
	Of the women who had a planned caesarean in January 48% breast fed with 5% giving up 	during the hospital stay. This could be due to the introduction enhanced recovery pathway and 	the fact that over 60% of women are discharged within 24 hours of delivery. 

	Currently auditing / mock BFI assessment in preparation for re-assessment for Stage 3 	Accreditation in April 2016. Inform staff and work with managers with results of this audit 
	Re-launch of breast feeding targets so all staff are aware. Display for staff in all areas with 	targets and monthly stats with actions. 
	Allocate breast feeding champions for each area to inform staff of our targets and actions to 	improve with engaging the ward teams.
	Post-operative care to include breast feeding support has been identified as one of the 	improvement projects by the shift leaders on Matbase 
	Re-education of the midwives to complete the meditech discharge questions accurately. 	Review again of question wording.

It is expected that we will achieve this target by July 2016


Rate of women Triaged within 30 Minutes for Maternity at  93.79% against a target of 95%

A sustained increase in sickness within the MAU, from short term to long term is the contributing factor that affected this performance target.  Increased clinical activity across the inpatient service within maternity has also provided ‘backlogs’ for admission to inpatient wards which have effected this target.  Maternity services within the Cheshire and Mersey region have also suspended services x3 this month, which increases the amount of women LWH triage cares for, which again affects this performance target.  Lack of medical cover within the MAU has also effected this performance target as women are waiting for a medical review, again causing a ‘backlog’.

Sickness is being appropriately managed by the midwifery management team all staff are on the appropriate sickness stage.  Work is ongoing within the inpatient services reviewing patient flow, and discharge process which will decrease the amount of women and backlog waiting for an inpatient bed on MAU.  The Clinical Director for maternity has submitted a business case to increase the amount of consultant hours within inpatient IP services.

It is expected that we will achieve this target by March 2016

Corporate Metrics continued

Outpatients: Follow up appointments Cancelled by Hospital: 

The rate of follow up outpatient appointments cancelled by hospital has either reduced or remained static for most specialties with exception of Infertility at 17.37%. Cancellation rates in Gynaecology have reduced, but remain elevated at 14.47%.

	Patients on infertility pathway were brought forward and extra clinics were added to avoid 	breaches and improve pathway.
 
	Out patient follow up appointments altered when patients have rearranged investigations 	and results are required for follow up attendance.
 
	The clinic template of one of the Clinicians has changed as an ultrasound scan is being 	performed at first consultation.

The letter sent to patients has been re-written and details what should happen at each visit and expected timescales from first appointment/investigation/outcome.  It highlights the importance of attendance at clinic and for investigation.
 
As the 18 week pathway has improved in Infertility and breach dates are being closely monitored, there should no longer be the need to alter patient appointments


Daycase Overstay Rates at 5.71% against a target of  less than 5%

Narrative not received - will updtae at TMG
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				This report will not be published under the Trust's Publication Scheme due to exemptions under S43(2) of the Freedomn of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust.
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Red	Amber	Green	No Data	15	6	105	1	Workforce



Red	Amber	Green	No Data	0	4	2	0	Monitor



Red	Amber	Green	No Data	0	0	9	0	Experience



Red	Amber	Green	No Data	1	1	29	1	Quality Strategy







Red	Amber	Green	No Data	1	0	13	0	Quality Schedule



Red	Amber	Green	No Data	8	0	32	1	Corporate





Red	Amber	Green	No Data	6	6	27	0	Effective



Red	Amber	Green	No Data	5	1	39	0	CQUINS



Red	Amber	Green	0	0	24	Safe







Red	Amber	Green	No Data	2	0	20	0	Efficient



Red	Amber	Green	No Data	7	0	15	0	
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Red	Amber	Green	0	0	24	Performance for January 2016 has improved slightly from 80% in December 2015 to 83% of KPIs (105 of 127) achieving target. the Trust has achieved all Monitor and CQUINS KPI's. Financial performance remains a concern with 6 KPI's rated as red.  There are a total of 15 KPI's rated as red and 6 KPIs rated as Amber. The areas of concern in January are:-

	Maternity with Apgar Score < 7,  Breastfeeding Rates, 12 Week Bookers, Smoking Interventions and Maternity Triage all  breaching their respective targets.

	Gynaecology has failed to achieve the Malnutrition Care Plan KPI for the fourth consecutive month and the Malnutrition referral onto a dietician for the third 	consecutive month.

	HR - The rate of Appraisals/PDR's and Mandatory training have decreased slightly whilst the overall Turnover rate  continues to increase at 12%.

Full details of all the KPI's that have triggered a Red or Amber rating can be seen below.

Quality Schedule:  

Outpatient DNA: Follow up rate at 10.23% against a target of <  10%

Due to the re-introduction of reminder letters, the DNA rates have fallen significantly from December levels in Genetics (15% to 3.8%) and Neonatal Care (12% to 3.4%). Although re-introducing reminder letters proved too costly to do for the whole of Gynaecology,  in lieu of the successful reduction in DNA rates in Genetics and Neonates, there may  be scope for introducing it for some of the Gynaecology clinics. 

The services plan to continue with sending out reminder letters and to scope whether it is worthwhile or viable to do so with some of the Gynaecology clinics. With continued monitoring and focus on the management of appointment attendances, it is expected that the DNA rate will be below the 10% target before the end of Quarter 4.


Rate of babies born with an Apgar score of less than 7 at 5 mins at 30.43 per 1000 against a target of < 12.65 per 1000 births

An audit into babies born with a low Apgar score was recently completed. The audit identified a number of issues:-
		It may not be possible to influence the scores for babies born via caesarean 			sections  where the mother was under general anaesthetic.
		Midwifery practices when checking Apgar scores

		The methodology of Apgar scoring

		Drop in apgar post-cord clamping

Action plan from the low Apgar audit (August 2016)



Corporate Metrics: 

HR: Sickness & Absence rate at 4.08% against a Trust target of 3.5%

In month ten there were significant reductions in the single month sickness figure for a number of areas including: Gynaecology (7.43% down to 5.86%), Integrated Admin (3.62% down to 1.48%), Maternity (5.75% down to 4.55%), Pharmacy (4.56% down to 0.46%) and Surgical services (3.13% down to 1.91%). There was however a significant increase in the figure for Neonates which rose from 6.46% to 7.48%.
 
There was also a significant shift in the split between short and long term sickness. In month nine that split was short term 48% and long term 52%, but in month ten the split changed to 35% short term and 65% long term.

The HR Department continue to provide detailed absence information, training and advice to support the management of sickness absence. 
 
Managers are working closely with their HR teams to ensure that individual cases are managed appropriately, that staff are managed on the appropriate stages and that staff are supported in returning to work as soon as is appropriate. 

Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in quarter four. 


HR: Mandatory Training rate at 93% against a target of 95%

At service/department level, the only significant changes were the falls in mandatory training compliance for Gynaecology (95% down to 92%) and Imaging (95% down to 89%).
 
Nine areas are rated as green, and nine are rated as amber against the Trust target figure. No areas are rated as red.

Managers at all levels are provided with detailed information regarding mandatory training compliance.
 
All ward and department managers are required to have appropriate plans in place to ensure that compliance rates are reached and maintained, and these are reviewed and updated each month.

It anticipated that overall mandatory training target of 95% will be reached in quarter four.


Quality Strategy: 

Provision of Epidurals: Not given due to non-clinical reasons at 7.82% against a target of < 5%

January has seen an increase in women accessing our maternity service, our total birth numbers are increasing, these impacts on our ability to provide an epidural service.  On clinical review by the Anaesthetic Clinical Director, of the patient group, it was noted that January had experienced a high number of epidural requests, with a monthly birth rate of 723.  

January also saw an increase in acuity of women across the inpatient service in relation to anaesthetic workload; this was the reason for non-compliance of this performance target, in relation to medical staffing.  14 women did not receive an epidural upon request out of a total 179 requests due to non-clinical reason.

Extensive work has been undertaken in relation to medical staffing by the Anaesthetic Clinical Director, to enable additional medical cover for inpatient services.

It is expected that we will achieve the target in June 2016

CQUINS:

All CQUINS KPI's have been achieved for January 2016. Of particular note is that, due to increased focus and hard work within the Neonatal Care Team they have now achieved the target for Data  Completedess in the NNAP Audit  data , CQUIN WC3.

Monitor: 

All Monitor KPI's have been achieved for January 2016

There are no emerging concerns raised in the performance against KPI's in January 2016.

The increased demand on Maternity services due to patient choice or diverts from other closed units is causing pressure in certain areas.

The Service will need to provide plans on how it will respond to  an increased level of activity to ensure that Kepy Performance Indicators are achieved.





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.


Quality Schedule continued...

Malnutrition Care Plans and Referral  to Dietician rates at  78.57%  (target 98%) (3 from 14 patients) and 92.86% (1 from patients) (target 100%) respectively.

1:1 discussion with individual staff members and the ward nursing team and outline the importance of completion of the MUST assessments and care plans, led by the Ward Manager and Deputy Ward Manager.
 
Re-introduce checking the admissions icon on the desktop by the shift leader to ensure all risk assessments have been completed.
 
Explore with IT the enabling of the admissions icon on the pc desktops to also flag if any care plans have not been completed. Further discuss with IT to enable that when a patient has a score of 2 or more on the MUST risk assessment that it becomes mandatory to complete the care plan field before the user can move on.
 
Discuss with Projects Team the timeline for the proposed phase 2 of the Flow board system which will ensure the MUST icons ‘bounce’ up and down on the flow board screen to act as an alert and  reminder that the MUST risk assessment and ,if required, care plan needs to be completed.

Will review individual performance in 3 months.


Rate of women attending booking appointment at 12 Weeks Gestation at 90% against a target of 95%

There is a new process in place consisting of a live information database to enable the team leaders and antenatal clinic manager to validate the 12 week bookings to identify whether  truly late rather than a data input issue .
There was a gap in the rollout of the training to enable the system to be used effectively which has contributed towards the target not being met this month 

The member of staff has now received the access to the information database and training on how to validate the data.

It is expected that we will achieve the target in February 2016


Rate of women having interventions for smoking at 12 Weeks at 94.89% against a target of 95%

The decline in the performance of this will be highlighted to staff who will be reminded of the importance of offering smoking interventions and the recording on Meditech. Further work is ongoing within the Knowsley area by the introduction of Risk Perception advice given by the midwife as part of the Baby Clear Project. New carbon monoxide monitor’s obtained through this project for community midwifery staff in this area to ensure all women are screened at booking. 
 
Data sharing and referral processes are being discussed to try and improve speed and communication between the midwifery service and the Stop Smoking services.

Quality Schedule continued...


Corporate Metrics continued

HR: Appraisals & PDR rate at 89% against a target of 90%

There were a number of significant reductions in the levels of PDR compliance at service/department level: for Gynaecology the rate fell from 85% to 78%, for Integrated admin the rate fell from 95% to 89%, and for medical staff the rate fell from 91% to 83%.
 
Nine areas were rated as green, seven areas were rated as amber, and two were rated as red against the Trust target figure.

All ward and department managers are tasked with having appropriate plans in place to ensure that compliance targets are reached and maintained. The L&D and HR teams continue to provide information on those staff who are not compliant. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated.

It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year


HR: Turnover Rate at 12% against a target of less than 10%

There were no particularly significant changes at service/department level although many areas did see small increases.
 
Overall there were 15 leavers in month ten, just one more than in month nine and eight. This was balanced by there being 17 new starters in the month.

Managers are provided with detailed information on turnover by the Human Resources Department so that they can monitor any concerns.
 
Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit interviews to help identify any trust wide or local issues that may need to be addressed.
 
The larger clinical areas such as Maternity, Gynae and Neonates all still remain on or under target.

It is anticipated that the turnover figure will return to below target Before the end of the financial year.


Corporate Metrics continued


















































Corporate Metrics continued



Quality Schedule continued...

Breast Feeding rates at 50% against a target of 55%

	Holding vacancy in the Bambi’s breast feeding team until funding secured for next financial 	year for the peer support service.
	In January 713 births of which 50% initiated breast feeding. Of these 2.8% gave up breast 	feeding during the hospital stay. On review of the breast feeding data from January it appears 	that midwives have answered a meditech question incorrectly on discharge once corrected this 	will increase the initiation rate by 1.8%) 
	Of the women who had a planned caesarean in January 48% breast fed with 5% giving up 	during the hospital stay. This could be due to the introduction enhanced recovery pathway and 	the fact that over 60% of women are discharged within 24 hours of delivery. 

	Currently auditing / mock BFI assessment in preparation for re-assessment for Stage 3 	Accreditation in April 2016. Inform staff and work with managers with results of this audit 
	Re-launch of breast feeding targets so all staff are aware. Display for staff in all areas with 	targets and monthly stats with actions. 
	Allocate breast feeding champions for each area to inform staff of our targets and actions to 	improve with engaging the ward teams.
	Post-operative care to include breast feeding support has been identified as one of the 	improvement projects by the shift leaders on Matbase 
	Re-education of the midwives to complete the meditech discharge questions accurately. 	Review again of question wording.

It is expected that we will achieve this target by July 2016



Rate of women Triaged within 30 Minutes for Maternity at  93.79% against a target of 95%

A sustained increase in sickness within the MAU, from short term to long term is the contributing factor that affected this performance target.  Increased clinical activity across the inpatient service within maternity has also provided ‘backlogs’ for admission to inpatient wards which have effected this target.  Maternity services within the Cheshire and Mersey region have also suspended services x3 this month, which increases the amount of women LWH triage cares for, which again affects this performance target.  Lack of medical cover within the MAU has also effected this performance target as women are waiting for a medical review, again causing a ‘backlog’.

Sickness is being appropriately managed by the midwifery management team all staff are on the appropriate sickness stage.  Work is ongoing within the inpatient services reviewing patient flow, and discharge process which will decrease the amount of women and backlog waiting for an inpatient bed on MAU.  The Clinical Director for maternity has submitted a business case to increase the amount of consultant hours within inpatient IP services.

It is expected that we will achieve this target by March 2016

Corporate Metrics continued

Outpatients: Follow up appointments Cancelled by Hospital: 

The rate of follow up outpatient appointments cancelled by hospital has either reduced or remained static for most specialties with exception of Infertility at 17.37%. Cancellation rates in Gynaecology have reduced, but remain elevated at 14.47%.

	Patients on infertility pathway were brought forward and extra clinics were added to avoid 	breaches and improve pathway.
 
	Out patient follow up appointments altered when patients have rearranged investigations 	and results are required for follow up attendance.
 
	The clinic template of one of the Clinicians has changed as an ultrasound scan is being 	performed at first consultation.

The letter sent to patients has been re-written and details what should happen at each visit and expected timescales from first appointment/investigation/outcome.  It highlights the importance of attendance at clinic and for investigation.
 
As the 18 week pathway has improved in Infertility and breach dates are being closely monitored, there should no longer be the need to alter patient appointments


Daycase Overstay Rates at 5.71% against a target of  less than 5%

Narrative not received - will update at TMG



MONITOR



				LWH Monitor		2015/16

				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%		95.78%		96.17%		96.79%		95.90%		96.95%		96.63%		97.51%		97.77%		96.15%		97.15%		97.72%		ERROR:#DIV/0!		ERROR:#DIV/0!

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		190.00%		90.00%		90.00%		190.00%		290.00%		90.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate Non-admitted *		2		>= 95%		95.43%		95.23%		95.44%		95.38%		95.45%		97.65%		96.17%		96.42%		95.94%		95.00%		94.30%		95.08%		95.18%		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		195.00%		95.00%		95.00%		195.00%		295.00%		95.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Incompletes		3		>= 92%		94.15%		94.77%		95.19%		94.70%		95.29%		95.25%		95.56%		95.37%		95.22%		95.10%		95.65%		95.33%		95.65%		95.68%		ERROR:#DIV/0!

										92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%

				A&E Maximum waiting time of 4 hours from arrival to admission, transfer or discharge		4		>= 95%		100.00%		99.91%		99.41%		99.77%		100.00%		100.00%		99.80%		99.93%		99.62%		99.49%		98.69%		99.27%		99.18%				

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (After Re-allocation)		5a		>= 85%		100%		72.73%

Ed Williams: Ed Williams: Figures adjusted after Finalised position reported.
		88.24%		85.51%		87.10%		88.24%		82.86%		85.54%		88.24%		94.12%		90.91%		91.09%		93.55%				

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		185.00%		85.00%		85.00%		185.00%		285.00%		85.00%

				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%		86.67%		74.36%		76.81%		79.28%		87.10%		78.95%		78.38%		81.61%		65.22%		74.42%		90.91%		76.85%		90.91%		74.36%		

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Percentage		5b		>= 90%		N/A		N/A		N/A		N/A		N/A		N/A		100%		100%		N/A		N/A		N/A		N/A		N/A		N/A		N/A

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Numbers (if > 5, the target applies)		5b		< 5		0		0		0		0		0		0		1		1		0		0		0		0		1		0		0

										5		5		5		5		5		5		5		5		5		5		5		5		5		6		7		5

				All Cancers: 31 day wait for second or subsequent treatment comprising surgery		6a		>= 94%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100.00%		

										94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%

				All Cancers: 31 day wait for second or subsequent treatment comprising anti cancer drug treatments		6b		>- 98%		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				All Cancers: 31 day wait from diagnosis to first (definitive) treatment		7		>= 96%		100%		97.67%		100%		100%		100%		100%		100%		100%		97.56%		100%		100%		99.19%		100%		1		

										96%		96%		96%		96%		96%		96%		96%		96%		96%		96%		196%		96%		96%		196%		296%		96%

				All Cancers: Two week wait from referral to date first seen comprising all urgent referrals (cancer suspected)		8		93%		94.44%		93.19%		95.85%		94.56%		98.29%		94.62%		96.85%		96.73%		95.09%		95.65%		95.50%		95.41%		95.50%		95.76%		

										95.00%		195.00%		295.00%				395.00%		495.00%		595.00%				695.00%		795.00%		895.00%				995.00%		1095.00%		1195.00%		1295.00%

				Hidden Rows for RAG Calculator 'Monitor- Experince'

								RAG		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

								Red		0		1		0		0		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		7		8		8		8		8		7		8		8		8		8		8		8		0		0		0

								No Data		0		0		0		0		0		0		0		1		0		0		0		0		0		0		0		24



				To deliver SAFER services

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

										0		0		0				0		0		0				0		0		0				0		0		0		1

				Hidden Rows for RAG Calculator 'Monitor - Safer'

								RAG		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

								Red		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

								Green		1		1		1		1		1		1		1		1		1		1		1		1		1		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		2



				Hidden Rows for RAG Calculator 'Monitor - All'

								RAG		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

								Red		0		1		0		0		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

								Green		9		8		9		9		9		9		8		9		9		9		9		9		9		0		0		0

								No Data		0		0		0		0		0		0		0		1		0		0		0		0		0		0		0		26





				*Monitor have advised all NHS Trusts that:-

"The admitted and non-admitted operational standards are being abolished, and the incomplete standard will become the sole measure of patients’ constitutional right to start treatment within 18 weeks. This means that with immediate effect, no provider or commissioner will receive any form of sanction, whether in the form of regulator investigation/intervention or the levying of financial sanctions, for failing the admitted or non-admitted standards.

Commissioners should not levy any financial sanctions associated with the admitted and non-admitted standards with effect from 1st April 2015. Where sanctions have already been applied in respect of these two standards in the 2015/16 financial year, commissioners should make arrangements to repay the funding withheld to the relevant providers".

However, with regards patient experience and continuing best practice, the Trust should still endeavour to achieve these targets and they will be monitored but not RAG Rated as of October 2015 (Beginning of Quarter 3).                            *ll                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    All Cancer Wait figures are amended periodiacally once the verified Somerset position has been closed.
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Quality Strategy



				LWH Quality Strategy		2015/16

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
						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%		0.10%		0.01%		0.01%		0.01%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

				Maintain the incidence of multiple pregnancy after fertility treatment		LWH_2		<= 10%		7.60%		7.02%		6.91%		6.28%		6.16%		5.37%		4.85%		4.81%		4.70%		4.60%		0.00%		0.00%

				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		0.00		0.25		0.00		0.00		0.60		0.52		0.17		0.58		0.66		0.22		0.00		0.00

				No increase in bloodstream infection (early and late) in all neonates (term and preterm) (Rate per 1000 total care days)		LWH_4		TBC		3.18		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Quality Strategy - Safe'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		4		4		4		4		4		4		4		4		4		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		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

				Rate of Brain injury in preterm babies (Severe Intraventricular haemorrhage and Periventricular leukomalacia) to remain below VON median		LWH_5		TBA		TBD		TBA		TBA		TBA		TBA		TBA		TBA		TBA		TBA		TBA

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

				Neonatal mortality <=28 days post birth (at home or LWH) Reports 1 month behind                           (Target to be agreed for Quarter 2) (Rate per 1000 Births)		LWH_7		Rate per 1000 TBD		0.00		3.17		8.76		3.08		2.70		2.80		0.00		1.40		4.10		2.80		0.00		0.00

				Adjusted Still birth rate i.e. excluding fetal abnormalities  (Rate per 1000 births) Reports 1 month behind		LWH_8		TBC		1.55		0.00		3.06		5.46		2.79		9.38		6.98		5.56		7.04		2.77		ERROR:#DIV/0!		ERROR:#DIV/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		47.96%		50.72%		45.95%		39.44%		41.18%		38.92%		35.48%		52.50%		49.60%		50.17%		49.81%		0.00%

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

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

Administrator: Ed Williams:
Target set at 95% in the Quality Strategy. Target set at 85% by CCG for Quality Schedule. There are two distinct Targets
		96.43%		96.76%		96.59%		96.42%		96.19%		93.88%		95.22%		97.20%		93.36%		95.04%		ERROR:#DIV/0!		ERROR:#DIV/0!

				Avoidable repeats for Antenatal screening and newborn screening blood sampling		LWH_12		<= 2%		QTRLY		QTRLY		5.33%		QTRLY		QTRLY		3.97%		QTRLY		QTRLY		5.80%		QTRLY		QTRLY

				Increase the % of skin to skin contact within 1 hour post birth.		LWH_13		>= 75%		74.20%		84.39%		91.48%		92.76%		89.56%		91.92%		89.35%		91.28%		92.47%		91.18%				

				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%		95.76%		95.35%		95.65%		92.59%		93.59%		98.04%		95.11%		90.24%		ERROR:#DIV/0!		ERROR:#DIV/0!

				Patients opting for surgical treatment of miscarriage undergo the procedure within 72 hours of their decision.		LWH_15		TBA		TBD		TBA		TBA		TBA		TBA		TBA		TBA		TBA		TBA		TBA

				Hidden Rows for RAG Calculator 'Quality Strategy - Effective'

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

								Red		0		0		1		0		0		3		1		0		2		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		8		8		8		8		6		7		8		7		7		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		2		0		0		0		0		3		0		0		0		0

				75 % of patients recommend us in the family friends test.		LWH_17		>= 75%		96.10%		98.02%		99.20%		96.86%		97.60%		98.03%		98.51%		99.06%		99.15%		99.56%		ERROR:#DIV/0!		ERROR:#DIV/0!

				Staff survey results in upper quartile ***		LWH_18		< 3.95

Administrator: Ed Williams
National 2014 Average for Acute Specialist Trusts		3.74		3.74		3.74		3.74		3.74		3.74		3.74		3.74		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%   National Average		97.71%		97.71%		97.71%		97.71%		97.71%		97.71%		99.94%		99.94%		99.94%		99.94%		99.94%		99.94%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Condition & Appearance **		LWH_21		> = 90% National Average		90.67%		90.67%		90.67%		90.67%		90.67%		90.67%		93.31%		93.31%		93.31%		93.31%		93.31%		93.31%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Food **		LWH_22		> 88.5% National Average		87.05%		87.05%		87.05%		87.05%		87.05%		87.05%		92.55%		92.55%		92.55%		92.55%		92.55%		92.55%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Privacy & Dignity **		LWH_23		> 86% National Average		96.03%		96.03%		96.03%		96.03%		96.03%		96.03%		82.19%		82.19%		82.19%		82.19%		82.19%		82.19%

				Hidden Rows for RAG Calculator 'Quality Strategy - Experience'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		2		2		2		2		2		2		2		2		2		2		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Hidden Rows for RAG Calculator 'Quality Strategy - All'

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

								Red		0		0		1		0		0		3		1		0		2		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		14		14		14		14		14		12		13		14		13		13		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0





				**The latest figures for  Excellence in Patient Led Assessments of Care Environments (PLACE) fwere released in September 2015. The targets have been reset as the National Average scores for the same period.







				*** The results of the Staff Survey are released annually and the latest figures are due for release in early 2016. The new data will be reflected in the Performance Report as soon as they have been made available.
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Quality Schedule



				LWH Quality Schedule		2015/16

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE 
						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%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		4.08%		0.00%		0.00%

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				Hidden Rows for RAG Calculator 'Quality Schedule Workforce'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		1		1		1		1		1		1		1		1		1		1		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		9.00%		8.25%		9.69%		7.22%		6.85%		8.59%		9.12%		6.90%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Outpatients: DNA Rates: Follow-up		KPI_07b		< 10%		9.03%		8.73%		9.44%		10.50%		10.16%		10.41%		9.26%		10.07%		11.25%		10.23%		ERROR:#DIV/0!		ERROR:#DIV/0!

										10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%

				Discharge Summaries to be electronically constructed, integrated TTO’s and contains the recommended minimum data set.		KPI_14a		>= 98%		98.45%		98.34%		98.26%		99.59%		99.53%		99.91%		98.64%		95%		97.57%		99.32%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Discharge Summaries to be sent from all ward areas to general practice within 24 hours.  		KPI_14b		>= 95%		98.45%

Administrator: Validated Position: 22/05/2015
		98.34%		98.26%		99.59%		99.53%		99.91%		98.64%		94.57%		97.57%		99.32%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Patients to receive a copy of their Discharge Summary on day of discharge.		KPI_14c		>= 95%		98.45%		98.34%		98.26%		99.59%		99.53%		99.10%		98.50%		98.47%		98.25%		98.75%		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				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		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR

										98.00%		98.00%		198.00%		298.00%		398.00%		98.00%		198.00%		298.00%		398.00%		498.00%		598.00%		698.00%

				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		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				A&E correspondence to be sent to General Practice within 24 hours. 		KPI_14f		>= 95%		Reporting from    May-15		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Day Case correspondence to be sent to General Practice within 24 hours. 		KPI_14g		>= 95%		ID		ID		ID		Reporting from August		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Quality Schedule - Efficient'

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

								Red		0		0		1		2		2		1		0		2		2		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		5		6		5		4		5		6		7		5		5		6		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		0		0		0		0		1		0		0		0		0		0



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



				VTE (Venous Thromboembolism)		KPI_01		>= 95%		98.25%		98.84%		98.46%		98.30%		98.46%		98.35%		98.45%		98.41%		97.50%		96.99%		ERROR:#DIV/0!		ERROR:#DIV/0!



