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Meeting of the Board of Directors – IN PUBLIC
Friday 4 September 2015 at 0930 - 1200
Board Room, Liverpool Women's NHS Foundation Trust
	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item presenter
	Time allocated 

to item 
	CQC Fundamental Standard
	Board Assurance Framework Risk

	15/16/143
	Board thanks to staff
	To thank a number of Trust staff who have gone above and beyond their duty
	Verbal 
	Chair and Executive Directors
	5 mins

(0935)
	Staffing
	

	15/16/144
	Apologies for absence
	Receive apologies 
	Verbal
	Chair
	1 min
(0936)
	
	

	15/16/145
	Meeting guidance notes
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	Receive the meeting attendees’ guidance notes
	Written guidance
	Chair
	1 min

(0937)
	
	

	15/16/146
	Declarations of interest – do directors have any interests to declare?
	Identify and avoid conflicts of interest
	Verbal
	Chair
	1 min
(0938)
	
	

	15/16/147
	Patient story – what has one of our patients told us about their recent experience of care received?


	Learn about the experience of one of the Trust’s patients and to help to focus the Board on the Trust’s essential purpose
	Video
	Deputy Director of Nursing & Midwifery
	15 mins

(0953)
	All


	

	15/16/148
	Minutes of the previous meeting held 3 July 2015 – are the minutes accurate?
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	Confirm as an accurate record the minutes of the previous meeting
	Written minutes 
	Chair
	2 mins

(0955)
	
	

	15/16/149
	Matters arising – are there any matters arising from the previous meeting?
	Provide an update in respect of any matters arising
	Verbal
	Chair 
	2 mins

(0957)
	
	

	15/16/150
	Chairs Business 
	Report key developments and announce items of significance not elsewhere on the agenda
	Verbal
	Chair
	5 mins
(1002)
	
	

	15/16/151
	Chief Executive’s report and announcements – what significant matters does the Chief Executive need to bring to the Board’s attention?
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	Report key developments and announce items of significance not elsewhere on the agenda
	Written and verbal
	Chief Executive
	10 mins

(1012)
	All 
	

	MATTERS FOR DISCUSSION AND BOARD ACTION/APPROVAL

	15/16/152
	Chair Report and Minutes of Audit Committee meeting held 27 July 2015  (draft) 
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	Receive and review


	Written
	Committee Chair
	3 mins

(1015)
	Good Governance
	All 

	15/16/153
	Chairs report and Minutes (draft) of the Charitable Funds Committee meeting held 7 August 2015
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	Receive and review
	Written
	Committee Chair
	3 mins

(1018)
	Good Governance
	

	15/16/154
	Chairs report and Minutes (final) of the Finance, Performance & Business Development Committee meeting held 27 July 2015 and Chairs report of meeting held in 24 August 2015
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	Receive and review
	Written

(Chairs report to follow)
	Committee Chair
	3 mins

(1021)
	Good Governance
	5

	15/16/155
	Chairs report and Minutes (draft) of Governance and Clinical Assurance Committee held July  2015 
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	Receive and review
	Written 
	Committee Chair
	 3 mins

(1024)
	Good Governance
	1, 2

	15/16/156
	Chairs report and Minutes (draft) of Putting People First Committee held July 2015
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	Receive and review
	Written
	Committee Chair
	3 mins

(1027)
	Good Governance
	

	15/16/157
	Annual Report of the Finance, Performance & Business Development Committee 
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	Receive and note committee business during 2014/15.
	Written 
	Committee Chair
	3 mins

(1030)
	Good Governance

Staffing
	All

	15/16/158
	Terms of Reference of the Finance, Performance and Business Development Committee and the Charitable Funds Committee


[image: image14.emf]1516158 150904  Board FPBD Cttee ToR 2015 Final V2.doc



 EMBED Word.Document.8 \s [image: image15.emf]1516158 150904  Board Charitable Funds ToR August 2015 V2.doc


	To receive and ratify board sub-committee terms of reference.
	Written
	Committee Chair
	3 mins

(1033)
	Good Governance
	1, 2 

	Performance

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

	15/16/159
	Financial, Quality and Operational Performance reports – what is the Trust’s latest operational service and financial performance?
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	Review the latest Trust performance report and receive assurance about the Trust’s performance
	Written 
	Director of Finance / Associate Director of Operations 
	20 mins
(1053)

	Good Governance /

Staffing
	1, 3, 5

	15/16/160
	Future Generations Strategy Update
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	To receive and note the update.


	Written
	Director of Finance /
Director of Workforce & Marketing
	20 mins

(1113)
	All
	A

	To deliver the best possible experience for patients and staff

	15/16/161
	Safety, experience and effectiveness  report – Quarter 1
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	To receive and note the update.
	Written
	Deputy Director of Nursing & Midwifery
	20 min

(1133)
	Good Governance
Safety

Staffing
Complaints
	All

	Assurance - Governance


	15/16/162
	Board Assurance Framework

Does the Board Assurance Framework provide the Board with assurances that they key risks to the strategic aims are being controlled/ mitigated?
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	To review and approve the revised BAF recommendations.

	Written 
	Interim Trust Secretary
	10 mins

(1143)
	Good Governance
	All

	15/16/163
	Review of risk impacts of items discussed – have any new risks been identified during the course of the meeting?
	Identify any new risk impacts
	Verbal
	Chair
	1 min

(1144)
	
	

	

	15/16/164
	Any other business – is there any other business that needs to be considered today?
	Consider any urgent items of other business
	Verbal or written
	Chair
	2 mins

(1146)
	
	

	15/16/165
	Review of meeting – did the meeting achieve its objectives; what went well and what could have gone better?
	Review the effectiveness of the meeting (achievement of objectives/desired outcomes and management of time)
	Verbal
	Chair / all
	1 min

(1148)
	
	

	15/16/166
	Date, time and place of next meeting – Friday 2 October 2015 at 1100 in the Board Room, Liverpool Women’s Hospital
	Confirm arrangements for next meeting
	Verbal
	Chair
	1 min

(1149)
	
	


1200 – 1230 Lunch Break 
1230 – 1400 Board development session to discuss Finance

1400 – 1630 Board development session to discuss Future generations’ clinical case for change and financial modelling with the senior clinical management team.
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FINANCE, PERFORMANCE AND


BUSINESS DEVELOPMENT COMMITTEE


TERMS OF REFERENCE 

		Constitution:

		The Board hereby resolves to establish a Committee of the Board to be known as the Finance, Performance and Business Development Committee (the Committee).  






		Duties:

		The Committee will operate under the broad aims of reviewing financial and operational planning, performance and business development.

The Committee’s responsibilities fall broadly into the following two areas:


Finance and performance


The Committee will:

a. Receive and consider the annual financial and operational plans and make recommendations as appropriate to the Board.

b. Review progress against key financial and performance targets

c. Act on behalf of the Board to approve Monitor quarterly returns.


d. Review the service line reports for the Trust and advise on service improvements


e. Provide oversight of the cost improvement programme


f. Review the treasury management procedures


g. Oversee the development and implementation of the information management and technology strategy


h. Examine specific areas of financial and operational risk and highlight these to the Board as appropriate


Business planning and development


The Committee will:


i. Advise the Board and maintain an overview of the strategic business environment within which the Trust is operating and identify strategic business risks and opportunities reporting to the Board on the nature of those risks and opportunities and their effective management

j. Advise the Board and maintain an oversight on all major investments and business developments.

k. Advise the  Board on all proposals for major capital expenditure over £500,000

l. Develop the Trust’s marketing strategy for approval by the Board and oversee implementation of that strategy






		Membership:

		The Committee membership will be appointed by the Board of Directors and will consist of:

· Non-Executive Director (Chair)


· Three additional Non-Executive Director

· Chief Executive


· Director of Finance


· Associate Director of Operations

Members can participate in meetings by two-way audio link including telephone, video or computer link (excepting email communication).  Participation in this way shall be deemed to constitute presence in person at the meeting and count towards the quorum.


The Committee will appoint one of the members to be Chair and another Vice Chair from the outset.  The Vice Chair will automatically assume the authority of the Chair should the letter be absent.  






		Quorum:

		A quorum shall be three members including two Non-Executive Directors (one of whom must be the Chair or Vice Chair), and one Executive Director (including the Associate Director of Operations). The Chair of the Trust may be included in the quorum if present.





		Voting:

		Each member will have one vote with the Chair having a second and casting vote, if required.  Should a vote be necessary a decision will be determined by a simple majority.





		Attendance:

		a.  Members

Members will be required to attend a minimum of 50% of all meetings.


b. Officers


Other executive directors and officers of the Trust will be invited to attend the meeting as appropriate when an issue relating to their area of operation or responsibility is being discussed.






		Frequency:

		Meetings shall be held at least 5 times per year.  Additional meetings may be arranged from time to time, if required, to support the effective functioning of the Trust.






		Authority:

		The Committee is authorised by the Board to investigate any activity within its Terms of Reference.  It is authorised to seek any information it requires from any employee and all employees are directed to cooperate with any request made by the Committee.

The Committee is authorised by the Board to obtain outside legal or other independent professional advice and to secure the attendance of outsiders with relevant experience and expertise if it considers this necessary, subject always to compliance with Trust delegated authorities.






		Accountability and reporting arrangements:

		The Finance, Performance and Business Development Committee will be accountable to the Board of Directors.


The minutes of Finance, Performance and Business Development Committee meetings will be formally recorded and circulated to the Board of Directors.  The Chair of the Committee shall draw to the attention of the Board any issues that require disclosure to it, or require executive action.


`

The Committee will report to the Board annually on its work and performance in the preceding year.


Trust standing orders and standing financial instructions apply to the operation of the Finance, Performance and Business Development Committee.






		Monitoring effectiveness:

		The Committee will undertake an annual review of its performance against its duties in order to evaluate its achievements.






		Review:

		These terms of reference will be reviewed at least annually by the Committee.



		



		Reviewed by Finance, Performance & Business Development Committee:

		28 April 2015 v1

27 July 2015 v2





		Approved by Board of Directors:

		5 June 2015 v1

4 September 2015 v2



		Review date:

		 April 2016



		Document owner:

		 Trust Secretary


Email:  andrew.chittenden@lwh.nhs.uk

Tel:      0151 702 4033
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Board of Directors


Minutes of a meeting held in public on Friday 3 July 2015 

at 11.30 am at St Chad’s Health Centre, Kirby, Liverpool.


PRESENT


Ms Edna Robinson, Chair 



Mrs Kathryn Thomson, Chief Executive


Ms Liz Cross, Non-Executive Director, Vice Chair
Mrs Vanessa Harris, Director of Finance, 


Mr Steve Burnett, Non-Executive Director, SID



Dr George Kissen, Non-Executive Director 

Mrs Dianne Brown, Director of Nursing & 


Dr Pauleen Lane, Non-Executive Director 


Midwifery


Mr Tony Okotie, Non-Executive Director

Dr Joanne Topping, interim Medical Director


Mrs Michelle Turner, Director of Workforce & 


Marketing


IN ATTENDANCE


Mr Jeff Johnston, Associate Director of Operations


Mr Andy Chittenden, Interim Trust Secretary



Dr Tim Neal, (Item 130), Director of Infection Prevention and Control


Ms Debbie Fahey, Infection Prevention Nurse


OBSERVERS




One member of the public.

The Chair welcomed members of the Board to the meeting.


		15/16/114



		Apologies


Ian Haythornthwaite, Non-Executive Director.





		15/16/115

		Meeting guidance notes


Noted.





		15/16/116

		Declarations of interests


There were no interests declared.  






		15/16/117

		Patient story

The patient story was taken during the private part of the Directors meeting.





		15/16/118

		Minutes of previous meetings held on 5 June 2015 

The minutes were agreed as a true and accurate record of the proceedings without amendment.





		15/16/119

		Matters arising.

None.  





		15/16/120



		Chief Executive’s report and announcements

The report was noted.





		15/16/121

		Corporate objectives 15/16

Resolution


The Board resolved by verbal assent to approve the corporate objectives 15/16 subject to:  


1. Allocation of each tactic to a member of the Executive Team as a personal objective.


2. Distribution of oversight of each tactic to a Board assurance committee.


Action:


A paper setting out the Executive Leads and Board committee assurance arrangements for each of the 15/16 tactics underpinning the corporate objectives to be circulated by 7 August 2015.





		15/16/122

		Audit Committee minutes

Approved minutes from the meeting on 16 March were noted.


Draft minutes from the meeting on 22 May were noted.






		15/16/123

		Finance, Performance, and Business Development Committee minutes

The Committee Chair described the assurances from management that had been sought and received regarding operational control of the Trust resulting in below plan performance.  

The committee had already escalated to the Board its view that the score for BAF risk 5a be increased from 20 to 25 reflecting the severity of the financial risk.





		15/16/124

		Governance and Clinical Assurance Committee Minutes  

Draft minutes of the meeting on 29 May were noted.  

The Committee Chair reported that the Committee had recommended that the BAF risk 1a in relation to appropriate and safe staffing be de-escalated.  He reported that the Committee had welcomed the Executive’s  decision to stand down the Clinical Governance Committee and in its place establish three new clinical senates, each focussed on one aspects of the legal definition of quality as defined by the Health and Social Care Act 2012:  safety, clinical effectiveness and patient experience.

Resolution

The Board resolved by verbal consent that the risk appetite statement include ‘moderate’ appetite for risk in relation to both quality and reputation.

Action

Chair of Putting People First Committee to seek assurance on mandatory training controls re information governance training (Nov 15).






		15/16/125

		Audit Committee annual report 15/16

The report was noted.


The Committee members present reported that it was likely that with the pressure being experienced on internal control systems, the Committee would need to be more vigilant and acquire additional assurances as to the design and operation of controls and that therefore additional meetings during the forthcoming year may be required.  NEDs who are not already committee members, would be welcome to be in attendance.





		15/16/126

		Governance and Clinical Assurance Committee annual report

The report was noted.






		15/16/127

		Financial, Operational and Quality Performance

The Trust is performing well against non-financial measures, including Monitor targets, CQUINs and quality metrics.  Financial performance is worse than budget, whilst the budget for the year remains a deficit of £8M.  The cash position remains strong with a planned reduction in working capital continuing to be evident from November 15 which will reduce the Monitor’s continuity of services risk rating from 2 to 1 in line with plan.

The Board had already agreed additional measures to address below budget performance, the impact of which would be reviewed at the next Board meeting.  


Management assurances were sought and provided that outlying performance exceptions would be acted upon in respect of appraisal rates and mandatory training and the availability of Choose and Book slots.


The Board was pleased to note a further improvement in the attendance metrics (sickness and absence).


The report was noted.





		15/16/128

		Future Generations Strategy



		

		The Trust has initiated a period of listening to ensure that stakeholder views are incorporated in the strategic options being generated.  There is a high level of engagement by internal and external stakeholders, which is contributing to developing the strength of the business case. The level of clinical engagement is enabling the proposals to include service changes designed by clinicians.  A greater variety and number of views from the public is now required so that the proposals coming forward can be sense tested by the public and service users.

Further reports will come to each monthly Board meeting.






		15/16/129

		Smoke free site

The Board noted the Trust’s public body responsibility to ensure that the Trust is smoke free.  This includes the main Toxteth site, community services and the places where staff go to deliver care or treatment across the city which are not NHS sites.  The Board welcomed the simultaneous public health messaging campaign.  

Resolutions


The Board resolved by verbal assent to:


1. Endorse the programme of actions as set out in the paper.


2. Endorse the launch date of October 15.

Dr Tim Neal, Director of Infection Prevention and Control (DIPC) and Debbie Fahey, Infection Prevention Nurse joined the meeting.





		15/16/130

		Infection prevention and control annual report

The Board was assured by the DIPC’s annual report confirming that the IPC team is fully resourced and IPC governance arrangements are viewed by the DIPC as appropriate.

There have been no outbreaks of infection and headline rates of MRSA (zero in year), MSSA (zero in year) and C.difficile (1 in year but non-attributable to LWH) are encouraging indicators that care has been delivered appropriately.  


Two elements of the actions planned for 14-15 have not yet been completed.  Hand hygiene sinks in MLU are due for completion in August; the health economy has not yet purchased an economy-wide software platform for recording and monitoring infections across the system, to which LWH could be a party.  This will be taken account of in the capital programme but will compete on merit against other schemes.


Resolution

The Board resolved by verbal assent to endorse the 15/16 actions set out on P26 of the 14/15 annual report.


Dr Tim Neal, Director of Infection Prevention and Control (DIPC) and Debbie Fahey, Infection Prevention Nurse left the meeting.





		15/16/131

		Safety, Experience and Experience report

To complement the establishment of the clinical senates for safety, effectiveness and experience, the Trust’s quality reporting continues to develop.  This report has been welcomed by the CCG as a source of quarterly assurance reporting.  Its development is being overseen by GACA.

The Board welcomed the evidence of quality reporting development.


Actions


1. Director of Nursing to add trend analysis and benchmarking comparators to set the Trust’s own performance in context as the report develops (Dec 15).


2. GACA to review the clinical audit arrangements and establish the cause and response to large numbers of clinical audits being withdrawn or abandoned (Oct 15).






		15/16/132

		MBRRACE national review of perinatal mortality


This report (published June 15) covers the period for babies born during calendar year 2013.  Reported by CCG area, Liverpool CCG area was marginally below the national rate of still birth, slightly above the national rate for neonatal death and overall, slightly below the national rate for extended perinatal mortality.

GACA will review the findings in greater depth at its next meeting.


The Board welcomed the review findings, noting that the methodology is developing and all Trusts will be improving their performance, so that a further improvement in LWH performance requires a rate of improvement which is faster than peers.


  



		

		The report was noted.



		15/16/133

		CQC Inspection Findings

The Board welcomed the CQC finding that, using its new inspection regime, LWH has been rated as ‘GOOD’.


The Trust has actions to complete to address some weaknesses.  The Director of Nursing and Midwifery had met with the CQC on 2 July and the feedback received from CQC about the Trust’s action plan to address both ‘must do’ and ‘should do’ actions had been positive.

The CQC had been approached by a whistleblower in relation to maternity staffing arrangements.  The Trust had supplied the CQC with staffing information and the CQC had assured itself as to the basis of the concern raised.   The matter has been de-escalated by the CQC.


Resolution


The Board resolved by verbal assent to endorse the action plan, which establishes oversight over each tactic by a specific assurance committee.


Action

Board committees shall escalate any outlying, uncompleted action relating to the CQC Inspection Report findings and action plan to the Board at 6 November.





		15/16/134

		CQC National Inpatient Survey results

The Board welcomed very positive results from the Inpatient survey.  The results place LWH as the top performing Trust on Merseyside and the second top performing Trust nationally.  This good news will be shared with stakeholders, including staff.

The report was noted.



		

		



		15/16/135

		Register of documents sealed during 114/15

Noted.



		

		



		15/16/136

		Well-led governance review action plan

The assurance committees continue to review progress against the action plan resulting from the review earlier in 21015.


The Board has invited Deloitte LLP to undertake a further review of Board governance.  Arrangements will be circulated shortly.  The review includes 1:1 feedback to each director.






		15/16/137

		Risk appetite statement


Resolution


The Board resolved by verbal assent to approve the risk appetite statement subject to


minor iterations to the style and language used.


Action



		

		Chair of FPBD and Interim Trust Secretary to revise the language used in the risk appetite statement (including ‘moderate appetite for risk in relation to quality and reputation) and bring back to the Board at September meeting.





		15/16/138

		Corporate risk register


The corporate risk register collates operational risks which rank high enough to require Executive oversight whilst not high enough to require Board assurance committee oversight.  They are overseen by the newly formed Risk Management Committee chaired by the CEO.

The single current score being 15+ is risk 1842 safeguarding information flows.  The GACA Chair briefed the meeting that he had this week attended an event by the safeguarding team to assure himself of the safeguarding arrangements which he believed were robustly designed and suitably resourced.  GACA will further review this risk, since its score of 15 will result in its transfer to the BAF.


A plan for a rolling review of risk across all departments and services is in place.


Actions:


1. The Risk Management Committee to review its effectiveness and report to Audit Committee at 26 October 15.


2. Transfer risk 1842 safeguarding information flows to the BAF for review by GACA (July 15).






		15/16/139

		Review of risk impacts

Finance risk BAF 5a:  score of 20 increased to 25.



		15/16/140    

		Any other business


None.



		15/16/141


		Review of meeting

The visit to an off-site venue and opportunity to meet community based staff was welcomed.  



		15/16/142

		Date, time and place of next meeting


Friday 7 August, by teleconference call.
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Board of Directors


Committee Chair’s report of Governance and Assurance Committee (GACA) meeting held 24 July 2015

1. Agenda items covered

Executive Thematic action plan post Care Quality Commission (CQC) Inspection:  GACA were advised that the action plan is updated weekly, tabled and monitored via Executive meeting.  The Committee were advised that the CQC could attend the Trust unannounced from 1 October 2015 to review progress against the action plan.


Quarterly review of compliance against the CQC fundamental standards: A framework for monitoring of the standards was presented and accepted by the committee.


Current CQC Intelligence Monitoring Report (IMR) Outliers – May 2015: The IMR identified 3 risks and 1 elevated risk.


· Risk- in-hospital mortality, paediatric and congential disorders and perinatal mortality; an assurance paper was reviewed which noted the specialist nature of the Trust core business with particular reference to high risk pregnancies, a greater readiness to acknowledge at live birth at pre-viable gestations and a larger population of patients from deprives areas which affects the Trust benchmark position

· Risk Maternity outlier alert: puerperal sepsis.  A detailed response has been provided to the CQC providing outcomes of audits undertaken and action plans developed.


· Risk- NHS staff survey; this was noted


· Elevated risks; whistleblowing alerts; this was noted.


Health and Safety Annual Report 2014/15: The annual report was received by the committee.  The key risk identified within the report related to baby tagging and the replacement of tags.  Further review and testing of the baby tagging system was requested to provide further assurances around this risk.

Quality Strategy 2014-17 Update and Draft Quality Report: 12 of the 15 objectives have been completed from the 2014/15 Quality Strategy Workplan.  The committee approved the transfer of the 3 incomplete actions to the 2015/16 workplan.  The committee noted a potential risk to delivery of the strategy arising from the Future Generations Project.

A draft user friendly Quality Report was tabled for consideration of the committee.  It was agreed that this would be fully worked up and submitted.  It was also agreed that the formatting for the user friendly version of the quality report would be used as the template for the 2015/16 report.


Clinical Assurance and Performance Report Month 2 2015/16: this item was not available for review by the committee. The month 3 formatted dashboard was distributed to committee members by Jeff Johnston shortly after the meeting.

Infection Prevention and Control Annual Report 2014/15; The report was received and noted.


Patient Surveys Results – CQC National Inpatient Survey 2014: The Trust was noted as being the 2nd best provider for inpatient in the country which represented a significant improvement in last years results.


Safe Effective Experience (SEE) Quarterly Report – Quarter 1 2015/16; The committee requested additional information from the NHSLA with respect to settled claims.  Further work was requested on the Capita Healthcare Knowledge System Data (CHKS) to assist with interpretation.

An external review of gynaecology oncology services was recommended following a number of complaints, serious untoward incidents and adverse clinical events which the committee agreed to support.


Deloitte Well-Led Governance Review Responsive Action Plan: the committee noted that recommendation 10 was about to breach its target date due to the issue of a revised framework.  No requests for extensions have been received.  The committee requested that this action plan was reviewed weekly by the Executive committee.

2. Board Assurance Framework (BAF) risks reviewed


1b; It was noted that this risk was being mitigated however the update did not reflect the actions taken.  The BAF risk descriptor is to be amended.

1i; The committee received the Clinical Audit Annual Report and the Clinical Audit Forward Plan and recommended that this be reflected in the action column

3. Issues to highlight to Board

The Board are asked to note the risk identified within the Health and Safety Annual report associated with baby tagging and the assurances being sort that this risk is being adequately mitigated.

4. BAF recommendations


1b; The BAF risk descriptor is to be amended.

1i; Clinical Audit Annual Report and the Clinical Audit Forward Plan and recommended that this be reflected in the action column

5. Action required by Board 

The Board are requested to note the items discussed and advise of further actions required arising from the report.

Chair: Steve Burnett
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Governance and Clinical Assurance Committee 


Minutes of a meeting held on Friday 24 July 2015 at 13:00

in the Large Meeting Room, Liverpool Women’s Hospital


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


Ms Liz Cross
Non-Executive Director


Ms Allison Edis
Deputy Director of Nursing & Midwifery


Mrs Jenny Hannon
Deputy Director of Finance



Mr Jeff Johnston 
Associate Director of Operations


Mr George Kissen 
Non-Executive Director


Mrs Joanne Topping   
Interim Medical Director 


Mrs Michelle Turner
Director of Workforce and Marketing


IN ATTENDANCE:
Miss Louise Florensa
Corporate Support Manager (minutes)



Mr Tony Okotie
Non-Executive Director


Mr Steven Picken
Committee Observation, Deloitte LLP


15/16/35

Apologies 


Mrs Dianne Brown 
Director of Nursing & Midwifery


Mrs Vanessa Harris 
Director of Finance

15/16/36
Meeting guidance notes




Noted.

15/16/37
  Declarations of Interest




There were no interests declared. 

15/16/38
  Minutes of the previous meetings held 29 May 2015

The minutes were approved as an accurate record subject to amendment to item 15/16/32. 

15/16/39 
Matters Arising and Action Log

The action log was reviewed and updated.

15/16/40
Chair’s Announcements

The Director of Workforce and Marketing was welcomed to the Committee as a new member. The Deputy Director of Finance and Deputy Director of Nursing and Midwifery were in attendance as nominated representatives. 

15/16/41 
Review of Board Assurance Framework (BAF) Risks including the Corporate Risk Register Dashboard 

The Committee considered risk 1b - to comply with national standards for the safeguarding of children and adults. It was noted that the risk is being mitigated however the BAF did not reflect this. The Deputy Director of Nursing and Midwifery confirmed that the corporate risk committee had also reviewed the safeguarding risk on the corporate risk register and advised that the corporate risk descriptor was more accurate. The BAF risk descriptor would be reworded to reflect the current position. 

The Committee also considered risk 1i – to develop and support a comprehensive Clinical Audit provision. The Committee had received evidence of clinical audit progress, by means of the Clinical Audit Annual Report and the Clinical Audit Forward Plan and recommended that this should be reflected in the action column. 