				A&E: Self Harm: Received a Psychological Assessment		KPI_13g		>= 80%		None		None		None		None		None		None		None		None		100%

Ed Williams: Ed Williams:
One patient presented with injury resulting from self harm behaviour but was already under the care of a mental helath team so a referral was not necessary.		None		0.00%		0.00%



				Falls Prevention: Assessments for Falls		KPI_08a		>=98%		98.28%		99.18%		100.00%		98.81%		99.50%		98.56%		100.00%		98.74%		99.01%		98.72%		ERROR:#DIV/0!		ERROR:#DIV/0!



				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%		0%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Malnutrition: Adult in-patients screened for malnutrition on admission using the MUST tool 		KPI_09a		>= 95%		85.34%		99.59%		100.00%		98.42%		99.00%		98.56%		99.52%		98.74%		97.04%		97.87%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Malnutrition: Patients with a score of 2 or more to receive an appropriate care plan		KPI_09b		>= 98%		50.00%		100.00%		80.00%		100.00%		100.00%		100.00%		70.59%		83.33%		87.50%		78.57%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Malnutrition: Patients scoring high risk (2 or more) are referred to dietician		KPI_09c		100%		90%		100%		100%		100%		100%		100%		94%		100%		87.50%		92.86%		ERROR:#DIV/0!		ERROR:#DIV/0!



				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%		0.00%		0.10%		0.01%		0.01%		0.01%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%



				Hospital Standardised Mortality Rate (HMSR) **** (From CHKS)		KPI_03		<= National Average		0		0		0		0		0		135		0		0		0		0		0		0

				Peer average taken from CHKS 				Peer		92		57		120		59		155

				Mortality Rates in Gynaecology (RAG in Quality Strategy)		KPI_04		<= 0.11%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%



				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		0.00		3.17		8.76		3.08		2.70		2.80		0.00		1.40		4.10		2.80		0.00		0.00



				Hidden Rows for RAG Calculator 'Quality Schedule - Safe'

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

								Red		4		0		1		0		0		0		3		1		2		2		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		9		8		9		9		9		6		8		7		7		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		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

				Maternity - One to One Care in established labour (RAG in Quality Strategy)		KPI_20		>= 85%		96.43%		96.76%		96.59%		96.42%		96.19%		93.88%		95.22%		97.20%		93.36%		95.04%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Women requesting an Epidural that did NOT receive one due to Non-Clinical Reasons (RAG in Quality Strategy)		KPI_21		>= 5%		3.45%		3.82%		3.55%		3.92%		3.36%		6.45%		5.68%		1.96%		5.07%		7.82%		ERROR:#DIV/0!		ERROR:#DIV/0!



				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		96.52%		95.63%		99.16%		97.42%		Oct to Jan Only		Oct to Jan Only



				Maternity: Vitamin D supplementation provided for all pregnant women.		KPI_24		>= 85%		94.47%		96.01%		95.75%		95.65%		94.38%		94.83%		93.74%		94.06%		96.03%		95.70%		ERROR:#DIV/0!		ERROR:#DIV/0!



				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%		87.72%		89.09%

Administrator: Validated Position.
14/07/2015 (50 of 55)
												

Ed Williams: Ed Williams:
One patient presented with injury resulting from self harm behaviour but was already under the care of a mental helath team so a referral was not necessary.		96.23%		85.25%		95.77%		81.97%		98.46%		94.52%		90.48%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 births)		KPI_26		<= 12.65      TBC		19.02		21.90		12.31		10.93		9.75		22.79		23.74		17.00		18.06		30.43		ERROR:#DIV/0!		ERROR:#DIV/0!



				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

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		5.95		9.24		4.85		11.14		3.75		8.64		5.24		0.00		7.35		1.73		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity - Skin to Skin Contact of 1 hour minimum (RAG in Quality Strategy)		KPI_19b		>= 75%		74.20%		84.39%		91.48%		92.76%		89.56%		91.92%		89.35%		91.28%		92.47%		91.18%				



				Maternity: Peer Support - Breastfeeding women contacted by team during stay		KPI_17b		>= 90%		97.97%		96.31%		96.98%		98.26%		92.12%		92.48%		97.55%		96.15%		94.05%		95.05%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Peer Support - Pregnant women informed of service		KPI_17a		>= 90%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Breastfeeding Initiation		KPI_18		>=55% TBC		52.59%		53.80%		54.19%		52.48%		55.29%		52.49%		51.97%		53.68%		49.65%		50.07%				



				Maternity: Smoking - Interventions to maternity patients at 12 weeks		KPI_02c		>= 95%		96.75%		94.01%		97.35%		97.35%		91.18%		95.29%		98.86%		96.11%		95.15%		94.89%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Women whom have seen a midwife by 12 weeks (+6 days)		KPI_16		>= 95%		90.14%		87.75%		87.64%		91.24%		91.74%		95.26%		96.52%		95.47%		95.81%		90.24%				



				Smoking - Offer of referral to Smoking Cessation Services		KPI_02b		>= 70%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Smoking - Status for all patients		KPI_02a		>= 95%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Hidden Rows for RAG Calculator 'Quality Schedule - Effective'

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

								Red		4		6		4		3		3		3		4		2		3		4		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		7		5		7		8		8		8		8		10		9		8		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		0		0		0		0		0		0		0		0



				Cancer: First Diagnostic Test by Day 14		KPI_11a		>= 85%		90.83%		90.55%		96.38%		98.72%		92.91%		100%		98.06%		97.96%		98.05%		98.23%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Cancer: Referral to treating trust by day 42		KPI_11b		>= 85%		N/A		50%		N/A		50%		0%		0%		50%		0%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Cancer: Reduce DNA/Cancellation of first appointments		KPI_11a		Monitoring Only		2.75%		1.29%		1.95%		1.12%		2.74%		2.41%		1.34%		2.22%		1.60%		1.72%				



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



				A&E: Left Department without being seen		KPI_13b		<= 5%		2.90%		2.71%		2.21%		2.25%		2.25%		2.80%		2.81%		1.49%		1.56%		1.87%		0.00%		0.00%



				A&E: Self Harm 		KPI_13f		Monitoring Only		None		None		None		None		None		None		None		None		1		None		0.00%		0.00%



				A&E: Time to Initial Assessment (95th Percentile)		KPI_13c		<= 15		13		11		10		13		14		12		12		12		15		10		0		0



				A&E: Time to Treatment (Median)		KPI_13e		Monitoring Only		80		68		69		68		67		56		76		75		76		72		0		0



				A&E: Total Time Spent in A&E 95th percentile		KPI_13d		<= 240		215		217		215		207		204		210		216		220		229		223		0		0



				A&E: Unplanned Reattendances within 7 days (Non-pregnant Rate)		KPI_13a		<= 7%		4.35%		2.00%		6.21%		6.21%		2.47%		3.45%		1.48%		7.03%		4.71%		3.20%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Choose & Book: Failure to ensure sufficient slots avilable on Choose & Book		KPI_06		<= 6%		6.19%		8.16%		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally				



				Fetal Anomaly Scan - Number re-scanned by 23 weeks		KPI_22b		>= 98%		83.52%		78.65%		90.12%		98.94%		98.51%		75.53%		97.62%		100%		100.00%		98.82%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Fetal Anomaly Scan - Undertaken between 18 (+ 0)  and 20 (+ 6) Weeks		KPI_22a		>= 95%		96.69%		98.06%		97.78%		99.08%		91.74%		98.35%		99.33%		98.34%		98.01%		98.85%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Triage patients assessed within 30 mins		KPI_19a		>= 95%		96.19%		90.96%		96.92%		89.01%		93.57%		91.61%		95.39%		98.24%		94.73%		93.79%				



				Hidden Rows for RAG Calculator 'Quality Schedule - Experience'

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

								Red		2		4		1		2		3		3		2		1		1		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		9		8		10		9		8		8		9		10		10		10		0		0

								No Data		0		0		0		1		1		1		1		1		1		1		0		0



				Hidden Rows for RAG Calculator 'Quality Schedule - All'

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

								Red		10		10		7		7		8		7		9		6		8		8		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		26		29		31		31		31		32		31		34		32		32		0		0

								No Data		0		0		0		1		1		1		1		1		1		1		0		0





				**** The Hospital Adjusted Mortality Rate is taken from CHKS. 135 for July (reporting 1 month behind), the Peer average is 155. 
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CQUINS



				LWH CQUINS (CCG)				2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				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

				5.0		NHS Maternity Safety Thermometer (Survey of 100% of postnatal women and babies seen on the day of the survey) 		0.12500%		£78,981		Processes being developed together with registration on Maternity Thermometer WebTool						Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		Compliant as of July 2015		Compliant		Compliant		Compliant		Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		Compliant		Compliant		Compliant		Compliant		Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		ERROR:#DIV/0!

				5.0a		Numerator

				5.0a		Denominator



										RAG		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

										Red		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		0		0		0				0		1		1		1				1		1		1		1				1		1		0		0				0

										Total		0		0		0				0		1		1		1				1		1		1		1				1		1		0		0				0



				To be EFFICIENT and make best use of available resources

				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		Digital Maturity		0.70%		£442,295

				2.0		Digital Maturity Indicator - Digital Maturity Assessment		0.20%		£126,370		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				2.0a		Numerator

				2.0b		Denominator

				2.1		Digital Maturity Indicator - Life Enhancing Technology (LETs)		0.20%		£126,370		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				2.1a		Numerator

				2.1b		Denominator

				2.2		Digital Maturity Indicator - Information Sharing with Community Services		0.30%		£189,555		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				2.2a		Numerator

				2.2b		Denominator



										RAG		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

										Red		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		3		3		3				3		3		3		3				3		3		3		3				3		3		0		0				0

										Total		3		3		3				3		3		3		3				3		3		3		3				3		3		0		0				0



				To deliver the most EFFECTIVE outcomes

				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		Sepsis		0.25%		£157,962

				1.0		Sepsis Screening		0.125%		£78,981		Sepsis screeing using approriate tool is in practice						Establish Baseline

Administrator: 10% of whole-year sepsis CQUIN value awarded if appropriate local sepsis protocol and screening tool are in use and baseline data collection established  
		Compliant Evidence Submitted		Compliant		Compliant		Compliant		Set Target

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q2 target of improvement from baseline achieved. Q2 target must be set as soon as possible after Q1 ends using data from Q1
		Compliant		Compliant		Compliant		Compliant		> Qtr2

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. This can be based on Q1 and/or Q2 performance according to local determination
		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		> Qtr3

Administrator: Maximum of 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients screened  No payment 
50.0% to 69.9% of eligible patients screened 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients screened 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients screened 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients screened 20% of whole-year sepsis CQUIN value

		ERROR:#DIV/0!

				1.0a		Numerator

				1.0b		Denominator

				1.1		Sepsis: Administration of antibiotic (within 1 hour)		0.125%		£78,981		Audit of provision of antibiotics with 1 hour for Sepsis is undertaken						N/A - Qtr 2		N/A - Qtr 2 		Compliant		Compliant		Compliant		Compliant

Administrator: 10% of whole-year sepsis CQUIN value awarded if baseline data collection established  		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!

Administrator: 20% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. Q3 target must be set as soon as possible after Q2 ends using data from Q2
		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

Administrator: Maximum 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients received antibiotics  No payment 
50.0% to 69.9% of eligible patients received antibiotics 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients received antibiotics 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients  received antibiotics 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients received antibiotics 20% of whole-year sepsis CQUIN value
		ERROR:#DIV/0!

				1.1a		Numerator

				1.1b		Denominator

				2		Dementia and Delirium		0.250%		£157,962

				2a		Dementia and Delirium: FAIRI - Find, Assess, Investigate, Refer and Inform		0.150%		£94,778		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant						Compliant

						Numerator

						Denominator

				2a.i		Dementia and Delirium: FAIRI -  The proportion of patients aged 75 years and over to whom case finding is applied following an episode of emergency, unplanned care to either hospital or community services.		0.05% (3rd of total for CQUIN 2)		£31,593		None		100%		100%		N/A - 90% @ Qtr 4		100%		100%		100%		100%		N/A - 90% @ Qtr 4		100%		100%		100%		100%		N/A - 90% @ Qtr 4		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

						Numerator						0		5		2				7		1		5		6				12		3		2		3				8		1		0		0				0

						Denominator						0		5		2				7		1		5		6				12		3		2		3				8		1		0		0				0

				2a.ii		Dementia and Delirium: FAIRI - The proportion of those identified as potentially having dementia or delirium who are appropriately assessed.		0.05% (3rd of total for CQUIN 2)		£31,593		None		None		100%		N/A - 90% @ Qtr 4		100%		100%		None		None		N/A - 90% @ Qtr 4		100%		None		None		None		N/A - 90% @ Qtr 4		None		None						>= 90%

						Numerator						0		0		1				1		1		0		0				1		0		0		0				0

						Denominator						0		0		1				1		1		0		0				1		0		0		0				0

				2a.iii		Dementia and Delirium: FAIRI - The proportion of those identified, assessed and referred for further diagnostic advice in line with local pathways agreed with commissioners, who have a written care plan on discharge which is shared with the patient's GP.		0.05% (3rd of total for CQUIN 2)		£31,593		None		None		None		N/A - 90% @ Qtr 4		None		None		None		None		N/A - 90% @ Qtr 4		None		None		None		None		N/A - 90% @ Qtr 4		None		None						>= 90%

						Numerator						0		0		0				0		0		0		0				0		0		0		0				0		0

						Denominator						0		0		0				0		0		0		0				0		0		0		0				0		0

				2b		Dementia and Delirium: Staff Training. To ensure that appropriate dementia training is available to staff through a locally determined training programme.		0.025%		£15,796		In Development						TBA		In Development				Rolled Out		6%				6%		33%		58%		71%				71%		TBC

						Numerator: Number of Staff who have completed training																				88				6%		445				975				975

						Denominator: Overall percentage of staff training																				1633				1366		1336				1372				1372

				2c		Dementia and Delirium: Supporting Carers. Ensure that carers of people with dementia and delirium feel adequately supported.		0.075%		£47,389		None		None		None				None		None		None		None				None		None		None		None				None		None

						Numerator						0		0		0				0		0		0		0				0		0		0		0				0		0

						Denominator						0		0		0				0		0		0		0				0		0		0		0				0		0

				3		Enhanced Recovery Pathways		5.875%		£371,211

				3.0		Enhanced Recovery Pathway:  (Post Discharge Care) Gynaecology- Post Discharge follow up Telephone Call		0.1958%		£123,737		88.9%		93.3%		81.8%		60.0%		88.0%		48.1%		87.5%		79.7%		70.0%		70.5%		86.5%		87.3%		90.7%		80.0%		87.9%		86.8%		ERROR:#DIV/0!		ERROR:#DIV/0!		90.0%		ERROR:#DIV/0!

				3.0a		Numerator						64		84		72				220		38		63		47				148		64		62		49				175		33

				3.0b		Denominator						72		90		88				250		79		72		59				210		74		71		54				199		38

				3.1		Enhanced Recovery Pathway (Post Discharge Care) Gynaecology - Rate of Thematic reviews carried out on all non-planned readmissions of elective Gynaecology 		0.196%		£123,737		In Development						N/A - Qtrr 2		N/A - Qtr 2		Compliant		Compliant		Compliant		Compliant

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		Compliant		Compliant		Compliant		Compliant		N/A		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		ERROR:#DIV/0!

				3.1a		Numerator

				3.1b		Denominator

				3.2		Enhanced Recovery Pathway (Post Discharge Care) Maternity -  Rate of patients on Enhanced Recovery Pathway after Caesarean Section (Elective and emergency)		0.196%		£123,737		Action Plan for implementation of Enhanced Recovery Pathways in Maternity being developed						Action Plan

Administrator: Development of action plan for implementation of enhanced maternity recovery		Compliant Action Plan submitted		Compliant		Compliant		Compliant		Compliant

Administrator: Thematic review of elective Cs pathway, analysis of outcomes, and actions implemented 		Compliant		Compliant		Compliant		Compliant		Compliant

Administrator: Roll out programme to include emergency CS women 
		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: Roll out programme to include emergency CS women 
		ERROR:#DIV/0!

				3.2a		Numerator

				3.2b		Denominator

				4		Improve Transition from Children and Young People services to Adult Services 		0.588%		£371,340

				4.0		Improve Transition from Children and Young People services to Adult Services - Establsih the Transitional Team		0.0490%		£30,945		Transitional Team is being established						Compliant

Administrator: Establish project team and submission of Project Initiation Documentation. 
		Compliant Evidence submitted		Compliant		Compliant		Compliant		Compliant

Administrator: Submission of Staff recruitment. 
		Compliant		Compliant		Compliant		Compliant		Compliant

Administrator: Commencement of service delivery and collection of baseline data on agreed service standards:-
 All patients have an agreed transition plan
 Active involvement of the young patients GP, parent and advocate in the development and agreement of the Transition Plan.
 All patients have a lead care co-ordinator.
 All patients have a lead Physician.
 GP communication – OP received within 14 days; IP received within 24 hours		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: Monitor delivery of service against agreed service standards.
End of year report and confirmation of recurrent funding requirements.
Staff training compliance report		ERROR:#DIV/0!

				4.0a		Numerator

				4.0b		Denominator

				4.1		Improve Transition from Children and Young People services to Adult Services - Develop a Transition Policy across and between organisations		0.049%		£30,945		Tranistional Policy being developed						Compliant

Administrator: Transitional Policy to be agreed and submitted
		Compliant Evidence submitted		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.1a		Numerator

				4.1b		Denominator

				4.2		Improve Transition from Children and Young People services to Adult Services - Develop an acute based Service Model, funding and Service Standards		0.049%		£30,945		Service Model and Standards being developed						Compliant

Administrator: Scoping of Staff training – review competency and develop staffing model		Compliant Evidence submitted		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.2a		Numerator

				4.2b		Denominator

				4.3		Improve Transition from Children and Young People services to Adult Services - Staff Recruitment and Staff Training		0.147%		£92,835		Not expected until Qtr 2						N/A - Qtr 2

Administrator: The acute based service model, funding and service standards to be agreed and submitted.
		N/A - Qtr 2		Compliant		Compliant		Compliant		Compliant

Administrator: Development and commencement of staff training programme and embed the staff training programme within the local induction for appropriate staff
		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.3a		Numerator

				4.3b		Denominator

				4.4		Improve Transition from Children and Young People services to Adult Services - Development of Patient Cohort Database		0.147%		£92,835		Not expected until Qtr 3						N/A - Qtr 3		N/A - Qtr 3		Not expected until Qtr 3						N/A - Qtr 3		N/A Qtr 3		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.4a		Numerator

				4.4b		Denominator

				4.5		Improve Transition from Children and Young People services to Adult Services - Implementation of the Service Model		0.147%		£92,835		Not expected until Qtr 4						N/A - Qtr 4		N/A - Qtr 4		Not expected until Qtr 4						N/A - Qtr 4		N/A - Qtr 4		Not expected until Qtr 4						N/A - Qtr 4		N/A Qtr 4		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.5a		Numerator

				4.5a		Denominator



										RAG		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

										Red		0		0		0				0		1		0		0				0		0		0		0				0		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		12		12		12				12		14		15		15				15		16		16		16				16		17		0		0				0

										Total		12		12		12				12		15		15		15				15		16		16		16				16		17		0		0				0







										RAG		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

										Red		0		0		0				0		1		0		0				0		0		0		0				0		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		15		15		15				15		18		19		19				19		20		20		20				20		21		0		0				0

										Total		15		15		15				15		19		19		19				19		20		20		20				20		21		0		0				0







				LWH CQUINS (SCom)				2015/16

				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

				WC1		A two year follow up of babies < 30 weeks gestation		1.2%		£198,915		100.00%		50.00%		100.00%		>= 40%		75.00%		25.00%		60.00%		50.00%		>= 40%		46.15%		50.00%		0.00%		100.00%		>= 40%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.		50.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 40%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		100.00%

				SC1a		Numerator						3		2		1				6		1		3		2				6		1		0		1				2		2		0		0				2

				SC1b		Denominator						3		4		1				8		4		5		4				13		2		1		1				4		2		0		0				2

				WC3		Old calculation method from service. Replaced by more robust calculation method 26/10/2015						87.97%		88.10%		90.45%		>= 90%		90.92%		90.16%		92.70%		87.65%		>= 90%		88.14%		88.86%		93.18%		96.38%		>= 90%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: Development of action plan for implementation of enhanced maternity recovery										

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		

Administrator: Establish project team and submission of Project Initiation Documentation. 
										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: Thematic review of elective Cs pathway, analysis of outcomes, and actions implemented 		

Administrator: Transitional Policy to be agreed and submitted
										

Administrator: Submission of Staff recruitment. 
										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.		

Administrator: Roll out programme to include emergency CS women 
		

Administrator: Scoping of Staff training – review competency and develop staffing model																														

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		

Administrator: The acute based service model, funding and service standards to be agreed and submitted.
																				

Administrator: Commencement of service delivery and collection of baseline data on agreed service standards:-
 All patients have an agreed transition plan
 Active involvement of the young patients GP, parent and advocate in the development and agreement of the Transition Plan.
 All patients have a lead care co-ordinator.
 All patients have a lead Physician.
 GP communication – OP received within 14 days; IP received within 24 hours										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: Roll out programme to include emergency CS women 
		

Administrator: Development and commencement of staff training programme and embed the staff training programme within the local induction for appropriate staff
																				

Administrator: Monitor delivery of service against agreed service standards.
End of year report and confirmation of recurrent funding requirements.
Staff training compliance report		

Administrator: 10% of whole-year sepsis CQUIN value awarded if appropriate local sepsis protocol and screening tool are in use and baseline data collection established  
										

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q2 target of improvement from baseline achieved. Q2 target must be set as soon as possible after Q1 ends using data from Q1
		

Administrator: 10% of whole-year sepsis CQUIN value awarded if baseline data collection established  										

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. This can be based on Q1 and/or Q2 performance according to local determination
		

Administrator: 20% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. Q3 target must be set as soon as possible after Q2 ends using data from Q2
										

Administrator: Maximum of 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients screened  No payment 
50.0% to 69.9% of eligible patients screened 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients screened 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients screened 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients screened 20% of whole-year sepsis CQUIN value

		

Administrator: Maximum 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients received antibiotics  No payment 
50.0% to 69.9% of eligible patients received antibiotics 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients received antibiotics 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients  received antibiotics 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients received antibiotics 20% of whole-year sepsis CQUIN value
		97.60%

				WC3		Reduce clinical variation and identifying service improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified 		0.45%		£74,593		66.96%		65.81%		74.39%		>= 90%		68.47%		69.31%		76.52%		68.00%		>= 90%		71.26%		68.91%		81.25%		89.91%		>= 90%		79.71%		93.14%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC2a		Numerator: Total where data is compliant						77		77		61				215		70		88		85				243		82		91		98				271		95		0		0				95

				SC2b		Denominator: Total eligble for count						115		117		82				314		101		115		125				341		119		112		109				340		102		0		0				102

				WC3i		Babies < 29 weeks gestation: temperature is taken within 1 hour after birth (or recorded as temperature not taken)						100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		100.00%

				SC3a		Numerator: Total where data is compliant						12		13		12				37		12		11		14				37		7		8		7				22		12		0		0				12

				SC3b		Denominator: Total eligble for count						12		13		12				37		12		11		14				37		7		8		7				22		12		0		0				12

				WC3ii		Retinopathy Screening: All babies <1501g or < 32 weeks gestation at birth have first ROP screen in accordance with NNAP interpretation of national recommendations.						100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		100.00%

				SC1a		Numerator: Total where data is compliant						13		10		9				32		15		17		15				47		15		14		15				44		7		0		0				7

				SC1b		Denominator: Total eligble for count						13		10		9				32		15		17		15				47		15		14		15				44		7		0		0				7

				WC3iii		Mother's milk at discharge: Babies of < 33 Weeks gestation at birth.						100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		100.00%

				SC3a		Numerator: Total where data is compliant						11		10		6				27		11		13		15				39		14		13		11				38		10		0		0				10

				SC3b		Denominator: Total eligble for count						11		10		6				27		11		13		15				39		14		13		11				38		10		0		0				10

				WC3iv		Parental Consultation by senior member of neonatal team within 24 hours of admission (All babies on a neonatal unit with dependency of HRG 1,2 or 3 for first day of care, and staying 12 hours or more.						51.90%		52.38%		61.82%		>= 90%		54.59%		50.79%		63.51%		50.62%		>= 90%		55.05%		55.42%		72.73%		85.53%		>= 90%		70.76%		90.41%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		90.41%

				SC1a		Numerator: Total where data is compliant						41		44		34				119		32		47		41				120		46		56		65				167		66		0		0				66

				SC1b		Denominator: Total eligble for count						79		84		55				218		63		74		81				218		83		77		76				236		73		0		0				73

				WC7		Clinical reviews completed for term babies admitted to NICU (Inborn or Home Births)		0.55%		£124,322		Compliant		Compliant		100%		>= 95%		100%		100%		100%		100%		>= 95%		100%		100%		100%		100%		>= 90%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC1a		Numerator						ND		ND		18				18		36		35		36				107		33		41		27				101		0		0		0				0

				SC1b		Denominator						ND		ND		18				18		36		35		36				107		33		41		27				101		0		0		0				0



										RAG		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

										Red		1		1		1				1		1		1		1				1		1		2		1				1		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		1		1		2				2		2		2		2				2		2		1		2				2		3		0		0				0

										Total		2		2		3				3		3		3		3				3		3		3		3				3		3		0		0				0





										RAG		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

										Red		1		1		1				1		2		1		1				1		1		2		1				1		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		16		16		17				17		20		21		21				21		22		21		22				22		24		0		0				0

										Total		17		17		18				18		22		22		22				22		23		23		23				23		24		0		0				0









Corporate

												1.083		1.06		2.143

				LWH Corporate		2015/16

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE 
						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%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		4.08%		0.00%		0.00%

										3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%

				HR: Annual Appraisal & PDR		Corp_2		>= 90%		82.00%		80.00%		84.00%		88.00%		88.00%		85.00%		89.00%		89.00%		91.00%		89.00%		0.00%		0.00%

										0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

				HR: Attendance/ Completion of all Mandatory Training Elements		Corp_3		>= 95%		89.00%		86.00%		88.00%		89.00%		90.00%		89.00%		92.00%		93.00%		94.00%		93.00%		0.00%		0.00%

										0.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				HR: Professsional Registration Lapses		Corp_4		0		0		2		0		0		0		0		0		0		0		0		0		0

										0.00%		0		0		0		0		0		0		0		0		0		0		0

				HR: Turnover Rates		Corp_5		<= 10%		8.00%		8.00%		8.20%		9.00%		10.00%		11.00%		10.90%		11.00%		11.00%		12.00%		0.00%		0.00%

										10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%

				Hidden Rows for RAG Calculator 'Corporate - Workforce'

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

								Red		0		1		0		0		0		0		0		0		0		0		0		0

								Amber		3		3		3		3		2		3		3		4		3		4		0		0

								Green		2		1		2		2		3		2		2		1		2		1		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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

				Actual Surplus / Deficit (YTD)		Corp_25		<= Planned 		£1,083,967		£2,139,907		£3,086,729		£3,397,082		£4,222,000		£4,462,347		£4,663,000		£5,353,000		£6,298,000		£6,446,000		£0		£0

				Planned Surplus / Deficit (YTD)		Corp_25P				£969,000		£1,625,000		£2,611,000		£3,006,000		£3,906,000		£4,341,000		£4,476,000		£5,290,000		£6,433,000		£6,793,000		£7,518,000		£8,014,000

				Actual Cash Balance (YTD)		Corp_26		>= Planned		£5,204,864		£12,519,688		£12,513,907		£10,784,938		£10,296,000		£14,377,000		£9,817,000		£8,873,000		£9,043,000		£2,388,487		£0		£0

				Planned Cash Balance (YTD)		Corp_26P				£813,000		£4,225,000		£6,346,000		£5,600,000		£4,132,000		£3,805,000		£3,057,000		£500,000		£500,000		£500,000		£753,000		£500,000

				Finance: Contract Income Actual Variance (In Month)		Corp_7		>= 0		-£179,040		-£429,209		£373,900		£6,557		-£45,932		£59,836		-£351,642		£273,761		£326,694		£375,370		£0		£0

				Finance: Contract Income Budget (In Month)						-£6,808,104		-£7,114,165		-£6,824,583		-£7,288,139		-£6,801,314		-£7,088,254		-£7,361,717		-£6,865,973		-£6,560,013		-£7,167,934		£0		£0

				Finance: Non-contract Income Actual Variance (In Month)		Corp_8		>= 0		£76,032		£80,292		£62,306		-£55,560		-£35,729		-£161,013		-£197,497		-£186,244		-£53,132		-£166,004		£0		£0

				Finance: Non-contract Income Planned Budget (In Month)						-£59,742		-£27,512		-£44,925		-£166,366		-£168,602		-£266,357		-£261,918		-£242,336		-£164,098		-£270,246		£0		£0

				Finance: Other Actual Income Variance (In Month)				>= 0		£86,642		£164,301		£56,781		£254,075		£106,852		£206,147		£261,703		£139,665		£39,945		-£141,798		£0		£0

				Finance: Other Planned Income Variance (In Month)						-£1,143,665		-£1,219,734		-£1,179,021		-£1,283,140		-£1,220,138		-£1,363,111		-£1,395,305		-£1,205,199		-£1,226,950		-£1,400,050		£0		£0

				Finance: Budget Variance (In Month)		Corp_9		>= 0		-£103,000		-£515,000		-£476,000		-£391,000		-£309,000		-£120,899		-£179,000		-£61,000		£134,000		£347,000		£0		£0

				Fianance: Capital expenditure		Corp_10		TBC		£258,026		£1,177,643		£943,673		£621,657		£299,000		£173,669		£399,488		£545,042		£231,490		£315,105		£0		£0

				Finance: Cost of Agency Staff usage		Corp_11a		= £0		£226,648		£228,452		£184,979		£160,697		£170,000		£144,000		£136,335		£96,000		£62,000		£42,000		£0		£0

				Finance: Cost of Bank Staff usage		Corp_11b		= £0		£141,730		£116,007		£127,307		£126,213		£111,000		£135,883		£116,008		£135,373		£104,673		£90,966		£0		£0

				Finance: Cost of Overtime usage		Corp_11c		= £0		£17,643		£24,770		£40,859		£35,506		£21,305		£18,840		£11,469		£18,869		£17,525		£13,277		£0		£0

				Finance: Use of temporary/ flexible workforce (Bank and Agency)		Corp_11		TBC		£386,021		£369,229		£353,145		£322,416		£302,305		£298,723		£263,812		£250,242		£184,198		£146,243		£0		£0

				Finance: Planned Nursing Agency Spend in £				Planned		£0		£0		£0		£0		£79,000		£79,000		£80,000		£41,000		£40,000		£37,000		£31,000		£31,000

				Finance: Planned Nursing Agency Spend as a % of Total Nursing Workforce Spending				Planned		0.0%		0.0%		0.0%		0.0%		3.2%		3.2%		3.3%		1.7%		1.7%		1.5%		1.3%		1.3%

				Finance: Actual Nursing Agency Spend in £ 				<= Planned										£86,000		£79,000		£74,000		£45,000		£18,000		£18,000		£0		£0

				Finance: Actual Nursing Agency Spend as a % of Total Nursing Workforce Spending 				<= Planned										3.7%		3.4%		3.3%		1.9%		0.8%		0.8%		0.0%		0.0%

				Hidden Rows for RAG Calculator 'Corporate - Efficient'

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

								Red		6		6		5		6		9		7		7		6		5		6		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		4		5		4		3		5		5		6		7		6		0		0

								No Data		0		0		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%		90.43%		92.75%		92.38%		92.08%		91.14%		93.50%		94.60%		92.28%		91.44%		91.77%		0.00%		0.00%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Newborn blood spot screening: Coverage		XC_1		>= 95%		QTRLY		QTRLY		98.72%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn blood spot screening: Timeliness of result		XC_2				No Longer Required



				Newborn & Infant physical Examination: Coverage		XC_3		>= 95%		QTRLY		QTRLY		99.60%		QTRLY		QTRLY		99.50%		QTRLY		QTRLY		99.85%		QTRLY		QTRLY



				Newborn & Infant physical Examination: Timely assessment		XC_4		>= 95%		QTRLY		QTRLY		90.00%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Coverage (Reporting 1 QTR behind)		XC_5		>= 95%		QTRLY		QTRLY		98.01%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind)		XC_6		>= 95%		QTRLY		QTRLY		90.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Seasonal Flu vaccine uptake (Oct - Jan Only)		XC_10		Cumulative >= 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		48.70%		71.80%		75.00%		75.00%		Oct to Jan Only		Oct to Jan Only



				Number of Open SI

Ed Williams: Ed Williams:
Figures revised after Alan Clark took over September 2015.		XC_11		Monitoring Only		19		22		16		18		18		20		21		22		23		23				



				Number of New SI		XC_12		Monitoring Only		2		3		0		2		2		2		2		1		1		4				



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

										100%		100%		100%		100%		100%		100%		100%		100%		100%		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		2		2		2		2		4		2		3		0

Ed Williams: Ed Williams:
Awaiting Confirmation				

										0		0		0		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Quality Schedule - Safe'

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

								Red		1		0		3		1		1		1		1		1		1		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		1		3		5		2		2		3		3		3		4		4		0		0

								No Data		0		0		0		0		0		4		0		0		4		0		0		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

				Intensive Care Transfers Out (Cumulative)		Corp_12		8		0		3		4		4		8		8		8		8		8		8		8		8

										8		9		10		11		12		13		14		15		16		17		18		19

				Returns to Theatre		Corp_13		<= 0.7%		0.37%		0.63%		1.14%		0.30%		0.46%		0.46%		0.00%		0.83%		0.66%		0.11%				

										0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%

				Daycase overstay rates		Corp_14		<= 5%		6.30%		5.08%		3.00%		3.48%		5.02%		6.20%		4.84%		4.87%		4.77%		5.71%				

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				Antenatal Infectious disease screening: HIV coverage		XC_15		<= 90%		99.61%		98.55%		98.72%		98.30%		98.87%		98.06%		99.87%		99.74%		99.87%		99.88%		ERROR:#DIV/0!		ERROR:#DIV/0!

										90.00%		190.00%		290.00%		390.00%		490.00%		590.00%		690.00%		790.00%		890.00%		990.00%		1090.00%		1190.00%

				Antenatal Infectious disease screening: Hepatitis		XC_16		<= 90%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		None		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Down's Screening Completion of Laboratory request forms		XC_17		>= 95%		QTRLY		QTRLY		97.50%		QTRLY		QTRLY		98.20%		QTRLY		QTRLY		98.87%		QTRLY		QTRLY

										100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00

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

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		

Ed Williams: Ed Williams:
Figures revised after Alan Clark took over September 2015.																								

Ed Williams: Ed Williams:
Awaiting Confirmation		99.51%		99.59%		99.89%		99.55%		99.46%		99.26%		99.76%		99.88%		100.00%		99.89%		ERROR:#DIV/0!		ERROR:#DIV/0!

										99.0		100.0		101.0		102.0		103.0		104.0		105.0		106.0		107.0		108.0		109.0		110.0

				Antenatal sickle cell and thalassaemia screening: Timeliness		XC_19		<= 50%		54.02%		52.79%		53.41%		58.69%		60.83%		62.83%		59.80%		61.40%		59.42%		53.10%		ERROR:#DIV/0!		ERROR:#DIV/0!

										50.00%		150.00%		250.00%		350.00%		450.00%		550.00%		650.00%		750.00%		850.00%		950.00%		1050.00%		1150.00%

				Antenatal sickle cell and thalassaemia screening: FOQ completion		XC_20		<= 95%		96.59%		98.50%		98.41%		97.97%		98.38%		98.64%		97.92%		98.62%		97.99%		97.01%		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Corporate - Effective'

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

								Red		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		1		1		0		0		1		1		0		0		0		1		0		0

								Green		7		7		8		8		7		8		8		8		9		7		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		100%		100%		100%		100%		75%		100%		100%		100%				



				Complaints: Number received each month		Corp_16		<= 15       TBA		15		12		10		11		13		12		8		13		13		6		0		0



				Complaints: Number of Action Plans received each month		Corp_17		100%		100%		100%		100%		100%		100%		100%		88%		100%		100%		100%		0%		0%



				Outpatients: First appointment cancelled by hospital		Corp_18		<= 8.5%     TBC		8.86%		7.42%		9.46%		8.41%		8.44%		8.22%		9.72%		8.31%		8.24%		8.22%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Outpatients: Subsequent appointment cancelled by hospital		Corp_19		<= 11.5% TBC		10.21%		9.07%		12.39%		10.53%		11.99%		12.88%		11.21%		10.38%		12.46%		12.24%		ERROR:#DIV/0!		ERROR:#DIV/0!



				TCI: Cancelled by hospital for clinical reasons		Corp_20		<= 1.5% TBC		1.45%		1.00%		1.43%		0.99%		1.15%		2.01%		1.30%		1.34%		2.13%		2.66%				



				TCI: Cancelled by hospital for non-clinical reasons		Corp_21		<= 4%      TBC		5.71%		3.33%		2.85%		1.98%		2.92%		5.18%		2.70%		3.65%		5.44%		3.04%				



				Daycase rates based on management intent		Corp_22		> 75%		76.20%		75.93%		78.24%		77.62%		81.10%		78.04%		79.14%		77.84%		77.96%		75.17%				



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



				Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected cancer referrals) (Cummulative Quarterly)*		XC_21		100%		100%		90.00%

Administrator: Ed Williams. This breach is half a patient.
		100%		100%		100%		100%		100%		None		100%		90%



				Hidden Rows for RAG Calculator 'Corporate - Experience'

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

								Red		0		1		0		0		0		0		2		0		0		0		0		0

								Amber		2		0		2		0		1		3		1		0		1		1		0		0

								Green		8		9		8		10		9		7		7		10		9		9		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Hidden Rows for RAG Calculator 'Corporate- All'

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

								Red		7		8		9		7		10		8		10		7		6		6		0		0

								Amber		6		4		5		3		4		7		4		4		4		6		0		0

								Green		22		24		28		26		24		25		25		28		31		27		0		0

								No Data		0		0		0		0		0		4		0		0		4		0		0		0





				* All Cancer Wait figures are amended periodically to reflect the latest verified Somerset position.





Commissioner



				LWH Commissioner (from 2014/15)		2015/16				Are these still valid at Operational Board Level?

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


				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

				Newborn blood spot screening: Coverage		XC_1		>= 99.9%



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



				Newborn & Infant physical Examination: Coverage		XC_3		100%



				Newborn & Infant physical Examination: Timely assessment		XC_4		100%



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



				Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind)		XC_6		100%



				Fetal Anomaly scan: % of women seen by obstetric ultrasound specialist within 3 working days or seen by a fetal medicine unit within 5 working		XC_7		100%



				Fetal Anomaly scan: % of women with a designated midwife throughout pregnancy who have had a abnormality diagnosed		XC_8		100%



				Fetal Anomaly scan: Annual Detection Rates (DR) and Annual Screen Positive Rates (SPR) for 11 conditions within detail		XC_9		100



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



				Number of Open SI		XC_11		< 20         TBC		19



				Number of New SI		XC_12		0              TBA		2



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

										100%		100%		100%		100%		100%		100%		100%		100%		100%		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		0		0		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Quality Schedule - Safe'

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

								Red		2		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		2		0		0		0		0		0		0		0		0		0		0		0

								No Data		3		0		0		0		0		0		0		0		0		0		0		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

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

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

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

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

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

										100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00

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

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		99.51%

										99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0

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

										50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%

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

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Quality Schedule - Effective'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		5		0		0		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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

				Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected cancer referrals)		XC_21		100%		100.00%



				Hidden Rows for RAG Calculator 'Quality Schedule - Experience'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		1		0		0		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Hidden Rows for RAG Calculator 'Quality Schedule - All'

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

								Red		2		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		0		0		0		0		0		0		0		0		0		0		0

								No Data		3		0		0		0		0		0		0		0		0		0		0		0









Safe



				To deliver SAFER services		2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				Monitor

				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

				Clostridium (C.) Difficile - meeting the C. Difficile objective		16 and Quality Schedule E.A.S.5		0		0		0		0

										0		0		0		0		0		0		0		0		0		0		0		0

				Quality Strategy

				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)		LWH_1		< 3%		0%		0.01%		0.01%

										3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%

				Maintain the incidence of multiple pregnancy after fertility treatment		LWH_2		<= 10%		7.76%		7.02%		6.91%

										10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%

				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		0.25



				No increase in bloodstream infection (early and late) in all neonates (term and preterm) (Rate per 1000 total care days)		LWH_4		TBC		3.18		0.00		0.00



				Quality Schedule

				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		0

										0		0		0		0		0		0		0		0		0		0		0		0

				VTE (Venous Thromboembolism)		KPI_01		>= 95%		97.61%		98.78%		98.40%

										95%		95%		95%		95%		95%		95%		95%		95%		95%		95%		95%		95%

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

										80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%

				Falls Prevention: Assessments for Falls		  KPI_08a		>=98%		98.28%		98.78%		100%

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				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%		100%		100%

										100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%

				Malnutrition: Adult in-patients screened for malnutrition on admission using the MUST tool 		 KPI_09a		>= 95%		98.71%		99.59%		100%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Malnutrition: Patients with a score of 2 or more to receive an appropriate care plan		 KPI_09b		>= 98%		70.00%		100%		80.00%

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

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

										100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%

				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.		KPI_12		<= 3%		0%		0.01%		0.01%

										3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%

				Hospital Standardised Mortality Rate (HMSR)		KPI_03		<= National Average		0		0		0



				Mortality Rates in Gynaecology		   KPI_04		<= 0.11%		0.10%		0.01%		0.00%

										0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%

				Mortality Rates in Neonates (within 28 days of live birth at LWH or at home under LWH care)		KPI_05		Rate per 1000 TBC		5.63		3.17		8.80



				Hidden Rows for RAG Calculator 'Safe'

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

								Red		1		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		13		14		13		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				CQUINS

				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

				NHS Maternity Safety Thermometer (Survey of 100% of postnatal women and babies seen on the day of the survey) 		5				Compliant		Compliant		Compliant

				LWH CQUINS (SCom)

				Indicator Name		Ref		Traget		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				A two year follow up of babies < 30 weeks gestation		WC1		Compliant		100.00%		50.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator		SC1a				3		2		1

				Denominator		SC1b				3		4		1

				Reduce clinical variation and identifying service improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified 		WC3		Compliant		66.96%		65.81%		74.39%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC2a				77		77		61

				Denominator: Total eligble for count		SC2b				115		117		82

				Babes < 29 weeks gestation: temperature is taken within 1 hour after birth (or recorded as temperature not taken)		WC3i		Compliant		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC3a				12		13		12

				Denominator: Total eligble for count		SC3b				12		13		12

				Retinopathy Screening: All babies <1501g or < 32 weeks gestation at birth have first ROP screen in accordance with NNAP interpretation of national recommendations.		WC3ii		Compliant		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC1a				13		10		9

				Denominator: Total eligble for count		SC1b				13		10		9

				Mother's milk at discharge: Babies of < 33 Weeks gestation at birth.		WC3iii		Compliant		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC3a				11		10		6

				Denominator: Total eligble for count		SC3b				11		10		6

				Parental Consultation by senior member of neonatal team within 24 hours of admission (All babies on a neonatal unit with dependency of HRG 1,2 or 3 for first day of care, and staying 12 hours or more.		WC3iv		Compliant		51.90%		52.38%		61.82%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC1a				41		44		34

				Denominator: Total eligble for count		SC1b				79		84		55

				Hidden Rows for RAG Calculator 'CQUINS Safe'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		7		7		7		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Corporate

				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 Rate (Includes Registered and Care Staff)		Corp_6		<= 90%		92.10%		94.00%		93.70%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Newborn blood spot screening: Coverage		XC_1		>= 65%		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		>= 95%		QTRLY		QTRLY		99.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn & Infant physical Examination: Timely assessment		XC_4		>= 95%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Coverage (Reporting 1 QTR behind)		XC_5		>= 95%		QTRLY		QTRLY		97.80%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind)		XC_6		>= 95%		QTRLY		QTRLY		90.60%		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		17



				Number of New SI		XC_12		Monitoring Only		2		3		0



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

										100%		100%		100%		100%		100%		100%		100%		100%		100%		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		2

										0		0		0		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Commissioner Safe'

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

								Red		1		0		2		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		2		3		4		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Hidden Rows for RAG Calculator 'Safe ALL'

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

								Red		2		0		3		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		22		24		24		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0
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Effective



				To deliver the most EFFECTIVE outcomes		2015/16

				Quality Strategy						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

				Reduce Brain injury in preterm babies (Severe Intraventricular haemorrhage and Periventricular leukomalacia)		LWH_5		TBC		TBD		TBA		TBA



				Hospital Mortality Rate in Gynaecology.		LWH_6		0.11%		0.10%		0.01%		0.01%

										0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%

				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		3.18		8.80



				Adjusted Still birth rate i.e. excluding fetal abnormalities 		LWH_8		Rate TBC		0.16		0		0.40



				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%		45.50%

										50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%

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



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

Administrator: Ed Williams: Quality Strategy Target set at 95%. Quality Schedule set by CCG at 85%. There are 2 distinct Targets
		96.43%		96.76%		98.67%

										85.00%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85.00%

				Avoidable repeats for Antenatal screening and newborn screening blood sampling		LWH_12		< 2%		QTRLY		QTRLY		5.30%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY

										0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%

				Increase the % of skin to skin contact within 1 hour post birth.		LWH_13		>= 75%		91.10%		91.08%		91.48%

										75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%

				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%		96.78%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Patients opting for surgical treatment of miscarriage undergo the procedure within 72 hours of their decision.		LWH_15		TBD		TBD		TBD		TBD



				Quality Schedule

				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		KPI_20		>= 85%		96.43%		96.76%		98.67%

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				Maternity: Women requesting an Epidural that did NOT receive one due to Non-Clinical Reasons		KPI_21		>= 5%		4.13%		4.44%		4.24%

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				Maternity: Flu vaccinations are offered to all pregnant women at booking.   		KPI_23		>= 75%		Oct to Jan Only		Oct ot Jan Only		Oct ot Jan Only		Oct ot Jan Only		Oct ot Jan Only		Oct ot Jan Only										Oct to Jan Only		Oct to Jan Only

										75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%

				Maternity: Vitamin D supplementation provided for all pregnant women.		KPI_24		>= 85%		94.47%		96.01%		95.75%

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				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%		89.09%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				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		12.31

										12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65

				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

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		4.85		9.24		4.85

										4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3

				Maternity - Skin to Skin Contact of 1 hour minimum (RAG rated in Quality Strategy)		KPI_19b		>= 75%		91.10%		91.08%		91.48%

										75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%

				Maternity: Peer Support - Breastfeeding women contacted by team during stay		KPI_17b		>= 90%		98.00%		96.30%		97.00%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

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

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Maternity: Breastfeeding Initiation		KPI_18		>=55% TBC		52.59%		53.80%		54.19%

										55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%

				Maternity: Smoking - Interventions to maternity patients at 12 weeks		KPI_02c		>= 95%		96.75%		100%		100.00%

										95.00%		95.00%		95%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Maternity: Women whom have seen a midwife by 12 weeks (+6 days)		KPI_16		>= 95%		90.10%		94.21%		87.64%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

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

										70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%

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

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Effective'

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

								Red		4		4		5		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		15		15		15		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				CQUINS

				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

				Sepsis		1				In Development



				Sepsis: Administration of antibiotic (within 1 hour)		1.1				In Development



				Enhanced Recovery Pathway:  (Post Discharge Care) Gynaecology- Post Discharge follow up Telephone Call		3.0				In Development



				Enhanced Recovery Pathway (Post Discharge Care) Gynaecology - Rate of Thematic reviews carried out on all non-planned readmissions of elective Gynaecology 		3.1				In Development



				Enhanced Recovery Pathway (Post Discharge Care) Matenrity -  Rate of patients on Enhanced Recovery Pathway after Caesarean Section (Elective and emergency)		3.2				In Development



				Improve Transition from Children and Young People services to Adult Services - Establsih the Transitional Team		4.0				In Development



				Improve Transition from Children and Young People services to Adult Services - Develop a Transition Policy across and between organisations		4.1				In Development



				Improve Transition from Children and Young People services to Adult Services - Develop an acute based Service Model, funding and Service Standards		4.2				In Development



				Improve Transition from Children and Young People services to Adult Services - Staff Recruitment and Staff Training		4.3				In Development



				Improve Transition from Children and Young People services to Adult Services - Development of Patient Cohort Database		4.4				In Development



				Improve Transition from Children and Young People services to Adult Services - Implementation of the Service Model		4.5				In development



				Hidden rows for RAG Calculator - 'CQUINS Effective'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		0		0		0		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Corporate

				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 pa		0		3		4



				Returns to theatre		Corp_13		<= 0.7%		0.37%		0.63%		1.14%



				Daycase Overstay Rates		Corp_14		<= 5%		6.32%		5.08%		3.00%



				Antenatal Infectious disease screening: HIV coverage		XC_15		<= 90%		99.61%		98.55%		98.72%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

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

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Down's Screening Completion of Laboratory request forms		XC_17		>= 95%		QTRLY		QTRLY		99.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY

										100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00

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

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		

Administrator: Ed Williams: Quality Strategy Target set at 95%. Quality Schedule set by CCG at 85%. There are 2 distinct Targets
		

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		99.51%		99.59%		99.88%

										99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0

				Antenatal sickle cell and thalassaemia screening: Timeliness		XC_19		<= 50%		54.02%		52.79%		53.40

										50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%

				Antenatal sickle cell and thalassaemia screening: FOQ completion		XC_20		<= 95%		96.59%		98.50%		97.50

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Quality Schedule - Effective'

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

								Red		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		2		0		0		0		0		0		0		0		0		0		0

								Green		5		6		8		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0





				Hidden Rows for RAG Calculator - 'Effective ALL'				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		4		4		5		0		0		0		0		0		0		0		0		0

								Amber		0		2		0		0		0		0		0		0		0		0		0		0

								Green		20		21		23		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0
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Experience



				To deliver the best possible EXPERIENCE for patients and staff		2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				Monitor

				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

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Admitted		1		>= 90%		95.56%		97.88%		95.78%		96.17%		96.79%		95.90%		96.95%		96.63%		97.51%		97.77%		96.15%		97.15%

										90.00%		190.00%		290.00%		390.00%		490.00%		590.00%		690.00%		790.00%		890.00%		990.00%		1090.00%		1190.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate Non-admitted		2		>= 95%		95.43%		95.23%		95.44%		95.38%		95.45%		97.65%		96.17%		96.42%		95.94%		95.00%		94.30%		95.08%

										95.00%		195.00%		295.00%		395.00%		495.00%		595.00%		695.00%		795.00%		895.00%		995.00%		1095.00%		1195.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Incompletes		3		>= 92%		94.15%		94.77%		95.19%		94.70%		95.29%		95.25%		95.56%		95.37%		95.22%		95.10%		95.65%		95.33%

										92.00%		192.00%		292.00%		392.00%		492.00%		592.00%		692.00%		792.00%		892.00%		992.00%		1092.00%		1192.00%

				A&E Maximum waiting time of 4 hours from arrival to admission, transfer or discharge		4		>= 95%		100%		100%		99%		100%		100%		100%		100%		100%		100%		99%		99%		99%

										95.00%		195.00%		295.00%		395.00%		495.00%		595.00%		695.00%		795.00%		895.00%		995.00%		1095.00%		1195.00%

				All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (After Re-allocation)		5a		>= 85%		100%		73%		88%		86%		87%		88%		83%		86%		88%		94%		91%		91%

										85.00%		185.00%		285.00%		385.00%		485.00%		585.00%		685.00%		785.00%		885.00%		985.00%		1085.00%		1185.00%

				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%		86.67%		74.36%		76.81%		79.28%		87.10%		78.95%		78.38%		81.61%		65.22%		74.42%		90.91%		76.85%

										85.00%		185.00%		285.00%		385.00%		485.00%		585.00%		685.00%		785.00%		885.00%		985.00%		1085.00%		1185.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Percentage		5b		>= 90%		N/A		N/A		N/A		N/A		N/A		N/A		100.00%		100.00%		N/A		N/A		N/A		N/A

										90.00%		190.00%		290.00%		390.00%		490.00%		590.00%		690.00%		790.00%		890.00%		990.00%		1090.00%		1190.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Numbers (if > 5, the target applies)		5b		< 5		0		0		0		0		0		0		1		1		0		0		0		0

										5		6		7		8		9		10		11		12		13		14		15		16

				All Cancers: 31 day wait for second or subsequent treatment comprising surgery		6a		>= 94%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%

										94.00%		194.00%		294.00%		394.00%		494.00%		594.00%		694.00%		794.00%		894.00%		994.00%		1094.00%		1194.00%

				All Cancers: 31 day wait for second or subsequent treatment comprising anti cancer drug treatments		6b		>- 98%		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

										98.00%		198.00%		298.00%		398.00%		498.00%		598.00%		698.00%		798.00%		898.00%		998.00%		1098.00%		1198.00%

				All Cancers: 31 day wait from diagnosis to first (definitive) treatment		7		>= 96%		100%		98%		100%		100%		100%		100%		100%		100%		98%		100%		100%		99%

										96%		196%		296%		396%		496%		596%		696%		796%		896%		996%		1096%		1196%

				All Cancers: Two week wait from referral to date first seen comprising all urgent referrals (cancer suspected)		8		93%		94.44%		93.19%		95.85%		94.56%		98.29%		94.62%		96.85%		96.73%		95.09%		95.65%		95.50%		95.41%

										95.00%		195.00%		295.00%		395.00%		495.00%		595.00%		695.00%		795.00%		895.00%		995.00%		1095.00%		1195.00%

				Quality Strategy

				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		LWH_16		<= 3      TBC		2		4		2

										15		15		15		15		15		15		15		15		15		15		15		15

				75 % of patients recommend us in the family friends test.		LWH_17		>= 75%		96.10%		98.02%		99.20%

										75%		75%		75%		75%		75%		75%		75%		75%		75%		75%		75%		75%

				Staff survey results in upper quartile		LWH_18		395.00%		3.74		3.74		3.74		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%		97.71%		97.71%		97.71%

										97%		97%		97%		97%		97%		97%		97%		97%		97%		97%		97%		97%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Condition & Appearance		LWH_21		> = 90% TBC 		90.67%		90.67%		90.67%		90.67%		90.67%

										87%		87%		87%		87%		87%		87%		87%		87%		87%		87%		87%		87%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Food		LWH_22		> 87%    TBC		87.05%		87.05%		87.05%		87.05%		87.05%

										96%		96%		96%		96%		96%		96%		96%		96%		96%		96%		96%		96%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Privacy & Dignity		LWH_23		> 95%    TBC		96.03%		96.03%		96.03%		96.03%		96.03%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Quality Schedule

				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		0

										0		0		0		0		0		0		0		0		0		0		0		0

				Cancer: First Diagnostic Test by Day 14		KPI_11a		>= 85%		90.83%		90.55%		96.38%

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

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

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				Cancer: Reduce DNA/Cancellation of first appointments		KPI_11a		Monitoring Only		2.75%		1.29%		1.95%



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

										100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%

				A&E: Left Department without being seen		KPI_13b		<= 5%		2.90%		2.71%		2.21%

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				A&E: Self Harm 		KPI_13f		Monitoring Only		None		None		None



				A&E: Time to Initial Assessment (95th Percentile)		KPI_13c		<= 15		13		11		10

										15		15		15		15		15		15		15		15		15		15		15		15

				A&E: Time to Treatment (Median)		KPI_13e		Monitoring Only		80		68		69



				A&E: Total Time Spent in A&E (%)		KPI_13d		<= 240		215		217		215

										240		240		240		240		240		240		240		240		240		240		240		240

				A&E: Unplanned Reattendances within 7 days		KPI_13a		<= 7%		4.35%		2.00%		6.21%

										7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%

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

										6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%

				Fetal Anomaly Scan - Number re-scanned by 23 weeks		KPI_22b		>= 98%		83.52%		76.92%		90.12%

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				Fetal Anomaly Scan - Undertaken between 18 (+ 0)  and 20 (+ 6) Weeks		KPI_22a		>= 95%		96.69%		98.06%		97.28%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Maternity: Triage patients assessed within 30 mins		KPI_19a		>= 95%		96.19%		97.32%		96.90%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Corporate

				Complaints: Response Times		Corp_15		100%		100%		100%		100%



				Complaints: Number received each month		Corp_16		<= 15      TBA		15		12		10



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



				Outpatients: First appointment cancelled by hospital		Corp_18		<= 8.5%     TBC		8.86%		7.40%		9.46%



				Outpatients: Subsequent appointment cancelled by hospital		Corp_19		<= 11.5% TBC		10.21%		9.07%		12.39%



				TCI: Cancelled by hospital for clinical reasons		Corp_20		<= 1.5% TBC		1.45%		1.00%		1.43%



				TCI: Cancelled by hospital for non-clinical reasons		Corp_21		<= 4%      TBC		5.71%		3.33%		2.86%



				Daycase rates based on management intent		Corp_22		> 75%		76.20%		65.94%		67.34%



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



				Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected cancer referrals)		XC_21		100%		100%		92.86%		100%



				Hidden Rows for RAG Calculator 'Experience'

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

								Red		2		4		1		0		0		0		0		0		0		0		0		0

								Amber		2		1		3		0		0		0		0		0		0		0		0		0

								Green		30		29		29		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0








&"Arial,Bold"&16&KCC00CC
&K7030A0Performance and Information Department&KCC00CC
Performance Team		&G




Cover - GACABoard



				Agenda Item No:



				Meeting:		Governance and Clinical Assurance Board



				Date:		February 2016



				Title:		Performance Dashboard - 				Month 10 - January 2016



				Report to be considered in Public or Private?		Public



				Purpose - what question does this report seek to answer?		Provide assurance that performance improvement action plans are in place and measured.