It was noted that the governance team should regularly update the action columns of the BAF. 


The Committee reviewed the Corporate Risk Register. It was noted that the risk process had improved however further work with regards to the corporate risk register is required. The Committee would view the corporate risk register on the live system at the next meeting to review the process. 

Resolved


The Committee agreed to: 

a) recommend a change of wording for the risk descriptor 1b to accurately reflect the current position.


b) recommend addition of evidence to the action column for risk 1i and request that the Governance Team regularly update the action column.

15/16/42 
Executive thematic action plan post Care Quality Commission (CQC) Inspection


The CQC action plan consists of 39 actions as a result of the CQC inspections held 18 – 19 February and 4 March 2015. The Committee was asked to consider and approve a target date extension of action 5.8 – roll out the IOSH accredited NHS risk management training programme for designated staff – to the 30 September 2015, as the Trust requires the IOSH approved training to be released before the action can be completed. 


The Committee considered the induction of labour recommendations. The Medical Director confirmed that clinical challenge was directed to and accepted by the CQC with regards to this recommendation; however the Trust remains aware that there are some issues which require monitoring. 


The Committee was assured that the Executive Committee review and update the action plan weekly and were informed that the action plan had progressed since the version issued to this Committee. A meeting with the CQC had taken plan early July 2015, at which the action plan was shared. The Committee noted that the CQC could attend the Trust unannounced as of 1 October 2015 to review progress against the action plan.


Resolved

Committee approved target date extension for Well Led 5.8. 


15/16/43
Quarterly Review of Compliance against the Care Quality Commission (CQC) Fundamental Standards 

The Committee noted the framework to monitor Trust compliance with the new fundamental standards. It was suggested that the Council of Governors could take part in auditing compliance. The Committee considered additional work pressures on staff to achieve the new standards. The Director of Nursing and Midwifery advised that much of the work is already progressing however improved documentation of evidence is required. 

Resolved

The Committee noted the new reporting methodology. 

15/16/44
Current Care Quality Commission (CQC) Intelligence Monitoring Report Outliers – May 2015 

The Trust had received the final Intelligence Monitoring Report dated May 2015, which articulated three risks and one elevated risk as detailed below. 


1) Risk - in-hospital mortality, paediatric and congenital disorders and perinatal mortality. The Committee reviewed the assurance paper. It was noted due to the specialist nature of Trust services attracting a large number of high risk pregnancies, a greater readiness to acknowledge a live birth at pre-viable gestations, and a larger population of patients from deprived areas effects the Trust benchmark position against other Neonatal Units. With reference to these births it was thought that the Trust outcomes are positive. The Trust had also demonstrated year on year improved survival rates for babies born since 2009 to 2014. There was a discussion about the variances with reporting a live birth which distorts the data. The Medical Director advised that this was being reviewed however believed that the Trust position is technically and ethically correct for the families. The Committee considered how the Trust could evidence this opinion due to the sensitivities involved and relied on feedback from families feeling supported through bereavement and the absence of complaints received relating to baby loss. 

2) Risk - Maternity outlier alert: puerperal sepsis. The Trust had provided a response to the CQC detailing results from audits undertaken and subsequent action plans as a result of the alert. It had been confirmed that this was not an outlier for this Trust. 


3) Risk - NHS Staff survey. Noted.


4) Elevated Risk - Whistleblowing alerts. Noted.


Resolved


Committee noted action taken with regards to the Intelligence Monitoring Report Outliers. 

15/16/45
Health and Safety Annual Report 2014/15
    

The Health and Safety Annual report had been submitted to this Committee to receive assurances on behalf of the Trust Board. The Committee considered the key risk identified with regards to baby tagging and the replacement of tags. The Associate Director of Operations and the Deputy Director of Nursing and Midwifery agreed to review and test the baby tagging system. 

The Committee noted poor attendance to the Health and Safety Committee and agreed to provide support if required to improve attendance.  


Resolved

a) The Committee noted the report and supported the priorities outlined for 2015/16.

b) Request that the Associate Director of Operations and the Deputy Director of Nursing and Midwifery review and test the baby tagging system to provide assurance of safety. 


15/16/46
Quality Strategy 2014 – 17 Update and Draft Quality Report

The Interim Medical Director reported completion of 12 out of 15 objectives from the 2014/15 Quality Strategy workplan. The Committee was asked to approve the transfer of the three incomplete objectives from 2014/15 to the 2015/16 workplan. It was confirmed that AQUA methodology is followed to develop the quality strategy. The Committee noted a potential risk from the Future Generations Project which could impact on delivery of this strategy. 

A draft Quality Report for 2015/16 was shared with the Committee. The Committee approved the newly formatted template as a user friendly framework. The Committee requested a summary of the 2014/15 Quality Report to be drafted in the same style. This had been requested from an external publishing company but the version received had been inadequate. The Deputy Director of Nursing and Midwifery agreed to this action.

Resolved

The Committee:


a) noted progress made with the Quality Strategy and approved the change of completion dates for the three incomplete objectives.

b) agreed to commission a Summary report of 2014/15 Quality Report in the new template.  


15/16/47
Clinical Assurance and Performance Report Month 2 2015/16 


Unfortunately the new performance dashboard was not yet available to share with the Committee. The Associate Director of Operations agreed to circulate month 3 performance report and the newly formatted dashboard to the Committee upon completion the following week. It was confirmed that the month 3 position could have been received by this Committee within timescales. 

Resolved

The Committee noted the update.

15/16/48
Infection Prevention and Control Annual Report 2014/15 (includes quarter 4)

The annual report was noted by the Committee and had previously been considered by the Board of Directors on 3 July 2015.


Resolved


The Committee noted the report. 

15/16/49
Patient Surveys Results – CQC National Inpatient Survey 2014

The Committee noted significant improvement made in the CQC National Inpatient Survey and congratulated the achievement of rating as the 2nd best provider for inpatients in the whole country. 


Resolved

The Committee noted the report.

15/16/50
Safe, Effective and Experience (SEE) Quarterly Report – Quarter 1 2015/16 

The Committee reviewed the quarter 1 report. The claims and litigation data was considered and it was thought that additional information could be sought from the NHS Litigation Authority (NHSLA). There had been recent changes made by the NHSLA to provide this service to NHS Trusts. It was agreed that in response the Trust should more robustly review and manage claims received to confirm or challenge the NHSLA response. A legal cap on solicitor fees used for litigation had been introduced which should reduce legal costs. 


The Committee advised that the Capita Healthcare Knowledge System (CHKS) data table on page 35 of the report was difficult to interpret. The Deputy Director of Nursing and Midwifery agreed to review. 


The Committee noted the high number of complaints, 22 out of 39, official complaints concerning gynaecology and surgical services during quarter 1. 

It was suggested that the complaints received should be further interrogated to include themes, for example there might be a trend within the 22 gynaecology complaints. The Deputy Director of Nursing and Midwifery agreed to review how complaints are recorded to allocate against themes and members of staff. The complaint response process is being reviewed in line with new guidance issued. 

The Interim Medical Director recommended to the Committee that due to a number of serious untoward incident reviews and adverse clinical event reports they should commission an external review of the gynaecology oncology service. The final report would be submitted to this Committee.

Resolved


a) The Committed noted the report.

b) To commission an external review of gynaecology oncology. 


c) Recommend modifications to the report, notably CHKS and complaints data.


15/16/51
Deloitte Well-Led Governance Review Responsive Action Plan

The Committee reviewed the actions assigned to GACA for assurance. It was noted that recommendation 10 would breach its target date due to circulation of a new framework. It was clarified that evidence for recommendation 38 is provided within a metric on the performance dashboard. There were no requests to extend target dates. The Committee was assured that the Executive Committee review this action log weekly. 


Resolved


The Committee noted the responsive action plan. 

15/16/52
Chairs Report of the Information Governance Committee held 23 June 2015

The Committee discussed the Information Governance Committee decision to remove mandatory training workbooks for Information Governance training as unsatisfactory and did not account for learning styles or preferences to receive training. It was agreed that this was not a decision for the Information Governance Committee to make independently separate to the complete mandatory training programme managed by the Learning and Development Team.  

Resolved


The Committee noted the update.


15/16/53
Chairs Report of the Corporate Risk Committee held 19 June 2015  

The Committee noted a low level of attendance to the meeting. The Chair of the Committee had written to all members to remind them of expectation of attendance and direct reporting of risks to the Executive Team. 


Resolved


The Committee noted the update.

15/16/54
Chairs Report of the Clinical Governance Committee held 10 June 2015 

Resolved



The Committee noted the update.


15/16/55
Review of risk impacts of items discussed


The Committee considered the risk identified with regards to the baby tagging system. It was confirmed that the risk is recorded on the risk register. The Committee was assured with the action to be undertaken by the Associate Director of Operations and the Deputy Director of Nursing and Midwifery. 


15/16/56
Any Other Business

The Chair requested closer engagement with the Clinical Directors and clinicians at this Committee. The Interim Medical Director agreed to engage with the clinical workforce and invite a clinician to present a deep dive at the next meeting.  

15/16/57

Review of the meeting


There was a brief review of the meeting. The Committee agreed that there had been effective challenge directed to the Executive Team and interactive discussion. It was suggested that an executive summary is required for all papers to ensure constructive discussion.


15/16/58
Date, time and place of next meeting

Friday 25 September 2015 1300 – 1600 in the Board Room
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Putting People First Committee

Minutes of a meeting held on Friday 24 July 2015 at 1030

in the Large Meeting Room, Liverpool Women’s Hospital


PRESENT:
Ms Liz Cross (chair)
Non-Executive Director/Vice Chair    


Mr Shaun Curran
Head of Operations for Gynaecology   



Mrs Nicola Murdoch
Head of Operations for Maternity & Neonatal


Mrs Michelle Turner      
Director of Workforce and Marketing


Mr Tony Okotie 
Non-Executive Director 


 IN ATTENDANCE:
Ms Cheryl Barber 
Occupational Health Manager



Mrs Allison Edis
Deputy Director of Nursing and Midwifery



Mrs Angela Douglas
Scientific Director



Miss Louise Florensa
Corporate Support Manager (minutes)



Mrs Lynn Greenhalgh
Clinical Director for Genetics


Ms Kath Livingstone 
Interim HR Manager


Ms Susan Westbury 
Human Resources Business Partner


Ms Gillian Walker           Gynaecology Deputy Matron

15/16/25

Apologies 


Ms Liz Adams              
Medical Staff Committee Representative


Mrs Dianne Brown
Director of Nursing and Midwifery  


Ms Cheryl Farmer 
Equality and Human Rights Manager 



Ms Stephanie Hague
HR Business Partner Learning and Development


Dr Ruben Trochez
Education Governance Committee Chair


15/16/26
Meeting guidance notes




Noted.

15/16/27
  Declarations of Interest




There were no interests declared. 

15/16/28
  Minutes of the previous meeting held 24 April 2015 


The minutes were approved as an accurate record.


Subsequent approval was received electronically from those not present at the meeting.


15/16/29
Matters arising and action log


The action log was reviewed and updated. 

15/16/30

Chair’s Announcements


The Committee was not quorate as per its terms of reference. It was agreed that any items of business discussed today requiring Committee approval would be issued electronically for whole Committee approval.  


The Chair requested a progress update with regards to the Dedicated to Excellence Awards since the last meeting. The Committee were informed that the Communications Team are working on a publication to promote past award winners widely and aim to identify external funding for the next awards ceremony, which will be held on Thursday 24 March 2016. 


15/16/31 
Board Assurance Framework (BAF) Risks & Corporate Risk Register (CRR)

The Committee reflected on how risk management had become embedded within Trust processes during the past 18 months. It was considered that discussions relating to risk had greatly increased in meeting forums, are reviewed regularly and had become part of a regular business routine. 



BAF Update


The Committee reviewed the Board Assurance Framework risks relating to the workforce.


The Committee was informed, since the last meeting discussion, that all trade unions had signed up to the pay and conditions agreement. The Committee recommended de-escalating BAF risk 4c - to ensure minimal disruption of services to patients during current period of industrial action. 


Corporate Risk Register Dashboard 

The Committee reviewed the Corporate Risk Register (CRR) risks relating to workforce: 


1707 – This was not recognised as a HR / OD risk. The Committee recommended that this risk should be reassigned. 


1709 – The Committee considered the risk descriptor and confirmed that the high levels of sickness were no longer a significant issue. The Committee requested that this risk should be rearticulated to describe the consultant and medical staff pressures due to the national shortage of junior doctors and single specialist succession planning. 


1843 – It was noted that the safeguarding risks are regularly considered by the Governance and Clinical Assurance Committee (GACA) however this Committee also requires assurance with regards to workforce training. 


There was a discussion about the articulation of the safeguarding risks on both the Corporate Risk Register and the Board Assurance Framework. The Committee recommended a reticulation of these risks to ensure alignment across both risk registers and maintain oversight by both PPF and GACA Committees. 


The Committee would view the corporate risk register on the live system at the next meeting to review the process.

Resolved 


a) The Committee would recommend deescalating BAF risk 4c to the Board of Directors in September 2015. 


b) The Committee would recommend changes to the CRR to the Governance Lead. 

14/15/32
Deloitte Well-led framework governance review – Responsive Action Plan


The Committee reviewed the actions assigned to the Putting People First Committee and confirmed progress is being made. 

Resolved


The Committee reviewed the action plan.


15/16/33
Executive Thematic Action Plan post Care Quality Commission (CQC) Inspection


The CQC action plan consists of 39 actions as a result of the CQC inspections held 18 – 19 February and 4 March 2015. The Committee reviewed the 8 actions assigned to PPF. The Deputy Director of Nursing and Midwifery advised that she would provide a paper detailing the actions this Committee should focus on to the next meeting. 

Resolved


The Committee noted the report.


15/16/34
Director of Workforce Update 


The Director of Workforce introduced the new briefing update as a method to ensure that the Committee are kept informed about workforce activity. Issues highlighted included the culture of care barometer, apprenticeship funding, leadership programmes, the equality delivery system outcome and pre-employment checks.  The Committee discussed the cost controls in place for non-mandatory training and agreed that they should monitor any impact on staff. 

Resolved 


The Committee noted the update.

15/16/35
HR Key Performance Indicators (KPI) Update


The Committee noted an increase of sickness levels compared to the previous month and remains above the cumulative year target. It was suggested that the report should include the previous year’s monthly data as a comparison to identify if this is a seasonal issue. The PDR rate and mandatory training rate remain below target. There is ongoing staff engagement to remind staff and managers of their accountability and delivery against these targets. The Committee noted a significant improvement against the recruitment KPIs.

Resolved

The Committee noted the report.

15/16/36
Mandatory Training Compliance – Information Governance Toolkit

The Committee considered the action taken by the Information Governance Committee to withdraw training workbooks for information governance training without consultation with the Learning and Development Department. The unsatisfactory result of the information governance toolkit associated with the information governance training was also noted. Mandatory training compliance has improved for all other mandatory training modules, which have a range of options to complete the training including the workbook, compared to a reduced rate of compliance for information governance training since the workbook was withdrawn. It was noted that people have different learning styles and should have access to learning in their preferred style and should be as accessible as possible to a wide range of staff. The Director of Workforce and Marketing agreed to pick up this action on behalf of the Committee.

Resolved


The Committee noted the report. The Director of Workforce and Marketing agreed to action. 

15/16/37
Service Workforce Assurance and Risk report - Genetics 

The Clinical Director for Genetics and the Scientific Director for Genetics attended the meeting to present their assurance report. The relatively small department had faced workforce challenges due to a large growth of referrals and testing, no additional staffing to accommodate the growth and service development challenges including a threat of national laboratory reconfiguration. Despite this the Genetics Department achieved notable staff survey results in 2014, with 9 of the 15 indicators showing an improvement compared to the 2013 figures, and eight of the indicators being above the Trust average. 

The largest risk to the department is that it remains to be the most understaffed service in the UK in terms of Consultant Geneticists and the Genetic Counselling team and there is no valid succession plan in place due to the lack of training posts and the loss of experienced staff. The profile of the workforce is a significant risk due to the length of training required. The Genetics Department is hoping to develop an in-house training programme for scientific staff before experienced team members retire. The Genetics senior management team also plan to engage with the Finance, Performance and Business Development Committee with regards to income generation opportunities. 

Resolved


The Committee noted assurance provided. 

15/16/38
Medical Workforce – Junior Doctors

The Committee received an update with regards to current risks and mitigating actions in relation to the junior doctor workforce. The Operational Board and Senior Management Team have operational oversight of this risk and have tight controls to review service provision and develop short-term and long-term workforce plans. The Trust is also reliant on regional and national forums for a long-term solution for which this is also a priority. 


Resolved

The Committee noted the report.

15/16/39
Health and Wellbeing Strategy Update


The Committee received a progress update in relation to the implementation of the Health and Wellbeing Strategy. Key results identified during the past 12 months include an improved quality of PDR, a reduction of sickness absence rates, an improved staff survey result, and a positive response to the compassionate conversation programme. The significant progress was noted. The Committee recommended continued support to develop and embed the strategy within the organisation. 

Resolved

The Committee noted the update. 

15/16/40
Refresh of Pulse


The Committee was asked to endorse a re-launch of the PULSE survey to ensure it continues to engage with staff and remain a valuable tool to the organisation. 


Resolved


The Committee endorsed a re-launch of the PULSE survey. 


15/16/41
Whistleblowing Update – Policy and Guide for Staff

The Committee agreed to model out the guardian role at the next meeting in November 2015. The policy can progress to the Partnership Forum pending agreement with regards to the guardian role as discussed. It was agreed to test out the Guardian role at divisional quality meetings. 


Resolved


a) Committee to model Guardian role at the next PPF meeting.


b) Whistleblowing policy to be reviewed and approved by Partnership Forum in September 2015, pending guardian role section. 


c) Committee to receive updated Whistleblowing policy at the next PPF meeting. 


15/16/42
Human resources Policies for Approval

HR Business Partner, Susan Westbury provided a summary of each of the policies below and requested Committee approval.

· Attendance management policy


· Recruitment and selection policy


· Alcohol and substance misuse policy


· Redeployment policy


· Secondary employment policy


· Retirement policy


· Expenses policy


Subsequent to the meeting, electronic approval was received by absent Committee members to approve the above policies, subject to changes to the Equality Impact Assessment forms. 



Additional policies agreed at the Joint Local Negotiating Committee to be circulated to Committee for ratification:

CEA Policy


Removal Expenses SOP


Study & Professional Leave Policy


Job Planning


SAS Doctors Policy


Resolved


Committee to consider the additional policies to be circulated by the HR Business Partner.

15/16/43
PPF Committee Annual Report 2014/15

The Committee reviewed and approved the annual report.

Resolved


To submit to the Board of Directors in September 2015.


15/16/44
Minutes of Partnership Forum held 9 June 2015


15/16/45
Minutes of Equality and Human Rights Committee held 13 May 2015


15/16/46
Minutes of Education Governance Committee held 19 June 2015


15/16/47
Minutes of Nursing and Midwifery Board held 28 April and 26 May 2015


The minutes of the above meetings were noted. The Chairs of each of the Committees would be asked to provide a Chair’s Report to summarise key points to future meetings. 

15/16/48 
Review of risk impacts of items discussed 


No new risks identified.


15/16/49 
Any Other Business

There were no items of any other business.

15/16/50 

Review of the meeting


There was a brief review of the meeting.

15/16/51
Date, time and place of next meeting

            
Friday 20 November 2015 at 13:00 in the Large Meeting Room 
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Finance Performance & Business Development Committee

Minutes of a meeting held Monday 27 July 2015 at 1200 

in the Board Room, Liverpool Women’s Hospital

Present:      
Pauleen Lane (Chair)
Non-Executive Director



Ian Haythornthwaite 
Non-Executive Director 


George Kissen 
Non-Executive Director

In attendance: 
Dan Edge
PriceWaterhouse Coopers (for item 15/16/48 only)





Bernard Flanagan
Head of Estates and Facilities (item 15/16/49 only)




Louise Florensa
Corporate Support Manager




Jenny Hannon
Deputy Director of Finance




Jeff Johnston 
Associate Director of Operations





Tony Okotie
Non-Executive Director




Neil Woodings
PriceWaterhouse Coopers (for item 15/16/48 only)


15/16/37   
Apologies 




Liz Cross
Non-Executive Director





Vanessa Harris 
Director of Finance




Kathryn Thomson
Chief Executive 

15/16/38
Meeting guidance notes


Received and noted.


15/16/39

Declarations of Interest





None


15/16/40

Minutes of the previous meeting held 23 June 2015 





The minutes were agreed as an accurate record. 


15/16/41

Matters arising and action log





The action log was reviewed and updated. 

15/16/42

Chair’s announcements 


The Committee was not quorate due to Executive attendance as per its terms of reference. It was agreed that any items of business discussed today requiring Committee approval would be issued electronically for whole Committee approval.  


The Audit Committee had recently reviewed the Corporate Governance Manual and recommended that the FPBD quorum should include the Associate Director of Operations who is also a member of the Committee. The Committee agreed with this proposal. Subsequent to the meeting, electronic approval to amend the quorum was received from absent Committee members. 


Resolved


Amend the Committees Terms of Reference and circulate for approval. 

15/16/43

Month 3 Finance and Key Performance Indicators Report

Month 3 finance position is reporting a year to date deficit of £3.1m against a deficit budget of £2.6m. The implementation of the Gynaecology income recovery plan has had a positive initial impact during month 3 however remains behind plan in year. The gynaecology income will continue to be kept under detailed review during the financial year and is reported to Monitor as part of the monthly monitoring review process. The Associate Director of Operations informed the Committee that currently the consultant workforce is covering the junior workforce gaps. A long term plan is required to be approved by the Senior Management Team, which includes reviewing skill mix of nurses, potential to recruit a consultant gynaecologist, and complete the time and motion study to reduce inappropriate referrals and release capacity. 

The Associate Director of Operations reported that Neonatal income is also a cause of concern due to the block contract and high acuity levels. The Trust is currently experiencing its summer peak of number of patients and is also attracting patients with healthy births from Southport since a recent CQC inspection. The Operations Team will raise the issue of tariff based income versus actual patients treated to the commissioners. 

The Deputy Director of Finance informed the Committee that Monitor have enquired whether the Trust can defer repayment of the cash advance to the Clinical Commissioning Group (CCG) until March 2016 to allow for completion of the business case. The CCG are considering the request but no decision had been made. 


The Trust has achieved green metrics for all Monitor and CQUIN targets during month 3. Key concerns were highlighted including, capacity of midwives to meet patients by 12 weeks gestation, achieving malnutrition compliance, and 18 week performance. The high Neonatal did not attend rate (DNA) was noted as patients who have been sent home and are not returning to attend their review appointment. The care pathway requires a senior to sign and discharge the patient at this appointment. A review is underway to consider reasons for the high DNA rates and provide recommendations to improve this target. There was a discussion about the efficacy of the Cord pH measure as a target which can’t be benchmarked. The Associate Director of Operations confirmed that the clinical workforce would agree with this and are working with the Maternity Network to identify a benchmark target.  


Resolved


Committee noted the month 3 finance and performance update.


15/16/44

Service Line Reporting (SLR) 

The key themes identified by the SLR report are the same highlighted within the month 3 financial report discussed under item 15/16/43. The Committee were informed that Genetics had incurred a one off charge relating to an employment issue, and the Catharine Medical Centre is incurring high costs whilst not delivering expected income. The Chair requested that the private maternity service should be identified separately. The service lines had been impacted by the changes to the CNST costs and are beginning to settle into a position. The Committee suggested a comparison to the previous year’s data would be useful within this report.


Resolved

Committee noted the month 3 service line position.

Amend future report to identify private maternity pathway and include comparison data.

15/16/45
Cost Improvement Programme (CIP) Delivery 2015/16 

The Committee were informed that the Trust had reported a £0.5m risk against CIP delivery to Monitor during month 3. Further risks to the CIP position, with regards to the Gynaecology income and the Hewitt Centre income, have also been highlighted to Monitor. Non-Executive Director Ian Haythornthwaite, asked what plan is in place to react to this position which indicates a potential £1m off target. The Deputy Director of Finance advised that these risks are being reported to Monitor via the monthly reporting process and had been escalated at the Senior Management Team Group, who are monitoring recovery plans from the overspent services to achieve the CIP target. Due to the financial implications, the Chair requested available options to be provided at the August 2015 FPBD meeting ahead of Board discussions in September 2015.

Resolved


Committee noted the CIP delivery position. 


15/16/46
Monitor Quarterly Monitoring Report Quarter 1 2015/16 

The Committee reviewed the submission and agreed the content reflected discussions held by this Committee. It was requested that Monitor’s request for the Trust to defer repayment to the CCG be added.

Subsequent to the meeting, electronic agreement to approve the Quarterly Monitoring report submission was received from absent Committee members.


Resolved

Committee approved the monitoring report for submission to Monitor. 

15/16/47
Growth Strategy and Partnership Update 

The Committee received a progress update of growth opportunities. A separate update on private maternity and the Catharine Medical Centre would be provided to the Committee on a quarterly basis. The Associate Director of Operations recommended a Board Development session to consider the Vanguard site proposal as a new model of care. Non-Executive Director George Kissen queried the split within the family offer bid from the Community Trust. The Committee was informed that a Programme Manager – Clare Mahony had been appointed to review and recommend an appropriate split of services. 

Resolved

a) Committee noted progress made.

b) To receive a quarterly update on private maternity and Catharine Medical Centre. 


c) Dedicate time of a Board Development Session to consider the Vanguard site proposal.

15/16/48
PWC Hewitt Centre Review  

Dan Edge and Neil Woodings, representatives from PriceWaterhouse Coopers (PWC) presented their findings in relation to a Hewitt Fertility Centre options appraisal.  

..


..

The Committee thanked PWC for presenting their findings. PWC left the meeting at this point. 

The Committee found the review useful to inform discussions with Monitor. 

Resolved 



Request written summary of option appraisal from PWC


15/16/49
Combined Heat and Power Scheme 

..


Resolved

Committee requested further information with regards to the scheme and a further meeting prior to discussion at the Board of Directors on 7 August 2015.  

15/16/50
Deloitte Well Led Governance Review Action Plan



The Committee noted its actions and timescales.