				Where else has this report been considered and when?		Performance Group, Trust Management Group, Finance, Operations Board, Finance, Performance and Business Development Board



				Reference/s		Quality Strategy, Quality Schedule, CQUINS, Corporate Performance Indicators, Monitor Assurance Framework



				Resource impact:



				What is this report for?		Information				Decision				Escalation				Assurance



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

						1. Deliver safe services

						2. Deliver the most effective outcomes

						3. Deliver the best possible experience for patients and staff







				Which CQC fundamental standard(s) does this report ralet to?		Good Governance

						Staffing

						Safety

						Complaints



				What action is required at this meeting?		To Note



				Presented by:		Jeff Johnson



				Prepared by:		David Walliker

				This report covers (tick all that apply):

				Strategic objetives:

				To develop a well led, capable, motivated and entrepreneurial workforce																P

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

				To deliver safe services																P

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

				to deliver the best possible experience for patients and staff																P

				Other:

				Monitor Compliance		P				Equality and diversity

				NHS Constitution						Integrated business plan



				Which standard/s does this issue relate to:

				Care Quality Commission

				Broad Assurance Framework Risk

				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 Freedomn of Information Act 2000, because the information contained is reasonable accessible by other means.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S22 of the Freedomn 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 Freedomn 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 Freedomn of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust.

				1.  Introduction and summary

				2.  Issues for consideration

				3.   Conclusion

				4.   Recommendation/s
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GACA Dashboard



								Performance Report - GACA Board -																																Month 10 - January 2016







Gynaecology



Red	Amber	Green	No Data	15	1	67	3	Efficient



Red 	Amber 	Green	No Data	34	0	39	0	Safe



Red 	Amber 	Green	No Data	4	0	42	6	Effective



Red 	Amber 	Green	No Data	5	0	54	0	Experience



Red 	Amber 	Green	No Data	9	0	59	4	Maternity



Red	Amber	Green	No Data	11	3	52	1	Neonatal

 Care



Red	Amber	Green	No Data	9	0	27	3	Clinical

Genetics



Red	Amber	Green	No Data	6	0	20	1	Hewitt

 Centre





Red	Amber	Green	No Data	8	1	21	1	Surgical

 Services



Red	Amber	Green	No Data	6	2	11	0	Imaging





Red	Amber	Green	No Data	3	1	14	1	Pharmacy





Red	Amber	Green	No Data	2	2	12	0	Workforce



Red 	Amber 	Green	No Data	8	10	30	0	

GACAInfectionControl



				LWH Infection Control		2015/16				Infection Control										Month 10 - January 2016

				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

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

				Monthly Actual number of C. Diff				0		0		0		0		0		0		0		0		0		0		0

				Meticillin-Resistant Staphylococcus Aureus (MRSA) Data > 2 Days				0

				Monthly Actual Number of MRSA 				0		0		0		0		0		0		0		1		0		0		0

				MRSA Screening: 100% Compliant with Policy - Yes or No				Yes																Yes		Yes		Yes

				Carbapenemase Producing Enterobacteriaceae (CPE) Data

				Percentage of eligible patients Screened				Monitoring Only		89%		73%		92%		92%		87%		75%		83%		92%		94%		86%

				Number identified as positive for CPE on admission 				Monitoring Only		0		0		0		0		0		0		0		0		0		0

				Methicillin-Sensitive Staphylococcus Aureus (MSSA) 

				Monthly Actual: Adult				Monitoring Only		0		0		0		0		0		0		0		1		0		0

				Monthly Actual: Neonatal Care				Monitoring Only		0		0		1		0		0		0		0		0		0		0

				Monthly Actual: Total				Monitoring Only		0		0		1		0		0		0		0		1		0		0		0		0

				Escherichia (E.) coli Bacteraemia

				Monthly Actual: Adult				Monitoring Only		0		1		2		0		2		2		0		0		1		0

				Monthly Actual: Neonatal Care				Monitoring Only		2		0		0		1		0		1		1		0		1		1

				Monthly Actual: Total				Monitoring Only		2		1		2		1		2		3		1		0		2		1		0		0

				Hand Hygine

				Compliance Rate				100%		98%		99%		84%		98%		98%		97%		95%		100%		98%		99%

				Outbreaks - Causative Organism

				Ward or Unit 				Monitoring Only		None		None		None		NICU		NICU		NICU		NICU		NICU		None		None

				Causative Organism				Monitoring Only		None		None		None		None		None		None		MRSA		MRSA		None		None

				Number of Bed Days Lost				Monitoring Only		N/A		N/A		N/A		N/A		N/A		N/A		29		6		N/A		N/A

				Wound Infection				< 5%

				Gynaecology				Monitoring Only		QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY

				Maternity				Monitoring Only		QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY

				Neontal Care				Monitoring Only		QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY

				Hidden Rows for RAG Calculator 'Monitor- Experince'

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

								Red		0		0		1		0		0		0		1		0		0		0		0		0

								Amber		1		1		0		1		1		1		1		0		1		1		0		0

								Green		2		2		2		2		2		2		1		4		3		3		0		0

								No Data		1		1		1		1		1		1		1		0		0		0		0		0

								Not Rated		11		11		11		11		11		11		11		11		11		11		11		11
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GACABoardSummary



								Performance Summary - GACA Board -																										Month 10 - January 2016

						Overview 



























































































































































































































































































































































































































































































































































































































































































































































































































































































































































						Emerging Concerns

						Conclusion

						Recommendations
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Gynaecology



Red	Amber	Green	No Data	15	1	67	3	Maternity



Red	Amber	Green	No Data	11	3	52	1	Neonatal

 Care



Red	Amber	Green	No Data	9	0	27	3	Clinical

Genetics









Red	Amber	Green	No Data	6	0	20	1	Hewitt

 Centre



Red	Amber	Green	No Data	8	1	21	1	Surgical

 Services



Red	Amber	Green	No Data	6	2	11	0	Imaging



Red	Amber	Green	No Data	3	1	14	1	Pharmacy



Red	Amber	Green	No Data	2	2	12	0	Infection Control











Red	Amber	Green	No Data	Not Rated	0	1	3	0	11	Neonatal Care  - 





Gynaecology Continued...






Gynaecology - 


It is recommended that the GACA 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.


Maternity 




Clinical Genetics - 





Maternity continued...




Hewitt Centre - 


Surgical Services - 


Imaging- 


Pharmacy


Maternity continued...



Gynaecology Continued...


Neonatal Care  continued



 Infection Control Summary:





GACADivisional



								Divisional Reports - GACA Board -																										Month 10 - January 2016



						Double click on the PDF image to access the Divisonal Dashboards for January 2016







						PDF of Gynaecology 												PDF of Maternity												PDF of Neonates												PDF of Genetics



























						PDF of Hewitt												PDF of Surgical Service 												PDF of  Imaging												PDF of Pharmacy 
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Cover - TrustBoard



				Agenda Item No:		16/087(i)



				Meeting:		Trust Board



				Date:		Mar-16



				Title:		Performance Dashboard - 				Month 10 - January 2016



				Report to be considered in Public or Private?		Public



				Purpose - what question does this report seek to answer?		Provide assurance that performance improvement action plans are in place and measured.



				Where else has this report been considered and when?		Performance Group, Trust Management Group, Finance, Operations Board, Finance, Performance and Business Development Board



				Reference/s		Quality Strategy, Quality Schedule, CQUINS, Corporate Performance Indicators, Monitor Assurance Framework



				Resource impact:



				What is this report for?		Information				Decision				Escalation				Assurance



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

						1. Deliver safe services

						3. Deliver the best possible experience for patients and staff

						4. To develop a well led, capable and motivated workforce

						5 to be ambitious and efficient and make best use of available resources





				Which CQC fundamental standard(s) does this report ralet to?		Good Governance

						Staffing

						Safety

						Complaints



				What action is required at this meeting?		To Note



				Presented by:		Jeff Johnson



				Prepared by:		David Walliker

				This report covers (tick all that apply):

				Strategic objetives:

				To develop a well led, capable, motivated and entrepreneurial workforce																P

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

				To deliver safe services																P

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

				to deliver the best possible experience for patients and staff																P

				Other:

				Monitor Compliance		P				Equality and diversity

				NHS Constitution						Integrated business plan



				Which standard/s does this issue relate to:

				Care Quality Commission

				Broad Assurance Framework Risk

				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 Freedomn of Information Act 2000, because the information contained is reasonable accessible by other means.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S22 of the Freedomn 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 Freedomn 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 Freedomn of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust.

				1.  Introduction and summary

				2.  Issues for consideration

				3.   Conclusion

				4.   Recommendation/s
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TBDashboard

								Performance Report - Trust Board 																																						Month 10 - January 2016
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Workforce



Red	Amber	Green	No Data	0	4	2	0	Efficient



Red	Amber	Green	No Data	6	0	4	0	Safe







Red	Amber	Green	NoData	1	0	3	0	Effective







Red	Amber	Green	No Data	1	0	6	0	Experience









Red	Amber	Green	No Data	0	0	8	1	All 

Metrics











Red	Amber	Green	No Data	8	4	23	1	

TrustBoardSummary



								Performance Summary - Trust Board -																										Month 10 - January 2016

				   Overview 

































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




















































































				To be EFFICIENT and make best use of available resources



				Financial Report will be provided separately (6 x Red KPIs)



				To deliver SAFER services



				There are no Red or Amber rated KPIs in this section

























































				To deliver the most EFFECTIVE outcomes





























































































				To deliver the best possible EXPERIENCE for patients and staff



				There are no Red or Amber rated KPIs in this section

















































































































						Conclusion



						Recommendations
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Performance in January 2016 remains relatively static compared to December 2015 with one additional HR KPI turning Amber resulting in 4 KPI's rated as Amber, and 8 rated as Red (including 6 finance KPIs). The details of all KPIs resulting in a Red or Amber rating can be viewed below. 

	Details of the 6 finance KPIs rated red are reported separately via the Finance Report.

	The rate of babies born with an Apgar Score of less than 7 has increased to 3%  (30.4 per 1000 births) (22 babies)

	The rate of women seeing a midwife within 12 weeks gestation has dropped to below the 95% target for the  first time in 6 months.

	All 4 amber rated KPIs relate to HR and these are:- Sickness & Absence, Annual Appraisal & PDR, Mandatory  Training 
	and Turnover Rates, the details of 	which can be viewed below.

To view the full report, please double click on the PDF icon on the right.

HR: Sickness & Absence Rates at 4.08% against a Trust target of < 3.5% (CCG target > 5%)
There was a significant shift in the split between short and long term sickness. In month nine that split was short term 48% and long term 52%, but in month ten the split changed to 35% short term and 65% long term.

The HR Department continue to provide detailed absence information, training and advice to support the management of sickness absence. 

Sickness absence has tended to increase over the winter months in previous years and it is anticipated that it should come down under target before the end of Quarter Four. 


HR: Appraisals & PDR Rates at 89% against a target of  >=90%
There were a number of significant reductions in the levels of PDR compliance at service/department level: for Gynaecology the rate fell from 85% to 78%, for Integrated admin the rate fell from 95% to 89%, and for medical staff the rate fell from 91% to 83%.
 
Nine areas were rated as green, seven areas were rated as amber, and two were rated as red against the Trust target figure.

It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year


HR: Mandatory Training Compliance Rate at 93% against a target of >= 95%
At service/department level, the only significant changes were the falls in mandatory training compliance for Gynaecology (95% down to 92%) and Imaging (95% down to 89%).
 
Nine areas are rated as green, and nine are rated as amber against the Trust target figure. No areas are rated as red. It anticipated that overall mandatory training target of 95% will be reached in quarter four.


HR: Turnover Rate at 12% against a target of  < 10%
There were no particularly significant changes at service/department level although many areas did see small increases.

Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit interviews to help identify any trust wide or local issues that may need to be addressed.

It is anticipated that the turnover figure will return to below target before the end of Quarter Four.

Although improved, financial performance remains a concern and is discussed separately via the Financial Report.

Performance against the HR KPI's has seen a slight decrease from the December position. However it is expected that t with continued focus, the Trust should achieve all HR targets before the end of Quarter 4.

With the highest number so far this financial year, the rate of babies born with an Apgar score of less than 7 continues to trigger a red rating. The Board should bee assured that each case is audited and that all possible measures are being taken to manage this. Audits to date have shown no pattern or common theme in relation to babies born with low Apgar scores.

 


It is recommended that the Trust 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.


Rate of babies born with an Apgar Score of less than 7 at 30.4 per 1000 births (3%) (22 from 715 births) against a target of 12.65 per 1000 (1.4%)
An audit into babies born with a low Apgar score was recently completed. The audit identified a number of issues:-
		It may not be possible to influence the scores for babies born via caesarean sections  where the mother was under 		general anaesthetic.
		Midwifery practices when checking Apgar scores

		The methodology of Apgar scoring

		Drop in apgar post-cord clamping

The target itself requires adjustment to National benchmark and needs to be measured quarterly for trends rather than monthly

The paper to alter the target has been submitted and accepted by GACA. 
The action plan from the Apgar audit is being implemented

Action plan from the low Apgar audit (August 2016)

Rate of women attending a booking appointment within 12 weeks  (+6 Days) gestation at 90.% against a target of 95%

There is a new process in place consisting of a live information database to enable the team leaders and antenatal clinic manager to validate the 12 week bookings to identify whether truly late rather than a data input issue.

There was a gap in the rollout of the training to enable the system to be used effectively which has contributed towards the target not being met this month 

The member of staff has now received the access to the information database and training on how to validate the data.

It is expected that we will achieve the target in February 2016



NEDSummary

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







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




																				


















































				To be EFFICIENT and make best use of available resources





										0









				Financial Report will be provided separately





















				To deliver SAFER services



																				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

















				To deliver the most EFFECTIVE outcomes



																				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
































				To deliver the best possible EXPERIENCE for patients and staff















																				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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TBDHeatmap



				LWH - The Board Report		2015/16				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		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant



				HR: Sickness & Absence Rates (Commissioner)		KPI_10		<= 5%		3.98%		3.75%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		4.08%		0.00%		0.00%

										5.0%		105.0%		205.0%		305.0%		405.0%		505.0%		605.0%		705.0%		805.0%		905.0%		1005.0%		1105.0%

				HR: Sickness & Absence Rates (Corporate)		Corp_1		<= 3.5%		3.98%		3.75%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		4.08%		0.00%		0.00%

										3.5%		103.5%		203.5%		303.5%		403.5%		503.5%		603.5%		703.5%		803.5%		903.5%		1003.5%		1103.5%

				HR: Annual Appraisal and PDR		Corp_2		>= 90%		82.00%		80.00%		84.00%		88.00%		88.00%		85.00%		89.00%		89.00%		91.00%		89.00%		0.00%		0.00%

										90%		190%		290%		390%		490%		590%		690%		790%		890%		990%		1090%		1190%

				HR: Completion of Mandatory Training		Corp_3		>= 95%		89.00%		86.00%		88.00%		89.00%		90.00%		89.00%		92.00%		93.00%		94.00%		93.00%		0.00%		0.00%

										95%		195%		295%		395%		495%		595%		695%		795%		895%		995%		1095%		1195%

				HR: Turnover Rate		Corp_5		<= 10%		8.00%		8.00%		8.20%		9.00%		10.00%		11.00%		10.90%		11.00%		11.00%		12.00%		0.00%		0.00%

										10%		10%		10%		10%		10%		10%		10%		10%		10%		10%		10%		10%

				Hidden RAG Calculator - 'NEDS Workforce'

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

								Red		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		3		3		3		3		2		3		3		4		3		4		0		0

								Green		3		3		3		3		4		3		3		2		3		2		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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 (YTD)		TB_2		<= Planned 		£1,083,967		£2,139,907		£3,086,729		£3,397,082		£4,222,000		£4,462,347		£4,663,000		£5,353,000		£6,298,000		£6,446,000		£0		£0

				Planned Surplus/ Deficit (YTD)		TB_2b		Planned Cummulaitve		£969,000		£1,625,000		£2,611,000		£3,006,000		£3,906,000		£4,341,000		£4,476,000		£5,290,000		£6,433,000		£6,793,000		£7,518,000		£8,014,000

				Cash Balance (YTD)		TB_3		>= Planned		£5,204,864		£12,519,688		£12,513,907		£10,784,938		£10,296,000		£14,377,000		£9,817,000		£8,873,000		£9,043,000		£2,388,487		£0		£0

				Planned Cash Balance (YTD)		TB_3b		Planned Cummulative		£813,000		£4,225,000		£6,346,000		£5,600,000		£4,132,000		£3,805,000		£3,057,000		£500,000		£500,000		£500,000		£753,000		£500,000

				Finance: Contract Income Actual Variance (In Month)		Corp_7		>= 0		-£179,040		-£429,209		£373,900		£6,557		-£45,932		£59,836		-£351,642		£273,761		£326,694		£375,370		£0		£0

				Finance: Contract Income Budget (In Month)		Corp_9		>= 0		-£6,808,104		-£7,114,165		-£6,824,583		-£7,288,139		-£6,801,314		-£7,088,254		-£7,361,717		-£6,865,973		-£6,560,013		-£7,167,934		£0		£0

				Finance: Non-contract Income Actual Variance (In Month)		Corp_11a		= £0		£76,032		£80,292		£62,306		-£55,560		-£35,729		-£161,013		-£197,497		-£186,244		-£53,132		-£166,004		£0		£0

				Finance: Non-contract Income Planned Budget (In Month)		Corp_11b		= £0		-£59,742		-£27,512		-£44,925		-£166,366		-£168,602		-£266,357		-£261,918		-£242,336		-£164,098		-£270,246		£0		£0

				Finance: Other Actual Income Variance (In Month)				>= 0		£86,642		£164,301		£56,781		£254,075		£106,852		£206,147		£261,703		£139,665		£39,945		-£141,798		£0		£0

				Finance: Other Planned Income Variance (In Month)				>= 0		-£1,143,665		-£1,219,734		-£1,179,021		-£1,283,140		-£1,220,138		-£1,363,111		-£1,395,305		-£1,205,199		-£1,226,950		-£1,400,050		£0		£0

				Finance: Budget Variance (In Month)		Corp_9		>= 0		-£103,000		-£515,000		-£476,000		-£391,000		-£309,000		-£120,899		-£179,000		-£61,000		£134,000		£347,000		£0		£0

				Finance: Capital expenditure		Corp_9		>= 0		£258,026		£1,177,643		£943,673		£621,657		£299,000		£173,669		£399,488		£545,042		£231,490		£315,105		£0		£0

				Finance: Cost of Agency Staff usage		Corp_11a		= £0		£226,648		£228,452		£184,979		£160,697		£170,000		£144,000		£136,335		£96,000		£62,000		£42,000		£0		£0

				Finance: Cost of Bank Staff usage		Corp_11b		= £0		£141,730		£116,007		£127,307		£126,213		£111,000		£135,883		£116,008		£135,373		£104,673		£90,966		£0		£0

				Finance: Cost of Overtime usage		Corp_11c		= £0		£17,643		£24,770		£40,859		£35,506		£21,305		£18,840		£11,469		£18,869		£17,525		£13,277		£0		£0

				Finance: Use of temporary / flexible workforce (bank / agency staff)		Corp_11		= £0		£386,021		£369,229		£353,145		£322,416		£302,305		£298,723		£263,812		£250,242		£184,198		£146,243		£0		£0

				Hidden RAG Calculator - 'NEDSEfficient'

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

								Red		6		6		5		6		7		6		7		6		5		6		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		4		5		4		3		4		3		4		5		4		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		90.43%		92.75%		92.38%		92.08%		91.14%		93.50%		94.60%		92.28%		91.44%		91.77%		0.00%		0.00%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Surgical Site(s) Infection(s) 		KPI_12		<= 3%		0.00%		0.10%		0.01%		0.01%		0.01%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

										3%		3%		3%		3%		3%		3%		3%		3%		3%		3%		3%		3%

				Serious Incidents: Number of Open SI's		XC_11		Monitoring Only		19		22		16		18		18		20		21		22		23		23				



				Serious Incidents: Number of New SI's		XC_12		Monitoring Only		2		3		0		2		2		2		2		1		1		4				



				% of women seen by a midwife within 12 weeks		KPI_16		>= 95%		90.14%		87.75%		87.64%		91.24%		91.74%		95.26%		96.52%		95.47%		95.81%		90.24%				



				Neonatal Bloodstream Infection Rate		LWH_4		TBD		3.18		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00



				Hidden RAG Calculator - 'NEDS Safer'

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

								Red		1		1		1		1		1		0		0		0		0		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		3		3		3		3		3		4		4		4		4		3		0		0

								NoData		0		0		0		0		0		0		0		0		0		0		0		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%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%



				Reduce the number of babies born with an Apgar Score of < 7		KPI_26		<= 12.65      TBC		19.02		21.90		12.31		10.93		9.75		22.79		23.74		17.00		18.06		30.43		ERROR:#DIV/0!		ERROR:#DIV/0!



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

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		5.95		9.24		4.85		11.14		3.75		8.64		5.24		0.00		7.35		1.73		ERROR:#DIV/0!		ERROR:#DIV/0!



				Biochemical Pregnancy Rates		LWH_9		> 30%      TBC		47.96%		50.72%		45.95%		39.44%		41.18%		38.92%		35.48%		52.50%		49.60%		50.17%		49.81%		0.00%



				Still Birth Rate (excludes late transfers)		LWH_8		TBD		1.55		0.00		3.06		5.46		2.79		9.38		6.98		5.56		7.04		2.77		ERROR:#DIV/0!		ERROR:#DIV/0!



				Neonatal Deaths (all live births within 28 days)		LWH_7		Rate per 1000 TBD		0.00		3.17		8.76		3.08		2.70		2.80		0.00		1.40		4.10		2.80		0.00		0.00



				Returns to Theatre		Corp_13		<= 0.7% TBC		0.37%		0.63%		1.14%		0.30%		0.46%		0.46%		0.00%		0.83%		0.66%		0.11%				



				Hidden RAG Calculator - 'NEDS Effective'

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

								Red		2		2		1		1		0		2		2		1		2		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		5		5		6		6		7		5		5		6		5		6		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		10		11		13		12		8		13		13		6		0		0



				18 Week RTT Non Admitted (aggregate)		Monitor 2		>= 95%		95.43%		95.23%		95.44%		95.45%		97.65%		96.17%		95.94%		95.00%		94.30%		95.18%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Friends & Family Test		Quality Strategy		> 75%		96.10%		98.02%		99.20%		96.86%		97.60%		98.03%		98.51%		99.06%		99.15%		99.56%		ERROR:#DIV/0!		ERROR:#DIV/0!



				% Women that requested and Epidural, but weren't given one for non-clinical reasons		KPI_21		 <= 5%		3.45%		3.82%		3.55%		3.92%		3.36%		6.45%		5.68%		1.96%		5.07%		7.82%		ERROR:#DIV/0!		ERROR:#DIV/0!



				% Women given one to one care whilst in established Labour (4cm dilation)		KPI_20		>= 95%		96.43%		96.76%		96.59%		96.42%		96.19%		93.88%		95.22%		97.20%		93.36%		95.04%		ERROR:#DIV/0!		ERROR:#DIV/0!



				6 Week Wait Diagnostic Tests		NHS England		>= 99%		100%		100%		100%		100%		100%		100%		100%		100%		99.84%		99.53%		ERROR:#DIV/0!		ERROR:#DIV/0!



				Last Minute Cancellation for non-clinical reasons 				TBA		10		2		2		6		7		5		1		5		7		5		0		0



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



				Failure to ensure that sufficient appointment slots are available on Choose & Book		KPI_06		< 6%		6.19%		8.16%		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally



				Hidden RAG Calculator - 'NEDS Experience'

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

								Red		1		1		0		0		0		2		1		0		1		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		8		8		8		8		6		7		8		7		8		0		0

								No Data		0		0		1		1		1		1		1		1		1		1		0		0



				Hidden RAG Calculator - 'NEDS All'

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

								Red		10		10		7		8		8		10		10		7		8		8		0		0

								Amber		3		3		3		3		2		3		3		4		3		4		0		0

								Green		23		23		25		24		25		22		22		24		24		23		0		0

								No Data		0		0		1		1		1		1		1		1		1		1		0		0
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1. Summary Financial Position

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. On 26 October 2015 the Trust received a letter from Monitor outlining the requirement of the delivery of a ‘stretch deficit target’ of £7.3m, noting that the Department of Health would only approve Distressed Funding applications on this basis. This deficit target was approved by the Board on the assumption that deferred CNST costs will not be repayable in the current financial year. The 2015/16 deficit has been reforecast to £7.3m and reported to the Trust Board in November 2015. This level of deficit requires £5.6m in cash support. 

At Month 10 the Trust is reporting a year to date deficit of £6.45m against a deficit budget of £6.79m, and a Financial Sustainability Risk Rating (FSRR) of 2 against a plan of 1. 

[image: image1.emf]Budget Actual Budget FOT


CAPITAL SERVICING CAPACITY (CSC)


(a) EBITDA + Interest Receivable (1,421) (1,762) (1,486) (1,646)


(b) PDC + Interest Payable


1,814 1,485 2,194 1,709


CSC Ratio = (a) / (b) (0.78) (1.19) (0.68) (0.96)


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 (7,599) (6,241) (3,035) (3,035)


(b) Expenditure 85,655 86,828 102,932 103,651


(c) Daily Expenditure


286 289 286 288


Liquidity Ratio = (a) / (c) (27) (22) (11) (11)


MONITOR LIQUIDITY SCORE 1 1 2 2


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


I&E MARGIN


Deficit 6,792 6,516 8,015 7,300


Total Income (84,218) (85,040) (101,426) (101,976)


I&E Margin -8.07% -7.66% -7.90% -7.16%


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 -8.07% -7.66% -7.90% -7.16%


I&E Variance Margin -1.53% 0.40% -1.53% 0.74%


MONITOR I&E MARGIN VARIANCE SCORE 2 4 2 4


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


Overall Financial Sustainability Risk Rating 1 2 2 2


FINANCIAL SUSTAINABILITY RISK RATING


YEAR TO DATE YEAR




The actual deficit in month was £0.154m against a deficit budget of £0.360m which is a £0.206m positive variance. 

The charts below show the planned and actual deficit by month and then 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. 
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The charts demonstrate the trend of ongoing improvement in the Trust’s financial position in year following the strengthening of financial control and remedial actions. 

At the end of Month 10 the cash position was £2.4m, this reflects the repayment of a £7.8m cash advance from the CCG and also the first drawdown of £2m of distressed funding from the Department of Health.  This is explored further in section 3.

The Trust is on target to achieve the stated financial plan of £7.3m deficit. However there are a number of variances associated with that position, these are outlined in this paper. 


2. Income and expenditure variances

The key components of the Month 10 financial position are outlined below. 

Income


Income was overall ahead of plan by £0.067m in month and £0.823m favourable year to date and is forecast to be £0.550m ahead of plan by the end of the year. This forecast reflects the ongoing underperformance in gynaecology coupled with predicted underperformance against a back-ended plan in Hewitt Fertility.

Maternity continues to show a positive income position. The reasons for this continue to be predominantly as a result of the provider to provider (P2P) recharge, strong performance in antenatal and more recently in deliveries. 

Gynaecology income however remains behind plan, although it is consistent with the levels expected in the recovery plan. Income for gynaecology is forecast to be £0.75m below budget by the year end which is an improvement on previous projections. The service has seen a drop in referrals and there have been a number of changes in clinical practice which have reduced the number of procedures undertaken in theatre. It is believed that this is a recurrent issue into 2016/17 and the budgets will be amended accordingly. 

Hewitt Fertility income was behind plan in month by £0.234 against a target of £1.17m. This means that year to date Hewitt income is £0.224m behind plan. The achievement of high activity and income targets at the back end of this financial year was flagged as a risk at the start of the year, and costs have been controlled accordingly. Due to this cost control the Hewitt Centre is still expected to slightly exceed their overall contribution target.

Pay costs


Pay costs are £0.021m over budget in month, £0.769m over year to date and are forecast to be overspent by £0.690m by the year end. 

The majority of the overspend to date is due to agency spend as reported in prior months. The key areas for this overspend are theatre staffing and medical staffing across gynaecology and maternity. The theatre team have recruited to vacant posts and the new staff will take up post over the coming months, reducing the level of agency spend in this area. The junior medical agency spend is currently under review but is a national issue and is expected to continue in the medium term. 

All vacancies are now approved by the Executive Directors and agency spend is reviewed on a monthly basis, with authorisation required by the Executive Directors for any interim posts. 

Agency pay 


The Trust has been dependent on agency across a number of areas most notably in theatres and to cover junior medical staff rotas, as well as in some key corporate posts including Trust Secretary and Governance and Risk. 

However significant work has been performed to reduce this wherever possible and this has been successful particularly in theatres where a national recruitment drive has led to a number of posts being filled substantively.

The downwards trend is demonstrated in the graph below in the actual figures to Month 10 which is projected to continue to the end of the year. 
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Agency spend was £0.042m which is less than 1% of total pay expenditure in Month 10. Year to date agency expenditure is £1.453m (2.7%) of expenditure year to date and is forecast to be £1.512m (2.3%) of pay expenditure at year end. 

The Trust has been informed by Monitor that it must keep within 3% per annum for nursing agency which is forecast to be achieved. 


Non pay costs


Non-pay costs are underspent by £0.087m in month and £0.404m overspent year to date. Better management of clinical supplies is supporting this position in month as well as the cessation of the outsourced imaging contract. 

Technical items


The technical items in the position are offsetting pay overspends with a positive variance of £0.885m forecast by the year end. This is in respect of depreciation, public dividend capital and interest payments arising due to the stronger than expected cash position in year and the control of capital expenditure.

3. Cash and borrowings

£5.6m Interim Revenue Support

In December 2015 the Trust received loan documentation in relation to £5.6m Distressed Finance Support from the Department of Health. This was approved by the Board and returned to Monitor and DH in January 2016 to ensure that a drawdown could occur ahead of the need to repay the £7.8m contract income advance due to Liverpool CCG.


The key points of the loan agreement were:

		The final repayment date of the loan is 18th March 2018

		The DH cash support is on an interim basis while more permanent planned support is sought. It is expected that this planned or other support will be used to repay the interim support on or before the repayment date



		The interest rate is 1.5% per annum

		This is in line with expectations and the financial plan



		The minimum cash balance of the Trust is £1m




		This means that the Trust can utilise only as much of the loan as to maintain a minimum cash balance of £1m between drawdowns. This has been presented to the DH within a 13 week rolling cash flow. Utilisation/drawdown of funds can only occur once per month and on set days. 



		Additional Terms and Conditions




		The Trust is bound to additional conditions in relation to its application. These were discussed with Monitor at the site visit in November 2015 and the Trust has not identified any issues in delivering these. Examples of the undertakings include compliance with nursing agency spending rules, approval for consultancy spend greater than £50k and assessment of outsourcing arrangements which the Trust already has in place





Utilisation so far is as follows:

		Month

		Planned drawdown

		Actual drawdown



		January 2016

		£2.0m

		£2.0m



		February 2016

		£0.5m

		£0.0m



		March 2016

		£3.1m

		tbc



		Total

		£5.6m

		£2m





£2.5m Working Capital Facility 

The £5.6m interim financing facility noted above will provide the Trust with enough cash to support the forecast financial position in 2015/16. Separate financing will need to be sought for 2016/17.


At the start of 2015/16 while sector plans were being aggregated nationally, the Trust was issued with a DH working capital facility equivalent to the cash requirement for Q1 of the financial year. This amounted to £2.5m. 


This has now been formally approved by DH and is in place. The terms of this facility are broadly in line with that of the interim revenue support with the exception that interest on this facility is at 3.5%.  


CCG cash support for 16/17

As in 2015/16, the Trust is seeking a cash advance on 2016/17 contract income from Liverpool CCG in order to minimise interest charges payable. 


Without DH cash support the Trust will not have sufficient cash to meet its obligations. The Trust will continue to work closely with Monitor and commissioners to identify appropriate solutions to the ongoing deficit and cash issues in line with the Future Generations and Healthy Liverpool Strategies. 

4. Cost Improvement Program


In total the £5.4m target for 2015/16 is being achieved however this is due to an over performance in respect of the maternity income target (noted above) and a number of cost reduction schemes are failing to deliver, or have proved not to be viable for example as a result of changes in commissioning. 


Detailed plans for 2016/17 CIP schemes which total £2m are currently being developed and project mandates produced. Schemes will be fully worked up and validated along with supporting Quality Impact Assessments before being transacted in the financial ledger as part of the 2016/17 Budget Setting Round.

5. Forecast Outturn and Risks 

Specific service risks are reflected in the above forecast outturn which is reviewed in detail each month. With two months of the financial year remaining the Trust is on target to achieve the reduced deficit target of £7.3m.

6. Conclusion & Recommendation 


To ensure the delivery of the forecast financial position the Trust must maintain a tight grip on income and expenditure. 

The Committee are asked to note the Month 10 financial position, the related risks and the actions in place.


Appendices 


Appendix 1: Board Finance Pack
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1. Monitor





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																														1


			MONITOR SCORE: M10


			YEAR ENDED 31 MARCH 2016


						FINANCIAL SUSTAINABILITY RISK RATING									YEAR TO DATE									YEAR


															Budget			Actual						Budget			FOT








						CAPITAL SERVICING CAPACITY (CSC)


									(a) EBITDA + Interest Receivable						(1,421)			(1,762)						(1,486)			(1,646)


									(b) PDC + Interest Payable						1,814			1,485						2,194			1,709


									CSC Ratio = (a) / (b)						(0.78)			(1.19)						(0.68)			(0.96)





						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						(7,599)			(6,241)						(3,035)			(3,035)


									(b) Expenditure						85,655			86,828						102,932			103,651


									(c) Daily Expenditure						286			289						286			288


									Liquidity Ratio = (a) / (c)						(27)			(22)						(11)			(11)





						MONITOR LIQUIDITY SCORE									1			1						2			2





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











						I&E MARGIN


									Deficit						6,792			6,516						8,015			7,300


									Total Income						(84,218)			(85,040)						(101,426)			(101,976)


									I&E Margin						-8.07%			-7.66%						-7.90%			-7.16%





						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						-8.07%			-7.66%						-7.90%			-7.16%


									I&E Variance Margin						-1.53%			0.40%						-1.53%			0.74%





						MONITOR I&E MARGIN VARIANCE SCORE									2			4						2			4





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











						Overall Financial Sustainability Risk Rating									1			2						2			2











2. I&E
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			INCOME & EXPENDITURE: M10


			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						(8,283)			(8,449)			166						(78,681)			(79,402)			721						(94,781)			(95,228)			447


									Non-Clinical Income						(554)			(455)			(99)						(5,537)			(5,639)			101						(6,645)			(6,748)			103


						Total Income									(8,837)			(8,904)			67						(84,218)			(85,040)			823						(101,426)			(101,976)			550





						Expenditure


									Pay Costs						5,261			5,282			(21)						52,636			53,405			(769)						63,197			63,887			(690)


									Non-Pay Costs						2,444			2,419			26						23,792			24,808			(1,016)						28,662			29,426			(764)


									CNST						923			861			61						9,227			8,615			612						11,072			10,338			735


						Total Expenditure									8,628			8,562			66						85,655			86,828			(1,174)						102,932			103,651			(719)





						EBITDA									(209)			(342)			134						1,437			1,788			(351)						1,505			1,675			(170)





						Technical Items


									Depreciation						382			350			32						3,558			3,269			288						4,334			4,015			319


									Interest Payable						22			9			12						147			92			55						194			132			62


									Interest Receivable						(2)			(2)			0						(16)			(26)			10						(19)			(29)			10


									PDC Dividend						167			139			28						1,667			1,393			274						2,000			1,577			423


									Profit / Loss on Disposal						0			0			0						0			(70)			70						0			(70)			70


						Total Technical Items									569			496			73						5,356			4,658			698						6,509			5,625			885





						(Surplus) / Deficit									360			154			206						6,792			6,446			347						8,015			7,300			715














3. Expenditure
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			EXPENDITURE: M10


			YEAR ENDED 31 MARCH 2016


						EXPENDITURE									MONTH												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Pay Costs


									Board, Execs & Senior Managers						321			330			(9)						3,182			3,093			89						3,825			3,702			122


									Medical						1,257			1,217			40						12,507			12,125			381						15,047			14,466			581


									Nursing & Midwifery						2,357			2,330			27						23,565			23,371			194						28,287			28,108			179


									Healthcare Assistants						338			376			(38)						3,377			3,763			(386)						4,052			4,519			(466)


									Other Clinical						503			504			(2)						4,977			4,604			373						5,989			5,588			401


									Admin Support						134			124			10						1,344			1,283			60						1,612			1,541			71


									Corporate Services						350			357			(6)						3,684			3,712			(27)						4,386			4,451			(65)


									Agency & Locum						0			42			(42)						0			1,453			(1,453)						0			1,512			(1,512)


						Total Pay Costs									5,261			5,282			(21)						52,636			53,405			(769)						63,197			63,887			(690)





						Non Pay Costs


									Clinical Suppplies						719			705			15						6,856			7,314			(458)						8,307			8,786			(478)


									Non-Clinical Supplies						844			885			(41)						8,180			8,696			(516)						9,834			10,067			(233)


									CNST						923			861			61						9,227			8,615			612						11,072			10,338			735


									Premises & IT Costs						381			435			(54)						3,807			4,136			(329)						4,569			4,952			(383)


									Service Contracts						500			394			107						4,949			4,662			287						5,952			5,622			330


						Total Non-Pay Costs									3,367			3,280			87						33,019			33,423			(404)						39,734			39,764			(30)





						Total Expenditure									8,628			8,562			66						85,655			86,828			(1,174)						102,932			103,651			(719)











4. Service Performance
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			BUDGET ANALYSIS: M10


			YEAR ENDED 31 MARCH 2016





						INCOME & EXPENDITURE									REF						MONTH												YEAR TO DATE												YEAR


						£'000															Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Maternity


									Income												(3,163)			(3,408)			245						(30,947)			(32,709)			1,762						(37,049)			(39,125)			2,076


									Expenditure												1,664			1,659			5						16,642			16,784			(142)						19,972			20,148			(176)


						Total Maternity									4a						(1,499)			(1,749)			250						(14,304)			(15,925)			1,621						(17,078)			(18,977)			1,900





						Gynaecology


									Income												(2,186)			(2,311)			125						(21,005)			(20,199)			(806)						(25,092)			(24,342)			(751)


									Expenditure												921			940			(19)						9,205			9,307			(102)						11,047			11,122			(76)


						Total Gynaecology									4b						(1,266)			(1,372)			106						(11,800)			(10,892)			(908)						(14,045)			(13,219)			(826)





						Neonatal


									Income												(1,299)			(1,304)			4						(13,005)			(13,165)			160						(15,607)			(15,794)			187


									Expenditure												918			925			(7)						9,178			9,585			(407)						11,013			11,531			(517)


						Total Neonatal									4c						(382)			(379)			(3)						(3,827)			(3,580)			(247)						(4,593)			(4,263)			(330)





						Hewitt Centre


									Income												(1,172)			(938)			(234)						(9,343)			(9,118)			(224)						(11,643)			(10,983)			(660)


									Expenditure												803			780			23						7,468			6,954			515						9,277			8,449			827


						Total Hewitt Centre									4d						(369)			(158)			(211)						(1,874)			(2,165)			290						(2,366)			(2,534)			168





						Genetics


									Income												(541)			(584)			43						(5,173)			(5,376)			203						(6,251)			(6,442)			190


									Expenditure												408			315			92						4,076			4,035			41						4,892			4,792			100


						Total Genetics									4e						(134)			(269)			135						(1,097)			(1,341)			244						(1,360)			(1,650)			290





						Catharine Medical Centre


									Income												(87)			(52)			(35)						(872)			(621)			(251)						(1,046)			(747)			(299)


									Expenditure												69			35			34						691			540			151						829			649			180


						Total Catharine Medical Centre									4f						(18)			(17)			(1)						(181)			(81)			(100)						(217)			(98)			(119)





						Theatres


									Income												(42)			(41)			(1)						(422)			(417)			(5)						(506)			(501)			(5)


									Expenditure												559			559			(0)						5,585			6,423			(837)						6,702			7,662			(960)


						Total Theatres									4g						516			518			(1)						5,163			6,006			(842)						6,196			7,161			(965)





						Clinical Support & CNST


									Income												(281)			(159)			(121)						(2,806)			(2,595)			(211)						(3,357)			(3,138)			(219)


									Expenditure												1,670			1,624			46						16,702			16,002			700						20,042			19,197			845


						Total Clinical Support & CNST									4h						1,390			1,465			(75)						13,896			13,407			489						16,685			16,059			626





						Estates


									Income												(57)			(61)			4						(565)			(589)			24						(678)			(710)			32


									Expenditure												433			458			(25)						4,322			4,487			(165)						5,198			5,394			(195)


						Total Estates									4h						377			397			(21)						3,757			3,898			(141)						4,520			4,684			(163)





						Corporate


									Income												(8)			(45)			37						(82)			(251)			169						(197)			(194)			(2)


									Expenditure												1,753			1,762			(10)						17,140			17,369			(229)						20,469			20,331			138


						Total Corporate									4i						1,745			1,717			27						17,059			17,118			(60)						20,272			20,137			135





						(Surplus) / Deficit															360			154			206						6,792			6,446			347						8,015			7,300			715


																					TRUE			TRUE			TRUE						TRUE			TRUE			TRUE						TRUE			TRUE			TRUE











5. Balance Sheet
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			BALANCE SHEET: M10


			YEAR ENDED 31 MARCH 2016





						BALANCE SHEET									YEAR TO DATE


						£'000									Opening 			M10 Actual			Movement





						Non Current Assets									67,576			69,461			1,885





						Current Assets


									Cash						6,108			2,389			(3,719)


									Debtors						3,930			5,892			1,962


									Inventories						310			367			57


						Total Current Assets									10,348			8,648			(1,700)





						Liabilities


									Creditors due < 1 year						(8,228)			(12,717)			(4,489)


									Creditors due > 1 year						(1,675)			(1,680)			(5)


									Commercial loan						(5,500)			(7,500)			(2,000)


									Provisions						(1,529)			(1,666)			(137)


						Total Liabilities									(16,932)			(23,563)			(6,631)





						TOTAL ASSETS EMPLOYED									60,992			54,546			6,446





						Taxpayers Equity


									PDC						36,365			36,365			0


									Revaluation Reserve						8,659			8,659			0


									Retained Earnings						15,968			9,522			(6,446)


						TOTAL TAXPAYERS EQUITY									60,992			54,546			(6,446)














						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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The Context  
 
The Nursing and Midwifery Council (NMC) sets the rules and standards for the function of 
the Local Supervising Authorities (LSAs) and the supervision of midwives. The Local 
Supervising Authority Midwifery Officer is professionally accountable to the Nursing and 
Midwifery Council.  The function of the LSA Midwifery Officer is to ensure that statutory 
supervision of midwives is in place to ensure that safe and high quality midwifery care is 
provided to women.  
 
Supervisors of Midwives are appointed by the LSA and the LSA function sits with NHS 
England. The main responsibility of the LSA is to protect the public by monitoring the 
quality of midwifery practice through the mechanism of statutory supervision for midwives. 
NHS England will appoint an LSA Midwifery Officer to carry out the functions of the LSA, 
which may include visits and inspections of places of midwifery work. This will provide a 
structured means to oversee the practice and supervision of midwives within the North 
West, to ensure the requirements of the NMC are being met (Rule 11, NMC 2012). The 
audit is carried out to inform the Local Supervising Authority annual report to the NMC 
(Rule 13, NMC 2012).  
 


All practising midwives in the United Kingdom are required to have a named Supervisor of 
Midwives.  A Supervisor of Midwives is a midwife who has been qualified for at least three 
years and has undertaken a preparation course in midwifery supervision (Rule 8, NMC 
2012). Each supervisor oversees approximately 15 midwives and is someone that 
midwives may go to for advice, guidance and support. The Supervisor of Midwives will 
monitor care by meeting with each midwife annually, (Rule 9, NMC 2012) auditing the 
midwives’ record keeping and investigating any reports of problems/concerns in practice. 
They are also responsible for investigating any serious incidents and reporting them to the 
LSA MO (Rule 10, NMC 2012). 
 
 
Introduction to the Local Supervising Authority Annual Audit  
 
An annual audit of all organisations providing maternity services is a requirement of the 
Nursing and Midwifery Council and is set out in the Midwives Rules and Standards (2012). 
 
The annual audit is undertaken by an audit ream led by the Local Supervising Authority 
Midwifery Officer and/or the Local Supervising Authority Midwife and a team of 
Supervisors of Midwives, and a maternity service user auditor. A regional tool has been 
developed by the North of England Midwifery Officers to ensure an equitable standard 
across the region. The audit assesses the four domains outlined in the Midwives Rules 
and Standards (2012) and the criteria are assessed against the following measures – met, 
partially met or not met. Following the audit a number of recommendations will be made 
which will be translated into a local action plan for improvement by the local Supervisors of 
Midwives (SoM) team. The action plan will be monitored by the LSA team. 


On 1st January 2013 the Nursing and Midwifery Council launched a revised edition of the 
Midwives Rules and Standards. These standards form the basis against which statutory 
supervision of midwives is audited. 
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The Standards for Supervision. 


 


 


 


 


 


 


 


 


 


 


LSA Audit Team 


Dee Davies, LSA Midwifery Officer 


Tina Bogle, Peer Supervisor of Midwives 


Helen Rouse, Peer Supervisor of Midwives 


Janine Keelan, POSOM 


Paula Perrin, User Auditor 


Hazel Cook-Higgins, User Auditor 


The Standards for Supervision incorporate the following broad principles: The midwives Rules and Standards, NMC 


(2012). 


1. Supervisors of Midwives are available to offer guidance and support to women accessing a maternity service 


that is evidence based in the provision of women centred care. 


2. Supervisors of Midwives are directly accountable to the Local Supervising Authority for all matters relating to 


the statutory supervision of midwives and a local framework exists to support the statutory function. 


3. Supervisors of Midwives provide professional leadership and nurture potential leaders. 


4. Supervisors of Midwives support midwives in providing a safe environment for the practice of evidence based 


midwifery 
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LSA Audit Aims  
 


The aims of the audit are:-  


 To review the evidence demonstrating that the standards for supervision are being 
met.  


 To ensure that there are relevant systems and processes in place for the safety of 
mothers and babies.  


 To review the impact of supervision on midwifery practice. 


 To ensure that midwifery practice is evidence based and responsive to the needs of 
women.  


 


 
Methodology  
 


The process for the audit of the LSA standards continues to be a self/peer review 
approach with verification of evidence by the LSA audit team employing a targeted 
sampling technique.  Self/peer review is recognised as a powerful tool that stimulates 
professional development and decentralises power creating awareness of personal 
accountability.  
 
The completed assessment tool listing the supporting evidence and any comments and 
recommendations the supervisors wished to make was sent to the LSA office two working 
weeks prior to the audit.  
 


 
Formal LSA Audit Processes  
 
Programme for Audit visit  
 
The programme was sent in advance to the audit team.  
 
Self-audit tool  
 
The tool was completed before the audit and sent to the LSA MO.  
 
Evidence  
 
The supervisors had prepared evidence for each standard similar to a CNST audit. Where 
possible, evidence was sent electronically to the LSA in advance of the formal audit. 
 


 
Assessment of the LSA Standards for the Supervision of Midwifery  
 
The LSA Standards for the Supervision of Midwives are incorporated into four domains for 
auditing purposes; each domain is underpinned by the Standards and Guidance set by the 
NMC for registrants and for Statutory Supervision, including:  
 


 The Midwives rules and standards NMC (2012)  


 The Code: Standards of conduct, performance and ethics for nurses and midwives, 
NMC (2008)  


 Standards for Medicines Management, NMC (2007)  
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 Record keeping: Guidance for nurses and midwives, NMC (2009)  


 Quality Governance in the NHS – A guide for provider boards, DH (2011)  


 Standards for the Preparation of Supervisors of Midwives NMC (2014) 
 
 


The LSA annual audit 2015  
 
The Contact supervisor presented the following topic on behalf of the supervisory team, 
“Demonstrate how the Supervisory team have taken forward the action plan 2014-2015 
highlighting the challenges and triumphs and identifying key priorities for year ahead. 
Additionally the team also completed the gap analysis benchmarking findings and 
recommendations from the NMC Extraordinary Review of Guernsey.” 
 
The supervisors presented on their achievements in relation to delivering on the LSA 
action plan for 2014-15. Whilst there has been good effort, demonstrating the hard work 
and commitment of the supervisory team in working towards achieving their action plan. A 
key recommendation remains outstanding. The recommendation outstanding was to 
submit a business case to support the time to undertake supervisory activities. On the day 
of the audit the LSA Midwifery Officer and the Head of Midwifery discussed dedicated time 
and it has been agreed a business case is still required and this will form a 
recommendation for 2015/16. 
 
The audience for the presentation consisted of the LSA team and the Head of Midwifery. 
The attendance from the Head of Midwifery is indicative of the wide support available for 
the supervisory team.  
 
The audit team was made to feel very welcome and appreciated the hospitality shown, and 
wish to acknowledge the hard work in organising the audit.  
 
 
Domain 1: Professional Values  
 
Since the audit there are now 23 Supervisors of Midwives at Liverpool’s Womens NHS 
Foundation Trust providing supervision for 436 midwives giving a ratio as 1:20.  There are 
some supervisory caseloads that are higher than the NMC stipulated requirement of 1:15, 
and the highest caseload being 1:29. The team are supporting newly qualified supervisors 
to carry a reduced caseload which means that the more experienced supervisors have a 
higher caseload.  This standard is not met. 
 
The high ratio poses a risk that the supervisors will be unable to undertake their role 
effectively and therefore comply with the NMC midwives rule and standards. The LSA 
needs to work closely with the supervisory team to mitigate this risk and an action plan 
should be drawn up in response. The LSA will continue to monitor the effect of the high 
ratios and communicate to the Head of Midwifery and Director of Nursing. 
 