Resolved


Committee noted progress made. 


15/16/51
Review of Board Assurance Framework and Corporate Risk Register


The Committee recommended that the strategic aim descriptors for 5a and 5b on the Board Assurance Framework should be reworded to reflect the new financial year, as follows:


5a) to deliver the financial plan for 2015/16

5b) to deliver the financial plan for 2016/17 and beyond ensuring long term financial sustainability is achieved.

The Corporate risk register was noted.

Resolved


Recommend amendment to risk descriptors 5a and 5b to the Board of Directors in September 2015. 

15/16/52
Reference Cost Submission Process


The reference cost audit took place in March 2015. As part of the action plan the Committee were asked to approve the process for the production of the reference cost information prior to submission. The Committee in attendance approved the process. Subsequent to the meeting, electronic approval was received by absent Committee members to approve the submission. 


Resolved 

Committee noted and approved the action plan. 

15/16/53
FPBD Committee Annual Report 2014/15


The Committee approved the annual report of committee business for 2014/15.


Resolved

The committee annual report would be submitted to the Board of Directors in September 2015 for ratification. 

15/16/54
Review of risk impacts of items discussed


No additional risks identified.

15/16/55
Any other business

There were no items of any other business.


15/16/56
Review of meetings


There was a brief review of the meeting and it was agreed that a lot of business had been discussed and debated at the meeting. 

15/16/57
Date, time and place of next meeting


The next meeting will be held on Monday 24 August 2015 at 0930 as a conference call.  


�Item redacted under section 43 of the FOI Act. 



�Item redacted under section 43 of the FOI act. 
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Board of Directors


Committee Chair’s report of Putting People First Committee held 24 July 2015


1. Agenda items covered

· BAF and Corporate Risk Register 


· Deloitte’s Well Led Well Governed Review -Action plan 


· CQC -executive thematic action plan- post inspection 


· Director of Workforce - update 


· Workforce KPI reports 


· Mandatory Training compliance – information governance tool kit 


· Service Workforce Assurance and Risk report - Genetics 

· Medical Workforce – Junior Doctors Shortage


· Health and Well Being Strategy – Update


· Refresh of Pulse 


· Whistle Blowing update 


Items reviewed and approved by electronic means due to time and quoracy constraints 


· Policies for approval 


· Recruitment and Selection Policy

· Alcohol and Substance Misuse Policy


· Redeployment Policy

· Secondary Employment Policy

· Retirement Policy

· Expenses Policy

· PPF Committee Annual Report – 2014-2015

· Minutes of sub committees


· Partnership Forum 


· Equality and Human Rights Committee


· Education Governance 


· Nursing and Midwifery 

2. Board Assurance Framework (BAF) risks reviewed


· Corporate risk register and the BAF – 


· tested process and secured assurance that there is active and transparent route between the two mechanisms 


· requested re-articulation of risks associated with staff pressures on Corporate risk register – especially shortage of junior doctors; and stand-alone roles – previously discussed further actions and mitigations needed at January PPF meeting.  

· considered risks around medical workforce planning. 

· Industrial Action- de-escalated 


· Mandatory training – Information Governance – withdrawal of workbooks. Challenge both decision and process – multiple media needed to enable people to comply   

3. Issues to highlight to Board

· Genetics workforce review 


· Requested review following survey results – outliers 


· Issues discussed – 


· networked service and in comparison with others in region and nationally – lower staffing levels


· proposal for investment to income generate would be submitted to FPBD and potential applications to CFC and other sources to positively impact income over expenditure   


· requested profiling and succession review 


· Review – GACA/PPF and experience forums over laps – pick up 


· Neonate staffing levels – increased but not yet BAPM; Genetics – counsellor and clinician model of learning and service delivery 



· Deloittes review – ensure evidence of learning is secured 


· From KPI’s 


· sickness absences – cumulative (financial year) – 3.91% in Month 3, 3.69% in Month 2. Whilst this is a small increase, Month 6 previous figure (Month 9 14/15) was 5.13% so a significant decrease. Biggest reason gastrointestinal problems and has been for the last 4 months. 2nd reason is anxiety/stress/depression in February 2015. 

· PDR – at 84% - should be 90% - reasons scrutinised and issues local eg pharmacy; imaging , private patient unit; surgical services


· Mandatory training – 88% - noted that 4 additional areas added; thorough review of barriers; GACA and PPF to agree action need re non-compliance; only imaging less than 80% -red  

· Whistle Blowing  - debated value of Guardian role - Agreed policy and improved flowchart would go to Partnership Forum in September 2015 and back to PPF in November 2015. Deferred decision regarding the Guardian role to the next PPF meeting.  

4. BAF recommendations


· reduced BAF risk associate with Industrial Action


5. Action required by Board 

· Note the report and further discussion to be had with GACA regarding remits 
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		(
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		Which Board Assurance Framework risk/s does this report relate to?

		5a
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		What action is required at this meeting?

		To note the Month 4 financial position 
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		Prepared by:

		Vanessa Harris – Director of Finance
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This report covers (tick all that apply):
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		To develop a well led, capable motivated and entrepreneurial workforce
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		(



		To deliver safe services

		



		To participate in high quality research in order to deliver the most effective outcomes
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		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



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

		



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

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





1. 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.

As at Month 4 the Trust is reporting a year to date deficit of £3.4m against a deficit budget of £3.0m, and a Continuity of Services Ratio (CoSR) of 1 against a plan of 1.  

[image: image1.emf]Budget Actual Budget FOT


LIQUIDITY


(a) Cash for Liquidity Purposes (6,297) (4,143) (3,035) (3,035)


(b) Expenditure 34,123 35,103 102,931 104,927


(c) Daily Expenditure


284 293 286 291


Liquidity Ratio = (a) / (c) (22) (14) (11) (10)


MONITOR LIQUIDITY SCORE 1 1 2 2


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


CAPITAL SERVICING CAPACITY (CSC)


(a) EBITDA + Interest Receivable (964) (1,518) (1,485) (2,104)


(b) PDC + Interest Payable


720 703 2,194 1,858


CSC Ratio = (a) / (b) (1.34) (2.16) (0.68) (1.13)


MONITOR CSC SCORE 1 1 1 1


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


TOTAL SCORE (average of above) 1 1 2 2


MONITOR SCORE


YEAR YEAR TO DATE




The actual deficit in month was £0.310m against a deficit budget of £0.396m which is a £0.086m positive variance and reflects the ongoing impact of the enhancement of financial control across the organisation in light of the current financial position.

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 indicate that the Trust’s financial position is coming back in line with plan following the strengthening of financial control and remedial actions. Therefore the forecast year end deficit remains at £8m.


The cash position is positive when compared to plan, at the end of month 4 the cash position is £10.7m which is £4.4m above a plan of £6.3m. This is as a result of a delay in the capital program, particularly in relation to the Hewitt Fertility Centre expansion and efforts to manage working capital to optimum levels. 


The Trust is therefore on target to achieve the financial plan agreed by the Trust Board in April 2015. However there are a number of significant variances and risks associated with that position, these are outlined in this paper. 


2. Income and expenditure variances

The Trust achieved a positive variance against the planned deficit in month 4, however the trends from previous months have continued and show significant variances which are explained below.


Income


Income was overall ahead of plan by £0.197m in month, £0.422m year to date and by £1.375m by the end of the year. 

Maternity is showing a positive income position. This has two causes firstly the Trust is yet to receive invoices from other Trusts in relation to provider to provider recharges, this is due to other Trusts not yet having the systems and processes in place to invoice Liverpool Women’s, this is a non-recurrent benefit as all Trusts will undoubtedly ensure systems are established. The benefit to the Trust in this year is expected to be £1m. 


In addition the Trust is achieving planned activity levels for maternity however the coding of the antenatal pathway activity shows an increase in acuity resulting in an income gain of £1m. It is not clear if this is a change in case mix from previous years or the impact of recent training to improve coding. However Liverpool Clinical Commissioning Group have repeated their audit of coding following the delivery of actions agreed as part of the activity query notice, this audit identified that costing accuracy had improved significantly and no reclaim of income was possible, in fact the Trust had marginally undercharged.     

However income for gynaecology is forecast to be £0.483m below budget by the year end, the service has seen a drop in referrals which results in a reduced level of patient numbers. In addition there have been a number of changes in clinical practice which reduce the number of procedures undertaken in theatre. A further factor is the non-delivery of the growth in patient numbers expected from the Aintree site which was included in the cost improvement programme. This is currently under review by the gynaecology management team.


Pay costs


Pay costs were £0.078m over budget in month, £0.700m over year to date and are forecast to be overspent by £1.596m by the year end. 

The majority of this is due to agency spend as reported in prior months the key areas for this continued overspend are theatre staffing and medical staffing across gynaecology and maternity. The theatre team have recruit to all 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 short term. 

All vacancies are now approved by the Executive Directors and agency spend is reviewed on a monthly basis by the Executive Directors, with authorisation required for any interim posts. Only essential clinical posts are approved and those which are considered necessary such as the interim Board Secretary.


Non pay costs


Non-pay costs are overspent by £0.099m in month, £0.281m year to date and are forecast to be overspent by £0.401m by year end. 

In Month 4 the key reason for this was overspends in clinical supplies, particularly in neonates where two infections meant that stock on shelves had to be replaced at a cost of £70k. 


Technical items


The technical items are offsetting the above overspends, the positive variance of £0.622m by the year end in respect of depreciation, public dividend capital and interest payments arise due to the stronger than expected cash position and the control of capital expenditure.


3. Cost Improvement Program


The Trust has a challenging target of £5.4m CIP for 2015/16 which was identified in 2014/15 as part of the voluntary turnaround process.


The cost improvements have been agreed with budget holders and removed from budgets and all reporting is after the agreed cost improvements have been transacted. The delivery of cost improvements is monitored within monthly budget reviews and risks are captured within forecast outturn. 

The current position in respect of the delivery of the cost improvement programme is outlined in the attached appendix. In total the £5.4m target is being achieved however this is due to an over performance in respect of the maternity income target and a number of cost reduction schemes are failing to deliver. The over recovery of the maternity income is non recurrent therefore recurrently the Trust is not achieving the cost improvement programme.


As a result of the non-delivery of the agreed savings schemes and a number of overspends explained above the Trust intends to return to a voluntary turnaround approach and provide focussed support to those areas which are currently showing variances from plan.


A detailed review of all cost improvement schemes is underway to review both the delivery in year and a review of the quality impact assessments undertaken at the start of the financial year when the schemes were approved. This will be reported to the Committee in October together with a progress report in respect of planned schemes for 2016/17


4. Forecast Outturn


Following an extraordinary Board Meeting on 14th August 2015 it was agreed that the planned deficit could potentially be reduced to £7.5m on the basis that a deferred payment to NHSLA would not come to fruition. This was in response to the letter received by the Trust on 3rd August 2015 from Monitor requesting that the Trust reduce the planned deficit to c£7.1m. 

5. Distressed Finance Application

The Trust submitted an application for £7.8m of distressed finance as part of the annual planning process with Monitor. However the Trust received a cash advance of £7.8m from Liverpool CCG which is due to be repaid in December 2015. Monitor have therefore delayed their due diligence review which is undertaken before they approve a distressed finance application. If the application is to be available by December this process will commence shortly. Monitor have noted that given the overall NHS financial position this will be a detailed and robust review and will require significant input from the Trust staff.

6. Monitor Risk Assessment Framework

Monitor published a revised risk assessment framework in August 2015. In respect of the financial regulation the changes include


· Monitoring in-year financial performance and the accuracy of planning


· Combining these two measures with the previously used continuity of service rating to produce a new four level financial sustainability risk rating


· Introducing a value for money trigger


Monitor now also require all Foundation Trusts to report monthly not quarterly as at present, however the trust was already reporting monthly given the current continuity of services rating.


The revised metric for calculating financial sustainability rates Trust from 1 to 4, 1 being significant risk and 4 no evident concerns. The Trust is currently rated as 1 at month 4.

7. Conclusion & Recommendation 


The financial position remains challenging, with specific areas requiring additional focus to minimise the risk of non-delivery of the planned deficit.


However the Trust is steadily returning towards the planned position and it is envisaged that the planned deficit will be achieved.  


The Committee are asked to note the Month 4 financial position and the related risks, and the actions in place.


Vanessa Harris


Director of Finance


Appendix 1


Board Finance Pack
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Appendix 2

CIP schemes
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			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST


			CIP DELIVERY


			YEAR ENDED 31 MARCH 2016














						CIP Mandate Ref						MONTH 4												YEAR												Comments


						£'000						Target			Actual			Variance						Target			Actual			Variance


						Maternity Income						928			1,326			398						2,783			3,951			1,168						Includes £1m non-recurrent P2P benefit


						Gynae Services						131			0			(131)						660			0			(660)						Risk to income


						HFC Expansion						56			56			0						500			500			(0)						Ahead of budget at M4


						Genetics NESP						24			52			28						72			72			0						Potential to over-deliver on CIP


						Private Maternity						83			63			(20)						250			250			0						Forecast to deliver budget


						Imaging Income Scheme						(9)			(9)			0						(28)			(28)			0						Budget achieved at M4


						HR						63			46			(17)						190			138			(52)						Purchase of additional annual leave achieved


						Governance Restructure						30			0			(30)						90			0			(90)						Governance restructure not in place


						Nursing & Midwifery						42			17			(25)						127			17			(110)						Management post reductions not being delivered


						Electronic Patient Records						83			0			(83)						250			200			(50)						Recovery plan in place 


						Medical Staffing						52			6			(46)						157			17			(140)						Reduction in PA contract with Alder Hey


						EBME						10			10			0						30			30			0						Being delivered


						Estates						67			8			(59)						201			168			(33)						G4S savings not identified


						Procurement						39			26			(13)						118			86			(32)						Behind plan


						CIP Total						1,600			1,600			0						5,400			5,400			0
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1. Monitor





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																														1


			MONITOR SCORE: M4


			YEAR ENDED 31 MARCH 2016


						MONITOR SCORE									YEAR TO DATE									YEAR


															Budget			Actual						Budget			FOT








						LIQUIDITY


									(a) Cash for Liquidity Purposes						(6,297)			(4,143)						(3,035)			(3,035)


									(b) Expenditure						34,123			35,103						102,931			104,927


									(c) Daily Expenditure						284			293						286			291


									Liquidity Ratio = (a) / (c)						(22)			(14)						(11)			(10)





						MONITOR LIQUIDITY SCORE									1			1						2			2





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











						CAPITAL SERVICING CAPACITY (CSC)


									(a) EBITDA + Interest Receivable						(964)			(1,518)						(1,485)			(2,104)


									(b) PDC + Interest Payable						720			703						2,194			1,858


									CSC Ratio = (a) / (b)						(1.34)			(2.16)						(0.68)			(1.13)





						MONITOR CSC SCORE									1			1						1			1





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














						TOTAL SCORE (average of above)									1			1						2			2











2. I&E








			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																													2


			INCOME & EXPENDITURE: M4


			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						(8,182)			(8,288)			106						(30,938)			(31,353)			415						(94,781)			(95,712)			930


									Non-Clinical Income						(554)			(645)			91						(2,215)			(2,223)			8						(6,645)			(7,089)			444


						Total Income									(8,735)			(8,933)			197						(33,153)			(33,575)			422						(101,426)			(102,801)			1,375





						Expenditure


									Pay Costs						5,283			5,361			(78)						21,064			21,763			(700)						63,197			64,793			(1,596)


									Non-Pay Costs						3,315			3,414			(99)						13,059			13,340			(281)						39,733			40,134			(401)


						Total Expenditure									8,598			8,775			(177)						34,123			35,103			(980)						102,931			104,927			(1,997)





						EBITDA									(138)			(158)			20						970			1,528			(558)						1,504			2,126			(622)





						Technical Items


									Depreciation						355			316			40						1,322			1,245			77						4,334			4,121			213


									Interest Payable						14			9			5						53			37			17						194			148			46


									Interest Receivable						(2)			(3)			1						(6)			(10)			4						(19)			(22)			3


									PDC Dividend						167			167			0						667			667			0						2,000			1,710			290


									Profit / Loss on Disposal						0			(20)			20						0			(70)			70						0			(70)			70


						Total Technical Items									534			468			66						2,036			1,869			167						6,509			5,887			622





						(Surplus) / Deficit									397			310			86						3,006			3,397			(391)						8,014			8,014			0



































3. Expenditure





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																													3


			EXPENDITURE: M4


			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						320			313			7						1,276			1,238			38						3,865			3,804			62


									Medical						1,219			1,231			(12)						4,887			4,791			96						14,744			14,533			211


									Nursing & Midwifery						2,385			2,337			48						9,488			9,574			(86)						28,465			28,585			(121)


									Healthcare Assistants						339			366			(27)						1,365			1,490			(125)						4,095			4,469			(374)


									Other Clinical						497			457			40						1,971			1,809			162						5,973			5,607			367


									Admin Support						173			178			(4)						697			728			(31)						1,880			1,994			(114)


									Corporate Services						349			319			30						1,379			1,331			48						4,174			4,128			46


									Agency & Locum						0			161			(161)						1			802			(802)						2			1,674			(1,672)


						Total Pay Costs									5,283			5,361			(78)						21,064			21,763			(700)						63,197			64,793			(1,596)





						Non Pay Costs


									Clinical Suppplies						695			798			(103)						2,691			2,800			(109)						8,307			8,507			(200)


									Non-Clinical Supplies						856			877			(21)						3,328			3,520			(192)						10,240			10,544			(304)


									CNST						923			923			(0)						3,691			3,691			(0)						11,072			11,073			(0)


									Premises & IT Costs						381			361			19						1,523			1,583			(60)						4,569			4,616			(47)


									Service Contracts						461			455			6						1,826			1,745			81						5,545			5,393			151


						Total Non-Pay Costs									3,315			3,414			(99)						13,059			13,340			(281)						39,733			40,134			(401)





						Total Expenditure									8,598			8,775			(177)						34,123			35,103			(980)						102,931			104,927			(1,997)











																																							8,307





																																							11,072


																																							4,569


																																							5,952








4. Budget





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																													4


			BUDGET ANALYSIS: M4


			YEAR ENDED 31 MARCH 2016





						INCOME & EXPENDITURE									MONTH												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Maternity


									Income						(3,217)			(3,329)			112						(12,301)			(12,923)			621						(37,224)			(39,365)			2,141


									Expenditure						1,664			1,692			(28)						6,657			6,738			(81)						19,972			20,149			(177)


						Total Maternity									(1,553)			(1,636)			84						(5,644)			(6,184)			540						(17,253)			(19,216)			1,963





						Gynaecology


									Income						(2,169)			(2,125)			(44)						(8,013)			(7,746)			(267)						(24,092)			(23,609)			(483)


									Expenditure						889			921			(32)						3,514			3,590			(76)						10,542			10,727			(185)


						Total Gynaecology									(1,280)			(1,204)			(76)						(4,499)			(4,156)			(343)						(13,550)			(12,882)			(667)





						Neonatal


									Income						(1,301)			(1,305)			5						(5,202)			(5,186)			(16)						(15,607)			(15,871)			264


									Expenditure						918			1,029			(111)						3,671			3,911			(239)						11,013			11,837			(823)


						Total Neonatal									(383)			(276)			(106)						(1,531)			(1,275)			(255)						(4,593)			(4,034)			(559)





						Hewitt Centre


									Income						(997)			(1,050)			53						(3,459)			(3,546)			88						(11,864)			(11,509)			(356)


									Expenditure						714			688			26						2,629			2,618			11						8,627			8,271			356


						Total Hewitt Centre									(282)			(361)			79						(830)			(928)			99						(3,237)			(3,238)			0





						Genetics


									Income						(511)			(583)			72						(2,041)			(2,128)			87						(6,251)			(6,219)			(33)


									Expenditure						408			435			(27)						1,630			1,781			(151)						4,892			4,856			35


						Total Genetics									(104)			(148)			44						(410)			(347)			(64)						(1,360)			(1,362)			3





						Catharine Suite


									Income						(87)			(85)			(3)						(349)			(286)			(62)						(1,046)			(838)			(208)


									Expenditure						69			69			(0)						276			242			35						829			704			125


						Total Catharine Suite									(18)			(15)			(3)						(72)			(45)			(28)						(217)			(134)			(83)





						Theatres


									Income						(42)			(46)			4						(169)			(166)			(2)						(506)			(505)			(1)


									Expenditure						588			684			(96)						2,403			2,730			(328)						7,208			8,119			(910)


						Total Theatres									546			638			(92)						2,234			2,564			(330)						6,702			7,614			(912)





						Imaging


									Income						(25)			(24)			(0)						(87)			(88)			1						(245)			(245)			(0)


									Expenditure						121			135			(14)						484			487			(3)						1,452			1,415			37


						Total Imaging									96			111			(14)						397			399			(2)						1,207			1,170			36





						Pharmacy


									Income						(4)			(5)			1						(14)			(21)			7						(43)			(50)			7


									Expenditure						72			68			4						287			278			10						862			858			4


						Total Pharmacy									68			63			5						273			257			17						819			808			11





						Corporate


									Income						(383)			(381)			(2)						(1,518)			(1,485)			(33)						(4,547)			(4,590)			43


									Expenditure						3,155			3,054			101						12,571			12,729			(158)						37,533			37,990			(458)


						Total Corporate									2,772			2,672			99						11,053			11,244			(191)						32,986			33,400			(414)





						Depreciation, PDC & Interest


									Income						0			0			0						0			0			0						0			0			0


									Expenditure						534			468			66						2,036			1,869			167						6,509			5,887			622


						Total Depreciation, PDC & Interest									534			468			66						2,036			1,869			167						6,509			5,887			622





						(Surplus) / Deficit									397			310			86						3,006			3,397			(391)						8,014			8,014			0








5. Balance Sheet





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																								5


			BALANCE SHEET: M4


			YEAR ENDED 31 MARCH 2016





						BALANCE SHEET									YEAR TO DATE


						£'000									Opening 			M4 Actual			Movement





						Non Current Assets									67,576			69,329			1,753





						Current Assets


									Cash						6,108			10,785			4,677


									Debtors						3,930			6,987			3,057


									Inventories						310			293			(17)


						Total Current Assets									10,348			18,065			7,717





						Liabilities


									Creditors due < 1 year						8,228			13,283			5,055


									Creditors due > 1 year						1,675			1,675			0


									Commercial loan						5,500			13,300			7,800


									Provisions						1,529			1,541			12


						Total Liabilities									16,932			29,799			12,867





						TOTAL ASSETS EMPLOYED									60,992			57,595			3,397





						Taxpayers Equity


									PDC						36,365			36,365			0


									Revaluation Reserve						8,659			8,659			0


									Retained Earnings						15,968			12,571			(3,397)


						TOTAL TAXPAYERS EQUITY									60,992			57,595			3,397














						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)














6. Balance Sheet - hidden





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																	6


			BALANCE SHEET: M4


			YEAR ENDED 31 MARCH 2016





						BALANCE SHEET									YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			FOT			Variance





						Non Current Assets									71,645			69,329			(2,316)						71,306			71,306			0





						Current Assets


									Cash						6,346			10,785			4,439						500			500			0


									Debtors						5,372			6,987			1,615						5,313			5,313			0


									Inventories						310			293			(17)						310			310			0


						Total Current Assets									12,028			18,065			6,037						6,123			6,123			0





						Liabilities


									Creditors due < 1 year						9,359			13,283			3,924						8,304			8,304			0


									Creditors due > 1 year						1,675			1,675			0						1,645			1,645			0


									Commercial loan < 1 year						7,835			7,800			(35)						0			0			0


									Commercial loan > 1 year						5,500			5,500			0						13,335			13,335			0


									Provisions < 1 year						821			832			11						544			544			0


									Provisions > 1 year						498			709			211						379			379			0


						Total Liabilities									25,688			29,799			4,111						24,207			24,207			0





						TOTAL ASSETS EMPLOYED									57,985			57,595			(390)						53,222			53,222			0





						Taxpayers Equity


									PDC						36,365			36,365			0						36,609			36,609			0


									Revaluation Reserve						8,659			8,659			0						8,659			8,659			0


									Retained Earnings						12,961			12,571			(390)						7,954			7,954			0


						TOTAL TAXPAYERS EQUITY									57,985			57,595			(390)						53,222			53,222			0














						CASH FOR MONITOR PURPOSES									YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			FOT			Variance





									Cash						6,346			10,785			4,439						500			500			0


									Debtors						5,372			6,987			1,615						5,313			5,313			0


									Creditors due < 1 year						(9,359)			(13,283)			(3,924)						(8,304)			(8,304)			0


									Commercial loan < 1 year						(7,835)			(7,800)			35						0			0			0


									Provisions < 1 year						(821)			(832)			(11)						(544)			(544)			0


									Cash for Monitor Purposes						(6,297)			(4,143)			2,154						(3,035)			(3,035)			0
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1. Introduction and summary

This paper provides an update on the development of the Future Generations Strategy and the achievement of key milestones since the report to the July Board meeting.


2. Issues for consideration


2.1 Clinical Quality Standards and Co-dependencies



As described in earlier updates, the clinical teams have been reviewing the clinical standards and service co-dependencies for their services. This has included an assessment of compliance with standards including identification of the reasons for non-compliance and the relative priority of each non-complaint standard.


A Clinical Council was established to provide internal peer review of the process. By the end of September the internal Clinical Council will have signed off the final versions of the clinical standards and co-dependency frameworks that have been produced by the teams. These will then be ready for external peer review.


Liverpool CCG is currently considering what external peer review will be required for the Healthy Liverpool Programme (HLP). We have requested that the Future Generations clinical case for change (which includes the clinical standards and co-dependencies) and clinical strategy be considered as part of the HLP process.


In addition we will be exploring other options for external peer review with the Royal Colleges and the Clinical Senates. 

2.2 Development of the Clinical Strategy

As reported in July, each clinical team has been going through a service design process to review the vision and ambitions for their service. This culminated in the identification of a number of ‘big changes’ each service wants to make. The clinical teams have been working up more detailed plans for these big changes and these will be reflected in the Future Generations Clinical Strategy.


The Board will be receiving a presentation on the key content of the clinical strategy at its development session on 4 September. This will include detail from the clinical case for change and the overall recommendations for changes to models of care.


A similar presentation will be made to the Liverpool CCG Governing Body on 8 September in order to receive early feedback and endorsement for the strategy.


The Board will receive a copy of the draft clinical strategy document in October.


During October and November, the clinical strategy will be shared for comment with stakeholders prior to public release; this will include members of the neonatal network, specialised and CCG commissioners and provider partners. 


The Clinical Strategy will be presented to the November Trust Board meeting in public.


2.3 Patient Reference Group

The Patient Reference Group has met 3 times and is adding real value to the development of the Clinical Strategy and the Patient Experience Strategy.



The core functions of the group are:


· Supporting and advising on the development of the Future Generations Clinical Strategy.

· Reviewing the Equality Impact Assessment of the Clinical Strategy.


· Sharing, as appropriate, patient experience intelligence to inform the development of models of care.


· Providing feedback and support for the delivery of the Patient Experience Strategy.


· Scrutinising, challenging and providing feedback on the clinical service plans and models of care as they are developed.


· Acting as a ‘readers panel’ for all Future Generations documentation and publications that are aimed at patients and the public. 


· Supporting and advising on wider communications and engagement activities.



At the August meeting, the Group provided detailed feedback on the Patient Experience Strategy and received a presentation on the proposed future plans for neonatal services. 

2.4 Financial Modelling 


The clinical teams are currently assessing the resource impact of the changes they would like to make to their services.

In addition, three working groups have been established to assess the integration benefits for clinical support services, corporate services and estates. 


The Board will be receiving updates on these work streams during October and November. The financial modelling will be completed by December 2015.


2.5 Communications and Engagement 

The Trust’s Communications and Membership, Patient Experience, Learning and Development and Volunteers teams have been facilitating a range of engagement activities recently including:

· A presence at main reception at lunch times;


· A presence at various clinics across the hospital;


· A presence at Speke Retail Park, Race For Life Sefton Park, Race For Life Aintree, Pretty Muddy, St John’s Precinct, Knowsley Flower Show, BooFest, Stanley Park Community Health Event, various Lifestyles gyms;


· Through these event, we have received over 800 completed engagement survey forms;


· We have tweeted about the Future Generations Strategy on 70 separate occasions, reaching a total of over 460 thousand Twitter users;


· We launched an online version of the engagement survey in mid-July and over 534 people have accessed this via Twitter so far. We have also shared it on Facebook;


· We have communicated with our membership via SMS text message and email on 15 occasions; 


· We have asked all staff to help us spread the survey further by asking them to take hard copies along to any social groups they are a part of;


· We have sent a link to the online survey out to all staff across the Trust and asked them to share it with their friends and families;


· The most common responses relate to the worry that maternity services will cease to exist in the city, that our services need protecting, and that the services we provide are of a good standard.


The next phase of our engagement work includes:


· The Communications Team are continuing to build a calendar of engagement events to supplement the ‘Summer of Listening’;


· We will have a presence at several bingo halls and community hubs over the next six weeks;


· We will be present at the Liverpool Family Fun Weekend;


· We have begun to promote two ‘open forum’ style events in September to which all will be invited along to share opinions and raise any concerns;


· The CEO and Executive Team are currently populating a calendar of dates on which they will visit individual ward areas and discuss any concerns that staff have;


· We are set to send out a publication to all of our members encouraging them to complete our survey, and let us know if they wish to take part in Future Generations;


· We have compiled a list of over 150 people who have responded to our survey and included their contact details for future correspondence.


Other recent activities have included:


· A presentation to the Liverpool City Council Adult Social care and Health Select Committee about Future Generations and the clinical case for change;


· A meeting of MPs with Board Members; and 


· An interview with the Interim Medical Director for the Liverpool Echo.



3. Key Milestones


· 2 October - Trust Board meeting - Future Generations Progress Report


· 6 November – Trust Board meeting – presentation of Future Generations Clinical Strategy. 

· 4 December – Trust Board meeting – Outline Business Case



4. Recommendation

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



This report provides a comprehensive update on performance, achievements and concerns across the Trust. 





2	Key Themes 



Key risks identified are:

· Risk of no assurance regarding the quality processes around Point of Care Testing

· Lack of referral process to the Safeguarding Team

· The 3 risks and 1 elevated risk in the latest CQC Intelligent Monitoring Report

· 1 recorded never event 



Key successes identified are:

· The outcome of the CQC inspection, an assessment of the Trust as “Good”

· Increased levels of incident reporting following easing of access requirements on the reporting system

· Progress with safeguarding training

· Actions taken to address the requirements of the PREVENT strategy

· 100% compliance with response times for CAS alerts





3	Conclusions



· The Trust’s key successes and risks can now be viewed in one overarching document,



· The Clinical Commissioning Group has viewed the SEE report and feel it gives them sufficient assurance to accept as submission for the Trust’s quarterly Quality Schedule,



· The report will continue to evolve as feedback is received.





4	Recommendations



· The Board of Directors are asked to note the report,





5	Appendices
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			Summary Description


			14/15


			15/16


			Narrative Summary





			


			


			Q4


			Q1


			





			SAFE


			Claims and Litigation


			-


			458


			Number of open claims at the end of the quarter


Number settled by Quarter





			


			


			10


			6


			





			


			Reports on Prevention of Future Deaths


			0


			0


			Total issued following inquests held in the quarter





			


			Incidents: Patient


                Staff


Visitor / Contractor / Member of    Public


			609


			695


			Total reported where a patient has been identified


Total reported where staff have been named in the incident 


Total reported where a visitor / contractor / member of public is identified.





			


			


			486


			515


			





			


			


			7


			24


			





			


			RIDDOR reported incidents


			2


			1


			Number of staff  RIDDOR’s reported


Number of staff days lost to sickness following RIDDOR incident


Number patient RIDDOR’s reported 





			


			


			62


			86


			





			


			


			0


			0


			





			


			StEIS


			4


			4


			Number Serious incidents reported


Number Serious incidents currently open of the system





			


			


			19


			17


			





			


			Never Events


			0


			1


			Confirmed StEIS ‘Never Events’





			


			CAS Alerts


			35


			21


			Number of alerts issued in the quarter


Number beyond closure date





			


			


			0


			0


			





			


			Safeguarding Vulnerable Adults


			No data


			46


			Number of Adult Safeguarding concern’s referred (inc DV)





			


			Safeguarding Vulnerable Children


			No data


			180


			Number of Child Safeguarding concerns referred (inc DV)





			


			Domestic Abuse


			No data


			170


			Number of Domestic Abuse concerns referred





			


			Allegations against staff


			No data


			1


			Number of safeguarding allegations raised





			


			Number of MCA referrals


			No data


			6


			Number of referrals made





			


			Number of DoLs referrals


			No data


			1


			Number of referrals made





			


			Emergency Preparedness: unplanned events


			2


			0


			Number of major or business continuity incidents





			


			Number of policies out of date


			15


			17


			7 currently out for consultation and 10 in process of review





			


			Infection Control; C-difficile 


			0


			0


			











			EFFECTIVE


			NICE


			0%


			28%


			Percentage of Guidelines Breached





			


			Internal Audit


			83%


			-


			Percentage of audits that provide assurance (from Baker Tilly biannually)





			


			Clinical Audit


			15%


			25%


			Percentage of completed audits that provide limited assurance (exc baseline audits)





			


			CQC Intelligence Monitoring Risks Identified





			2


			1


			Number of red risks





Number of amber risks





			


			


			5


			3


			





			Experience


			Complaints


			32


			39


			Number of complaints received


Number of Complaints due for response 


Number not responded to within timescale agreed divisionally


Number of responses without an appropriate action plan


Number of PALS contacts





			


			


			34


			37


			





			


			


			0


			0


			





			


			


			0


			0


			





			


			


			177


			122


			





			


			Family and Friends Inpatient


			52.66%


			


			Liverpool Position





			


			Family and Friends A&E


			41.19%


			


			Liverpool Position





			


			Family and Friends Maternity


			4.57%


			


			Antenatal Care





			


			


			7.18%


			


			Birth





			


			


			15.28%


			


			Care on postnatal ward





			


			


			1.7%


			


			Postnatal community provision





			


			Family and Friends Staff


			Data not available


			


			





			


			Ombudsman


			0


			1
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Executive Summary 





The Q1 SEE report provides a comprehensive update on performance, achievements and concerns across the Trust.  





Key risks identified are:


· Risk of no assurance regarding the quality processes around Point of Care Testing


· Lack of referral process to the Safeguarding Team


· The 3 risks and 1 elevated risk in the latest CQC Intelligent Monitoring Report


· 1 recorded never event 





Key successes identified are:


· The outcome of the CQC inspection, an assessment of the Trust as “Good”


· Increased levels of incident reporting following easing of access requirements on the reporting system


· Progress with safeguarding training


· Actions taken to address the requirements of the PREVENT strategy


· 100% compliance with response times for CAS alerts











SAFE





Risk Escalation Monitoring Report 





The Trust risk register currently comprises of 302 risks with 262 risks being non-corporate and aligned and managed by the services.


20 risks have been escalated as a corporate risk which are monitored by the corporate risk committee and 20 risks are aligned to the Board Assurance Framework with oversight by the Trust Board in accordance with the Risk Management Strategy.





A risk register template has been developed for use by all service areas to accompany their risk register reports when tabled at the corporate risk committee. The report will provide details of any risks added, closed or require escalation to the corporate risk register or the BAF. The report will include a section that identifies the reason escalation is proposed, the relevant committee at which the proposed escalation has been agreed at and what actions are requested of the corporate risk committee.





All BAF risks have an executive lead as the identified owner to ensure that the risks are managed. Going forward it is also planned to identify an executive lead for all the corporate risks.





Table 1 below details the distribution of Trust risks listed by Directorate


It is noted that 14 blanks are identified in the risk distribution by Directorate graph which upon investigation relate to risks on the BAF. Certain risks on the BAF may not relate to a specific Directorate and therefore no Directorate is identified. 





















Table 1:














Table 2 details all Trust risks and their affiliated NPSA domains. The impact on patient safety domain is the second highest domain which is in keeping with the number of clinical service risks.


The blank domain contains the highest number and requires these risks to be assigned to an NPSA domain.





Table 3 demonstrates the risk rating for all Trust risks.


There are 16 risks with blank risk ratings. The reason for this is that when version 1 of a risk is created an initial risk score is determined and entered onto the system, however the current risk score has not been populated by the person entering the risk and thus appears as a blank risk rating.



























































Table 2								Table 3








Table 4 details numbers of risks added and closed within Q1 and the service to which the risk is aligned.


 Table 4:





			Risks added in Q1 15/16


			 


			 





			Risk Register Type 


			Directorate 


			Total





			Non-Corporate


			Genetics


			2





			Non-Corporate


			Gynaecology And Surgical Service


			5





			Non-Corporate


			IM & T


			1





			Non-Corporate


			Maternity And Imaging


			3





			Non-Corporate


			Medicines Management


			1





			Non-Corporate


			Neonatal And Pharmacy


			1





			Corporate


			Genetics


			1





			Corporate


			Governance


			1





			Corporate


			IM & T


			1





			 


			 


			16





			Risks closed in Q1 15/16


			 





			Risk Register Type 


			Directorate 


			Total





			Non-Corporate


			Facilities & Estates


			1





			Non-Corporate


			Genetics


			2





			Non-Corporate


			Governance


			4





			Non-Corporate


			Gynaecology And Surgical Service


			6





			Non-Corporate


			IM & T


			5





			Non-Corporate


			Maternity And Imaging


			1





			Corporate


			Human Resources


			1





			 


			 


			20

















Recommendations


· Risk team to ensure all risks that are not currently assigned to a domain are allocated on the Risk management system


· Risk team to activate the domain field on the Risk management web system to ensure that all new risks have the domain populated by the reporter of the risk which will eliminate the opportunity for missing fields to occur.


· Consider the development of a Trust wide directorate that BAF risks can be assigned to if they do not naturally affiliate to another Service area within the Trust


· Risk team to activate the current risk rating matrix as a mandatory field which will ensure that all risks entered onto the risk register will always have a current risk score.





Incidents 


 


Trust –Wide Incident Reporting Trends (All incident types)





In total 907 incidents were reported in quarter 1 of 2015/16.  The table below provides a summary of the total number of all reported incidents by service.





			


			Reporting Period 2015/16 Q1


			





			Directorate 


			April


			May


			June


			Total





			Women’s and Children’s Services


			


			


			


			





			Genetics


			10


			4


			3


			17





			Gynaecology And Surgical Services


			70


			81


			65


			216





			Anaesthesia


			5


			2


			3


			10





			Catharine Suite


			1


			2


			-


			3





			Hewitt Centre (RMU)


			9


			4


			11


			24





			Maternity 


			116


			124


			152


			392





			Imaging


			4


			2


			6


			12





			Neonatal 


			27


			36


			38


			101





			Pharmacy


			2


			1


			3


			6





			Cheshire, Merseyside Neonatal Transport Team


			15


			6


			15


			36





			Corporate Services


			


			


			


			





			Booking, Scheduling And Admin


			10


			18


			13


			41





			Facilities & Estates


			8


			9


			6


			23





			Financial Services


			-


			2


			-


			2





			Governance


			1


			2


			3


			6





			Human Resources


			3


			-


			-


			3





			IM & T


			-


			7


			8


			15





			Monthly Totals


			281


			300


			326


			907











Review of Q1 incident reporting trends has identified that:  





The total number of incidents reported during 2015/16 Q1 was 907 representing a 12.3% increase against 2014/15 Q4 which was 807 reported incidents. 








Though there has been a decrease in incident reporting in some areas between April to June 15, for example, in Genetics and Gynaecology the reporting trend has shown an overall increase in incident reporting across the Trust. The risk team are aware from informal feedback that not all staff are aware that incidents can now be reported without a log-in password there has however been a steady increase in reporting suggests that this initiative is working. The risk team are continuing to highlight this change at relevant training events.





The Trust wide daily incident report generated from Ulysses continues to be monitored by the risk team to identify rapidly any potential serious incidents.





The Trust wide Web Holding File daily reports continue to be generated from Ulysses and circulated to managers. Also a weekly service specific Web Holding File report is sent to the relevant managers to assist in timely review of incidents. Going forward a web holding file report on the number of incidents managed and waiting to be merged by the risk team will be generated to monitor the merging activity.





Since Gynaecology, Anaesthesia and Theatres agreed an incident criteria that would require level 2 / formal review investigation, 18 such reviews have been undertaken between Jan-June 2015 within that service. Formal review reports and subsequent feedback forms for that service are disseminated via the Divisional Risk Committee and via e-mail.





A Morbidity & Mortality meeting was held on 26/06/2015. The main topic was medication errors. The presentation delivered by the service Pharmacist will now also be included in junior doctors’ induction programmes.





Clinical Incidents Trends and Themes 





The total number of reported clinical incidents affecting patients was 693. In the summary table on page 2 the number of incidents in which a patient has been identified is 695. This can be explained by the fact that some clinical incidents did not include patient details and other clinical incidents have included more than one patient. It has been recognised that some staff do not add patient details even though the incident involves a patient. 


Staff will be reminded of this via mandatory risk management training, ‘What’s on this Week’, ‘In the Loop’ and as a lesson of the week within the services. 


The risk team are exploring the development of a report with the system provider that will identify which clinical incidents do not have patient details included. This will allow the risk team to identify trends and areas for improvement so that additional training/ support can be provided.












The Top 3 reported patient safety incidents by category and area:





· Catharine Suite incident numbers were too low to identify a top three 





			 


			Reporting Period 2015/16 Q1


			 


			 


			 





			 


			April


			May


			June


			Total Number of Reported Clinical Incidents


			Top 3 as a % of Reported Divisional Total


			Top 3 as a % of Reported Corporate Total





			Women's and Children's Services


			 


			 


			 


			 


			 


			 





			Genetics


			


			


			


			


			


			





			Investigations


			3


			1


			1


			5


			50%


			<1%





			Patient Records / Identification


			2


			1


			0


			3


			30%


			<1%





			Equipment 


			1


			0


			0


			1


			10%


			<1%





			Communication


			0


			0


			1


			1


			10%


			<1%





			Gynaecology And Surgical Services


			


			


			


			


			


			





			Communication


			11


			12


			6


			29


			17%


			4%





			Equipment


			12


			9


			7


			28


			16%


			3.9%





			Clinical Management


			10


			12


			4


			26


			15%


			3.6%





			Anaesthesia


			


			


			


			


			


			





			Staffing Levels


			3


			1


			0


			4


			40%


			<1%





			Clinical Management


			1


			0


			0


			1


			10%


			<1%





			Communication


			0


			0


			1


			1


			10%


			<1%





			Equipment


			0


			0


			1


			1


			10%


			<1%





			Injury


			0


			1


			0


			1


			10%


			<1%





			Invasive Procedure Problem


			1


			0


			0


			1


			10%


			<1%





			Medication


			0


			0


			1


			1


			10%


			<1%





			Catherine Suite *


			


			


			


			


			


			





			Infection


			0


			1


			0


			1


			33%


			<1%





			Medication


			1


			0


			0


			1


			33%


			<1%





			Patient Records / Identification


			0


			1


			0


			1


			33%


			<1%





			Hewitt Centre (RMU)


			


			


			


			


			


			





			Communication


			2


			2


			1


			5


			31%


			<1%





			Patient Records / Identification


			2


			1


			1


			4


			25%


			<1%





			Clinical Management


			2


			0


			1


			3


			19%


			<1%





			Maternity 


			


			


			


			


			


			





			Clinical Management


			11


			20


			29


			60


			19%


			8.4%





			Communication


			30


			14


			13


			57


			18%


			8%





			Injury


			16


			13


			10


			39


			12%


			5.5%





			Imaging


			


			


			


			


			


			





			Communication


			2


			1


			0


			3


			50%


			<1%





			Diagnosis


			1


			0


			0


			1


			16%


			<1%





			Investigations


			


			


			1


			1


			16%


			<1%





			Violence / Verbal Abuse


			1


			0


			


			1


			16%


			<1%





			Neonatal 


			


			


			


			


			


			





			Medication


			11


			10


			10


			31


			36%


			4.3%





			Equipment


			4


			6


			8


			18


			21%


			2.9%





			IT Problems


			0


			1


			5


			6


			7%


			<1%





			Patient Records / Identification


			0


			3


			3


			6


			7%


			<1%





			Pharmacy


			


			


			


			


			


			





			Medication


			2


			0


			2


			4


			100%


			<1%





			Cheshire, Merseyside Neonatal Transport Service


			


			


			


			


			


			





			Ambulance Related


			5


			0


			0


			5


			31%


			<1%





			Equipment 


			3


			1


			0


			4


			25%


			<1%





			Admission / Discharge / Transfer


			1


			1


			0


			2


			13%


			<1%





			Corporate Services


			


			


			


			


			


			





			Booking, Scheduling And Administration


			


			


			


			


			


			





			Communication


			5


			10


			5


			20


			57%


			2.8%





			Appointment Error


			1


			5


			3


			9


			26%


			1.2%





			Patient Records / Identification


			2


			1


			1


			4


			11%


			<1%





			Financial Services


			


			


			


			


			


			





			Equipment 


			1


			0


			0


			1


			100%


			<1%





			Facilities and Estates


			


			


			


			


			


			





			Complaint 


			1


			0


			0


			1


			50%


			<1%





			Safeguarding Children


			1


			0


			0


			1


			50%


			<1%





			Governance


			


			


			


			


			


			





			Communication


			1


			2


			0


			3


			100%


			<1%





			IM & T


			


			


			


			


			


			





			Patient Records / Identification


			0


			5


			5


			10


			100%


			1.4%





			Total Number of Reported Patient Safety Incidents managed in this time frame


			152


			135


			120


			407


			


			














The table below shows the top ten cause groups of the patient safety incidents and the percentage of incidents with the same cause group across the Trust:






			Cause Group 


			Incidents reported across the Trust with Cause Group


			% of Incidents reported across the Trust with Cause Group





			Communication


			120


			17.3%





			Clinical Management


			93


			13.4%





			Equipment


			61


			8.8%





			Medication


			63


			9.1%





			Patient Records / Identification


			58


			8.4%





			Staffing Levels


			45


			6.5%





			Injury


			41


			5.9%





			Admission / Discharge / Transfer


			33


			4.8%





			Blood Transfusion


			29


			4.2%





			Investigations


			29


			4.2%

















Emerging Themes 





Using the same ‘top 3’ approach more detailed analysis of the incident categories has been undertaken to identify a number of emerging themes in relation to the category of incident and severity of patient harm resulting from these incidents.  


 


The majority of incidents below have been graded as no or low harm.





1 Communication 


 


			 


			1 Near Miss


			2 No Harm


			3 Low Harm / Minor


			4 Moderate Harm - Moderate


			5 Severe Harm


			6 Death Caused by a PSI


			7 Death Not Caused by a PSI





			Communication Failure - Within Team


			3


			31


			6


			 


			 


			 


			 





			Communication Failure -Outside The Immediate


			5


			17


			 


			 


			 


			 


			 





			Communication Issue


			 


			10


			4


			 


			 


			 


			 











Actions taken include:


· Discussing issues with G4S staff to improve communication and to ensure G4S staff log incidents


· Joint review of cases in Cytogenetics  and Molecular genetics 


· Develop discharge information for patients having Botox therapy in Uro-gynaecology






2 Clinical Management





			Clinical Management


			1 Near Miss


			2 No Harm


			3 Low Harm / Minor


			4 Moderate Harm - Moderate


			5 Severe Harm


			6 Death Caused by a PSI


			7 Death Not Caused by a PSI





			Cause 1 


			 


			 


			 


			 


			 


			 


			 





			Treatment / Procedure - Delay/Failure


			2


			8


			2


			1


			 


			 


			 





			Failure To Follow Clinical Guidelines


			4


			3


			3


			2


			 


			 


			 





			Shoulder Dystocia


			 


			3


			5


			1


			 


			 


			 











Actions taken include:


· One actual impact of low harm was the Never Event which is being managed via the Serious Incident investigation process and an action plan is being developed.


· Theatre issues are discussed via the huddle and are also put into the communication book








3 Equipment





			Equipment


			1 Near Miss


			2 No Harm


			3 Low Harm / Minor


			4 Moderate Harm - Moderate


			5 Severe Harm


			6 Death Caused by a PSI


			7 Death Not Caused by a PSI





			Equipment / Device - Failure


			1


			18


			1


			 


			 


			 


			 





			Equipment / Device - Unavailability


			2


			6


			 


			 


			 


			 


			 





			Equipment Not Returned Following Use


			 


			6


			 


			1


			 


			 


			 














Actions taken include:


· For the 1 actual impact of low/minor harm there was a discussion with the individual and the wider team


· An action to highlight the importance of adhering to the correct checking of theatre trays prior to and after use has been implemented following the review of the incident classified as moderate harm although the incident did not appear to have any impact upon the patient.





When staff are reviewing incidents that are judged to be potential for improvement, which should therefore generate an action, this is not being recorded appropriately within Ulysses. Action details are frequently recorded in the outcome section of the reviewers form. Therefore when reports are generated from the system it would appear that no action has been taken. Staff will be reminded of the “add action” function in Ulysses via on-going training for reviewers, an insert in What’s on this Week, In the Loop and as a lesson of the week within the services.





In view of the revised serious incident reporting framework, April 2015, a weekly incident report will be generated by the risk officers detailing all incidents rated as moderate harm and above for Quality assurance checking and to consider if any of these incidents require escalation to a serious incident.





Additional training and support to raise awareness of the risk rating matrix including actual impact assessment.














StEIS: SERIOUS INCIDENTS AND NEVER EVENTS 





There were five serious incidents submitted to StEIS as per NHS England StEIS reporting criteria during 2015/16 Q1 with one of these incidents being a Never event.





The chart below provides a brief overview of the reported StEIS serious incidents and their current status





			Service


			StEIS No. & Ulysses No.


			


StEIS Reported Date





			StEIS Report Due Date


			StEIS Reporting Criteria &


LWH  Reference Summary


			


RCA and Action Plan to CCG








			Maternity:





			2015/12988


Ulysses: 36101


			08.04.15


			06.07.15


			Maternity services incident:


4th degree tear requiring a colostomy.


			Investigation report submitted to CCG on 06.07.15





			Gynaecology


			2015/ 16605


Ulysses:


36213


			21.04.15


			04.08.15


			Delayed diagnosis:





Delayed diagnosis of endometrial cancer


			Investigation completed and report in progress





			Gynaecology


			2015/17522


Ulysses:


36506


			19.05.15


			12.08.15


			Surgical error:





Initial laparotomy for stage 4 sigmoid cancer where a loop colostomy was performed.


Readmission 43 days later with sepsis. Further laparotomy identified an incorrectly sited colostomy that was distal to the sigmoid tumour.


			Investigation completed and report in progress





			Gynaecology


			2015/16693


Ulysses:


26513


36522


			20.05.15


			13.08.15


			Never Event. Retained foreign object post procedure:





A swab inside a glove was retained vaginally following a total laparoscopic hysterectomy and bilateral salpingo-oopherectomy  (BSO) despite the swab count being recorded as correct 


			Investigation completed and report in progress





			Gynaecology


			2015/17736


Ulysses:


36498


36499


36523


36525


			20.05.15


			13.08.15


			Surgical invasive procedure meeting SI criteria:





82 year old underwent planned surgery of a laparotomy, total abdominal hysterectomy and a bilateral salpingo-oopherectomy. Post operatively became unwell and deteriorated and required ITU and subsequently died in the external Trust


			Investigation in progress














Lessons learnt from serious incidents reported in Q4 2014/15





			





Service





			StEIS No & Ulysses No.


			


StEIS Reporting Criteria &


LWH  Reference Summary


			


Root causal issues/ contributory issues identified


			


Lessons learnt








			Maternity





			2015/8700


Ulysses: 35790


			Multiple pregnancy with TTTS and preterm pre labour rupture of membranes at 27 weeks gestation.


IUD of twin 2 whilst an inpatient.


			Failure to recognise clinical situation and take appropriate action.



























































Induction process inadequate. 








CTG not performed prior to the ward round and not reviewed prior to completion of ward round.  


























			Review medical escalation process to include grade of medic required to attend and undertake review.





Escalation process to be included in mandatory training





Revise mandatory training programme relating to CTG interpretation to include multiple or higher order pregnancies.