The LSA Midwifery Officer has discussed with the Head of Midwifery whether it would be 
feasible to appoint a full time supervisor of midwives and has been informed that this 
would be supported but there will be the requirement of a business case from the 
Supervisors of Midwives. 
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The contact supervisor informed the LSA that all student midwives have also been 
allocated a supervisor of midwives. The LSA team spoke with two student midwives to  
confirmed that they were aware of the identity of their named supervisor of midwives – 
however this was only the student midwives second day in clinical placement so they were 
unable to confirm this.  
 
Currently all midwives are registered on the LSA database for the year 2015 and reports 
on the LSA database confirm that all clinical practicing midwives have a named Supervisor 
of Midwives at the Trust and have submitted an Intention to Practice for 2015/2016.  The 
team acknowledge that the uploading of ItPs is dependent on individuals and not 
collectively as a team and this was recognised when it was identified that there had been a 
several outstanding ItPs not uploaded by 31st March 2015. To strengthen this and reduce 
the risk the team need to formalise the process of seeking assurance whereby at the end 
of the practising year the team can confidently confirm that all midwife practising have an 
Intention to Practice. This will form a recommendation. 
 
The Supervisors have been able to recognise and encourage future Supervisors of 
Midwives to undertake the preparation programme and this is evidenced with three 
Midwives who will undertake the Preparation of Supervision of Midwives programme in 
2016.  This demonstrates that the Trust values and recognises the unique role Supervisors 
of Midwives have with improving standards of care and to ensure a safe service to women 
and their families. 
 
Of the twenty two Supervisors of Midwives only eleven have recorded PREP activity on 
the database to meet the NMC requirement of six hours per year. (Rule 7, 2012) This is a 
mandatory requirement and therefore it is expected that there will be 100% compliance. 
This standard is not met. 
 
On the day of the audit the LSA team viewed the Supervision team ‘Strategy for 
Supervision of Midwifery’ (2014 -2017) which set the direction of supervision being 
focused safety of clinical practice and upon supporting women and babies.  The strategy 
should be reviewed not only annually but at every supervision meeting as a standing 
agenda item, to ensure the aims and objectives continue to be met in addition to any 
updating required in terms of response to external reports and drivers. Furthermore the 
strategy should also be made available for all members of staff and for women to access.   
 
By undertaking audits whether they are record keeping audits or medicine audits will 
provide the team of Supervisors of Midwives assurance that standards of clinical practice 
are to a high standard and assurance around midwives fitness to practice.  
 
In response to this standard the team evidence a record keeping audit template that was 
completed at a midwives supervisory annual review.  In terms of evidence the LSA team 
did not find a collective report demonstrating that as a team they had reviewed each of the 
individual audit findings in order to generate a single report. 
 
A discussion occurred around types of practice audits that could be undertaken such as 
focused practice audits.  The team need to be aware of the importance and of the value of 
undertaking audits as this will give assurance to the Supervisors that there are good 
standards of record keeping/and or clinical practice whereby the midwives are compliant 
with the NMC Code (2015). 
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The team need to consider that any recommendation from audits must have a nominated 
lead and the action completed with the outcome of the recommendation being reported 
back to the team.  Additionally in preparation for revalidation the team should consider 
following any audit sending a letter to the midwife/midwives acknowledging good 
standards for record keeping.  This will form a recommendation.  
 
In terms of auditing controlled drugs audit theses audits these are undertaken with all 
clinical areas by Pharmacy however it was not clear how the audit finding feeds back into 
internal governance frameworks.  The team should liaise with the pharmacy team who will 
also regularly undertake reviews of controlled drugs in terms of stock levels and request 
that they share their finding with the team.  As a recommendation the team of supervisors 
need to request a copy of the pharmacist findings and this item can be a standing agenda 
at the Supervisors of Midwives meetings. 
 
Annual supervisory reviews are an important process in the regulatory framework to 
ensure that individual midwives are supported in their professional development and 
practice and any deficiencies are identified proactively.  The annual review also provides 
an opportunity to review the midwives practice standards and learning needs to ensure 
protection of women and babies. Furthermore the annual review is an important 
cornerstone of supervision and assures the organisation, the public, the regulator and the 
individual practitioner that they are fit to practise. 88% of annual reviews were reported on 
the LSA database as completed with 47 midwives annual reviews as reported as 
outstanding.  This may be that the annual reviews have actually been completed, but not 
uploaded onto the database or the midwife is currently on either sick leave or maternity 
leave.  The NMC require 100% completion and this will be the target for 2015-16. 
 
This standard is not met. The outstanding reviews must be actioned and will form a 
recommendation. 
 
 
Recommendations: 
 
The team of supervisors need to ensure: 
 


 Midwives on long-term sick or maternity leave are entered on leave of absence on 
the database. 


 100% of annual reviews to be completed by Supervisors of all their annual reviews 
are entered on the database. 


 100% of supervisors to complete the supervisor’s competency document and enter 
evidence onto the LSA database to demonstrate compliance with PREP 
requirements. 


 Standing agenda item for March 2016 at the Supervisors of Midwives meeting 
Intention to Practice update. 


 Standing agenda monthly item Completion of Annual Supervisors of Midwives 
reviews. 


 To review all audits undertaken and ensure that feedback is presented at the 
Supervisors of Midwives meetings. 


 The high ratio  of Supervisors to Midwives is placed on the Maternity Risk Register  
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Domain 2: Communication and Interpersonal skills 
 
The profile of supervision from a Midwives perspective within the unit is positive and the 
team are deemed approachable.  There is clear evidence that the Supervisors of Midwives 
team value and are proactive in supporting and involving women in aspects of planning 
care and developments within the service.  The Supervisors of Midwives demonstrated 
advocacy for women for example, care planning and supporting women’s choices 
including place of birth. This was evident with complex care planning for women who 
request care outside of guidelines.  On the day this was further verified by  two midwives 
thought that women having access to supervision aided them in providing safe care, one 
giving an account of an issue were her supervisor had been involved in providing 
additional support at a homebirth. 
 
The Supervisors act with innovation which is demonstrated both by the Supervisors of 
Midwives contribution to the North West of England LSA Newsletter and the recent 
publication within the British Journal of Midwifery  titled ‘Drug administration in midwifery: 
Confusion, illegal practice and the Supervisor of Midwives’. 
 
In terms of time to undertake supervisory activities the team do not currently have any 
dedicated time. This is disappointing as a recommendation made from last year LSA audit  
“To secure the post of a dedicated full time Supervisor of Midwives”. The advantage of a 
full time supervisor of midwives would ensure that all supervisory activities that are 
required are achieved in a timely manner. Verified on the day of the audit by the one to 
one interview held with the Head of Midwifery. The Head of Midwifery is keen to support 
dedicated time for the Supervisors but there will be the requirement of a business case or 
plan.  The LSA team will support this piece of work and this will form a recommendation.  
 
Lay users was present during the audit as a key member of the LSA audit team as there 
role was to ensure that the LSA listen to the views of women’. The Service user auditors, 
Paula Perrin and Hazel Cook-Higgins, spoke to maternity service users and demonstrated 
that women had a positive experience.  The full report can be found in the appendices. 
 
 
Recommendations: 
 


 The submission of a business case to the Head of Midwifery supporting dedicated 
time for Supervision. 


 
 
Domain 3: Supervision in Practice and Decision Making 
 
In line with the findings by the Nursing Midwifery Council in Morecambe Bay and Guernsey 
Maternity Units it is important that Trust governance documents clearly identify the roles 
and responsibilities of the Supervisor of Midwives and the Local Supervisory Authority. 
 
As part of the LSA Audit the Risk Management Strategy (2013-2016) was reviewed.  The 
policy did reflect that the role of the Supervisor with regard to safeguarding the public and 
the interface between supervision and governance.  The policy however lacked clarity with 
surrounding the Trust’s expectations of Supervisors with regard to reviewing incidents, 
identifying themes and promoting learning and how these findings will be reported back to 
governance.  
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After an incident, complaint or a concern is raised; a Supervisor of Midwives must review 
the standards of midwifery care and benchmark the practice against current NMC 
Standards (NMC, 2012) (including the Pre-registration midwifery education standards 
NMC 2009).  The process of the review is to enable the Supervisors of Midwives to decide 
whether there is a need for a supervisory investigation.  Supervisory investigations serve 
to protect the public and provide assurance to the Trust that Supervisors are taking action 
when there are concerns about the standard of midwifery practice.  Since the last LSA 
Annual Audit (17th September, 2014) there have been five supervisory investigations 
involving six midwives.  There is good communication with the LSA when investigations 
are undertaken and information for the supervisory investigation is appropriately recorded 
on the LSA database.  Additionally the LSA are confident that supervisors follow the LSA 
investigation policy and procedure however there is a concern that the investigations 
appear to be protracted with a recent investigation being completed outside of the 45 day 
time period.  This delay will cause increased anxiety for the midwives and is unacceptable.  
 
The supervisors have benchmarked their services against the NMC Guernsey 
extraordinary review have also identified that achieving the 45 days is not acceptable.  
 
Additionally the team however must be responsive and act in a timely manner not only 
when undertaking case reviews but also with informing the LSA of any incidents and all 
completed LSA decision making tools must be submitted to the LSA. 
 
The Supervisors demonstrated that all the investigations are recorded upon a Fitness to 
Practice (FtP) spreadsheet which is reviewed at all Supervisors of Midwives meetings on a 
regular basis to ensure investigations so that there is a central base of any concerns in 
relation to midwife clinical practice this which again demonstrated the Supervisors of 
Midwife recognition of the interface between clinical governance and supervision.  
 


A further suggestion that would enhance this process in terms of management of clinical 
incidents should be the clear reference to invite the Maternity Risk Manager to provide a 
report directly to the Supervisors of Midwives’ meeting identifying any issues or trends 
following clinical incidents that she felt could be usefully discussed/actioned by 
Supervisors. 
 
Supervisors of Midwives are represented at maternity risk management meetings, clinical 
governance meetings and root cause analysis reviews.  Issues of risk and governance are 
also discussed by the Supervisors of Midwives team at their Supervisors meetings.  Good 
practice was identified that there was standing agenda item for Supervision to further 
enhance the role of supervision the team need to focus the feedback the team to consider 
presenting a short highlighted report which would include feedback from record keeping 
audits, investigations, contacts and feedback with women. 
 
The NMC (Midwives) Rules 2012 require midwives to ensure that there are ‘all records 
relating to the care of the woman or baby must be kept securely for 25 years.  This 
includes work diaries if they contain clinical information’ and the NMC Code (2014) ‘47 You 
must ensure all records are kept securely.’  
 


The team confirmed that they follow Trust policy in terms of storage of records however 
the team need to ensure that the Community Midwives working diaries are compliance 
with safe storage of records (NMC Rule 6, 2012).  This will form a recommendation. 
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The supervisors confirmed that they have no agency midwives or independent midwives 
who work within the organisation. 
 


There is an on call rota for Supervisors of Midwives to ensure availability of a Supervisor 
24 hours a day by phone and all the Supervisors of Midwives participate in the on-call rota. 
This is verified by the peer Supervisors of Midwives audit findings. 
 
All the midwives made reference to the importance of the access to supervisors 24/7.  
They gave examples of when the supervisor on call was contacted and she came into the 
unit to assist either clinically or give advice on prioritising care/work, another point of view 
and ultimately assist in the closure of the unit if necessary. 
 
 
Recommendations 
 


 Audit of storage of community midwives work diaries in accordance with Rule 6, 
Midwives Rules and Standards, NMC (2012). 


 Supervisors must undertake regular audits of the safe storage of records this could 
be done in conjunction with Trust governance. In accordance with Rule 6 Midwives 
Rules and Standards, NMC (2012) 


 Risk manager to be invited to attend the Supervisors of Midwives meetings 
quarterly to present any key findings following serious incidents.  


 
 
Domain 4: Leadership and Team Working  
 
Since the last LSA annual audit (17th September 2014) the Supervisors of Midwives team 
have worked hard with achieving some of the recommendations. All recommendations 
should form the basis of the Supervisor’s annual work plan in addition the work plan must 
reflect and identify which Supervisor of Midwives will take the lead.  The work plan should 
be reviewed not only annually but at every supervision meeting as a standing agenda item, 
to ensure the aims and objectives continue to be met in addition to any updating required 
in terms of response to external reports and drivers.  This will form a recommendation. 
 
The team are clearly cohesive and supportive of each other and the function of supervision 
but attendance at the team meetings by some Supervisors needs addressing (often this is 
not their ‘fault’ but is due to competing demands on their time). 
 
Evident on the day the Supervisors are not only committed but act as role models both by 
applying best practice in motivation and with providing visible leadership within the clinical 
environment. 
 
 
Recommendations 
 


 To achieved 80% attendance at Supervisors of Midwives meetings. 


 As a standing agenda item at all Supervisors of Midwives monthly meetings – the 
LSA annual audit action work plan. 
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Summary 
 
The support function of supervision is embedded, however, following the failings at 
Morecombe Bay University Hospitals NHS Foundation Trust, (2013) and at Guernsey 
Organisation (2014) all Supervisors need to ensure that they are being both proactive in 
providing challenges to midwives around their practise and empowering midwives to meet 
these challenges and resolve any deficits as well as escalating concerns of safety to the 
Senior Management teams. 
 
The team are hardworking and committed to supervision however they face significant 
pressures with the high midwife to supervisor ratios. These high ratios have seen an 
increase in the supervisory workload for individual supervisors. The supervisors articulated 
that it is challenging to be allocated protected time to undertake their supervisory role. The 
LSA will support the team with these challenges. 
 
 


LSA audit and how the Midwives Rules and Standards are met  
 
The audit methodology requires that LSA auditors should make judgments based on 
evidence provided to them about the quality and effectiveness of the supervision of 
midwives in meeting the LSA standards.  The LSA auditors made judgements on the 
following basis:  
 
“Met” Standards are in place across the LSA and they are met within this team’s area. The 
LSA enables supervisors of midwives and midwives to achieve stated rules and standards. 
Audit standards have been met without the need for specific improvements.  
 
“Requires improvement” The LSA enables supervisors of midwives and midwives to 
comply with the midwives rules and standards.  However improvements are required to 
address specific processes to enhance assurance for public protection.  
 
“Not met” The team does not meet the requirements necessary for ensuring that the LSA 
is compliant with the midwives rules and standards.  Significant and urgent improvements 
are required in order that public protection can be assured and the standards are met. 
 
A copy of this report will be available to NHS England, the Regional Teams and Clinical 
Commissioning Group. 
 
Following publication of the audit outcome report the supervisory team should review the 
recommendations and any standards partially met or not met  and develop an action plan 
returning it to Geraldine Gannon LSA Administrator  within 4 weeks of receipt of the signed 
off  report.   The action plan will be monitored by the LSA, thus completing the cycle. 
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LSA North of England Programme for Annual LSA Audits of Maternity Services 


 


Time Activity People 


08.30 One to One Clare Fitzpatrick – Head of Midwifery Head of Midwifery’s Office  


09:30 LSA audit team and Contact Supervisor of Midwives meet at 
agreed meeting point in the unit. 


LSA Audit team and Contact 
Supervisor of Midwives 


09:45 Coffee, introductions and welcome with the Supervisors of 
Midwives team and invited guests. 


LSA audit team/Supervision 
team and invited guests. 


10:00 Presentations to the LSA audit team, Head of Midwifery, 
Director of Nursing and invited guests. Themes of the 
presentation to include: 


 The context of the maternity service provided 


 Actions taken from previous years LSA audit 
recommendations 


 Supervision team innovations  


 Supervision challenges 


 Other selected applicable  topics 
 


Your chance to showcase your achievements during the 
year 


Supervision team 


LSA audit team 


Invited guests – to include 
student midwifes, midwives, 
LME’s and Obstetricians. 


10:30 Questions and discussions All 


11.00 LSA MO to meet with the Supervision Team 


 Review any outstanding evidence and discussion of 
evidence submitted 


 Discuss investigation process  


 Discuss SoM activity sheets and SoM PREP 


 Benchmark SoM practice, competence and activity 
against Midwives Rules and standards NMC 2012,  


 Any other issues the Supervision team wishes to 
discuss 


Peer Supervisor of Midwives and User Auditor meet with 
midwives and women in the clinical setting 


All 


13:30 Lunch LSA audit team, SoM team, 
invited guests 


14:00 LSA MO – walkabout to meet with women/midwives LSA audit team / SoM team 


15:00 Close of Formal Audit  


15:00 
to 
16.30 


Opportunity for a One to One with Head of Midwifery or 
Supervisor of Midwives or midwives with the LSA MO if 
requested or required by the LSA MO. 


Individual SoM and LSA MO 
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ORGANISATION: Liverpool Women's NHS Foundation Trust 


DATE OF AUDIT:  14
th 


October 2015 
 


The LSA audit tool is divided into four domains. In line with NMC good governance practices, each domain is benchmarked 
against the Local Supervising Authority Standards for Statutory Supervision of Midwives in England (LSA, 2005) and NMC 
Midwives Rules and Standards (2012), which informs the framework for the LSA audit process. For more information on the 
LSA standards on the Statutory Supervision of Midwives, visit http://www.lsamoforumuk.scot.nhs.uk 
 
To complete this audit tool, all electronic evidence that is submitted should be embedded against each relevant domain along 
with text to provide relevant / explanatory comments. If evidence is available in hard copy format, this will be viewed on the day 
of the audit visit.  
 
The completed North of England LSA audit tool needs to be submitted to Barbara Hallas-Roberts – Barbara.hallas-
roberts@nhs.net at least 2 weeks before the date for your LSA audit.  Please refer to the Guidance for Supervisors of Midwives 
for completing the North of England LSA tool, which includes information on preparing for the LSA audit and instructions for 
embedding electronic documents.  


Statutory Supervision of Midwives 
Local Supervising Authority Standards 


for England 


North of England Local Supervising 


Authority Audit Tool 



http://www.lsamoforumuk.scot.nhs.uk/

mailto:Barbara.hallas-roberts@nhs.net

mailto:Barbara.hallas-roberts@nhs.net





 


15 
 


LSA AUDIT: GUIDANCE CRITERIA FOR THE ASSESSMENT OF RATING OF 


SUPERVISORY TEAMS 
 


INTRODUCTION 


The following criteria, based on the Nursing and Midwifery Council’s ‘Midwives Rules and Standards’ (2012)  are designed to 
help teams understand what contributes to the final rating of their team against the LSA domains when they are assessed at 
their annual audit.  It supports understanding of what ‘good’ may look like, and gives clear guidance on how excellent statutory 
supervision in action will enhance midwifery practice, women’s experiences of care and delivery of a safe high quality service.  
  
Each domain will be rated Green, Amber or Red according to the strength of the evidence seen.  In allocating a rating the 
author of the report will be acting in collaboration with all of those who attended the audit and reviewed any evidence.  It is 
anticipated that teams may present a mixture of evidence across the spectrum from strong to weak, and therefore the rating will 
be based on where the majority of evidence lies.  If, however, there is difficulty meeting a statutory requirement, for example 
supervisory ratios, then this will determine the RAG rating for that domain. 
 
There are some key principles across all the domains about what good evidence might look like and these are presented below.  
This is followed by domain specific guidance.  Please note the criteria for evidence is not an exhaustive list and 
supervisors are free to submit evidence that they feel is relevant and supportive of the team activity for the year. 
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PRESENTATION OF EVIDENCE FOR THE LSA – CORE PRINCIPLES 


 


          


  


MET PARTIALLY MET NOT MET 
 


 Evidence is sent to the LSA in good 
time 


 There is a variety of evidence across 
the domains with little repetition or a 
small amount of appropriate cross-
referencing 


 The evidence is laid out clearly in the 
domains with good explanation 


 It is clear when supervisors have 
acted as supervisors and the impact 
that they have had 


 The evidence has been co-ordinated 
and reviewed before presentation to 
the LSA 


 It is apparent the whole team are 
involved in the work of the team 


 
 Evidence is presented just in time or 


slightly late 
 There is reasonable variety although 


some evidence may be relied on a 
number of times 


 Some evidence is hard to assess  or 
is not explained but the majority is 
understandable 


 Supervisors work is mostly apparent  
although sometimes there is overlap 
with their substantive post 


 Some members of the team are 
involved in the evidence to a greater 
degree than others 


 Team are aware of challenges and 
have an action plan to address them 


 
 Evidence is presented late 
 There is over reliance on certain 


pieces of evidence or there are large 
amounts of repetitive evidence  


 There is no explanation of the 
evidence within the domain 
documents and much of it is hard to 
assess 


 It is unclear what supervisory input 
has been or why the evidence is 
present 


 There is a lack of co-ordination of 
evidence 


 The evidence relies on a few 
motivated individuals 


 There is no evidence of an action 
plan to address challenges  
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Statutory Supervision of Midwives 


Annual LSA Audit of Standards  


NMC Midwives rules and standards (2012) 


Rule 4 - Midwives Rules and Standards (2012) 
 
1.1 Intention to practise notifications are sent to the NMC by the annual submission date specified by the 


Council 
1.2 Intention to practise notifications received after the annual submission date are sent to the NMC as soon 


as reasonably Practicable 
 


    
 


SoM team self-assessment, 
comments and supporting 
evidence  


Evidence LSA verification and 
comments 


Measurement 
Met 


Partially 
Met 


 
Not Met 


1.1 Intention to practise 
notifications are sent to the NMC 
by the annual submission date 
specified by the Council 
 
 
 
 


LSA to run 
Report 13 (SoM 
caseloads 


All SoMs have uploaded ITPs 
before the midwives practice 
The staff list was checked 
against ITP list and that all 
ITPs have been entered.  
LSA Data base checked 
09/09/15 


Every midwife has 
a current ITP 


There is 1 
midwife 
who does 
not have a 
current ITP 


There are > 5 
midwives who 
do not have a 
current ITP 


1.2 On commencing employment 
a midwife has a named SoM 
 
 
A current list of SoMs and 
supervisees is kept and updated 
regularly 
 
 
 


New Starters Pre 
employment letter or 
induction letter. 


Flowchart SoM 
lists.docx


 
 
 
 
 


The team need be mindful that 
the evidence submitted is  not 
dated  


Every midwife in 
the maternity unit 
has a named SOM 


There are < 
5 midwives 
who do not 
have a 
named 
SOM 


There are >5 
midwives who 
do not have a 
named SOM 
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Access to all midwives 
in the Trust and to 
Supervisors lists is via 
the Intranet. Which is 
alphabetical in an excel 
spreadsheet. The 
Intranet also includes 
each SoM lists 
individually. Regularly 
updated and checked 
for new starters, 
supervisees out of 
Trust and to ensure 
that all Midwives have 
a named SoM at the 
point of commencing 
practice within the 
Trust. 
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Rule 6 - Midwives Rules and Standards (2012)   
 


 
1. All records relating to the care of the woman or baby must be kept securely for 25 years. 
2. This includes work diaries if they contain clinical information. 


 Self-employed midwives should ensure women are able to access their records and should inform them of 
the location of their records if these are transferred to the LSA. 


 
 
NMC The Code (2015) 
10.3   take all steps to make sure that all records are kept securely  


    
 


SoM team self-assessment, 
comments and supporting 
evidence  


Evidence LSA verification and 
comments 


Measurement  
Met 


Partially 
Met 


 
Not Met 
 


 
Supervisors of midwives have 
audited clinical midwifery records 
to ensure that they are securely 
stored as part of the record 
keeping audit. 
 
 
Supervisors of Midwives have 
reviewed Organisation Record 
keeping policy. 
 
 
 
 
 


 
SoM’s audit evidence 
that midwives have 
audited case notes. 
 


Record keeping self 
audit.docx


 
 


Statement writing for 
midwives 2.pptx


 


Record Keeping 
Update.docx


 
 
Statement writing in 
response to SUI’s is 
proactive rather than 
reactive. 


Peer SoM/LSAMO at audit visit  
 
Discuss with community 
midwives review in practice the 
local arrangements for safe 
storage of records (community 
midwife work diaries with 
clinical information in them 
etc.). 
 
 
Recommendation for the team 
to undertake spot checks and 
to audit the community 
midwives diaries  


Evidence 
presented that 
SOM team is 
involved in all 
aspects of audit – 
record keeping 
 


 There is no 
evidence that 
the SoM team 
have been 
involved in 
audit as 
expected over 
the last year 
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NB if applicable :Self-employed 
midwives should ensure women 
are able to access their records 
and should inform them of 
the location of their records 
 


 Review evidence of Annual 
review documentation of 
discussion of storage of 
records for self-employed 
midwives 
 
Team do not provide 
supervision for independent 
midwives  
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Rule 7 - Midwives Rules and Standards (2012)  
 
4.The local supervising authority midwifery officer should ensure that  supervisors of midwives are available to offer 
guidance and support to women accessing maternity services and that these services respond to the needs of vulnerable 
women who may find accessing care more challenging.  
 


SoM team self-assessment, 
comments and supporting 
evidence 


Evidence LSA verification and 
comments 


Measurement  
Met 


Partially 
Met 


 
Not Met 
 


Examples of SOM advocacy for 
women for example, care 
planning and supporting women’s 
choices including place of birth 


SOM support provided 
when contacted as on 
call SoM 2yrs p/n– 
required debrief 
meeting, follow up 
support and advocacy 
for on-going care by 
other team within LWH. 
Advocacy for birth 
choices and alternative 
choices- 36/40 visit as 
well as clinics in every 
set of notes. 
SoM’s active in looking 
at development of a 
robust latent phase in 
water birth guidelines. 
The Homebirth group is 
also attended by SoM’s 
 


Excellent support provided for 
women from Supervisors 


SoM team 
demonstrate 
multiple examples 
of involvement in 
supporting 
women’s choices 
including care 
planning and multi-
disciplinary 
working, may 
include place of 
birth, vulnerable 
women etc. 
 


Limited 
examples 
presented 
of care 
planning 
and 
supporting 
women’s 
choices 


Team  do not 
present 
examples of 
supporting 
women’s 
choices or 
participation in 
care planning 


SoM are accessible to women, 
e.g. web link, user strategy, user 
information 
 


We are accessible to 
women via the Trust 
web page with a quick 
and easily searchable 
link: 
http://www.liverpoolwo
mens.nhs.uk/Health_Pr
ofessionals/Supervisors
_of_Midwives.aspx in 


 SoM team uses a 
variety of ways to 
publicise the team 
and their contact 
methods, to 
women and their 
families, NMC 
leaflet is widely 
distributed 


SoM team 
have 
posters up 
and 
information 
on the 
website.  
NMC leaflet 
is available 


The team are 
not well 
publicised in 
the unit and 
women have a 
mixed 
experience of 
getting hold of 
a supervisor, 



https://mail.lwh.nhs.uk/owa/redir.aspx?C=7KdvGlvGj0eA8gRhmP2-XjsyeRmXzdII257-mSS_SAtqBDrgJR-i4m5mDhueZkpTzH8ALAf1DHM.&URL=http%3a%2f%2fwww.liverpoolwomens.nhs.uk%2fHealth_Professionals%2fSupervisors_of_Midwives.aspx

https://mail.lwh.nhs.uk/owa/redir.aspx?C=7KdvGlvGj0eA8gRhmP2-XjsyeRmXzdII257-mSS_SAtqBDrgJR-i4m5mDhueZkpTzH8ALAf1DHM.&URL=http%3a%2f%2fwww.liverpoolwomens.nhs.uk%2fHealth_Professionals%2fSupervisors_of_Midwives.aspx

https://mail.lwh.nhs.uk/owa/redir.aspx?C=7KdvGlvGj0eA8gRhmP2-XjsyeRmXzdII257-mSS_SAtqBDrgJR-i4m5mDhueZkpTzH8ALAf1DHM.&URL=http%3a%2f%2fwww.liverpoolwomens.nhs.uk%2fHealth_Professionals%2fSupervisors_of_Midwives.aspx

https://mail.lwh.nhs.uk/owa/redir.aspx?C=7KdvGlvGj0eA8gRhmP2-XjsyeRmXzdII257-mSS_SAtqBDrgJR-i4m5mDhueZkpTzH8ALAf1DHM.&URL=http%3a%2f%2fwww.liverpoolwomens.nhs.uk%2fHealth_Professionals%2fSupervisors_of_Midwives.aspx





 


22 
 


this link the women 
can  find the ways to 
contact us and there 
are signposts to links 
etc. 
  