Staff involved in an SUI with CTG issues identified or staff requiring additional CTG training will undertake and complete the 12 hour RCOG CTG teaching package.





“Fresh eyes” approach to be undertaken for all antenatal ward inpatient women.





Review local induction process to include escalation, key information required and role of the shift leader.





Review process/ prioritisation of tasks in preparation for a ward round.





Incomplete tests/ CTG’s at the time of the ward round fully reviewed prior to end of ward round.


Shift leader and midwife providing care attend the ward round. Team communication commenced at end of ward round to discuss and identify any potential issues or required actions





			Maternity








			2015/11031


Ulysses: 35974


			Neonatal death


Emergency CS performed with unsuccessful resuscitation following birth.


			


			This incident is a coroner’s case and investigation still in progress.


Completion date due 14.08.14





			Gynae:


			2015/8668


Ulysses: 35542


			Surgical error


Accidental injury during minor surgery resulting in a hysterectomy being required. Additional safeguarding issue as patient detained under the MHA


			Delirium guidelines not in place and NICE guidance not fully implemented.

















No care plan for patients suffering delirium





Assessment of capacity not assessed via an interpreter.





Section 5.2 of the Mental health act (MHA) documentation not correctly completed





Insufficient support/ expert advice  from mental health specialists


			Development of Delirium guidelines, with flow charts to assist staff in management





Meditech Assessments to incorporate essential questions at pre-operative assessment and upon admission





Dementia care plan to be reviewed to explicitly prompt daily assessments for at risk patients.





Information for interpreters to be developed.








Safeguarding team to undertake ownership of MHA documentation.











Formalise service level agreement with Mersey care to provide agreed level of support  





			Gynae:





			2015/9072


Ulysses: 35406


			Delayed diagnosis


Delay in diagnosis of a ruptured ectopic pregnancy resulting in the patient requiring an emergency laparotomy


			Diagnostic scan did not include a longitudinal view of the uterus / cervix to determine the position of an early pregnancy.


			‘Pain and bleeding in early pregnancy’ guideline to prompt staff to check if a longitudinal view has been included in the early pregnancy scan.





Algorithms to be displayed in the emergency department to prompt staff.





Ensure ultrasound scan training for non-radiological staff includes requirements to perform a longitudinal view of uterus and cervix.























Performance by Service – Reported Incident Investigations and Closure 





As stated earlier in this report the introduction of regular automated reports for the Web Holding File has assisted managers in reducing the number of incidents waiting to be managed in Ulysses. However the table below, detailing the status of incidents in the Web Holding File in the reporting period, indicates that there is room for improvement from the risk team in terms of merging incidents into the live system in preparation for uploading incidents to NRLS. Whilst the risk officers had aimed to allocate a period of time each day to merge incidents this has not been achieved in this quarter. As stated earlier a daily web holding file report on the number of incidents managed and waiting to be merged by the risk team will be generated to monitor the merging activity.








The table below details the position of the web holding file on the 8th July, and shows the status of the incidents by area for the months they were reported in (NB not the month that the incidents occurred).





			 


			April


			May


 


			June


			 





			 Status


			Under Review


			Waiting For Managers Form


			Managed awaiting Merge into live system


			Under Review


			Waiting For Managers Form


			Managed awaiting Merge into live system


			Under Review


			Waiting For Managers Form


			Managed awaiting Merge into live system


			Total In WHF





			Women's and Children's Service


			 


			 


			


			 


			 


			 


			 


			 


			 


			 





			Cheshire, Merseyside Neonatal Transport Services


			


			


			9


			


			


			6


			1


			13


			1


			30





			Genetics


			


			4


			


			


			2


			


			


			1


			2


			9





			Gynaecology And Surgical Services


			


			


			2


			


			7


			


			1


			24


			16


			50





			Hewitt Centre (RMU)


			1


			


			


			


			1


			


			


			5


			5


			12





			Maternity And Imaging


			4


			9


			1


			3


			14


			4


			8


			27


			45


			115





			Neonatal And Pharmacy


			


			


			


			


			1


			


			6


			2


			16


			25





			Corporate Services


			


			


			


			


			


			


			


			


			


			





			Booking, Scheduling And Administration


			


			3


			


			


			


			


			


			1


			8


			12





			Governance


			


			


			


			


			


			


			


			1


			2


			3





			Facilities & Estates


			


			2


			


			


			


			4


			2


			2


			2


			12





			IM & T


			


			


			


			


			2


			


			


			2


			3


			7





			 


			


			


			


			


			


			


			


			


			


			























NRLS Upload Assessment of Trust NRLS Reporting Status 








The NRLS reporting data for the period 1st October 2014 to 31st March 2014 reported that 1308 incidents were submitted within the agreed timeframe to the NRLS by 31st May 2015.





The NRLS validated reports for this period are expected to be published September/ October 2015 to allow benchmarking.  The previously received report identified the Trust as the second highest reporter of incidents benchmarked against 20 acute specialist organisations.





Tables 1 & 2 below outline the degree of harm and incident type categories that were reported within this period that have been managed and submitted to the NRLS.








Table 1: Degree of harm for the incidents uploaded to the NRLS:-








			No Harm





			Low 


			Moderate


			Severe


			Death





			811





			384


			101


			8


			4














There were 4 incidents categorised as death. 2 of these incidents were death not as a result of a patient safety incident and 2 were escalated and investigated as serious incidents.





3 of the severe harm incidents were escalated and investigated as a serious incident, 2 incidents were reviewed with a decision that a formal review was not required and there were two incidents that underwent a formal review. There was a duplication of one of the incidents that underwent a formal review.





All of the incidents that underwent a root cause analysis investigation have an accompanying action plan in order to address the issues and recommendations made during the investigation.





All of the Serious Incidents in which patients are assessed as receiving moderate to severe harm or death have had duty of candour applied to them. From August the duty of candour will be applied to all incidents in which patients are assessed as receiving moderate to severe harm or death.








Table 2: The table below describes the category types the 1308 incidents were reported under:-





			





			Incident Category


			Number of incidents occurring





			Access, admission, transfer, discharge (including missing patient)


			89





			Clinical assessment (including diagnosis, scans, tests, assessments)


			85





			Consent, communication, confidentiality


			197





			Disruptive, aggressive behaviour (includes patient to patient)


			3





			Documentation (including electronic & paper records, identification and charts)


			180





			Implementation of care and ongoing monitoring / review


			2





			Infection Control Incident


			47





			Infrastructure (including staffing, facilities, environment)


			63





			Medical device / equipment


			80





			Medication


			130





			Patient abuse (by staff / third party)


			0





			Patient accident


			16





			Self-harming behaviour


			1





			Treatment, procedure


			362





			Other


			53











Updated actions from Q4 14/15 report





· Continued monitoring of outstanding incidents within the web holding file to promote timely reviews that will allow prompt submission to the NRLS. Weekly web holding file reports are submitted to managers to enable them to monitor the numbers of outstanding incidents and develop plans to ensure timely reviews.


· Daily quality checks and merging of incidents has commenced by the risk officers to ensure that more frequent uploads are facilitated. A daily web holding file report on the number of incidents waiting to be merged will monitor this activity. 


· The frequency of uploads has been increased to a minimum of weekly uploads and predominantly twice weekly.





Recommendations


· To check the validity and accuracy of all incidents with a severe or death actual impact categorisation.


· Develop a weekly report to highlight all moderate harm incidents to ensure the actual impact criteria is correct and to determine if the incidents require escalation to a serious incident in line with the NHS England revised serious incident framework  that was published in April 2015.


· [bookmark: _GoBack]To apply the duty of candour to all incidents in which patients are assessed as receiving moderate to severe harm or death








Non-clinical Incidents (Health and Safety Incidents)





In the 1st Quarter (01/04/2015 – 30/06/2015) there were 27 non clinical Health & Safety incidents, of which, 15 were staff related incidents, 7 were organisational (non-clinical) related incidents and 5 related to patients, visitors or members of the public. 








			


			SERVICE AREA


			





			


			MATERNITY  INC. N ICU


			GYNAECOLOGY


			SPECIALIST SERVICES


			ESTATES & FACILITIES INC. SECURITY


			CORPORATE FUNCTION


			IMAGING & PHARMACY


			TOTAL





			STAFF INCIDENTS


			





			MOVING AND HANDLING


			


			


			


			


			


			


			0





			PHYSICAL ASSAULT


			


			


			


			1


			


			


			1





			VERBAL ABUSE


			


			


			


			1


			


			


			1





			PERSONAL INJURY /  ILL HEALTH


			4


			1


			


			


			2


			


			7





			NEEDLESTICK INJURIES


			3


			1


			


			


			


			


			4





			SLIPS, TRIPS & FALLS (non-clinical)


			1


			1


			


			


			


			


			2





			TOTAL STAFF


			8


			3


			0


			2


			2


			0


			15





			


			





			COSHH


			1


			


			


			


			


			


			1





			ENVIRONMENTAL ISSUES


			


			


			


			


			


			


			0





			FIRE


			


			


			


			


			


			


			0





			INFRASTRUCTURE


			


			


			


			


			


			


			0





			PLANT & NON-MEDICAL DEVICE / EQUIPMENT


			


			


			


			


			


			


			0





			SECURITY


			2


			2


			


			1


			


			


			5





			WORK-RELATED STRESS


			


			


			


			


			


			


			0





			TOTAL ORGANISATION


			3


			2


			0


			0


			0


			0


			6





			VISITORS / CONTRACTORS / MEMBERS OF THE PUBLIC INCIDENTS


			





			ILLICIT DRUGS


			1


			


			


			


			


			


			1





			PERSONAL INJURY / ILL HEALTH


			2


			


			


			


			


			


			2





			SLIPS, TRIPS & FALLS (non-clinical)


			1


			


			


			


			


			


			1





			PHYSICAL ASSAULT


			


			


			


			1


			


			


			1





			VERBAL ABUSE


			


			


			


			


			


			


			0





			TOTAL VISITORS ETC.


			2


			0


			0


			1


			0


			0


			5





			PATIENT INCIDENTS


			





			PERSONAL INJURY / ILL HEALTH


			1


			


			


			


			


			


			





			SLIPS, TRIPS & FALLS (non-clinical)


			


			


			


			


			


			


			





			PHYSICAL ASSAULT


			


			


			


			


			


			


			





			VERBAL ABUSE


			


			


			


			


			


			


			





			TOTAL PATIENTS


			1


			0


			0


			0


			0


			0


			1





			OVERALL TOTAL


			14


			5


			0


			3


			2


			0


			24














Staff Incidents





Summary





Of the 15 staff related incidents, the majority occurred in the Maternity (including Neonates) service area, 8 in total.  The Gynaecology Services reported 3 incidents.  There were 2 incidents reported for Estates and Facilities, with the Corporate Functions reporting 2 staff incidents collectively.





Emerging Trends





Closer analysis identified ‘personal injury / ill health’ as the category recording the highest number of incidents, 7 in total for this quarter, the highest number of incidents being reported from within the Maternity services, 4 in total.  There were no obvious trends or causes and most involved minor bumps (collision/contact).  However, there was one serious incident within the Obstetrics Theatre where a staff member broke her wrist whilst navigating a patient/bed into theatre, reporting that the theatre door had hit her on the arm.  A full H&S investigation has been undertaken and no issues were found with the closer or control mechanisms of the doors.  Area Manager is currently seeking witness statements.  The latter incident has been reported to the HSE as a RIDDOR.





There was an incident of physical assault against a Security Guard who had asked a disruptive visitor to leave the site.  Appropriate reporting of the incident was followed; however, the Guard did not wish to take any further action.





Organisational Incidents (non-clinical)





There were 6 incidents related to non-clinical Health & Safety categories, a reduction of 4 from the last reporting period.  Further analysis has shown that the majority of these incidents involved Security (5).





Emerging Trends





No specific trend was identified.





Incidents involving Visitors / Contractors / Members of the Public





There was one reported non-clinical incident in this quarter involving a visitor who was struck by a descending car park barrier as she walked through the non-pedestrian area (barrier had lifted for a car to pass through).  There have been 5 similar incidents in previous quarters and this was noted by the H&S Advisor back in April 2015, who subsequently conducted a joint Health & Safety/E&D assessment; the findings and recommendations of which were passed on to the Facilities Manager.  The injuries received in the latest incident were of a graze to the visitor’s nose and shoulder and the Trust has since received a legal claim for £26,500 compensation.  A more formal risk assessment has identified the following hazards:





			Failure of pedestrians to understand warning signs due to visual or sight problems, lack of concentration, leaning difficulties, language barriers.





			No clear pedestrian segregation  (Faded hatched road markings)





			No pictorial warning signs  (No walking man symbols)





			Signage is not the same as on a public highway (regulation)





			Uneven pedestrian walkways





			Multiple signage on one pole





			No directional arrows to indicate whether the car park is one or two-way





			No indicated speed limits





			No warning alarms as barrier lowers





			No skirting on the barriers to warn people as the barrier lowers





			No padding on the barriers to prevent damage if all other controls fail











The risk assessment and recommendations have been passed on to the Estates & Facilities Team.





Actions Taken/Lessons Learnt





· Car Park Signage requires an upgrade in response to findings and increasing incidents





· Signage does not currently meet the needs of all (particularly those with sight or literacy difficulties)





· In addition, there are no clearly marked pedestrian walkways with pictorial markings





· Equality Impact Assessment and involvement of E&D Manager when services are being designed/redesigned is recommended








RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations)





In summary, there has been 1 incident reported in this quarter that fell into the ‘Major Injury’ category, attributable to fractures.  The incident involved a staff member on duty in the Delivery Suite.  An early investigation by the Trust H&S Advisor and Area Manager has failed to establish any issues with the work place in which the accident occurred.  An incident form was completed in retrospect by the injured staff member; however, the Trust H&S Advisor is seeking a full statement from the injured staff member in order to complete the internal investigation.  





Days lost due to RIDDOR reported incidents totalled 86 in this quarter; this is inclusive of the one RIDDOR reportable incident in this quarter and on-going absence due to RIDDOR reportable incident in January 2015.





The Trust is required to submit RIDDOR reportable incidents to the HSE within prescribed timescales.   Persistent late reporting exposes the Trust to potential prosecution for non-compliance with the regulations.  In this quarter this incident was reported within the prescribed timescales.  





			Incident Date


			Division


			Date Incident Identified as reportable


			Date Reported


			Number of days beyond the statutory reporting period





			


			


			


			


			< 2


			3 >7


			8 >14


			15 >28


			29+





			12/06/15


			Maternity


			13/06/15


			22/06/15


			


			


			


			


			





			


			


			


			


			


			


			


			


			











Health and Safety Committee 





The Health & Safety Committee meeting which was scheduled for 18th June, 2015, was postponed until 23rd July, 2015.  The reasons for postponement were due to lack of administrative support for the Committee and the number of apologies received also being a contributing factor.





The main agenda items for the next H&S Committee meeting (July 2015) are:





1. To receive and support the quarter 1 non clinical incident report





2. To receive and support the Occupational Health report





3. To receive and support the Fire Safety report





4. To receive and support the annual Needlestick Injury Report 2014/15





5. To ratify the Toy Safety and Cleaning Policy





6. Review Trust response to the recent heatwave








Emergency Preparedness Resilience & Response (EPRR) 





In readiness for the CCG Support Unit audit regarding EPRR Core standards we have undertaken an internal audit to identify any gaps in the Trust’s emergency planning and business continuity arrangements.  Over all compliance was good.  However, a gap was identified in the training needs of middle management and on call staff and the escalation process in the event of a major incident.  A training needs analysis has been carried out and relevant staff identified.  Major incident action cards and escalation process has been developed.  It is anticipated that the training will be completed by the end of the year with priority given to operational staff in charge of clinical areas.





Heatwave conditions that hit the Mersey Region were well anticipated, with the Heatwave and Adverse Weather Plans being updated and cascaded in April, 2015.  There have been 3 reported incidents in connection to heat and poor ventilation issues within ER, where internal treatment room and staff hub temperatures exceeded 80°s.  An H&S visit found that the area manager had followed all heatwave advice, including identifying a designated cool room for staff and had ordered additional fans to cool treatment rooms where there are no windows and no air conditioning units.  





The Estates Manager further assessed the area and suggested the following actions going forward:





· Technicians to confirm that all plant (Air Handling Unit) in the area is functioning as it should





· Mechanical Consultant to confirm that all systems where commissioned to the required standards





· ER Manager to consider putting together a business case for a more permanent cooling solution in the area





CAS Alerts 





100% of the 21 CAS Alerts received in this quarter were responded to within their deadline targets.  No alerts breached the expected deadline dates during this period and none were carried forward from previous periods.








Claims and Litigation 





There have been 6 settled claims within Quarter 1 2015.  All alleged clinical negligence.  There were therefore no employer or public liability claims received during this quarter.   The incident dates for these claims are detailed in Table 1.






Table 1 


			Incident Date of Settled Claims: Q1





			         01/04/1997





			01/01/1999





			05/01/1999





			24/03/2003





			21/03/2006





			11/04/2013











Tables 2 highlights the number of current open claims by Division.





Table 2                                                                       


        


                                            





Tables 3, 4, and 5 illustrate the litigation trends relating to open claims within the respective Divisions






Table 3 - Themes: Open Maternity and Imaging Divisional Claims











Table 4 









Table 5












Employers Liability/Public Claims 





There are currently seven Employers Liability/Public Liability (EL/PL).  No new EL/PL Claims were received; closed or settled during Quarter 1





Table 6: Open Employer and Liability Public Liability Claims: 











Clinical Claims: 





Maternity and Imaging Division





Table 7 provides a summary of the clinical claims that have been settled within Q1 relating to the Maternity and Imaging Division: 





Two Claims settled in Quarter 1.








Table 7


			Reason for Claim


			Amount Awarded


			Legal Cost





			1   It was alleged that the Claimant sustained  


     nerve injury to her right leg during labour    


     when her leg was allowed to fall off the   


     bed during examination. 


			 


£35,000


			


£164,142.00





			2   Mismanagement of labour and    


     delivery resulting in neonatal death. The  


     parents claimed psychological trauma as  


     secondary victims. Steis 29461 refers


          





			





£38,000


			





£15,252.00












Recommendations/Changes/Actions Required (Table 7 claims)





1 Failure to Secure Patient’s Leg during Labour





In cases where there is a perceived need to support a patient’s leg(s), the legs  should always be put into stirrups.  Failure to do so could result in injury to the patient or staff member.   This message will be circulated as Lesson of the Week to remind staff of this required practice.





2          Mismanagement of Labour and Delivery Resulting in Neonatal Death





i) Concerns were identified regarding the attending midwife and she was placed under a period of supervised practice:


ii) Staff were reminded of the importance of sending placentas for histology when there was an unexpected admission to the NICU;


iii) Staff were reminded to ensure that the maternal pulse was palpated when listening to the baby’s heart beat to ensure both were separately identified;


iv) The need to purchase additional sonic aids was identified.








Closed cases :-  No Maternity and imaging Division claims closed during  Quarter 1.








Gynaecology and Surgical Service





Table 8 provides a summary of the clinical claims settled during  Quarter 1 in respect Gynaecology and Surgical services.


Table 8


			Reason for Claim


			Amount Awarded


			Legal Cost





			The following claims relate to  the Urogynaecology Group Action


			


			





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£50,000.00


			£23,628.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£15,000.00


			£11,047.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£35,000.00


			£25,026.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			£18,000.00


			£11,200.00














Closed Claims 2 Urogynaecology Group Action claims closed during Q1 with costs agreed under the Protocol amounting to £10,423.00.  No damages were paid.





Recommendations/Actions Required (Table 8 Claims)


The lessons learned and actions  agreed in respect of the above Urogynaecology Group Action Claims were reported at points i – ix  in the previous SEE report.  





Neonatal and Pharmacy 


No Neonatal or Pharmacy Divisional Claims settled or closed  in Quarter 1.





Prevention of Future Deaths/Coroners Concerns 





No PDF requests were received in Quarter 1.











Safeguarding Adults





Training





Safeguarding Adults 


Level 3 Safeguarding Adults training continues to be delivered on a monthly basis for all relevant staff members. In September 2015, this will move to be included in the Safeguarding Update training day in accordance with the Safeguarding Training Strategy.





Mental Capacity Act (MCA)


Face to face training in the integration of the MCA into healthcare delivery continues to be delivered as part of safeguarding Adults Level 3 training. This is specifically for those professionals directly involved in the Consent process and includes how to assess capacity, make a best interest decision and identify / respond to a deprivation of liberty.





General awareness is included in the Safeguarding Level 1 & 2 e-learning module.





An audit of the application of MCA 2005 in the consent process both in Obstetrics and Gynaecology was completed and presented to the Medical Staffing Committee in June 2015. The audit demonstrated significant non-compliance with the Act with the following recommendations:





· Training for all doctors and delegated professionals in Consent and the application of the Mental Capacity Act in Consent is mandatory.


· Information of a current impairment in mind or brain to be included in choose and book referrals


· Consent Form 4 to be amended to provide appropriate prompts to facilitate compliance


· Appropriate time is made for assessing capacity and making a best interest decision in the consent process as required.


· Pre-op staff to be trained to identify and escalate any capacity issues


· All professionals involved in the Consent checking process to be supported in being able to halt process if concerns regarding capacity are identified.


A review of the current Consent process within LWH is currently in progress which will include the findings of this audit.





In collaboration with Wirral CCG a competency based MCA e-learning module has been developed, specific to that of an acute care setting, with the intention of being launched in August 2015. This module will provide completion and compliance data and will replace the current ‘face to face’ format.





This will then allow the Safeguarding team to deliver master classes in compliance with the MCA and free resources to support the Safeguarding Audit schedule.





Dementia and Learning Disabilities 


This training forms part of Level 1 & 2 Safeguarding training as well as the Safeguarding induction programme, which is scheduled for launch in September 2015. 





As part of the dementia strategy all patients with a diagnosis of Dementia admitted to a Gynaecology ward will now be issued a pack containing key documents promoting CQUIN compliance. This process compliments the established process in the Royal Liverpool and Broadgreen Hospitals NHS Trust (RLBUTH).





Currently, in conjunction with RLUBTH, the Safeguarding Team are developing a similar version for patients admitted to LWH.





Finally to support this strategy the Safeguarding Team are working with IT services to develop an ‘alert’ system that will ensure the Safeguarding Team are made aware of all patients, due to attend or be admitted to LWH with a diagnosis of Dementia or a Learning Disability identified on a previous admission.








Polices and guidance


The Supporting Cognitive Impairment Policy (Dementia and Learning Disabilities) has been agreed by the Equality and Diversity Committee and is due for ratification in July 2015.





Safeguarding Adult Reviews / Domestic Homicide Reviews / SUI’s


Currently there is no ongoing Safeguarding Adult Reviews, and only two Domestic Homicide Reviews (DHR’s) in progress that involves LWH.





SUI No. 2015/8668


The RCA relating to a case of an adult patient who was inappropriately detained under the Mental Health Act 1983 has been completed with an agreed action place.





Identified root causes were: 


· LWH is not registered with the CQC to care for patients detained under the Mental Health Act


· A lack of staff awareness of the Mental Health Act


· A lack of process for detaining patients within LWH





As part of the agreed action plan, a policy for detaining patients in LWH under the Mental Health Act has been agreed and associated training to relevant staff specific to accepting patients detained under the Act has been formulated and delivery to relevant staff commenced. 





Following a review of two incidents relating to consent of a patient lacking capacity a review of the consent process within LWH is currently in progress. As part of the review, the need to amend and update the current Consent Form 4 (used for all patients lacking capacity to consent) was identified. This has now been completed and disseminated to all relevant areas. 





MCA / DoLS / Reasonable Adjustments under the Equality Act 2010


All wards and departments have access to guidance on the application of the MCA in clinical practice and the identification and reporting of a deprivation of liberty. Within Quarter 1 2015 the Safeguarding Team have identified and authorised one Deprivation of Liberty Safeguard (DoLS). In addition the team have provided MCA advice and guidance in eight complex cases as well as completing ten Reasonable Adjustments for elective admissions.





Audits


No internal audits were completed in this quarter. As part of statutory requirements with our regulators however, safeguarding adult data was submitted to our external Safeguarding Boards and Commissioners.








PREVENT





The Awareness of the Prevent Agenda Policy has been included within Mandatory Training Safeguarding Level 1 and Level 2 programme. Delivery of this training has been delayed due to ongoing changes in legislation being embedded within the new training programme which will be available from August 2015. 


Workshop to Raise Awareness of Prevent (WRAP) training is due for rollout in September 2015. 








Safeguarding Children





Safeguarding Children Training


Similarly to Safeguarding Adults a training needs analysis (TNA) has been completed and delivery of level 3 (recognition, reporting, protection planning and working within a multi-agency setting) has been updated to include Child Sexual Exploitation, Child Trafficking, On-line Exploitation, Updated Female Genital Mutilation and Forced / Arranged Marriage. ‘Lessons Learnt’ from Serious Case Reviews and Domestic Homicide Reviews were also added in January 2015 and this training continues to be delivered to staff monthly. This is now incorporated within the Safeguarding Training Day that is due to commence monthly from September 2015. 





Safeguarding Supervision


Work is currently being undertaken to identify the most appropriate agency to provide LWH staff with the training. The NSPCC are being considered as a possible to deliver the 5 day training course for LWH staff. However in the interim, the lack of trained NSPCC Safeguarding Supervisor’s has been escalated as a risk through the Hospital Safeguarding Board and an amendment to the Midwifery Supervision guidelines has been made to ensure that LWH Midwives are aware from their Midwifery Supervision that if they have any Safeguarding concerns, they should contact the Safeguarding team for ad hoc supervision. 









EFFECTIVE





NICE Guidance 





NICE guidance is monitored by the Clinical and Quality Governance Committee. The Medical Director and Clinical Governance leads assess all released guidance and identify any that is relevant to this Trust. This is then allocated to a lead, who is expected to make an assessment of the Trust position and compliance against the guidance. During this quarter the following guidance has been applicable to this Trust:





April 2015:





No NICE guidance was released due to the General Election 2015. 





May 2015: 





Five pieces of NICE guidance was released of which 3 were applicable to the Trust.  