We have notice boards 
in the public areas 
(inpatient and 
outpatient) inviting 
contact with us as a 
group through 24/7 
switchboard access. 
  
We have a twitter 
account which is open 
to all public and 
professionals to interact 
with: @LWHMWs 
Through this we 
actively interact with 
other midwifery groups 
and other health 
professionals in debate 
and promotion of 
midwifery practice plus 
information sharing. We 
invite opinion and 
interact on a 24/7 
basis. As the Trust 
Communication Team 
also has a twitter 
account 
@LiverpoolWomen’s – 
we utilise their larger 
following by 
encouraging them to 
share our tweets with 
their audience too. 


 in ad hoc 
way 


NMC leaflet is 
not available 
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Which they are happy 
to do.  
  
We do not have a 
Facebook account for 
SOMs – but as there 
are many SOMs on 
Facebook interacting 
with other midwifery 
colleagues, we utilise 
this opportunity to 
share good practice 
and information. We 
also interact with the 
Trust Communication 
Team for their open 
public (Liverpool 
Women’s Hospital) and 
private staff Facebook 
groups (LWH 
StaffTrack) in order that 
they share SOM 
messages we want 
passed on – again they 
are happy to do this.  
  
We work closely with 
the Communications 
Team in order that any 
opportunities to raise 
our public profile is 
taken – therefore, for 
example, we have had 
‘pop up’ workshops in 
the outlying Children’s 
centre ran by a 
community midwife 
who is also a SOM.  
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Rule 8 - Midwives Rules and Standards (2012)  


 
1.1 Procedure for the appointment of any new Supervisors of Midwives – evidence by any Midwives on the Preparation of 


Supervisors of Midwives (PoSoM) must have been through LSA selection processes.  
 


1.2 Maintain a current list of Supervisors of Midwives in its area. 
 
1.3 Ensure provision of a minimum of six hours CPD per practice year. 
 
5. A Supervisors of Midwives must be capable of meeting the competencies set out in the NMC standards. 
 
 


SoM team self-assessment, 
comments and supporting 
evidence 


Evidence LSA verification and 
comments 


Measurement  
Met 


Partially 
Met 


 
Not Met 
 


Evidence to demonstrate SoMs 
are following LSA guidance in 
relation to nomination, selection, 
appointment of future SoMs and 
succession planning in order to 
achieve the ratio of 1:15 
(supervisor to midwife) 
 


Due to a low level of 
uptake in becoming a 
POSOM, we as SoM’s 
have decided on an opt 
out option. Were as 
midwives self-refer if 
they wish to become 
SoM’s and they produce 
a statement of intent 
which is circulated to all 
midwives who can then 
approach any SoM and 
raise any concerns they 
may have with regard to 
the midwife’s fitness to 
become a SoM. These 
will in turn be brought 
before a SoM meeting 
and accessed on an 
individual basis. The 
Kings Fund report  
 (Midwifery regulation in 


 
 
Succession planning has 
been very challenging due to 
the uncertainty of the 
supervision but the team 
have been proactive to focus 
on the current requirement. 


Nomination, 
selection  and 
appointment of 
future SOMs occur 
as per LSA 
guidance 
 
 
 


 Nomination, 
selection  and 
appointment of 
future SOMs 
does not occur 
as per LSA 
guidance 
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the United Kingdom  into 
Supervision 2015) has 
had a negative impact on 
recruitment of POSOM’s  
 


 


 
 


 
http://www.nmc.org.uk/a
bout-us/policy/projects-
were-involved-in/review-
of-midwifery-regulation/ 
 


A current list of SoMs is available 
on the LSAdb and is up to date 
including any  leave of absences  
 
 


Below is the list of SoM’s 
at LWH 


SOM LIST 2015.docx


 


Met: No SoMs currently on 
leave of absence 


   


Each SoM must record on the 
LSAdb that she/he has achieved 
the SoM PREP activity by the 31 
March in that practice year. 
 


All Supervisors are 
aware of their 
responsibility to keep up 
to date with SoM PREP- 
6 hour per annum-
Examples of qualifying 
learning events are 
available on the shared 
drive.  


Standard not met – verified 
by the LSA database 


Every SOM has 
completed their 
PREP activities on 
the database  


99 – 80% of 
SOM team 
completed 
PREP 
activities on 
database  


<80% of SOM 
team have 
completed 
PREP activities 



http://www.nmc.org.uk/about-us/policy/projects-were-involved-in/review-of-midwifery-regulation/

http://www.nmc.org.uk/about-us/policy/projects-were-involved-in/review-of-midwifery-regulation/

http://www.nmc.org.uk/about-us/policy/projects-were-involved-in/review-of-midwifery-regulation/

http://www.nmc.org.uk/about-us/policy/projects-were-involved-in/review-of-midwifery-regulation/
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Evidence is recorded by 
each SOM on the LSA 
database 
 


CPD SUPERVISORS 
OF MIDWIVES CPD.doc


 
A template is available 
for each SoM to use at 
their annual review with 
their personal SoM  


 


Competencies for 
Supervisors of Midwives FINAL April 14.doc


 
A SoM must be capable of 
meeting the competencies set out 
in the NMC standards 
 
 
 
 
 
 
 
 
 
 
Evidence that there is SOM 
interface with the development 
and dissemination of new 
guidelines 


 
SoM’s should aim to 
have time allocated to 
attend at least 50% of 
team meetings. 


Som attendance Apr 
14 - Mar 15.docx


 
 


 


 
The SoM team set their 
attendance at 50%.  
 
Attendance is variable  
 
Minutes are well documented 
and include a matrix of 
attendance at the top of each 
set of minutes. 
 
 
 


There is a 
minimum of 80% 
attendance at SoM 
team meetings 
over the year by 
each SoM 
 


Attendance 
at SoM 
team 
meetings 
averages 
60 – 80% 
 


Attendance at 
SoM team 
meetings is 
sporadic by 
many team 
members.  Any 
meeting is 
cancelled 
because of not 
being quorate 
 


 
Supervisors have used 
the ‘Lesson of the week’ 
facility to raise 
awareness/highlight 
clinical guidelines 


 New guidelines 
published over the 
year demonstrate 
involvement of a 
SOM in both 
development and 
dissemination 


 There is no 
evidence that 
the SOM team 
have been 
involved in the 
development or 
dissemination of 
new guidelines 
over the last 
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Lesson of the Week 
Anti-D.docx


 


Liverpool.docx


 
 
SoM’s attend Guideline 
meetings, Maternity Risk 
Management Committee, 
Medicines Management 
Committee and Clinical 
Governance Meetings 
and disseminate 
information as 
appropriate. There are 
also strong links with 
educationalists; 2 SoM’s 
are Practice Educators 
and one has recently 
gone freelance in this 
area. 
 


year 


Evidence that the SOM team 
have been involved in audit 
activities including: - 


 Record keeping 


 Administration and 
storage of controlled drugs 


 Midwifery practice 
 


 


New%20Hands%20
on%20or%20poised%20LWH%20v4%2027.06.2015[1].ppt


 


Diamorphine Audit 
Jan 2014.xlsx


 
Auditing notes enables 
SoM’s to change policy/ 
influence practice.  
 


 Evidence 
presented that 
SOM team is 
involved in all 
aspects of audit – 
record keeping 
Administration and 
storage of CDs 
Midwifery practice 


Evidence 
that one 
audit has 
been 
completed 
over the 
year 


There is no 
evidence that 
the SoM team 
have been 
involved in audit 
as expected 
over the last 
year 
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Record Keeping 
Audit - Supervisors of Midwives V2.docx


 
 
Two of the Community 
Team Leaders are SoM’s 
and as such regularly 
audit the notes of women 
who deliver at home 
 


Team should Include other local 
examples of team working & 
Leadership development  


Below are agendas of 
recent SOM team 
meetings with previous 
minutes and other 
relevant papers 
embedded.  There was 
no meeting in August. 
 


 


 
 
The briefing below was 
circulated in response to 
a spate of medicines 
related incidents. 
 


 SoM team 
demonstrate active 
leadership in a 
variety of initiatives 
to improve the 
quality of the 
service 


 No examples of 
any supervisory 
team working or 
leadership  
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SoM article below 
published in BJM in 
March 2015 


 
 
Following a NW LSA 
wide questionnaire the 
below results presented 
at Birchwood meeting 
October 2014 
 


 
Local team contributes to 
LSA Newsletter 
 


Summer conference 
2015 summary.doc
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Rule 9 - Midwives Rules and Standards  (2012) 
 


1.2 Ensure the ratio of Supervisors of Midwives to midwives reflects local need and circumstances and does not compromise 
the safety of women.  This ratio will not normally exceed 1:15. 
 
1.2 Put in place a strategy to enable effective communication between Supervisors of Midwives. 
 
1.b At least once a year a Supervisors of Midwives meets each midwife for whom she/he is the named Supervisors of 


 Midwives to review the midwife’s   practice and to identify her education needs. 
 
1.c   All Supervisors of Midwives within its area maintain records of their supervisory activities, including any meeting 
        with a midwife. 
 
1.d   All practising Midwives within its area have 24 hour access to a Supervisors of  Midwives. 
 


SoM team self-assessment, 
comments and supporting 
evidence 


Evidence LSA verification and 
comments 


Measurement  
Met 


Partially 
Met 


 
Not Met 
 


 
The supervisor of midwives ratio 
to midwives is  
Ratio 1:15 (adjusted if there is a 
full time SoM or additional time is 
given). 
 
 
 
 


Due to an 
unprecedented amount 
of SoM leaving the trust 
we are now at a Ratio of 
1:21. The process has 
begun to implement the 
post of fulltime SoM 
which would alleviate the 
need for other SoM’s to 
have to leave their own 
substantiate post in order 
to attend meetings and 
SUI’s. 


Standard not met as currently 
1:20 
 
The team need to ensure 
that this risk is placed on 
the Maternity Risk Register  


SoM to Midwife 
ratio of 1:15 or less 


Ratio of 
SoM to 
Midwife > 
1:15 and up 
to 1:19  
 


Ratio of SOM to 
midwife is > 
1:20 


There is 24 hour access to a 
supervisors of midwives  
 
On call rota 
 
 


2015 SoM On-call 
rota 11 July 2015.doc


 
 
 


Verified 24/7 on call access  SOM on call list 
demonstrates that 
there is 24 hour 
access to a 
Supervisors of 
Midwives  


 24 hour access 
to a 
Supervisors of 
Midwives does 
not occur. 
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All Supervisors 
participate in the rota.  
During preceptorship an 
experienced SoM will act 
as “buddy”. 
 
Access is via the hospital 
switchboard who is kept 
up to date with any rota 
updates. 
 


All midwives have met with their 
supervisors of midwives to review 
the midwives practice and 
educational needs 


SoM’s make every effort 
to meet with midwives on 
a yearly basis. To date 
75% of yearly one to 
ones have been 
completed.  
 


LSAdbReport[1].pdf


 


Standard not met as verified 
on the day of the audit  
 
 
The NMC requirement is for 
100%  
47 midwives had outstanding 
annual reviews  
 


Every midwife has 
had an annual 
review in the last 
12 months within 
the maternity unit 


There are < 
5 midwives 
in the 
maternity 
unit whose 
annual 
reviews are 
out of date 
 
 


There are >5 
midwives in the 
maternity unit 
who annual 
reviews are out 
of date 


Evidence of an up to date 
strategy for statutory supervision 
of midwives 
 


Strategy for 
Supervision of Midwives.doc


 


The team need to be mindful 
that the strategy reflects 
current national drivers 


Up to date SOM 
strategy available 
 


SOM 
strategy is 
not up to 
date 
 
 
 


SOM strategy 
not presented 
 


Evidence of an action plan, 
following the LSA audit, which 
includes evidence of progress 
and achievement of actions 


Supervisor of 
Midwives Action Plan 2015.doc


 


The team need to have the 
action plan as a standing 
agenda item as this will keep 
the focus with achieving the 
actions. 


There is an up to 
date action plan – 
with evidence of 
progress and 
achievement of 
actions 
 
 


There is an 
action plan 
but no 
evidence of 
progress 
and 
achievement 
of actions 


There is NO an 
action plan but 
no evidence of 
progress and 
achievement of 
actions 
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 Rule 9 Midwives Rules and Standards (2012) 
 
1.12 Support for student midwives to enable them to have access to a Supervisor of Midwives. 
 
1.4 Monitor and ensure that adequate resources are provided to enable Supervisors of Midwives  
       to fulfil their role. 


 


    
 


SoM team self-assessment, 
comments and supporting 
evidence 


Evidence LSA verification and 
comments 


Measurement  
Met 


Partially 
Met 


 
Not Met 
 


 
Supervisors of Midwives 
involvement in providing 
mentorship, support and 
preceptorship for student 
midwives, 
 
 
 
 
 


Supervision of 
Midwifery 2014.pptx


 


NMC-Modern-supervi
sion-in-action.pdf


 


Strategy for 
Supervision of Midwives.doc


Proposed Draft 
Programme Midwifery Induction Day 1.docx


 


 
 


Evidence submitted confirm 
that all student midwives 
have a named supervisor of 
midwives – One supervisors 
of midwives provides this role 


 
Every student 
midwife cohort has 
a named SOM 
 
 
 
 
 
 
 
 


Not every 
student 
cohort has 
a named 
SOM 


None of the 
cohorts of 
student 
midwives has 
a named SOM 
 
 
 
 
 
 


Evidence to demonstrate 
resources to support effective 
statutory supervision of midwives 
 


SoM’s have a dedicated 
room which is available 
to them 24/7 the room 
has a desk a new 
printer/copier tea and 
coffee making facilities 
and is air-conditioned.  
There is a small area 
that has a sofa and an 
arm chair for less formal 
meetings which may take 
place between SoM’s 


A business case needs to be 
submitted to support the 
application for a full time 
supervisors of midwives  


Protected time is 
allocated 


 No protected 
time is 
allocated 
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and the women in our 
care. The room also 
boasts an on suite 
bathroom with shower 
facilities. We also have a 
PA who helps us with the 
running of and minutes 
of the monthly meeting 
he is one of our greatest 
assets and a mind of 
information on the 
running of the hospital. 
 
Protected time still 
remains a problem in 
some areas and this will 
be an issue that will 
support us in our bid to 
have a full time SoM in 
place soon. 
 


PIE CHART ABLE TO 
TAKE ALL OF TIME ALLOCATED.docx


screen shot PK.docx


LSAMO SOM 
FULLTIME.doc


 
 
We have had an ‘Away 
Day’ within the hospital 
that gave us all a chance 
to discuss topics at 
length as SoM’s we also 
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brought a ‘picnic’ and 
shared the food we 
brought together. This 
was a great team 
building exercise which 
helped to re energise us 
as SoM’s. 
 


Supervision%20Awa
y%20Day%20Agenda%2019.01.15[1].doc
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Rule 10 - Midwives Rules and Standards (2012) 
 
Develop a system with employers of Midwives and self-employed Midwives to ensure that a Local  
Supervising Authority Midwifery Officer is notified of all adverse incidents, complaints or concerns relating 
to midwifery practice or allegations of impaired fitness to practise against a midwife.    
 


    
 


SoM team self-assessment, 
comments and supporting 
evidence 


Evidence LSA verification and 
comments 


Measurement  
Met 


Partially 
Met 


 
Not Met 
 


Evidence that statutory 
supervision of midwives is 
featured in the Organisation Risk 
management strategy 


– Statutory supervision is 
featured in the Maternity 
Risk Management 
Strategy. Page 7. 
Paragraph 5.3.3.  


Maternity Risk 
Management strategy (1).pdf


 


To further strengthen the 
governance process the 
supervisors of midwives need 
to identify how they give 
feedback following any audits 
or investigations. 


The interface 
between risk 
management 
Supervision of 
midwives is 
accurately 
described 


Supervision 
of midwives 
is 
mentioned 
in the 
Organisatio
n Risk 
manageme
nt strategy 
but not 
correctly 
described 
 


Supervision of 
midwives is 
not featured in 
the 
Organisation 
Risk 
management 
strategy 


 
 
SoM representation at clinical 
governance meetings and a  
selection of minutes from the 
following: 


 maternity risk  


 Labour Ward forum  


 MSLC 
 
 
 
 


Maternity Risk 
Management Minutes June 2015.doc


 


Maternity Risk 
Management minutes March 2015.docx


 


Intrapartum%20Wor
king%20Group%203rd%20September%202015[1].docx


 
Determining the SoM is 
an agenda item at the 
beginning of each 
Maternity Risk 


 
 
Good example of 
acknowledgement of 
dedicate role from the 
supervisors of midwives 
attending the meeting  


SOM 
representation 
demonstrated at 75 
-100% of all clinical 
governance 
meetings 
 


SOM 
representati
on 
demonstrat
ed at 50-
74% of all 
clinical 
governance 
meetings 


SOM 
representation 
demonstrated 
at less than 
50% of all 
clinical 
governance 
meetings 
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Management meeting. 
The meeting minutes are 
an agenda item at the 
monthly Supervisor of 
Midwives meeting. 
 
The Maternity Risk 
Management Committee 
was discontinued on 31st 
August 2015 as many of 
the agenda items were 
duplicated at the 
Maternity Clinical 
Meeting. The Terms of 
Reference are being 
reviewed for the 
Maternity Clinical 
Meeting and it is 
proposed that the 
attendance of a SoM will 
be required. The SoM 
who regularly attended 
the Maternity Risk 
Management meetings 
will now attend the 
Maternity Clinical 
Meeting. Agenda items 
at the Maternity Clinical 
Meeting include the 
Maternity Monthly 
Incident report, Maternity 
Risk Register Report, 
Serious Incident 
investigation reports and 
Serious Incident 
Feedback reports, 
Guideline ratification and 
guideline report for 
guideline progress. The 
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minutes of these 
meetings will be made 
available for the monthly 
Supervisor of Midwives 
meetings. 


 
There is evidence presented that 
there are clear processes for 
reviewing concerns regarding 
midwifery practice 
 
 
 
 
 
 
 
 
 
 
 


All reported incidents are 
sent via email to all 
supervisors. 
 
An available supervisor 
will be invited to a 
serious case review 
meeting immediately 
following an incident and 
to attend formal reviews. 


 
Once the SoM team is 
alerted to an incident or 
concern a supervisor will 
be allocated to the 
incident as per the above 
rota 


The LSA  is assured that the 
SoM team do review 
incidents and complaints 
concerning midwifery practice 


Evidence that there 
is a clear process 
for SOM team to 
review all incidents 
and complaints 
which highlight 
concerns regarding 
midwifery practice 


Evidence is 
not clear 
regarding 
the process 
for SOM 
team to 
review all 
incidents 
and 
complaints 
regarding 
midwifery 
practice 


There is no 
evidence that 
there is a 
process in 
place to review 
incidents and 
complaints 
regarding 
midwifery 
practice 
concerns 


Evidence presented that the SOM 
team undertake SOM 
investigations 
 
 
 
 
 


The rota demonstrates 
team approach to 
undertaking 
investigations. 
 


LIVERPOOL FTP 
SPREADSHEET  2015.xlsx


 
All investigations entered 
on LSA database and 
FTP spread sheet 
embedded above. 


Met: LSA provided a 
spreadsheet which 
demonstrates that a variety of 
SoMs undertake 
investigations 


Evidence that FTP 
spread sheet and 
LSA database are 
maintained and up 
to date 
 


Evidence 
that FTP 
spread 
sheet and 
LSA 
database 
are not 
maintained 
and up to 
date 
 
 
 


No FTP 
spread sheet 
has been 
presented 
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SOM investigations are completed 
as per guidance (within 45 days) 


All investigating SoM’s 
are supported by a 
buddy who will take 
forward action whilst lead 
investigator on leave. 
 
Reasons for overrun 
investigations are 
entered onto LSA 
database. 
 


Not met: More than half the 
investigations were 
completed in less than 
45days. 


75 – 100% SOM 
investigations have 
been completed 
within 45 days 
 


50 - 74% of  
SOM 
investigations 
have been 
completed in 
45 days 
 
 


Less than 
50% of SOM 
investigations 
have been 
completed in 
45 days 
 


 outcomes such a LSA 
practice programmes and 
local action plans are 
managed appropriately 


 


2 investigations are 
on-going at time of 
entry 


1      LSA practice           
programme completed 
during the year  
3 Local action plans 


completed and 2 
ongoing 


All investigations are 
entered onto the LSA 
database 


 


Met: All local action plans are 
completed on the database in 
a timely manner 


All outcomes for 
supervisory 
investigations have 
been inputted on 
the LSA database 


50% of all 
SOM 
investigations 
over the last 
year have 
been inputted 
on to LSA 
database  
 
 


Less than 
50% of all 
SOM 
investigations 
over the last 
year have 
been inputted 
on to the LSA 
database 
 


 Supervisory investigations 
should include the offer to 
the family of obtaining their 
account of their 
experience 


Management do offer 
that families can be kept 
informed of ongoing 
investigation. The facility 
for families to be kept up 
to date with SoM 
investigations is also 
available. This is 
individualised to the 
incident and 
appropriateness.   


 Women whose 
care is subject to 
investigation are all 
offered the 
opportunity to 
contribute to the 
process and are 
fed back to 
 


Some 
families are 
contacted 
when their 
care is 
subject to 
investigation 
but this is not 
monitored 
and they may 
not be asked 
if they wish to 
contribute 


Women and 
families are 
generally not 
informed 
when an 
investigation 
into their care 
is undertaken 
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AUDIT QUESTIONS FOR PEER SUPERVISORS OF MIDWIVES 
 


Name of unit:   Liverpool Women’s NHS Foundation Trust 
 


Date of visit: Wednesday  14th October 2015 
 


Name of auditor:   Julie Pilkington, Peer Supervisor of Midwives 
 


1.  Number of midwives/student midwives spoken to 


I spoke with 5 midwives and 2 student midwives, however it was only their 2nd shift at the LWH so I 
explained who we were and why we were there and didn’t ask them any questions.  
 


2.  Clinical area(s) visited 


We had a guided tour to all the areas; I spoke with midwives in the MLU, Main Delivery suite, day 
assessment ward and one specialist midwife.  
 


3. The Profile and effectiveness of statutory supervision - What is your understanding of the 


framework of statutory supervision and what would you use a supervisor for? 


On the whole the midwives had a good knowledge of the purpose of supervision of midwifery and a 
good awareness of how it was structured at LWH. There was mixed awareness on the role of LSA in 
relation to supervision but following explanation regarding the purpose of the LSA visit today they all 
realised they had known who the LSA were but wasn’t sure of their role. 
 
It was also mentioned by 3 midwives regarding the uncertainty of supervision and how that worried 
them, one had considered being a Supervisor but the time had never felt right. 
 
All were able to give an account of when they had used a supervisor and gave me good examples of 
other reasons they would seek advice. The majority said they knew most of the supervisors particularly 
those in the clinical areas but one midwife suggested as there were so many of them it is hard to know 
who they all were. She did suggest more visibility on the ward areas but agreed that may not be 
feasible.  
 
The overall feel was that the midwives and their colleagues felt supervision was accessible and the 
supervisors approachable, those supervisors in the clinical areas were thought by the midwives to be 
more available and it was suggested that maybe they were utilised more than others.  
 
One midwife expressed that she had a high opinion of supervision but felt maybe it had a higher profile 
with the women than the midwives themselves. 
 


  4.  Team working, leadership and development ‘Do you see the Supervisors of Midwives as 


professional leaders or role models for midwifery in this organisation?’ 


All the midwives had a high opinion of supervision and its role within their unit. They were able to name 
supervisors who influenced them and their colleagues at ward level; they were a bit uncertain over the 
influence at a higher level and assumed that the supervisors who worked as managers and matron had 
more influence within the organisation than those at grass roots. 
 
They were uncertain on how supervision may have influence but on prompting they knew supervision 
had input in development of guidelines and policies, risk management and ACE reviews. They also 
identified that many of the supervisor had been involved with CNST and CQC preparations. 
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5.  Do you feel that Supervisors of Midwives influence practice development and normality? 


The majority agreed that supervision led on initiatives but all suggested that was in their substantive 
roles and they hadn’t thought it as supervision led. They were able to name supervisors who are 
‘normality focused’ and encouraged their colleagues to provide women led care.  
 
I got the overall feeling from the midwives that they themselves were all motivated to provide care that 
was focused on the woman and families and wondered whether this in itself to culture of the unit driven 
by supervision but not highlighted to the staff as supervision being the driver.  
 


 6. The interface of statutory supervision of midwifery and clinical governance - Do you feel that          


supervision as a framework enhances safety and quality of care? 


All the midwives felt that supervision was an influence over safety and 3 midwives were concerned that 
if supervision stopped what would happen. They access supervision when they have concerns over 
their practice, staffing issues affecting safety and when women who increasingly want care provision 
outside the realms of what is considered safe practice. They were all aware that Supervisor of Midwives 
are involved in ACE reviews and felt this was important so changes could be brought to the midwives if 
they had concerns over their practice.  
 
Two midwives thought that women having access to supervision aided them in providing safe care, one 
giving an account of an issue were her supervisor had been involved in providing additional support at a 
homebirth, although this had been a number of years ago. 
 


 7.  Any other comments 


I really enjoyed the visit and had a lovely guided tour of the unit and I was impressed by the 
surroundings and the staff who were all smart and friendly to us and their colleagues. I recognised a 
number of midwives who I approached in the corridors and offices, some who trained at my unit, they all 
spoke highly of the support they have received from the maternity team and some now coming to the 
end of their preceptorship were confident and competent they were ready for the next stage.  
 


8.  Auditors concluding comments/summary of visit 


It was apparent that Supervisors of Midwives are held in high regard at the Liverpool Women Hospital 
and are delivering their advice and support appreciated by the midwives. 
 
As in many units it could be suggested that maybe they are not promoting themselves to the staff when 
they have been involved as Supervisors in projects or initiatives, that could be considered to be led in 
that role rather than their substantive post.  
 
It may be useful to have your photographs displayed in all clinical areas so the midwives know who you 
all are.  
 