 


			Guideline ID & Title


			Guidance Lead


			Month Issued


			Month Allocated


			Assessment Due


			Breached





			NG10 Violence and aggression: short-term management in mental health, health and community settings


			Carl Griffiths


			May-15


			June - 15


			Aug-15


			No 





			NG11 Challening behaviour and learning disabilities: prevention and interventions for people with learning disabilities whose behaviour challenges


			Lisa Murphy 


			May-15


			June - 15


			Aug-15


			No 





			ESUOM 43 (Evidence summaries unlicenced and off-label medicines) Interstitial cystitis: oral pentosan polysulfate sodium


			Ruben Trochez


			May-15


			June - 15


			Aug-15


			No











June 2015:





Guidance released in June is not discussed and allocated until July Clinical Governance, this will be reported in the next SEE report. 





Update for NICE guidance released in March 2015 that was not included in the Q4 SEE report





			Guideline ID & Title


			Guidance Lead


			Month Issued


			Month Allocated


			Assessment Due


			Breached





			IPG515 Insertion of a balloon device to disimpact an engaged fetal head before an emergency caesarean section


			Mark Omar


			Mar-15


			April-15


			June-15


			Yes (awaiting results from clinical audit)





			QS82 Smoking : Reducing Tobacco Use


			Gill Diskin


			Mar-15


			April-15


			June-15


			No





			NG5 Medicines Optimisation


			Paul Skipper


			Mar-15


			April-15


			June-15


			Yes





			NG7 Maintaining a healthy weight and preventing excess weight gain


			Ruth Stubbs


			Mar-15


			April-15


			June-15


			No














Clinical Audit 





A report detailing progress is produced by each specialty within the Trust on a quarterly basis. This is considered at the Clinical Audit Committee and at local quality meetings. The dashboard below provides an overview of progress as of the end of this quarter:


			Lead Specialty


			Red 1


			Red 2


			Amber


			Green 1


			Green 2


			Abandoned / Withdrawn


			


			Total Audits 





			Neonatology


			3


			3


			5


			2


			1


			


			


			14





			Maternity


			10


			3


			5


			3


			


			


			


			21





			Gynaecology


			2


			1


			10


			3


			


			


			


			16





			Theatres & Anaesthesia


			6


			


			4


			


			1


			


			


			11





			Hewitt Centre


			


			


			3


			


			


			1


			


			4





			Genetics


			4


			1


			2


			


			


			


			


			7





			Imaging


			1


			1


			


			


			


			


			


			2





			Safeguarding 


			


			


			2


			


			


			


			


			2





			TOTAL


			26


			9


			31


			8


			2


			1


			


			77

















			Key





			Audit not yet Registered


			Red 1





			Audit In Progress


			Amber





			Audit Report and Action Plan Received


			Green 1





			Evidence of Implementation Received


			Green 2





			Audit is past intended completion date


			Red 2














The details of the audits that are beyond their intended completion date are as follows:-





			Audit Number


			Audit Title


			Supervisor





			Neonatal





			2014/018


			Audit to assess the nutritional intake of infants born at 29+0 to 30+6 weeks gestation


			Colin Morgan





			2014/036


			Re-audit of Term Admissions to NNU


			Bill Yoxall





			2014/044


			Audit of neonatal blood gas management in the neonatal unit


			Colin Morgan





			Gynaecology





			2014/061


			Re-audit of Total Vaginal mesh surgery


			Liz Adams





			Maternity





			2014/040


			Reduced Fetal Movements


			Devender Roberts





			2014/046


			Operative Vaginal Instrumental Deliveries


			David Owen





			2014/053


			Management of moderate/severe hypertension


			Helen Scholefield





			Imaging





			2014/048


			Fetal abnormality detection rates


			Marianne Hamer





			Genetics





			2014/058


			An audit of clinical registers in the management of familial adenomatous polyposis


			Ian Ellis





















Outcomes Benchmarking





As part of the monitoring of services the Trust utilises the Capita Healthcare Knowledge System (CHKS).  CHKS uses the clinical codes submitted monthly by all Trusts (Hospital Episodes Submission Data) in a way that allows us to benchmark our outcomes against a selected peer group of similar Trusts. We can then use this intelligence as an extra asset when seeking assurance or identifying and acting on any outliers





Because this compares Trust data with those of our peers there is a time lag as we await data submission from others; this report therefore shows data for Quarter 4 of 2014-15 (January 2015 – March 2015). 














The following metrics are those in which the Trust is rated Red in the Peer Range column (ie: it is in the lowest performing 25% of Trusts in its Peer Group).





Average Length of Stay for Emergency Caesarean Delivery
The average length of stay for an emergency caesarean delivery was 4.8 days. This is 4% longer than the previous period and 9% longer than the average of our Peer Trusts. If the Trust's length of stay was in line with the peer average there would have been 117 fewer inpatient days this quarter for emergency caesarean deliveries. It should be noted that the Trust's average length of stay for elective caesarean sections was 7% below the peer average this quarter.





Mortality


The mortality rate in the current period is 31% lower than the previous period but is 113% above than the average of our Peer Trusts. As a specialist Trust it is difficult to make exact comparisons with peers, particularly where some patients may actively choose this Trust as a positive environment in which to spend their final days. The Trust has therefore commissioned specialist reviews of its handling of mortality, which identified no specific issues. It also holds mortality and morbidity investigations looking into each death that occurs here, examining the quality of treatment and care received in every case.





% Other Puerperal Infections


The current period is 78% worse than the previous period and 28% worse than the average of our Peer Trusts. There were 64 patients coded as suffering a puerperal infection this period. Puerperal infections have previously been raised as an issue by CQC - investigation by clinicians and coding staff along with a clinical audit found no issues of concern regarding care.








CQC 





The summary of the CQC Intelligent Monitoring Report (IMR) for Liverpool Women’s NHS Foundation Trust from May 2015 is presented below. This is an update on the December 2014 report which was reviewed in the previous SEE Report.





Elevated Risk





The IMR summary highlights an ‘Elevated risk’ for a Whistleblowing alerts – this indicator reflecting the Trust status at 04/03/2015. In the December 2014 IMR the Trust was also assigned elevated risk status for this based on the July’13-Sept ’14 profile whistleblowing alerts. Hence, the Trust was aware of the escalation of concerns to the CQC.  The CEO holds regular coffee mornings to encourage staff to be more open with concerns they may have and facilitate early investigation and intervention when required.





The elevated risk for data quality of trust arising from returns to HSCIC April –June 2014, has been closed following the Trust’s submission of refreshed data for April – December 2014, which corrected an identified issue as described in the 2014-15 Qtr4 ‘SEE’ Report.





Risk


The IMR summary highlights 3 indicators assigned ‘Risk’ status as outlined below:


1. Composite indicator In hospital mortality- Paediatric and congenital disorders and perinatal mortality.
This was highlighted in the December IMR and the Trust responded by conducting a review of neonatal mortality which was reported to GACA. The report concluded that the apparently high neonatal mortality rate for all babies born at LWH is a reflection of the complex case mix cared for at LWH.  When the NNMR is corrected for the gestation profile, it is close to the national rate and if the high risk babies transferred into LWHFT antenatally are excluded, the NNMR is below the national NNMR.





2. NHS Staff Survey – The proportion of staff who would recommend the trust as a place to work or receive treatment. 
This indicator was also assigned ‘Risk’ status in the December 2014 IMR, reflecting the staff response in the 2013 NHS Staff Survey. This IMR reflects their response to the 2014 NHS Staff survey in which the LWH response again fell below that of other Specialist Acute Trusts. The Trust implemented the pulse survey in April 2013 as a mechanism for staff to provide regular feedback to managers.  The survey incorporates the Family and Friends staff questions.  Feedback to staff is displayed on staff information boards.  Following the 2014 Staff Survey, each department has been requested to identify 3 focus areas for improvement which will be monitored via Trust committees.  PULSE scores also now form a component of areas KPI’s and are included within PDRs. This indicator is mandated for inclusion in the Quality Account and in that the HR department has committed to:


· Further explore the question through existing forums, for example:


·  Making the question a standard item on team for discussion on meetings


·  Incorporating via executive director listening events


·  Conducting focus groups in departments where the number of staff who would recommend the Trust as a place to have care is low.





3. Maternity outlier alert: Puerperal sepsis and other puerperal infections.
An outlier response has been submitted to the CQC, which reported the case note review undertaken by 5 consultant obstetricians in response to the alert and  included an action plan developed with leadership from the Medical Director. This action plan included increasing awareness of the need for accurate recording of discharge diagnosis through the issue of a ‘Lesson of the Week’ to midwives and addresses some mis-coding issues, through the issue of advice on coding to coders and ongoing monitoring of coding accuracy. The Trust also included the early identification and treatment of sepsis in its ‘Sign up to Safety’ plan which succeeded in securing £100,000 of funding to support this improvement and the reduction of grade 2/3 Hypoxic Ischaemic encephalopathy








CQC  Assessment Visit February 2015





The final report from this visit was received in late May 2015.The high level summary is presented below:














The full report has been made available on the Trust website at:


http://www.liverpoolwomens.nhs.uk/Library/about_us/Performance/QRP/CQC_Report_May_2015.pdf 





A detailed action plan with a total of34 actions across the CQC domains (Safe, Caring, Responsive, Effective and Well led) has been developed to address the issues highlighted for improvement by the inspection team. 





Progress against the action plan will be monitored extensively by relevant committees and groups including; the Board of Directors,, Governance and Clinical Assurance Committee (GACA), Clinical Governance Committee (CGC), Putting People First (PPF), Finance Performance and Business Development (FPBD), Operational Board, Hospital Safeguarding Board, Nursing & Midwifery Board, education Governance and the Medical Records Committee.








CARING





Complaints 





In Quarter 1 the Trust received 39 official complaints which is an increase of 7 on the final quarter of the previous year but it is significantly lower than the number of complaints received in Quarter 1 of the two previous years.





During Quarter 1 there were 22 complaints received concerning Gynaecology & Surgical Services which represents 56% of the total number of complaints received within this Quarter. Maternity received 7 complaints. The reproductive medicine unit received 6 complaints which is line with those received in the first three quarters of 2014/15 but a significant rise from the final quarter of last year where only two complaints were received for this service.





Complaints numbers for all services are shown below in Figure 1





 (
Figure 1 
- 
Complaints breakdown by service Quarter 1
) 














Often the complaints that we receive are multi-faceted with concerns expressed about a number of aspects of the patient’s experience at Liverpool Women’s. This is particularly true of inpatient concerns which may cover the multi-disciplinary team and relate to events over a short or extended period of time. A great deal of consideration is given to how complaints are categorised to ensure it is appropriate to the level of concerns raised. Complaints are categorised by allocating to the area where the bulk of the complaint or concern lies.





The table below shows the breakdown of areas of concern for Quarter 1.  Complaints about treatment and care accounted for 60% of complaints during this period. It is worth noting that poor communications and staff attitude, when combined, account for one third of complaints. This is an area that might be addressed across the Trust to work towards a reduction in official complaints.








 (
Figure 2 – Complaints breakdown by area of concern
)











Re-Opened Complaints





For the first time this report includes details of the number of re-opened complaints received by the Trust. These are complaints where the complainant has not been satisfied with the response or where further questions or concerns have arisen. 





In Quarter 1 there were thirteen re-opened complaints which equates to an additional 33% of complaints received in a single quarter. Although this is the first quarter of reporting it is the intention to monitor the re-opened complaints figure closely in future. The number of re-opened complaints in this quarter worryingly indicates that we are not getting it right in a third of our complaint investigations and responses. It is accepted that this may represent a disproportionate figure and future analysis will identify trends.





Closer inspection will be paid in future months to the number of the re-opened complaints received and also the reasons behind them.





Lessons Learnt From Complaints 





This report will highlight the top three themes of lesson learnt over the quarter, any actions that have been taken as a result and the changes which have are planned or have been implemented.





1. Re-opened Complaints - As reported above, the Trust receives a significant number of complaints that have to be re-opened. This indicates continued poor patient experience for the complainant and also means an often unnecessary increase in workload for members of staff that are associated with the complaint process. 

To address this issue the Trust has sought the advice of a professional with proven expertise in the management of complaints. A review of the Complaints Policy and accompanying Standard Operating Procedures (SOPs) is now underway. A training programme will be delivered to all members of staff that are involved with complaints investigations and responses to ensure best practice working with balance, objectivity and impartiality.

This is expected to result in a significant reduction of patients being dissatisfied with their letter of response.





2. Poor Communication & Staff Attitude – It is disappointing to receive such a significant number of complaints relating to poor communication and staff attitude.

In response the Head of Patient Experience is meeting with members of the Learning and Development team to discuss and review the Patient Experience module that is delivered to all staff at Corporate Induction Mandatory training. 

In addition the Trust is exploring the introduction of a Customer Care training course to be delivered as mandatory training and additionally in response to complaints about poor communication and poor attitude of named members of staff.





3. Night Time Care For New Mums – a number of complaints received for Maternity services raise concerns about the level of care on wards at night time for new mums. Concerns include women feeling unsupported to care for their baby as well as specific needs not being met. 

As a result a two-hourly comfort and safety check has been introduced throughout the night to ensure that women are comfortable and any specific needs are met. Staff members have also been reminded of the importance of retaining visibility on the ward at night time.








Patient Advice And Liaison Service (PALs)





The Patient Experience Team has managed 122 concerns through the PALs office in Quarter 1. These included 46 relating to Gynaecological and Surgical treatment (37%); there were 31 for Maternity & Imaging (25%) and 13 for Genetics (10%).





Lessons Learnt For PALs





Once again it is evident that appointments are causing most concern for our patients. 





The Trust has a policy whereby a patient who misses or cancels two successive appointments is refused a further appointment and is referred back to their GP. It should be noted that the policy is in place to deter those patients that stretch the system to its limit by frequently cancelling or not attending appointments.





For some patients this can be a cause of inconvenience, distress, and in some instances, anger. The first appointment is allocated usually without consultation with the patient; if the appointment is inconvenient for the patient who requests a different day or time then this is classed as a first cancelled appointment. There are examples when patients have needed to cancel a second appointment due to bereavement or a more pressing medical appointment (such as an appointment with an oncology appointment) and have been told that they will not be allowed a further appointment without GP referral. 





It must be said that Trust staff are correctly following the policy however it is recommended that the Trust review the “two strikes” policy to take into account those patients that experience exceptional circumstances. 









Glossary of Terms and Acronyms 





CAS - Central Alerting System


CQC – Care Quality Commission


CTG – Cardiotocograph


DoLs – Deprivation of Liberty


EPRR - Emergency Preparedness, Resilience and Response


ESR - Electronic Staff Record


GFR - Glomerular Filtration Rate


HSCIC - Health & Social Care Information Centre


HSMR – Hospital Standardised Mortality Ratio


IOSH - The Institution of Occupational Safety and Health


LLETZ - large loop excision of the transformation zone


MCA - Mental Capacity Act


MEWS - Modified Early Warning Score


NHSLA – National Health Service Litigation Authority


NICE - National Institute for Health and Care Excellence


NRLS - National Reporting and Learning System


PALS – Patient Advice & Liaison Service


PFD – Prevent Future Deaths


PWC – Price Waterhouse Cooper


RIDDOR - Reporting of Injuries, Diseases and Dangerous Occurrences Regulations


StEIS - Strategic Executive Information System


SUS - Secondary Uses Service


SUI - Serious Untoward Incident


SEE – Safety, Effectiveness & Experience
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Since previous inspections in 2014, the CQC found that the Trust had significantly improved the level of
staffing across our maternity department and that governance and risk management processes were now
more robust than they had been. The report also highlighted that staff felt supported by senior teams
across the hospital.

Chief Inspector of Hospitals, Professor Sir Mike Richards, said: “Liverpool Women'’s has a lot to be proud
of. Apart from providing essential specialist services to women and babies from Liverpool and the
surrounding areas, it is a major centre for research. We found maternity inpatient services, gynaecology,
neonatal services, end of life care and outpatients services to be good. Staff at every level were
committed and passionate about their work and the quality of care they provided.”

“Since our previous inspections in April and September 2014, the trust has clearly worked hard to make
significant improvements to its governance and risk management systems. We found the senior team was
visible and accessible to staff, and managers were seen by staff as supportive and approachable.”

Amongst a lot of very positive comments, the CQC gave special praise to how clean the hospital is, how
skilled and committed our medical staff are and how caring and compassionate our nurses and midwives
are.

The inspection team commented on how positively our patients, both past and present, had spoken about
their experiences of our hospital, and the inspectors themselves found that our staff treated patients and
their families with dignity and respect.
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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, ownership and accountability through identification of the Executive Lead and of the Non-executive by inference from indication of the associated Board Committee. It 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 is 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. The details of such action are added into columns for identified gaps, action to be taken, the assigned owner of the action and a date for completion.

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. Proposed changes to the BAF

Following the Board’s last review of the BAF in June, the following actions were completed or identified:

a) Previously proposed and approved changes to the BAF have been effected.

b) Following further debate about risk appetite differentiation at the Board development session 5 June and feedback from the PPF and FPBD subcommittees, a revised Risk Appetite Statement paper was received at Board in July.

c) FPBD propose roll–over of dates ascribed to Risks 1661 and 1663; originally referring to 2014-15 and 2015-16 they are shifting the time frame in each risk by 12 months. This being a pragmatic solution to ensure perpetual current year and next year risk registration.

d) As requested by the Board; the Future Generations project risks have been added following consultation with the Project leads.

e) A revision of the descriptor to risk 1(b) the safeguarding risk registered on Ulysses as Risk No. 1732 has been requested, but revised wording has yet to be finalised.










Risks reviewed by Board Committees

Board sub-committees routinely consider the risks assigned for their review and the details of these reviews are contained in Committee minutes and Chair’s reports.  



3. Conclusion

The BAF as approved and adopted by the Board of Directors as a tool to provide an easily digestible overview of the principal risks relating to the strategic aims of the organisation is actively being maintained, as evidenced by the ongoing revisions cited within this report.



Two developments of the BAF remain pending:

1) Revision of the descriptor for Risk 1(b) – rewording awaited.

2) Colour coding of the Target /Appetite column of the BAF to represent the target risk level for individual Risks based on the corresponding risk appetite declared in the Risk Appetite Statement when this is fully approved.



4. Recommendation/s

That the Board of Directors:

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

b. Note the pending developments to the BAF.
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BAF LWH Aug 18 2015.xlsx

BAF


						LWFT Board Assurance Framework			Date:			Aug'2015


						Last Updated			Date:			8/18/15





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


						A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 									Chief Executive Officer			Director Of Human Resources 			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.
• Project Mandate for governance and risk arrangements.
• Pro-active engagement in Healthy Liverpool Programme.
• Regular dialogue with Monitor & CQC and CCG.
• Support external consultants(PwC)
  			• October 2014- Business Plan
• December 2014  - Communications Plan
•  Board & CoG agendas to include monthly project updates.
• Staff survey / Pulse survey scoresas  reflection of staff engagement
• 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 - June '15

Public Consultation


			Director of Finance


Director of Human Resources			June 2015


October 2015


			A			ii)
Risk: Future Generation Strategy lacks support, resource and rigour and therefore lacks credibility. (Organisation of the project)
Cause: Poor Project Management capability due to insufficient funding, insufficient human resource and capacity and poor staff and stakeholder understanding, engagement, ownership and leadership. 
Effect: Plan is insufficiently resourced and supported and is consequently flawed and ineffective in determining and meeting the service change requirements.
Impact: The plan is rejected by NHSE, Monitor and CCG; service continuity not achieved
Ulysses Ref: 1873						Risk Management Strategy 			£																											£						£			4x3=12			4X3=12			12						• External financial support sought from CCG 
• Dedicated resource appointed. Backfill for staff involved in redesign work. Establishment of project sub-groups.
•  Communication & engagement plan, regular staff briefings, staff inclusion in process. Senior clinicians and cross section of staff involved in design workshops and developing case for change – based on Quality of care and meeting standards. Appropriate messages to be used
- A ‘campaign’ approach to be adopted. 
- CCG engaged in FG board.
- Pre-consultation engagement programme.
Internal peer review process underway.
• External peer review process to be agreed with commissioners.
• Discussions with Monitor, NHSE and CCG underway re reputational damage / inefficiency of running 2 consultations. Subject to financial support being achieved. C&E plan and resources; Alignment of C&E activities with Healthy Liverpool Programme.															Director of Finance





			A			iii)
Risk: Recommendations of Future Generations Clinical Strategy flawed.
Cause: Flawed or ineffective implementation of finalised FP project plan, failure of transitional governance arrangements and partnership working with other provider and Health sector stakeholders.
Effect: Service provision fails to meet required standards, reputational damage to brand,  lack of sustainability of service 
Impact: Rejection of outcome by provision partners, CCG, Monitor and NHSE. Loss of services.
Ulysses Ref:1874						Risk Management Strategy 			£																											£						£			4x3=12			4X3=12			12						• Clinical standards produced by consultant body and sourced from nationally defined standards. Service design and proposed change to service configuration based on meeting standards.
• CCG, networks and NHSE involved in standards and design work.
External peer review process to be initiated. Regular communications with Monitor.
OBC to reassess financial forecasts following clinical design work.
•  Meeting the right clinical standards is the basis for clinical case for change.
• LWH footprint requirements already identified.
Potential partner trusts consulted at an early stage re site availability. Capital requirements to be identified through design work.
• Negotiation strategies to be agreed. Identification of ‘non-negotiable’ aspects of change. Promotion of brand and culture through engagement and consultation work.															Medical Director


			A			iv)
Risk: 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.
Ulysses Ref: 1875						Risk Management Strategy 			£																											£						£			4x3=12			4x3=12			12						•  MOU agreed with RL and AHCH. No formal governance arrangements in place as yet.
•   Dedicated Project leadership resource engaged for planning phase. Detailed implementation plan to be developed post Nov 15. Implementation team to be identified (different to project team). Staff development planned (e.g. resilience/change management).
•  C&E Plan, Regular staff briefings, Staff inclusion in process. Plus further work to identify key ‘at risk’ staff groups and strategies. Any change to service location and provision to be assessed through a transparent consultation period and assessed by Healthcare regulators, thus taking into account the views of patients and other NHS bodies. EIA to be completed on service change proposals
Detailed implementation plan to be agreed post consultation.
• Joint CCG communications to GPs and patient groups. Re-issuing of statements re: the sustainability of services e.g. for ante-natal bookers. Pre-consultation engagement plan.															Associate Director of Operations





						Board Assurance Framework - Risk Profiles











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


			1			1. To deliver SAFE services									Chief Executive Officer			Director of Human Resources 			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						•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						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			5x4=20			20						•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						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						• 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						•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)

						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						•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						• 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						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						• 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.						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						•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						• 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						•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








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


						2. To participate in high quality research and to deliver the most effective outcomes									Chief Executive Officer			Director of Human Resources 			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						• 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												Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date


						3. To deliver the best possible experience for patients and staff									Chief Executive Officer			Director of Human Resources			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			12						• 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						None








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


						4. To develop a well led, capable, motivated and entrepreneurial workforce									Chief Executive Officer			Director Of Human Resources 			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						•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						• 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 ensure minimal disruption of services to patients during current period of industrial action
Risk: Insufficient staff 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: National action taken by staff around pay and conditions
Effect: Trust is unable to deliver all services
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1745.						Putting People First Strategy						£															£																		3x5=15			3x3=9			9						• Plan ning arrangements with reevant unions and departments to ensure  contingency plans in place and minimum disrupton to services.
 • Communication Plan
 • Trust business continuity and emergency preparedness plans to ensure  Critical Care Unaffected.			• Local business continuity and emergency preparedness plans.
• NWAS Business continuity plans
•HPA MI response plan.
• NHS escalation plans.
• National guidelines around Strike action and discussions tith other Trusts in the Region to ensur e all adopting a similar approach.
• Plans successfully activated . 
• Minimal disruption to services demonstrated  during action  inJan -Feb 2015						None








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


						5. To be ambitious and efficient and make the best use of available resources									Chief Executive Officer			Director of Human Resources			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			5x5=25			25						• Zero based budget methodology adopted                                                                                    • Voluntary turnaround process adopted to identify robust CIP schemes                                                                                                                                                                                                                                                                            • SSB, 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                              • Quarterly reporting to Monitor			• 2014/15 plan approved by Trust Board  in April 2014                                                                                        • Performance  & Finance Report presented monthly to FPBD
• Finance & CIP achievement reported monthly to FPBD, Operational Board and Service Sustainability Board 
•Monthly budget holder meetings
• Q1 report to monitor July 2014
• Internal audit review of budgetary controls
•  Capital Review, FPBD Oct 2014                           						None 


			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						• 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 October 2014                                                                                                 • Clinical engagement through regular reporting to SSB			• 5yr plan presented to Board, June, 2014 • Final Business Cases, October, 2014
						Yes			Establish Project team 			Director of Finance			December, 2014


			5			c)To take forward plans to develop services nationally and internationally
Risk:  Non-delivery of the expected return from expansion plans in UK and Saudi Arabia    
Cause:  Uncertainty related to demand, income and costs of project and in the case of Saudi Arabia exchange rate fluctuation    
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			4x5=20			20						•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			4x3=12			12						• 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



						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						• External  Engagement through the Liverpool Health Partners
•Genetics strategy group in place
•Significant engagement with NHS England through national lead
• Genetics Centre 100,000 bid submitted
			•submission of tender to NHS England 100,000 genome project
						Yes			•Tender date yet to be confirmed. To be kept under review			Director of Finance			December, 2014
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Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	17	8	


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	3	8	1	1	3	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	3	0	0	0	4	





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 			4												A			To deliver Liverpool Women's Hospital strategic intention 			0			0			3			1			4


			1			To deliver SAFE services			12												1			To deliver SAFE services			0			0			8			3			11


			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			3			0			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			26															TOTAL			0			0			17			8			25





						0			Low


						0			Minor


						17			Moderate


						8			Extreme


						25			Total





Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	17	8	


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	3	8	1	1	3	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	3	0	0	0	4	Strategic Aims





No. Principal Risks





BAF Summary Sheet


									LWFT Board Assurance Framework			Date:			Aug'2015


									Last Updated			Date:			8/18/15








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


			A			To deliver Liverpool Women's Hospital strategic intention 			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			


			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			5x4=20			20			


			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			


			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.
Ulysses Ref: 1734			4X4=16			4x3=12			12			


			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			


			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			


			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			


			1			To deliver SAFE services			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			


			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			


			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			


			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			


			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			


			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			12			


			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			


			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			


			4			To develop a well led, capable, motivated and entrepreneurial workforce			 c) To ensure minimal disruption of services to patients during current period of industrial action
Risk: Insufficient staff 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.
Ulysses Ref: 1745.			3x5=15			3x3=9			9			


			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 2014/15
Risk: The Trust does not deliver its financial plan or achieve the planned continuity of services ratio of 3 in 2014/15.
Ulysses Ref: 1661.			5x5=25			5x5=25			25			


			5			To be ambitious and efficient and make the best use of available resources			b) To deliver the financial plan for 2015/16 and beyond ensuring long term financial sustainability is achieved
Risk:  The Trust is not financially sustainable from 2015/16.
Ulysses Ref: 1663.			5x5=25			5x5=25			25			


			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 in UK and Saudi Arabia .
Ulysses Ref: 1748.			4x4=16			4x5=20			20			


			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			4x3=12			12			


			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			








LIverpool Womens 	BOARD ASSURANCE FRAMEWORK	&D



Page&P of &N	



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	3	8	1	1	3	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	3	0	0	0	4	


Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	17	8	





BAF - FPBD





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


			A			To deliver Liverpool Women's Hospital strategic intention 			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			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 .                                                                                                                   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.			5x4=20			5x4=20			20			


			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
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			5x3=15			5x4=20			20			


			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. 
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.			4X3=12			4x3=12			12			


			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
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			4X4=16			4x3=12			12			


			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
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.			5X3=15 			 5x2=10			10			


			1			To deliver SAFE services			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.			5x4=20			5x2=10			10			


			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
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.			5x4=20			5x2=10			10			


			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. 
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.			5x4=20			5x2=10			10			


			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
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.
			4x3=12			3x3=9			9			


			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  
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.
			4x3=12			4x3=12			12			


			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.
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.			5x4=20			5x4=20			20			


			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
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.
			4x3=12			3x3=9			9			


			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                                                                   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.			4x4=16			4x2=8			12			


			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 
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.			5x2=10			5x2			10			


			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.
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.			4x4=16			4x2=8			8			


			4			To develop a well led, capable, motivated and entrepreneurial workforce			 c) To ensure minimal disruption of services to patients during current period of industrial action
Risk: Insufficient staff 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: National action taken by staff around pay and conditions
Effect: Trust is unable to deliver all services
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1745.			3x5=15			3x3=9			9			


			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.
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.			5x5=25			5x5=25			25			


			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 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.			5x5=25			5x5=25			25			


			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 in UK and Saudi Arabia    
Cause:  Uncertainty related to demand, income and costs of project and in the case of Saudi Arabia exchange rate fluctuation    
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.			4x4=16			4x5=20			20			


			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
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.                			4x4=16			4x3=12			12			


			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                                                                                                                           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.                			4x4=16			4x4=16			16			
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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	3	8	1	1	3	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	3	0	0	0	4	Strategic Aims





No. Principal Risks


Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	17	8	
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[Agenda Item No: |

[Meeting: [Trust Board
[Date: [Aug-15
[Title: [Performance Dashboard - July 2015

Report to be considered in Public or

Private? Public

Where else has this report been considered |Performance Group, Trust Management Group, Finance, Operations Board, Finance, Performance and

and when? Business Development Board
Quality Strategy, Quality Schedule, CQUINS, Corporate Performance Indicators, Monitor Assurance
Reference/s
Framework
[Resource impact: |
[What is this report for? | Information | | Decision | | Escalation | |  Assurance

1. Deliver safe services

Which Board Assurance Framework risk(s) |3. Deliver the best possible experience for patients and staff

does this report relate to? 4. To develop a well led, capable and motivated workforce

5 to be ambitious and efficient and make best use of available resources

Good Governance
Which CQC fundamental standard(s) does |Staffing

this report ralet to? 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

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

SESTXNXX

to deliver the best possible experience for patients and staff

Other:

Monitor Compliance v Equality and diversity

NHS Constitution Integrated business plan

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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Overview
The Trust Board Dashboard highlights the increasing concerns in terms of financial metrics with 6 of the 10 indicators being below target (Red). An explanation of the financial

position is included in the Financial Report included in this section of the Board Agenda.

Of particular note to the Board are three other metrics:-

J The percentage of women being seen by a midwife by 12 weeks gestation continues to fail the target. A thorough investigation has identified several issues
(detailed below) which will be addressed by the service. A group has been set up in order to review the booking and reporting processes and resolve any
'process' issues once and for all.

Appraisals and Mandatory Training has seen a small increase in compliance which requires continued performance managament in order to bring into  compliance.

The Trust is performing well against all internal and external metrics (Monitor, CQUINS targets are both at 100% compliance). Eﬂ ;

See full set of metrics attached. S:\InfoPMF\
finance\BOARD

REPORT\1516\

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

HR: Sickness & Absence HR: Sickness and Absence
10.00% The single month sickness figure rose slightly from 3.75% in month two, to 4.16% in month three. Although this is above the Trust’'s own target of
5 00% - : o—0—0—%—¢, 3.5%, this is the fifth consecutive month that it has been below the Commissioner Target of 5%. The proportion of sickness which is long term
remains higher than would normally be expected. The management of sickness absence continues to be a priority across the Trust, particularly in

0.00% terms of supporting those staff who have been off sick long term in returning to work. A number of cases are also being managed through to
dismissal where appropriate.

_ : HR: Appraisals
HR: Appraisals The percentage of staff with completed PDRs increased in month three from 80% up to 84% (against a Trust target of 90%). In particular there were

) . . . . —— . . . .
188'885 significant improvements in Estates & Facilities, Genetics, IT & Information, Neonates and Maternity. Theatres remain a concern. However a
. (o]

: significant number of staff have recently been recruited and an plans are in place to complete outstanding PDRs. Pharmacy, Private Patients and
’;g'gg;’ T ¢ ¢ Imaging also remain below target, rated as red.

Managers should have ongoing plans in place to ensure improved compliance which are discussed at regular meetings with their HR support. The
OD team have also now identified named links with each area to ensure that any discrepancies can be quickly resolved.

HR: Mandatory Training
The completion figure for mandatory training has increased marginally from 86% to 88% (against a Trust target of 95%) in month three. The OD
Team have been working closely with colleagues from St Helens & Knowsley Trust to ensure all competency information is correct. This project

90.00% W concludes this month.
80.00%

In terms of both PDR and Mandatory Training Compliance, the Associate Director of Operations has written to managers across the Trust to advise
them that where their figures remain below target, they will be required to attend SMT to discuss their figures.

HR: Mandatory Training
100.00%

All Linear graphs are rolling 12 months Page 3 of 9
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To be EFFICIENT and make best use of available resources

Financial Report will be provided separately

To deliver SAFER services

12 Week Bookers

100.00% -
90.00% w

80.00%

12 Week Bookers

The number of women whom have been booked with the service before reaching 12 weeks and 6 days gestation continues to be below the 95%
target and the reason is thought to be multifactorial including.

A working group has been set up and have met to work through resolution of identified issues, including technical, issues and cross specialty issues
such as women engaged in early pregnancy support viia gynaecology. A discussion with operational management is warranted to consider this
metric being reported a month behind ,as currently ,many of the women highlighted as booked towards the end of the identified month will not have
had their ultrasound dating scan and therefore the booking history is not complete with the estimated date of delivery which may show as non
compliant. Itis expected that we achieve this target by October 2015.

To deliver the most EFFECTIVE outcomes

cord pH<7
12
; A
4 .
0

All Linear graphs are rolling 12 months

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.

In two, the reasons for low cord pH were fetal — these were recognised during the intrapartum period and appropriate care in labour and delivery was
given.

Apgars on both these babies at 5 minutes were 9 and 10 respectively. One was a placental abruption — swift management by emergency obstetric
team resulted in livebirth of neonate within 20 minutes of admission to MAU (ACE review: appropriate care).

Of these three, there were no cases where there were system or personal failures. Review has not established any themes

One has been escalated to a serious incident following adverse event review. The outcome from this Sl review is awaited. These cases form part of
the intrapartum adverse event review process. Themes from relevant pregnancies will allow us to target areas for action in order to reduce this
metric. No obvious themes have been established so far.

Page 4 of 9
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To deliver the best possible EXPERIENCE for patients and staff

Choose & Book figures are yet to be published on HSCIC website. HSCIC have stated that Choose and Book figures will not be available until the
end of August 2015.

Conclusion

Overal performance in July is on a par with Quarter 1 .

The areas requiring continued focus are:-

o 12 week bookers
° Appraisals and Mandatory Training
o Financial performance

Recommendations

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.

All Linear graphs are rolling 12 months Page 5 of 9
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To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE

Indicator Name

Target |

C

— Y

Liverpool Women

2 C

NHS Foundation Trust

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Staff Friends & Family Test (PULSE)

HR: Sickness & Absence Rates (Commissioner)

KPI_10

<=5% 3.98% 3.75% 4.20% 4.08%

HR: Sickness & Absence Rates (Corporate)

Corp_1

<=3.5%

HR: Annual Appraisal and PDR

Corp_2

>= 90%

HR: Completion of Mandatory Training

Corp_3

>=95%

To be EFFICIENT and make best use of available resources

HR: Turnover Rate

Corp_5

<=10% 8.00% 8.00% 8.20% 8.96%

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Indicator Name Ref Apr-15 May-15 Jun-15 Jul-15
Surplus / Deficit (YTD) <= Planned £1.083M £2.143M £3.087M £3.397M
Planned Surplus/ Deficit (YTD) TB_2b
Cash Balance (YTD) >= Planned £5.1M £12.5M £12.5M £10.8M
Planned Cash Balance (YTD) TB_3b
Finance: Contract Income Actual Variance (In Month) Corp_7 -£179,040 -£429,209 £373,900 £6,557
Finance: Contract Income Budget (In Month) Corp_9 >=0
Finance: Non-contract Income Actual Variance (In Month) Corp_1la =£0 £76,032 £156,324 £218,631 -£55,560
Finance: Non-contract Income Planned Budget (In Month) Corp_11b
Finance: Other Actual Income Variance (In Month) £86,642 £164,301 £56,781 £254,075
Finance: Other Planned Income Variance (In Month) -£1,143,665 | -£1,219,734
Finance: Budget Variance (In Month) Corp_9 -£103,000 -£515,000 -£476,000 -£391,000
Finance: Capital expenditure Corp_9 £258,026  £1,177,643 £2,379,342 £621,657
Finance: Cost of Agency Staff usage Corp_11la £226,648 £228,452 £184,979 £160,697
Finance: Cost of Bank Staff usage Corp_11b £141,730 £116,007 £127,307 £35,506
Finance: Cost of Overtime usage Corp_11c £17,643 £24,770 £40,859 £126,213
Finance: Use of temporary / flexible workforce (bank / agency staff) Corp_11 £386,021 £369,229 £353,145 £332,416
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20 15/16 Key: TBA =To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

Indicator Name Ref Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 | Nov-15 Dec-15 Jan-16 | Feb-16 Mar-16
Safer Staffing Levels (Overall - includes Registered and Care Staff) Corp_6 <=90% 92.10% 94.00% 93.70% 92.60%

Surgical Site(s) Infection(s) KPI_12 <=3% 0% 0.01% 0.30% 0.20%

Serious Incidents: Number of Open Sl's XC 11 Morg)i:]ol;ing 19 22 17 19

Serious Incidents: Number of New Sl's XC 12 I\/Iorc1)irtﬁ;ing 2 3 0 2

% of women seen by a midwife within 12 weeks KPI_16 >= 95% 90.14% 89.96% 87.64% 91.24%

Neonatal Bloodstream Infection Rate LWH_4 TBD 3.18 0.00 0.00 0.00

To deliver the most EFFECTIVE outcomes

Indicator Name Ref Aug-15 Sep-15 Oct-15 | Nov-15 Dec-15 Jan-16 | Feb-16 Mar-16

Mortality Rates (Gynaecology Only - excludes Oncology)

LWH_6

<=0.11% 0.10% 0.00% 0.00% 0.00%

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

KPI_26

<=12.65

TBC 19.42

23.89 12.34 10.96

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

KPI_27

<=43

TBC 4.85

9.24 4.85 8.91

Biochemical Pregnancy Rates

LWH_9

>30% TBC 46.88% 49.03% 45.50% 39.44%

Still Birth Rate (excludes late transfers)

LWH_8

TBD 1.55 0.00 3.06 5.46

Neonatal Deaths (all live births within 28 days)

LWH_7

Rate per

1000 TBD >:03

3.17 8.76 3.08

Returns to Theatre

Corp_13 ESNEINE=®

0.37% 0.63% 1.14%
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To deliver the best possible EXPERIENCE for patients and staff

Indicator Name Ref 2Toa1rg/it6 Apr-15 May-15 Jul-15 | Aug-15 Sep-15 Oct-15  Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
<= 15 15 12 10 11

Number of Complaints received Corp_16

18 Week RTT Non Admitted (aggregate) Monitor 2 >= 95% 95.43% 95.23% 96.17% 95.45%
. . Quality

Friends & Family Test Strategy > 75% 96.10% 98.02% 99.20% 95.79%

0 : o Y

Yo Women that requested and Epidural, but weren't given one for non-clinical KPl 21 <= 504 5 8704 4.44% 4.24% 4.65%

reasons -

% Women given one to one care whilst in established Labour (4cm dilation) KPI_20 >= 85% 96.43% 96.76% 98.67% 96.42%

T : NHS _

6 Week Wait Diagnostic Tests England >=99% 100% 100% 100% 100%

Last Minute Cancellation for non-clinical reasons 0 0 0 0 0

Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 Corp_ 23 0 0 0 0

days)

Failure to ensure that sufficient appointment slots are available on Choose & KPI 06 < 6% 6.19% Not available =Not available

Book Nationally Nationally
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CHARITABLE FUNDS COMMITTEE

TERMS OF REFERENCE 

		Constitution:

		The Trust Board acts as the Corporate Trustee for the Liverpool Women's NHS Foundation Trust Charitable Trust.

The Board hereby resolves to establish a Committee of the Board of Directors to be known as the Charitable Funds Committee (the Committee)



		Duties:

		The Committee’s responsibilities fall broadly into the following areas:


Charitable Legislation

a. To ensure funds are managed in accordance with the latest legislation and regulations pertaining to charities.

b. The Charitable Funds Committee is responsible to the Board of Directors, as Corporate Trustee of the Liverpool Women's NHS Foundation Trust Charitable Fund.

Strategy

c. To set the Charitable Funds Strategy in the context of the Trust overall strategy and make recommendation on significant programmes of activity to the Board of Directors.

Income & Expenditure


d.     To review the fund’s performance and ensure all expenditure is in line with the charitable objectives of the fund.

Fundraising


e.     To oversee fundraising activities and approve all plans for the expenditure of the fund.

f.      To receive a periodical and annual fundraising reports.

Investment Management

g.    To oversee the performance of the fund managers, compare with peer groups and periodically review the fund management function.

Annual Report and Accounts

 

h.   To receive and approve the Trust Charitable Funds Annual Report & Accounts, as Corporate Trustee.





		Membership:



		The Committee membership shall consist of the following:

•
A Chairman who shall be a Non-executive director


•
One other Non-executive Director


•
Director of Workforce and Marketing


· Deputy Director of Finance

•
Financial Controller


•
Financial Accountant


Members can participate in meetings by two-way audio link including telephone, video or computer link (excepting email communication).  Participation in this way shall be deemed to constitute presence in person at the meeting and count towards the quorum.

The Committee will appoint one of the members as Chair and another member to be Vice Chair from the outset.  The Vice Chair will automatically assume the authority of the Chair should the latter be absent.






		Quorum:

		A quorum shall be three members which must include one Non-executive director.





		Voting:

		Each member will have one vote with the Chair having a second and casting vote, if required.  Should a vote be necessary a decision will be determined by a simple majority.





		Attendance:

		a. Members

Members will be required to attend a minimum of 75% of all meetings.


b. Officers

The Finance Director and the non-executive Chairman shall 

normally attend meetings. Other Board members shall also have 

right of attendance subject to invitation by the Chairman of the 

Committee.

The Fundraiser to attend as required at request of the Committee.

Other officers and staff of the Trust will be invited to attend the meeting as appropriate when an issue relating to their area of operation or responsibility is being discussed.


Representatives from partner organisations or other external bodies may be invited to attend as appropriate.  Such representatives will not have voting rights.






		Frequency:

		Meetings shall be held on a quarterly basis.  Additional meetings may be arranged from time to time, if required, to support the effective functioning of the Trust.





		Authority:

		The Committee is authorised by the Board to investigate any activity within its Terms of Reference.  It is authorised to seek any information it requires from any employee and all employees are directed to cooperate with any request made by the Committee.



		Accountability and reporting arrangements:

		The Committee is authorised by the Board to obtain independent professional advice or to secure the attendance of outsiders with relevant experience and expertise if it considers this necessary.  

This includes seeking the advice of specialists from within and outside the NHS as appropriate.

The minutes of the Charitable Funds Committee shall be formally recorded and key issues summarised and submitted routinely for the board.





		Monitoring effectiveness:

		The Committee will undertake an annual review of its performance against its duties in order to evaluate its achievements.






		Review:

		These terms of reference will be reviewed at least annually by the Committee.



		



		Reviewed by Charitable Funds Committee Subcommittee:

		07 August 2015



		Approved by Board of Directors

		4 September 2015



		Review date:

		August 2016 



		Document owner:

		Trust Secretary


Email: andrew.chittenden@lwh.nhs.uk  


Tel: 0151 702 4033      
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Audit Committee



Minutes of a meeting held Monday 27 July 2015 at 1000 in the Board Room



PRESENT: 	Mr Ian Haythornthwaite (chair) 	Non-Executive Director

	Dr Pauleen Lane                    	Non-Executive Director 

	Mr Steve Burnett                       	Non-Executive Director 



IN ATTENDANCE: 	

	Miss Louise Florensa		Corporate Support Manager (minutes)

	Mrs Jenny Hannon               	Deputy Director of Finance 

	Mr Ian Kennedy		Counter Fraud, Baker Tilly

	Ms Sarah Leonide		External Auditor, PriceWaterhouse Coopers

	Mr Tony Okotie		Non-Executive Director

	Ms Lisa Randall		Head of Internal Audit, Baker Tilly



15/16/15	Apologies       

	Mr Andrew Barlow        		Local Counter Fraud Senior Consultant, Baker Tilly

	Mr Andrew Chittenden		Interim Trust Secretary

	Mrs Allison Edis                        Deputy Director of Nursing and Midwifery

	Ms Sarah Fletcher 		Internal Auditor, Baker Tilly

	Mrs Vanessa Harris                	Director of Finance

	Mrs Fiona Kelsey               	Senior External Auditor, PriceWaterhouse Coopers

	Mrs Joanne Topping		Interim Medical Director (for item 15/16/05 only)

	Mr David Walliker		Chief Information Officer



15/16/16	Meeting guidance notes

	Noted.



15/16/17	Declarations of Interest 

	There were no declarations of interest.



15/16/18	Minutes of previous meetings held 16 March 2015 and 22 May 2015

	The minutes were approved as an accurate record.



15/16/19	Matters Arising and Action Log

The action log was reviewed and updated.



15/16/20	Chair’s announcements

	There were no chair’s announcements.



Non-Executive Director, Pauleen Lane informed the Committee that there had been constructive governor discussion at the recent Council of Governor meeting with regards to the audited accounts, in particular reference to the treatment of liabilities, CNST and Going Concern items.  



15/16/21	Follow up of IA and EA Recommendations

The Financial Controller reported progress against audit recommendations for 2014/15. Two actions from 2013/14 remain to be implemented, relating to Medical Devices and Database Administration Management. Both audits have indicated a completion date of October 2015.  The completion date for the Database administration management would require further discussion with the Chief Operating Officer in light of the updated action log item 14/15/28. 



Resolved

a) The Committee noted good progress.

b) Completion date of Database administration management to be agreed and amended. Action 14/15/28.



15/16/22	Internal Audit Progress Report 

The Head of Internal Audit noted an efficient turnaround to finalise reports by the finance team to provide an up-to-date report to this Committee. The Committee noted the split opinion recommended for the World Health Organisation (WHO) Checklist and for the Pharmacy stock and ward management materials, due to strong overall control however limited compliance levels. The Chair agreed it was useful to see a split between control and functions. 



There was a detailed discussion with regards to both of these audits and concern about the level of compliance with the WHO checklist. The Committee were informed that the Governance and Clinical Assurance Committee (GACA) had supported a recent request for an external review of gynaecology services. The Committee agreed that GACA should commission a review however should also request assurance from the Medical Director and the Chief Executive with regards to progress against the audit actions. Non-executive, Pauleen Lane noted that the current process between the community centres and pharmacy to collect drugs is time-consuming and could be streamlined. The Committee would raise the issue with the Executive team to review as part of the Community Review. GACA were tasked to receive a management response against both audits. 



The Head of Internal Audit advised that the debrief meetings had been held with management for both of the audit reviews. Complete implementation of actions is expected by September 2015. 



	Resolved 

a) The Committee noted the progress report. 

b) Committee tasked GACA to receive management response for the WHO checklist and Pharmacy Stock and ward management audit actions. 



15/16/23	Counter Fraud Progress Report 

The Local Counter Fraud Team had conducted one proactive review of consultant job plans and noted that, job plans were not formally signed off, a failure to correctly report private working arrangements and a failure to report declarations of interest. The Chair requested that the final report from this review be submitted to the next Putting People First Committee (PPF) to consider rather than waiting for the next Audit Committee meeting. 



No allegations of referrals had been received this quarter.



Resolved

a) The Committee noted the progress report. 

b) Committee tasked PPF to receive the consultant job planning review report from Counter Fraud. 



15/16/24	External Audit Annual Report 2014/15 & ISA (UK&I) 260

The External Auditor reported that the Going Concern item had been completed since the last Audit Committee meeting and the final annual report had been submitted on 29 May 2015 as required. The final report had been circulated to this Committee for completeness. 



Resolved 

The Committee noted the final annual report and ISA260.



15/16/25	Register of Waivers of Standing Orders

The Committee reviewed the register of waivers. It was confirmed that sole supplier information is built into the specification if known. The Committee noted the specialist equipment used by the Trust, notably for the Hewitt Centre and Genetics, which required orders from sole suppliers. 



Resolved

The Committee noted the register of waivers.  



15/16/26	Corporate Governance Manual review

The Committee noted the amendments made to the Corporate Governance Manual. The Committee reviewed the terms of reference within the manual and requested that the quorum of the Finance, Performance and Business Development Committee be amended to include the Associate Director of Operations.  



Resolved

The Committee approved the amendments to the Corporate Governance Manual on behalf of the Board of Directors.



15/16/27	Business Case for PwC Consultancy

The Committee were informed that a business case for continued use of PwC to support the Future Generations Strategy had been submitted to Monitor. The Chief Executive, Medical Director and Chair of the Audit Committee had approved the business case prior to submission. 



Resolved

The Committee noted the submission of the business case to Monitor. 



15/16/28	Deloitte Well-Led Governance Review Action Plan

The Committee were assured that the Executive Committee reviews the action plan weekly and the assurance sub-committees review progress against actions regularly at meetings. 



Resolved 

The Committee noted the update.



15/16/29	Board Assurance Framework (BAF)

Non-Executive Director Steve Burnett, reported that GACA had recently considered the risks in relation to Safeguarding and received assurances that action is progressing. It was confirmed that this risk is at a stable position since the last BAF report as opposed to the upward arrow shown on the report. 



GACA had also requested that the action column within the BAF should be regularly reviewed and updated. 



Resolved

The Committee noted the BAF.



15/16/30	Minutes of Board Committees

a) GACA held 29 May 2015

b) FPBD held 28 April 2015 and 23 June 2015

c) PPF held 24 April 2015 



Resolved

The Committee received and noted the minutes from the Board sub-committee meetings. 



15/16/31	Review of Risk Impacts of items discussed

The Committee considered the risks identified by the Internal Audit Progress report in relation to the WHO checklist and Pharmacy stock and ward management, and the escalation of a management response for both risks to GACA. 



15/16/32	Any other business

No other business discussed. 



15/16/33	Review of meeting

There was a brief review of the meeting.



15/16/34	Date and time of next meeting

Monday 26 October 2015, 10:00am in the Large Meeting Room
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Charitable Funds Committee

Minutes of a meeting held Friday 7 August 2015 at 1030 

in the Board Room, Liverpool Women’s Hospital

Present:      
Liz Cross (Chair)
Non-Executive Director


Victoria Brennand
Financial Accountant


Steve Burnett
Non-Executive Director (for item 15/16/07)


Michelle Turner
Director of Workforce & Marketing


Janet Parker
Financial Controller

In attendance: Jenny Hannon
Deputy Director of Finance





Lisa Masters
Fundraising Manager




Tony Okotie
Non-Executive Director

Minutes:

Louise Florensa
Corporate Support Manager

15/16/01   
Apologies 





Dianne Brown 
Director of Nursing & Midwifery




Allison Edis
Deputy Director of Nursing & Midwifery


15/16/02

Meeting guidance notes


Received and noted.


15/16/03

Declarations of Interest





None


15/16/04

Minutes of the previous meeting held 27 February 2015 





The minutes were agreed as an accurate record. 


15/16/05

Matters arising and action log





The action log was reviewed and updated. 

15/16/06

Chair’s announcements 


The Director of Workforce & Marketing was welcomed as a new member to the Committee. 


The Chair announced that discussions are underway to merge the Newborn Appeal Charity with the Trust Charity to become a single charity which would reduce administration costs involved with running two separate charities. The branded appeals would remain to raise funds and feed into the one charity. The Fundraising Manager agreed that the separate appeals should be maintained as the public prefer to donate to a specific cause. 

Due to the changes the Committee had introduced, such as devolving decision making to staff and receiving impact reports, it was considered that the Committee should only be required to meet once/twice a year maximum, with the potential to become a sub-committee to the Audit Committee. The Committee agreed that advice should be sought from the Charity Commission with regards to the frequency of meetings. The Committee were asked to consider its governance over the charity processes and if there is capacity to develop the Committee further to consider innovation. The Committee was also asked to consider its appetite to partner with another Charity, in terms of working collaboratively with the Liverpool Health Economy. There was a discussion with regards to the verbal proposal of an Innovation Panel which would review both charitable fund and commercial requests. The Chair advised that a paper would be prepared to discuss this further at the Board of Directors meeting.