Thank you for your time and hospitality. 
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AUDIT QUESTIONS FOR PEER SUPERVISORS OF MIDWIVES 
 


Name of unit:  Liverpool Women’s NHS Foundation Trust 
 


Date of visit:        14th October, 2015 
 


Name of auditor:      Helen Rouse – Peer Supervisor of Midwives 
 


1.  Number of midwives/student midwives spoken to 


I spoke to 9 registered midwives at the trust; ranging from 1-34 years of experience. 
I spoke to all midwives on a one to one basis.  
 


2.  Clinical area(s) visited 


During the audit I visited the Midwifery led unit, the induction suite, the fetal medicine clinic area and the 
antenatal/postnatal ward. All midwives were aware of the LSA audit and were warm and welcoming. 
 


 3. The Profile and effectiveness of statutory supervision - What is your understanding of the 


framework of statutory supervision and what would you use a supervisor for? 


All the Midwives I spoke to had an understanding of statutory supervision, and all were up to date with 
their annual review. The midwives all knew there was an on-call rota that they could access through 
switch and felt happy that the supervisors were contactable. One midwife stated that her named 
supervisor is ‘always there’ for a professional opinion, while another felt that she could contact her 
supervisor ‘for a chat’ or to ‘pick her brains’ if required, and not just for if any negative things had 
occurred in practice.  
 
One of the Supervisors sends emails with study day information, which the midwives found very 
informative to help their professional development.  
 
Some of the midwives also mentioned being able to access the supervisors to discuss birth plans for 
women that may be seen as high risk. One example was a lady who had wanted to use the pool and 
had large uterine fibroids; the supervisors managed to make a safe, agreed birth plan with the woman 
which included the pool. 
 
 


4.  Team working, leadership and development ‘Do you see the Supervisors of Midwives as 


professional leaders or role models for midwifery in this organisation?’ 


Eight of the midwives I interviewed said a resounding yes; many of them saying both a leader and a role 
model. One midwife saw the supervisors to be more of a professional leader as she personally would 
not become a supervisor. Another midwife saw them as both, and liked that the peer ballot occurred 
before they commenced the course; she believed this proved that they were looked upon as leaders 
and role models with experience within the unit.  
 
One midwife I spoke to found the question hard to answer, as she worked in an area where there were 
no supervisors present on a ‘day to day’ basis. However she knew they were there if needed and that 
they were always accessible.  
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5.  Do you feel that Supervisors of Midwives influence practice development and normality? 


All midwives said yes; the group of supervisors are involved in the units in-house study days; helping 
with practice development. Many of the midwives who had rotated to the MLU felt that the supervisors 
there promoted normality; encouraging the midwives and women to use hydrotherapy and their birth 
attendants as a form of pain relief.  
 
Also a woman being able to access the supervisors to discuss birth plans was seen as helping promote 
normality. 
 


 6. The interface of statutory supervision of midwifery and clinical governance - Do you feel that 


supervision as a framework enhances safety and quality of care? 


All midwives said a resounding yes; knowing that their supervisors was there to help, guide and support 
with any incidents that they had been involved in.  
 
The midwives knew that they could access supervision for help with statements, reflections and 
identifying if extra training is required.   
 
One midwife felt that the annual review was to assess you on a professional and personal basis; setting 
objectives, supporting and reflecting. 
 
Another midwife knew she could contact the on-call supervisor if she had concerns regarding patient 
safety, staffing levels and any incidents. I was also told that the MLU has leaflets for the public 
regarding supervision for women to contact a supervisor if required; whether this would be for a de-brief, 
to discuss care or support with birth plans. The midwives all knew that supervision was there to protect 
the public. 
 
 


 7.  Any other comments 


When asked to make any other comments, some of the midwives voiced their concerns regarding the 
future of supervision, many stating that ‘it would be a shame to lose it’ and one midwife who had been 
qualified for 34 years felt worried about the future of midwifery without supervision.  
 
 


8.  Auditors concluding comments/summary of visit 


In conclusion, I had a very enjoyable day at LWH speaking to the midwives. I felt that the morale within 
the unit was very positive, supportive and friendly.  
 
All the Midwives had a good understanding and knowledge of supervision, and came across as being 
open and honest.  
 
My only comment would be to have information about supervision on the walls of the fetal medicine 
clinic area for women; as they are maybe more high risk and may want to speak to a supervisor about 
their care/birth plans. Also to have posters around the unit with pictures of the team of supervisors so 
more easily identifiable for women and midwives.  
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USER AUDITOR QUESTIONS 
 


Name of unit:     Liverpool Women’s NHS Foundation Trust 
 


Date of visit:     14th October 2015 
 


Name of auditor:    Paula Perrin, User Auditor 


 


1. Number of women/partners spoken to 
 


7 women (2 with partners) 
 


2. Clinical area(s) visited 
 
Jeffcoate, MLU, MAU, Mat base, Antenatal 
 


3. Normality ‘Do you feel that the midwives tried to maintain a sense of normality 
throughout your pregnancy, birth or post natal period?’ 


 
The women felt that the midwives had promoted a sense of normality.   
 
One woman had an emergency caesarean section previously and was offered it again but she opted for 
VBAC and was fully supported in doing so.  She felt confident in her plan and support. 
 
One woman had struggled to contact her midwife or doctor and had to take herself into the hospital Tue 
evening to be seen.    
 


4. Information and Choices ‘Do you feel that you were provided with appropriate information 
and choices by the midwives throughout your pregnancy, birth or postnatal period 


 
All the women felt as if they had sufficient information and choice.  One lady said she had a previous 
birth but it was 18 years ago and she was treated as if it was a first time and lots of information offered. 
 
Those in the antenatal setting were expecting twins and although 1 was from North Wales and hadn’t 
felt that much information had been shared they all felt that attending LWH and the parent evenings on 
offer had been very informative. 
 


5.  Involvement in decision making in their care ‘Do you feel that you were fully involved in 


any decisions made about your care?’ 


All the women said that they felt involved in decision making; one lady had refused to allow an 
episiotomy and felt in control of her decision. 
 


6.  Compassion in Practice Do you feel you were treated with care and compassion by 


midwifery staff? (probe if necessary using words such as empathy, respect and dignity) 


All felt that they were treated with compassion; some commented that it was better in the hospital 
setting than in the community. 
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7.  Supervision of midwifery ‘Have you ever heard of or needed to access a Supervisor of 


Midwives? 


None of the women had heard of Supervision even though there were a number of locations where the 
info was available and highly visible.   
 


8.  Any other comments 


All the women were happy with their care and the only advice they could offer would be to keep doing 
what is being done already. 
 


9. Auditors concluding comments/summary of visit 
 
As with some other sites I definitely think this department has so much to offer that maybe they don’t 
sell themselves highly enough; there seems to be a feeling that “this is just what we do” but being a little 
more commercially minded would raise the profile and sing the praises of the departments within when 
trying to be heard above the larger NHS departments. 
 
There was a good mix of ‘specialism’ across the SOMs in the unit and many SOMs were Community 
based meaning that the community staff were much more empowered and that there weren’t many 
requests that they couldn’t deal with because of this skill mix and representation. 
 
For such a large unit it didn’t feel daunting; on arrival it was the easiest site I have ever visited.  It got a 
little more complicated once we were working through departments.  The fact the One Born Every 
Minute is based there it would not have been noticeable without someone stating it; it was not intrusive 
in the birth environment and a great way for the team to raise the profile further with so many willing 
volunteers. 
 
The team are proactive (working with PALS to pre-empt complaints and address matters) and know 
what they need to do to further improve (robust recruitment, improve visibility etc.) as well as potential 
risks e.g. the reducing homebirth rate resulting in less experienced and less confident community 
midwives when anomalies arise.  By getting into the community in shopping centres and being far wider 
reaching than just current pregnant women in a hospital setting the team are really raising the profile of 
Supervision as an activity (if not the name/brand) for the benefit of all women.  The homebirth badges 
for staff is a really simple yet effective way for advertising the option that I haven’t seen anywhere else.  
Combined with the Maternity Assist programme offering information specific to the stage in a woman’s 
pregnancy and forums specific to the location and monitored by midwives the department really seem to 
have a good business head that is addressing the needs of the population. 
 
Offering a longer appointment at 36 weeks to clarify what the women want is a great idea as many 
women don’t really think about what they want until the time is imminent; hopefully the results of the 
audit being conducted will demonstrate that this is adding value for women. 
   
All of these activities are innovative, creative and effective and these should be shared with peers in 
midwifery everywhere. 
 
All / most refurb work was complete which meant that there were no negative comments regarding the 
environment.  The new clear walls had prominent posters of supervision on a background of sparkly 
pink to draw attention.  There was an absence of SOM posters in the Foetal Medicine Unit/Genetics 
clinic and many wards where there would be a plenty of footfall and time to view.   
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USER AUDITOR QUESTIONS 


 
Name of unit:   Liverpool Women’s NHS Foundation Trust 
 
Date of visit:   14th October 2015 
 
Name of auditor:  Hazel Cook-Higgins, User Auditor 


 
1. Number of women/partners spoken to 


 
6 women, 1 partner, 1 grandparent and 1 friend 


 


2. Clinical area(s) visited 
 
Jeffcoate Ward, Mat Base, Antenatal Clinic, Early Pregnancy Assessment Unit, FMU 


 


3. Normality ‘Do you feel that the midwives tried to maintain a sense of normality 
throughout your pregnancy, birth or post natal period?’ 


 
All the women questioned stated that they felt a sense of normality had been maintained throughout 
their pregnancy 


 


4. Information and Choices ‘Do you feel that you were provided with appropriate information 
and choices by the midwives throughout your pregnancy, birth or postnatal period 


 
Everybody I spoke to felt they were given sufficient information at an appropriate level. Some stated that 
their questions were always answered and one woman stated that she was always made to feel 
comfortable with asking any questions. 
 
Just one woman thought she had chosen the Womens over Aintree Hospital for her birth before being 
told that Aintree doesn't have a delivery suite so she couldn't have gone there anyway. 


 


5. Involvement in decision making in their care ‘Do you feel that you were fully involved in 
any decisions made about your care?’ 
 


All stated that they felt involved in decision making. One woman in Antenatal Clinic, however, did say 
that her C/S had been scheduled without much discussion but she didn't want to question the decision. 


 


6. Compassion in Practice Do you feel you were treated with care and compassion by 
midwifery staff? (probe if necessary using words such as empathy, respect and dignity) 
 


Everybody agreed that they had been treated compassionately. One woman stated that she had found 
it very easy to establish a relationship with all those caring for her in labour and that she experienced a 
great deal of empathy and compassion from the midwifery staff. 


 


7. Supervision of midwifery ‘Have you ever heard of or needed to access a Supervisor of 
Midwives? 
 


Nobody I spoke to had any understanding/experience of Supervision of Midwifery. This included a 
woman in her third pregnancy who was sitting directly below a poster titled 'Supervision of Midwifery'. 
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8. Any other comments 
 
More than one woman commented that 'Delivery suite is brilliant'. 
 
The main complaint was that waiting times in Antenatal Clinic, at up to 2 hours, wasn't acceptable. 
On the day of the audit I spoke to one woman who had already been waiting over an hour past her 
appointment time opposite a board which declared that clinic waiting time was 40 minutes. 
 
One woman stated that she had been given confusing, if not actually unhelpful information when she 
telephoned the antenatal clinic at Aintree. I advised her that this might have been the ideal 
opportunity to access a Supervisor of Midwives. She and her partner felt reassured with this 
information and stated that they would use this route if they needed to in future. 
 


9. Auditors concluding comments/summary of visit 
 
Although the unit, again, was quiet I found the visit very useful. 
 
The message about direct booking and Supervision of Midwifery still does not seem to be getting 
through but I ensured that all those I spoke to were made aware of the scope and remit of Supervision. I 
again asked that they tell their friends. 
 
The audit team had been made aware of a new initiative to visit every woman at 36 weeks of pregnancy 
to help her go over her options. This was done through the community team. All members of this team 
are passionate about homebirth. Some even wear badges saying 'Ask Me About Homebirth', which 
appears to have caused the homebirth rate to rise to a level unprecedented for many years. Those I 
spoke to, however, had no experience of this service. It would be good if it could be extended beyond 
those visited by the community team only. 
 
We were also introduced to Maternity Assist. This, from the research midwives, is on online service that 
women using the unit can book on to with a unique reference number. It gives one-to-one, personalised 
answers to questions, clinic reminders, week by week baby development facts and information about 
other services women can access through the unit. This is such a good idea that one of the founders, 
Georgina, has been invited to speak at a Midwifery conference to inspire, hopefully, other units to offer 
the same. 
 
The Supervisors in the unit have made great efforts to ensure that posters advertising Supervision were 
eye-catching. They are still hobbled, however, by the title 'Supervision of Midwifery' and may like to 
consider the LSA by-line 'How Can We Help?' There weren't a large number of posters, though, and 
some will need to be re-sited since they were in areas where not many women would see them. 
 
We had a very rewarding, constructive day at the unit. I would like to thank the enthusiastic and 
generous team of Supervisors for making us feel so welcome. 
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SECTION A - INTERNAL

British Journal of Midwifery awards short lists: As previously report the Trust has four shortlisted nominees connected with the 2016 award. The Awards ceremony will took place on 8 February.  Lisa Jones, who works on the Midwifery Led Unit at Liverpool Women's Hospital, won the 'Midwife of the Year' award for the contribution she has made to the lives of women she has cared for. 

It was essentially a clean sweep for the hospital as Gillian Walker, a midwife within the Trust's Honeysuckle Team, was named runner-up in the category. Sarah Martin, also a member of the Honeysuckle Team, was runner-up in the Contribution to Non-Midwifery Practice category, and Ela Yuregir, of Liverpool John Moores University, was runner-up in the Student Midwife of the Year category, after completing her placement at the hospital. 

North West Coast AHSN: Cathy O’keeffe, Head of Technology & Compliance, IM&T along with 1 GP and 2 community nurses, has been selected by the North West Coast AHSN to undertake a study visit to Slovenia. This visit is to understand the possibilities of opening up the various Health and social care systems to professionals and the local population in developing applications to allow self-management and monitoring of health and wellbeing. A fantastic opportunity to understand the potential for our hospital and the local health economy.


 


SECTION B - LOCAL

North West Coast Academic Health Science Network: From 17th March we will be known as the ‘Innovation Agency’. This change of name follows extensive discussions with partners and key stakeholders about the core business of the Network and is part of the organisations plan for the next two years, in which there will be tighter focus on innovation. The organisation will remain an Academic Health Science Network, one of 15 set up by NHS England in 2013, to accelerate the adoption and spread of innovative technologies and systems, to make healthcare more efficient – for the ultimate benefit of patients. http://www.nwcahsn.nhs.uk/index.php 

SECTION C – NATIONAL

NHS Confederation: NHS Confederation has announced that their chief executive Rob Webster will be leaving his post, following his appointment as chief executive of South West Yorkshire Partnership NHS Foundation Trust. No timescales for the move have yet to be announced.

Junior doctors’ contract: The BMA is set to launch a judicial review following the ‘revelation’ that the government had appeared not to have undertaken an Equality Impact Assessment (EIA) prior to its decision to impose a new contract on junior doctors in England. It is understood that the judicial review would seek to overturn the decision to impose the new contract and provide a declaration that the secretary of state had acted unlawfully. Three further dates of industrial action has been announced by the BMA:


· 9 - 11 March 2016
Emergency care only between 8am on Wednesday 9 March and 8am on Friday 11 March (48 hours) 


· 6 - 8 April 2016
Emergency care only between 8am on Wednesday 6 April and 8am on Friday 8 April (48 hours) 


· 26 - 28 April 2016
Emergency care only between 8am on Tuesday 26 April and 8am on Thursday 28 April (48 hours) 


Arrangements were being put in place by the Executive to support patients during the strike times as it had done so on previous occasions.  

A&E performance and an A&E winter plan for 2016/17: The letter attached from Jim Mackey, Chief Executive Designate, NHS Improvement dated 8 February 2016 

National Maternity Review: BETTER BIRTHS - Improving outcomes of maternity services in England; A Five Year Forward View for maternity care: The NHS England commissioned review was published on 23 February 2016. Chaired by Baroness Julia Cumberlege and consisting of a panel of NHS staff, professional bodies and user groups, sets out wide-ranging proposals designed to make care safer and give women greater control and more choices. The review was tasked with setting out recommendations for how maternity services should be developed to meet the changing needs of women and babies. A copy of the review can be found at: https://www.england.nhs.uk/2016/02/maternity-review-2/ 

The Trust is benchmarking current practice/service against the recommendations in the review and will report through GACA the findings. 
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1. Introduction 

This report provides the Board of Directors with an overview of results from the thirteenth annual national survey of NHS staff. 


The 2015 survey questions, key findings and benchmarking groups have all undergone substantial revision since the previous staff survey. These changes mean that some questions and key findings are not entirely comparable to 2014 outcomes. 


The results of the staff survey are primarily intended to help the Trust review and improve staff experience. The Care Quality Commission will use the results from the survey to monitor ongoing compliance with essential standards of quality and safety. 


2. Outcomes  

As like previous years the Trusts committed to surveying all eligible staff rather than just a sample select. Fieldwork for the survey was carried out between late September and November  2015 and we achieved a response rate of 64%, 3% higher than 2014 and 23% higher than the national average of 41%.  

2.1
Overall Staff Engagement 

The overall staff engagement score represents staff members’ perceived ability to contribute to improvements at work, their willingness to recommend the organisation as a place to work or receive treatment, and the extent to which they feel motivated and engaged with their work. 

The overall engagement score is above the national average for 2015 and only 0.15 away from that of the average for acute specialist trusts, as detailed in chart 1 below.

           Chart 1[image: image4.jpg]





Chart 2 details the trend over the last 5 years and demonstrates a year on year increase in the Trust engagement score from 3.49 to 3.86.

Chart 2
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2.2
Motivation and engagement 

78% of staff responded that they are always/often, enthusiastic about their job (7% higher than 2014). Compared to 77% of other Acute Specialists Trusts.


51% said that they were very satisfied/satisfied with “The recognition I get for good work” (5% higher than 2014). Compared to 54% of other Acute Specialists Trusts.


68% said that they were very satisfied/satisfied with “The support I get from my immediate line manager” (2% higher than 2014). Compared to 67% of other Acute Specialists Trusts.


2.3
Contribution and Team Work

69% of staff felt able to contribute towards improvements at work, just 1% under the national average and other Acute Specialist Trusts.

Effective team working is an important component of staff experiences – and the survey showed generally favourable results for questions about team working. Over seventy percent of staff (76%) agreed that their team had a set of shared objectives and 75% feeling that their manager encourages those who work for him/her to work as a team. Only 60% felt that their team often meets to discuss team effectiveness which is comparable to other Acute Specialist Trusts.

2.3
Recommendation of the organisation

62% said that they strongly agreed/agreed with the statement “I would recommend my organisation as a place to work” (6% higher than 2014). Compared to 68% of other Acute Specialists Trusts.


80% said that they strongly agreed/agreed with the statement “If a friend or relative need treatment I would be happy with the standard of care provided by this organisation” (7% higher than 2014). Compared to 88% of other Acute Specialists Trusts.

Only 32% said that they strongly disagreed/disagreed with the statement “There are enough staff in this organisation for me to do my job properly” (7% higher than 2014). Compared to 36% of other Acute Specialists Trusts.

Chart 3 Details overall outcomes for would you recommend the Trust as a place to work or have treatment.
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2.4 
Development

This year’s survey highlighted that appraisals are more common now in all trust: nationally 86% of staff were appraised in last 12 months however Liverpool Women’s scored exceptionally high with 96% of staff agreeing that they had received an appraisal. Staff assessment of the quality of those appraisals was much lower with only 66% of LWH staff who said that the appraisal “definitely” or “to some extent” left them feeling that their work was valued by the organisation, compared to 70% of other Acute Specialists. 

With regards to the quality of non-mandatory training, learning or development, of those staff who had had recent training, 80% compared to only 24% nationally agreed that it had enabled them to perform in their role more effectively.  A similar proportion (81%) felt that the training allowed them to provide a better service to patients or service users compared to 28% nationally.

2.5
Health and wellbeing 


In the 2015, survey staff were asked about a number of aspects that contribute to the overall theme of health and wellbeing – including working patterns, stress, musculoskeletal problems (MSK), and managerial and organisational interest in staff health. 


29% of staff stated that they had felt unwell in the last 12 months due to work related stress. This is a reduction on 2014 results of 8% and is 5% below the average for other Acute Specialists Trusts. However 35% of staff felt that they felt pressure from their manager to come to work when they had felt unwell, this is a slight increase on last year (32%). 


This year, staff were asked if they felt their organisation takes positive action on health and well- being and 88% of staff agreed “definitely” or to “some extent”.

2.6
Violence and harassment 

In 2015, 6% of acute specialist trust staff reported that they had experienced physical violence from patients, relatives or members of the public in the last 12 months in contrast to only 3% of LWH staff. All staff who answered the survey reported that they had never experienced violence from their manager and only 1% from a colleague. 


Whilst only 3% of staff experienced physical violence from patients, relatives or the public, the proportion of staff who had experienced harassment on at least one occasion by these groups was much higher at 20%. 

Nationally (31%) reported that they had experienced harassment or bullying from their manager or another colleague one or more times this is significantly higher than LWH figure (14%). 


With regards to reporting experience of bullying and harassment, less than half of all staff nationally (42%) answered that either they or a colleague had reported the most recent incident of this. However 54% of LWH staff did report their most recent experience.


Chart 4 Outline responses over the last 5 years in relation to the questions surrounding bullying and harassment

		

		2011

		2012

		2013

		2014

		2015



		In the last twelve months have you personally experienced harassment, bullying or abuse at work from patients, service users etc.

(the lower score the better) 

		10%

		26%

		26%

		23%

		20%

(28% National Ave)



		In the last twelve months have you personally experienced harassment, bullying or abuse at work from managers, colleagues etc. ***

(the lower score the better) 

		10%

		21%

		20%

		24%

		14%

(31% National Ave)



		The last time you experienced harassment, bullying or abuse at work, did you or a colleague report it.

(the higher the score the better)

		58%

		44%

		41%

		46%

		54%

(42% National Ave)





*** in 2015 this question was asked as two separate questions, one referring to managers, the other to colleagues - these have been combined to allow comparison


2.7
Equality and Diversity  


The proportion of staff reporting that they experience discrimination at work from either patients/public/ managers/or other colleagues has reduced since 2014 from 9% to 6% (59%).  Of those staff who said they had experienced discrimination:

21% (12 staff) felt this was due to their ethnic background

16% (9 staff) due to gender

10% (6 staff) due to age 


7% (4 staff) due to disability

3% (2 staff) due to disability


5% (3 staff) due to religion


45% (26) staff stated other reasons

2.8
Errors and Near Misses


89% of staff agreed the Trust encouraged them to report near misses which are comparable with other Acute Specialist trusts (91%).


When asked whether their organisation treated staff involved in near misses, errors and incidents fairly, more than half of all staff (52%) reported this was the case.

2.9
Leadership 

85% said that they strongly agreed/agreed with the statement “I know who the senior managers are here” (4% higher than 2014). Compared to 84% of other Acute Specialists Trusts.


37% of staff said that they strongly agreed/agreed with the statement “Communication between senior management and staff is effective” (4% higher than 2014). Compared to 42% of other Acute Specialists Trusts.


29% said that they strongly agreed/agreed with the statement “Senior managers act on staff feedback” (the same as 2014). Compared to 34% of other Acute Specialists Trusts.


67% said that they strongly agreed/agreed with the statement “I would feel secure raising concerns about unsafe clinical practice” (1% higher than 2014). Compared to 70% of other Acute Specialists Trusts.


2.10
Values and Behaviours

This year we asked a number of bespoke questions around our values and behaviours. 


63% of staff said that they were “definitely” aware of the values and behaviours of the Trust with 33% saying that they were to “some extent”.


57% of staff said that managers demonstrate the values at work  “always or often”, with 35% saying managers only demonstrate these values “sometimes”


66% of staff said that other colleagues demonstrate the values at work “always or often”, with 31% saying managers only demonstrate these values “sometimes”


3. Contributing Factors for Improved Results

The Putting People First Strategy, implemented in January 2015, has helped shaped these results by setting how we: choose who to recruit; ensure that staff are clear from the start the high standards expected of them and; demonstrate how important it is to the Trust that our people share and demonstrate in all their actions and interactions the values of Care, Ambition, Respect, Engage and Learn. In particular in the last 12 months the following actions which were driven through the PPF  strategy can be attributed to the improved staff survey results 


· Devised and implemented a new Values and Behaviours Framework. 

· Holding leaders to account for their own and their team’s behaviours. 

· Promoting duty of candour widely throughout the Trust. 

· Implementing a pay progression policy which linked incremental progression to performance criteria including mandatory training and PDR compliance. 

· Investment in development programmes at all levels such as the Care Certificate, Aspiring Leadership programmes and LWH Leadership Development Framework

· Implementing individual competency mapping for each role within the trust

· Expanding our blended approach to learning through E learning packages 

· Supporting staff to prepare for revalidation. 

· Implementing Real-time Rostering. Ensuring the Trust provides a safe and quality service to its patients, by ensuring safe and appropriate staffing.

· Continuing to work with managers to reduce sickness absence levels and support staff back into work after long illnesses.

4. Future Actions


· Continue to implement the Putting People First Strategy in a systematic and incremental manner, building on success to date

· Continue to invest in our Leadership Development – identify talent, embed value based reward & recognition

· Focus on our RESPECT value to address the issue of staff experiencing inappropriate behaviour from colleagues, managers, patients and visitors

· Focus on our ENGAGE value to ensure staff feedback is acted upon and communication improves

· Continue to work with managers to ensure they understand their accountability for the climate they create within their team

· Undertake deep dives with professional cohorts and divisional teams to understand what’s getting in the way of their recommending LW as a place to work or receive care

5. Conclusion


Our people are fundamental to the delivery of safe, effective care and patient experience. We continue to invest and engage with our staff by aiming to make their experience working here at Liverpool Women’s a positive one. 

In the face of the massive changes ahead for Liverpool Woman’s Services and ultimately our staff, the 2015 staff survey results demonstrates: our best response rate to-date: overall improvement in positive responses and; another year on year improvement in the staff engagement score to 3.86 (against a national score of 3.78). Overall the 2015 responses demonstrate that LWH are closing the gap on the average for acute specialist trusts.

6. Recommendation

It is recommended that the Board note and take assurance from the positive results of the 2015 Staff Survey and the further identified actions the Trust intends to take to make LWH the employer of choice. 


% score



National Average 								3.78



Average for Acute Specialist Trusts						4.01



Liverpool Womens FT*								3.86



Christie NHS FT*								4.03



Walton NHS FT*								4.02



Liverpool Heart and Chest*							4.02



St Helens & Knowsley NHS Trust						3.91



Birmingham Women’s NHS FT*							3.80



Salford Royal NHS FT								3.80



Royal Liverpool NHS Trust							3.80



Wirral NHS FT 									3.79



Aintree University Hospital NHS FT						3.77



Warrington and Halton NHS FT							3.75



Southport and Ormskirk NHS FT						3.74



Alderhey NHS FT*								3.67
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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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