Resolved


A report to consider the Charitable Funds Strategy and Innovation to be taken to the Board of Directors in October / November 2015. 


15/16/07

Financial Position & Investment Report Quarter 4 2014/15

The Financial Accountant provided an annual financial position to the Committee, detailing an 11% reduction in funds, and a 58% drop in the General Purpose Fund. Two funds had been fully utilised and would be closed. 

It was highlighted to continue with key commitments currently funded by the General Purpose Fund would push the balance into a deficit position. To prevent a deficit position, the Committee were asked to consider apportioning funding across all funds for the three volunteer salaries, which is the largest commitment the charity has agreed. The Committee agreed the cost should be apportioned to the areas where the volunteer service operates. The Committee also approved a transfer of funding from the General Purpose Fund to the Neonatal Fund for the ongoing flat maintenance, which is used primarily by Neonatal families.


It was confirmed that the Executive Committee had agreed not to provide Christmas lunches for staff in 2015. The Committee were satisfied with this response as they did not recognise this as eligible expenditure from Charitable Funds. The Chair advised that fund holders should be reminded of appropriate use.


Resolved


Committee noted update.


Commitments from the General Purpose Fund would be changed to prevent a deficit position. 


15/16/08

Charitable Funds Applications Impact Annual Review

The Committee received an annual review of the impact from charitable fund spending. The Financial Accountant highlighted the Genetic research programme and the Maternity assist programme. The Chair asked for clarification with regards to the intellectual property rights of the maternity assist programme as there is potential to market and attract sponsorship for this product. The Non-Executive Director, Tony Okotie asked how the charitable fund expenditure is shared with the public. The Fundraising Manager advised fundraising events published in the Kitty newsletter and could be added to the Charity Facebook page. The Committee considered that the programmes that are making an income after receiving charitable funds should be asked to donate money back to the fund to be used for another purpose.  

Resolved

Ensure the impact of charitable fund spending is shared with the public. 

15/16/09
Fundraising Report

It was reported that work with individual teams within the Trust to promote the Charity had improved staff awareness and willingness to raise funds. Current fundraising and planning for the Baby Remembrance Service is underway. This event would be held off-site this year due to the growing attendance. The Board of Directors are invited to attend this moving service. The Fundraising Manager would meet with the Director of Nursing and Midwifery with regards to planning an adult memorial service in 2016. The Charity Facebook page is a popular resource and is updated daily. The Committee were informed that the Crown Plaza Hotel had chosen Kitty as their Charity of the Year. 

The Director of Workforce and Marketing agreed to discuss with the Fundraising manger how to develop a programme for Board of Director attendance to key charity events. 

Resolved


Committee noted developments. 


Committee agreed Board level attendance is required at key charity events.


15/16/10
Fetal Medicine Unit refurbishment Update 

The Fundraising Manager reported enthusiasm from staff to fundraise for this cause. The official launch would take place on 20 August 2015 at 1600. The Chair advised that unfortunately she could not attend the launch however would send a note on behalf of the Committee. 


Resolved

Committee noted developments. 


15/16/11
Corporate Sponsorship 

The Committee was asked to consider its position on accepting offers of corporate sponsorship. The Committee reviewed the existing Sponsorship Policy and agreed it was fit for purpose. The Committee agreed that staff should revert to this policy for corporate sponsorship. There was a discussion about whether the Trust should actively seek corporate sponsorship or wait for incidental corporate involvement. The Director of Workforce and Marketing agreed to consider how actively the Trust should pursue Corporate Sponsorship.  

The Committee was also asked to consider its position on challenge events. The Committee agreed that they would support requests to take part in or organise challenge events on a case by case basis ensuring appropriate consideration had been taken. It was noted if a member of the public chooses a task to complete to raise money for this Charity the liability would sit with them and this should be clarified at the beginning of discussions. A staff member would be insured by the Trust. 

Resolved

Committee endorsed the Sponsorship Policy and supported an approach to challenge events.

15/16/12
Review of Charitable Funds Strategy Update 

This discussion was held under item 15/16/06. 

15/16/13
Charitable Funds Committee Terms of Reference & Business Cycle 


The Committee reviewed the amended terms of reference. Further amendments were requested:

· Remove the Director of Finance from the membership & add the Deputy Director of Finance


· Approve the addition of the Director of Workforce & Marketing


· Add a section to Committee Duties with regards to setting the strategy 


The Committee reviewed and agreed the business cycle for 2015/16. It was noted that the Annual Report and Accounts would be presented to the next Committee meeting prior to the Board of Directors. 

Resolved

a) Amend the terms of reference and submit to the Board of Directors in September 2015 for ratification.


b) Approved the Committees Business Cycle. 

15/16/14
Review of risk impacts of items discussed


No additional risks identified.

15/16/15
Any other business

There were no items of any other business.


15/16/16
Review of meetings


There was a brief review of the meeting including:


· Positive focus on the benefits of investments and an appetite to innovate


· Good open debate


· The importance of the impact report to be shared with the public who donate money willingly.   


15/16/17
Date, time and place of next meeting


The meeting to be held on Friday 25 September 2015 was cancelled



The next meeting will be held on Friday 11 December 2015 at 1000 in the Board Room


S:\PA\Charitable Funds\Charitable Funds 2015 - 2016\150925 Charitable Funds\CFC Minutes 150807 V01.doc
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Liverpool Women’s NHS Foundation Trust

Finance, Performance & Business Development Committee Annual Report 2014/15

The Finance, Performance & Business Development Committee 


The Committee is responsible for reviewing the Trust’s financial strategy, performance and business development.  

It completes these responsibilities as follows;

Finance and performance


a. Acts on behalf of the Board in reviewing and approving the annual plan and the quarterly submissions made to Monitor


b. Receives and considers the annual financial and operational plans and makes recommendations as appropriate to the Board


c. Reviews progress against key financial and external targets, including performance ratings


d. Advises the  Board on all proposals for major capital expenditure over £500,000


e. Oversees the development and implementation of the estates strategy


f. Oversees the development and implementation of the information management and technology strategy


g. Examines specific areas of financial and operational risk and highlights these to the Board as appropriate


Business planning and development

h. Advises the Board and maintains an overview of the strategic business environment within which the Trust is operating, and identifies strategic business risks and opportunities reporting to the Board on the nature of those risks and opportunities and their effective management


i. Reviews the Trust’s business plan and advises the Board in respect of that plan


j. Advises the Board and maintains an oversight on all major investments and business developments.

k. Develops the Trust’s marketing strategy for approval by the Board and oversees implementation of that strategy

This remit is achieved through the Committee being appropriately constituted, and by the Committee being effective in ensuring internal accountability and the delivery of assurance services.


This report outlines how the Committee has complied with the duties delegated by the Trust Board through the terms of reference.


Constitution


The Finance, Performance and Business Development Committee is accountable to the Board of Directors.


Membership during the year comprised;

· Non-Executive Director (Chair)


· One additional Non-Executive Director 


· Chief Executive


· Director of Finance


· Associate Director of Operations (Changed from Director of Nursing, Midwifery and Operations by a Board Approved update to the Terms of Reference in May 2014)

Meetings were also attended by other senior management staff as appropriate.


Nine meetings were held during the financial year 2014/15 to reflect the financial challenges faced by the Trust.  Members participated by two-way audio link on occasion where appropriate which is deemed to constitute presence in person per the Committee’s Terms of Reference. 

Key Achievements


The Committee met in accordance with the frequency laid out in its terms of reference which is at least five times per year.  The Terms of Reference were reviewed in May 2014.  It was during this review that the membership was amended to reflect the changes in Executive responsibilities and attendance by the Associate Director of Operations to replace the Director of Nursing, Midwifery and Operations.

Significant financial and strategic matters were adequately discussed with appropriate regard to risk, generating appropriate actions which were followed up on a timely basis. Key achievements are noted below:

Financial planning and monitoring


In light of the two year operational plan presented to the Committee in March 2014 the Committee gave significant focus to finance and performance throughout 2014/15.

In February 2015 the Committee reviewed the 2015/16 budget and considered the appropriateness of treating the NHSLA group action as an exceptional item in 2015/16.The Committee also approved a request to apply for Distressed Funding from Monitor to address the liquidity issues the Trust will face as a result of the planned deficit.


Strategic Options


In 2013/14 the Committee supported the appointment of external advisors to undertake a strategic options review for the Trust. The business case and project plan in relation to this was presented in detail to the Committee in October 2014 and highlighted the financial and clinical case for change. The Committee supported the recommendation to complete a review of clinical evidence moving forward.

Monitoring the Trust CIP programme


The Committee received and reviewed on a regular basis the Trust’s progress against its challenging CIP targets for 2014-2016.  

The Committee reviewed and challenged the financial targets of each scheme as well as receiving the detail of the Quality Impact Assessments behind each one. The Committee has also reviewed the CIP post implementation review plan and governance processes in place around the delivery of CIP.


In addition to this, and in the context of the 5 year CIP plan, the Committee received an external Efficiency Review performed by PwC which identified that on the whole the Trust was efficient. 


Private Maternity

The Committee received updates on expansion plans in relation to the successful private maternity services pilot and approved up to £100k from within the 2014/15 capital budget to support this.

IM&T strategy

The Committee have monitored the progress of the implementation of the IM&T Strategy receiving detailed quarterly updates from the Chief Information Officer.

Hewitt Fertility Centre (HFC) 


The Committee received updates on the expansion plans of HFC, challenging the proposed growth plans against the level of performance being demonstrated within year. 


Focus was redirected back to the UK during 2014/15, and performance reported in detail to the Committee by the Commercial Director of the HFC on a regular basis.

Monitor Reporting

The Committee have received each quarterly report and approved its submission to Monitor.  The Committee ensure this reflects the position being reported at Committee and to the Board on a monthly basis.  This has also included the approval for submissions where the Trust could not guarantee maintaining a rating of ‘3’ or above over the next 12 months.


Business Assurance Framework (BAF)

The Committee have reviewed the Board Assurance Framework in line with the business cycle of activities and the updated risk management policy.  The Committee have held discussions over the rating of specific risks and amended the BAF accordingly, specifically including elevating the risk of taking forward plans to develop services nationally and internationally to 20.


Conclusion

In evaluating its achievements it is concluded that the Finance, Performance & Business Development has achieved its objectives for the Financial Year 2014/15.

Work planned for 2015/16

· Review and monitoring of Trust Finance and Performance – identifying key concerns for the attention of the Board.

· Review of Hewitt Centre performance and proposals, to provide recommendations to Board 

· Monitoring of delivery of the CIP programme.

· Review and monitoring of the IMT & Estates strategies.

· To review and approve submission of the Monthly/Quarterly Monitor returns to Monitor

· Review of the BAF, updating risk assessments that are required following discussions at Committee.


· To monitor and review the development of the strategic options for the Trust.


· To review business development opportunities and marketing strategy


· To review and recommend to Board the 2016/17 Budget and Operational Plan

Finance, Performance & Business Development Committee Chair 


April 2015


FPBD Attendance 2014/15

		Finance, Performance & Business Development Committee Attendance Register 2014/15



		

		

		13 May 2014

		29 July 2014

		29 Aug 2014

		26 Sept 2014

		28 Oct 2014
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2014

		12 Dec 2014

		27 Jan 2015

		27 Feb 2015
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		Income & Commercial Accountant Lead

		

		

		

		(

		

		

		

		

		



		Danielle Sweeney 

		Deloittes LLP (Independent Governance Review)

		

		

		

		

		

		(

		

		

		





NM – Non Member


A - Apologies

1




_1502276567.doc
[image: image1.jpg]C
~—
Liverpool Women’s?}s

NHS Foundation Trust








Board of Directors


Committee Chair’s report of Charitable Funds Committee held 7 August 2015


1. Agenda items covered

· CFC and strategy -  future 


· Streamlining governance and administration – Corporate and named funds


· Development of innovation panel – enabling bids for charitable and commercial funds to support improvements and innovations


· Next steps around chartable fundraising and spend strategy

· Financial position and investment report

· Charitable Funds Applications – Impact Report (annual) 


· Fundraising report


· Foetal Medicine Unit refurbishment update 


· Corporate sponsorship 


· CFC ToR and Business Cycle 


2. Board Assurance Framework (BAF) risks reviewed


· Improved processes to clarify funds held, spent and developing impact reporting 

· Funds approved for roles in volunteering – required assurance around safeguarding and H&S processes around remote/community based volunteers


· Public discussion about changes in health economy and potential for relocation – may negatively impact on donors and colleagues confidence in raising funds and where they will be spent 

3. Issues to highlight to Board

· Update of meetings and thinking which built upon the debate of meeting Feb 2015  -where I previously reported 


a. Imperative of Trust strategy determining charity and commercial – link to Future Generations 


b. CFC – required to comply but Trust may benefit from a charity/fundraising strategy – either group or task and finish considering 


i. Role of  individual donors, corporates, legacy funds


ii. Opportunity for separate campaigns- new born appeal; pre-term – Harris Centre


iii. Potential to better link monies raised with public engagement (public support for our brand/work) public health (what do we want the public to learn about how they can help their own health and well being)  and patient experience  


iv. Links with patient experience, staff development and motivation/morale; partnership development; community visibility – out of the Trust; development of social enterprise mindset 

Paper to be brought to board to explore appetite to reduce formal CFC related activity to compliant level and release staff and other resources to develop business development/improvement/innovation panel 


· Fund balances as at 31.3.15 £1.06m- but income Q4 £168k and expenditure £319k.  larges commitments made around staff related posts – volunteers; and R&D in gynae and genetics.   Pressures on general purposes fund – agreed to apportion relevant  overhead or beneficiary related costs to sub funds to bring income and commitments back into balance  

· Impact report – Committee keen to reinforce social and economic return and entrepreneurial mindset – Impact report part of this but keen to explore how funds recycle into the pot and how people explore potential inside and beyond Trust to secure benefit from investments/grants - report available on intranet and twitter, social media and newsletter to be used to share stories 

· Income into trust – for research, from commercial sources, via charitable donations – keen to see overview of this activity to show additionality and impact – will pick up with F&BP and in context of innovation panel

· Corporate Sponsorship – the CFC endorsed the policy that has been in place since 2014 – noting its still relevant today.  Keen to remind colleagues that we should seek to maximize income to the Trust and if they are in doubt about appropriateness or relevance they should speak to procurement or the appropriate Executive Director 

· Terms of Reference and business cycle  – suggested changing the lead Executive to the Director of Workforce and Marketing and Deputy Director of Finance to reflect the integration of agendas we have been working to embed for some years.  In line with approach to ensure right sized governance the next meeting to be 11 December and items planned for 25th Sept to be deferred

4. Action required by Board 

· Note the above      
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		Agenda item no:

		15/16/151





		Meeting:

		Board of Directors





		Date:

		4 September 2015





		Title:

		Chief Executive’s Report





		Report to be considered in public or private?

		Public 





		Where else has this report been considered and when?

		N/A





		Reference/s:

		N/A





		Resource impact:

		-





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		(





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

		





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

		





		What action is required at this meeting?

		To receive and note the report.





		Presented by:

		Kathryn Thomson, Chief Executive





		Prepared by:

		Kathryn Thomson, Chief Executive





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		(



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

		(



		To deliver safe services

		(



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

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





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

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


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

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

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


I would welcome feedback on this amended form of reporting.

Kathy Thomson.

Chief Executive.


SECTION A - INTERNAL

Monitor correspondence


Monitor has reviewed the Trust’s Quarter 4 2014/15 return and the annual plan 2015/16 and has rated the Trust green for governance and indicated a Continuity of service risk rating of 3.  


The Trust has responded to Monitor which wrote to all FTs in early August seeking further action to reduce planned and forecast deficits identified within annual plans.  Following discussion with the Board the Trust has now written back to Monitor confirming that whilst it will undertake a further round of cost improvement review, it believes the planned £8M year end deficit accurately reflects the Trust’s commitment to quality whilst providing value for money.

Clinical leadership


Dr Devinder Roberts, Consultant Obstetrician  and specialising in fetal medicine, has been appointed as Clinical Director, Obstetrics.

In the afternoon of the 5th September, the Board will be meeting all Clinical Directors; Devender Roberts


Lynn Greenhalgh, Andrew Drakeley, Bill Yoxall, and John Kirwan.  This will provide the Board with further opportunity to discuss the strategic options for the Trust.


Promoting excellence: standards for medical education and training sets out ten standards that the GMC expect organisations responsible for educating and training medical students and doctors in the UK to meet.  The Board’s committee ‘GACA’ will seek assurance in 2016 that the relevant arrangements have bene put in place.  It replaces the ‘standards for delivery of teaching, learning and assessment for undergraduate medical education’ in Tomorrow’s Doctors (2009), and the ‘standards for postgraduate training’ in The Trainee Doctor (2011) and comes into effect on 1 January 2016.


University of Liverpool, School of Medicine - quality assurance visit on Friday 25th September 2015.

The School conducts quality assurance visits to all local education providers on a rolling programme. The last quality assurance visit to the Trust was carried out on 5th December 2007.  The aims of the visit are to:

· Assess the provision of education provided to students on clinical placements against the School’s quality standards for clinical placements and establish reasons for any variation from these standards.


· Identify and promote good practice in medical education.


· Provide support to professionals involved with medical students on clinical placement.


· Identify areas for improvement and make recommendations of how to achieve this.


· Develop strong and supportive links and relationships with local education providers.


· Discuss feedback received from students.


· Assist the School of Medicine in planning student numbers for future clinical placements.

Liverpool Community Health NHS Trust

The CCG has commissioned consultancy work and engaged partners to determine a range of options for the future of the Trust.  Our Trust, with many others has had the opportunity to express our views and to put ideas forward as to how to deliver community services in the future.   We expect the CCG to make announcements of its intentions for commissioning services in the autumn.


Vanguard application registration of interest

The Board is aware that Liverpool Women’s submitted a registration of interest for future models of acute care in collaboration with a number of providers and commissioners across Cheshire and Merseyside. Sixty five applications were received and our proposal has been shortlisted down to 28.  We have been invited to participate in an event on 7 and 8 September 2015.


Liverpool Women’s Chairty, Kitty

On 20 August the Lord Lieutenant of Merseyside and Lord Mayor of Liverpool attended a celebratory launch of the Fetal Medicine Unit Charitable Fund.


SECTION B - LOCAL

New CEO Wirral Community NHS Trust


Karen Howell has been appointed as the new Chief Executive of Wirral Community NHS Trust.  Karen is the Managing Director for Welsh Specialised and Tertiary Services Commissioning. Previous roles include Deputy Chief Executive and Interim Chief Executive for Hywel Dda University Health Board, National Director for National High Secure Commissioning and Director of Operations/Executive Nurse for St Helens and Halton PCT.


NICE Guidelines


The new NICE guidelines for suspected cancer were published on 24th June 2015 following a consultation period earlier this year. The Cheshire and Merseyside Clinical Network will be developing referral templates over the coming weeks and supporting education for GP cancer leads and CCG managers.

SECTION C – NATIONAL

Revisions to the Risk Assessment Framework


In June 2015 Monitor consulted on a number of proposed changes to the risk assessment framework to reflect the challenging financial context in which foundation trusts are operating and to strengthen its regulatory regime to support improvements in financial efficiency across the sector.

The changes include:


· monitoring in-year financial performance and the accuracy of planning


· combining these two measures with the previously used continuity of services risk rating to produce a new four-level financial sustainability risk rating (in place of the CoS risk rating)

· introducing a value for money governance trigger.


Monitor has also reviewed the appropriate reporting requirements and as a result from August 2015 NHS foundation trusts will be required to submit financial information monthly as well as quarterly.


Monitor will not be taking regulatory action on the grounds of failure of admitted and non-admitted referral to treatment targets from 24 June 2015. These measures have therefore been removed from the RAF. The ‘referral to treatment wait time – patients on an incomplete pathway’ remains.

Changes to the regulation architecture and a renewed focus on human-centred rather than system-centred improvement.


In July the Secretary of State for Health announced a range of policy initiatives.


· NHS Improvement was announced as the new operating name for a jointly led NHS Trust Development Authority and Monitor.


· The new joint body will be chaired by Ed Smith, currently Vice-Chair of NHS England, supported by Ara Darzi as a new non-executive director.


· The recruitment for a chief executive of NHS Improvement will commence immediately and will be completed by the end of September.


· The safety function currently at NHS England and led by Dr Mike Durkin will transfer to NHS Improvement. NHS Improvement will also host a new Independent Patient Safety Investigation Service modelled on the Air Accident Investigation Branch.

· Introduction of an international buddying programme. Initially five NHS trusts will be buddied with Virginia Mason in Seattle, with an expectation to develop further international partnerships in the future.


· Changes to the consultant contract to enable a seven-day NHS:  The opt out clause for weekend working will be removed from the consultant contract for newly qualified hospital doctors. Doctors currently in service will still be able to exercise weekend opt-outs, but the off-contract payments for this activity will be reformed.  The British Medical Association (BMA) has been offered a six week window to discuss and agree the changes with the government, after which a new contract will be imposed.

NHS Leadership Academy to be hosted by HEE


In July Sir Ian Cummings, CEO of Health Education England (HEE) announced that the Secretary of State for Health had confirmed that HEE will host the NHS Leadership Academy.  HEE already includes NHS Careers.  


Article for NHS Provider Chairs and CEOs from Secretary of State for Health


For NHS Providers members, by Rt Hon Jeremy Hunt MP, Secretary of State for Health, July 15

 

As I could not be with you for the Chairs and Chief Executives Network last month (June) I wanted to take this opportunity to set out my thinking about how, together, we will meet the challenges ahead and why we can be hugely optimistic about the NHS’ future.

The NHS made great strides under the coalition Government: with empowered clinical leadership, an unprecedented focus on safety and quality and a revolution in technology and transparency. In 2014 the Commonwealth Fund said the NHS was the best healthcare system anywhere in the developed world and NHS providers are a big part of this success. Your relentless focus on improving care, after the tragedy of Mid Staffordshire, has made it possible.

This Parliament we are faced with three principal challenges. First, the financial squeeze continues as we pay off the national deficit. Second, a rapidly ageing population where we will have a million more people over seventy by 2020. Third, the rising expectations of those we serve – from new technologies and cancer treatments to the need for 7 day services.

We needed a plan to tackle these issues and now we have it. The NHS’s Five Year Forward View is an insightful and holistic approach, which is why I made the case in Government for providing the £8 billion extra needed to see it through. With that funding firmly in place, reiterated in the Chancellor’s Budget, we need to support leaders in the NHS to deliver its side of the deal – £22 billion of efficiency savings.

Despite all the challenges, this Government is rightly ambitious for our health service – ambition I know you share. The Prime Minister’s first speech was about just this – his vision of a 7 day NHS, one where people can see a GP at weekends and where the quality of care doesn’t dip at the end of the week. It’s a service that the public have been asking for and it is one they deserve.  It is also one we can deliver, as parts of the NHS are already proving – so we can reduce the 6,000 avoidable deaths a year that come with excess weekend mortality.

This underpins our goal to be the safest healthcare system in the world. I have been lucky to see personally how the pursuit of safe care goes hand in hand with balancing the books – £5 million every year is being saved from Salford Royal’s journey towards safer care and Frimley is another outstanding hospital delivering consistent surpluses. They do not do so because they are better funded.  They do so because they are well-led and focus on providing the best care for patients, which reduces their costs.  The answers are there and they are being found by the many excellent leaders we have in Trusts all over the country.

This local leadership needs to be empowered and supported. This is at the heart of the closer working between Monitor and TDA – to facilitate a culture of learning and development across providers, from boardroom to ward. Just as patients should expect the highest standards from all providers, organisations deserve to have the same level of support available to them whatever their organisational form. Very soon all NHS providers will benefit from the support of one chief executive with improving efficiency and quality as the prime focus.

These efficiencies are going to take a huge amount of effort from all of us - and you are on the frontline of that effort.  Last year alone providers delivered £2.5 billion of efficiency savings and Lord Carter’s Review found that even more is possible -  a further £5 billion every year by 2020. We have to think how the whole health service can reach this goal, including how we can use staff time more efficiently, how we could buy medicines more effectively how we can get better value from the huge number of products the NHS buys.

I welcomed NHS Providers' endorsement of the findings of this report and agree with Chris Hopson’s view that “If we are to save the £22 billion the Five Year Forward View is targeting, we need to do something different.” Because ultimately, and as you know, a pound wasted is a pound that can’t be spent where we want it to be – on patient care. Where we can help from the centre, we will – for instance, in moving quickly to try to protect providers from the worst excesses of agency staff costs.

There are thousands of dedicated professionals across the NHS who want to improve the care they give to patients. With a tighter grip on our finances, ensuring every penny goes as far as it can towards this goal, we can not only cut the cost of care, we can transform it for the better.

CEO Report September 2015.doc                  
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Board of Directors


Committee Chair’s report of Audit Committee meeting held 27th July 2015

1. Agenda items covered

Follow up of Internal audit and External audit Recommendations from previous reports to committee.


Internal Audit progress report.


Counter Fraud report.


External Audit Annual report.


Register of waivers of Standing Orders.


Corporate Governance manual.


PWC Consultancy – Business case.


Deloitte Well-Led Governance Action Plan.

Board Assurance Framework

2. Board Assurance Framework (BAF) risks reviewed


The committee discussed the risks which had been identified by Internal Audit regarding the WHO checklist and Pharmacy stock and Ward Management, and the escalation of a management response for both risks to GACA.

3. Issues to highlight to Board

Concern about the level of compliance with the WHO checklist. The Committee were informed that the Governance and Clinical Assurance Committee (GACA) had supported a recent request for an external review of gynaecology services. The Committee agreed that GACA should commission a review however should also request assurance from the Medical Director and the Chief Executive with regards to progress against the audit actions. GACA were tasked to receive a management response against both audits.

The Committee were informed that a business case for continued use of PwC to support the Future Generations Strategy had been submitted to Monitor

4. BAF recommendations


The Committee received assurance that GACA had recently considered the risks in relation to Safeguarding and received assurances and that action is progressing.

5. Action required by Board 

None
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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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