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Meeting of the Board of Directors – IN PUBLIC
Friday 5 July 2013 at 1230
Board Room, Liverpool Women’s Hospital
	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item presenter
	Time allocated 

to item 
	CQC Outcome
	CNST Standard
	NHSLA Standard

	13/14/93
	Apologies for absence
	Receive apologies 
	Verbal
	Chair
	1 min
(1231)
	
	
	

	13/14/94
	Meeting guidance notes

[image: image1.emf]Meeting Attendees'  Guidance, May 2012.doc


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

(1232)
	
	
	

	13/14/95
	Declarations of interest – do directors have any interests to declare?
	Identify and avoid conflicts of interest
	Verbal
	Chair
	1 min
(1233)
	
	
	

	13/14/96
	Minutes of the previous meeting held 24 May 2013 – are the minutes accurate?

[image: image2.emf]BoD Minutes May  2013 PUBLIC v1.doc


	Confirm as an accurate record the minutes of the previous meeting
	Written minutes
	Chair
	2 mins

(1235)
	
	
	

	13/14/97
	Matters arising – are there any matters arising from the previous meeting?
	Provide an update in respect of any matters arising
	Verbal
	Chair 
	5 mins

(1240)
	
	
	

	13/14/98
	Chair’s report and announcements – what have been the Chair’s activities since the last Board meeting and what significant announcements do the Chair need to make?

[image: image3.emf]Chairs Report July  2013 v1.doc


	Report activities since the last Board meeting and announce items of significance not elsewhere on the agenda
	Written and verbal 
	Chair
	10 mins
(1250)
	
	
	

	13/14/99
	Chief Executive’s report and announcements – what significant matters does the Chief Executive need to bring to the Board’s attention?

[image: image4.emf]CEO Report July  2013 PUBLIC v1.doc
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	Report key developments and announce items of significance not elsewhere on the agenda
	Written and verbal
	Chief Executive
	20 mins
(1310)
	16, 17
	
	2.3

	MATTERS FOR APPROVAL / DECISION

	Board Assurance

	13/14/100
	Minutes of the Audit Committee held 15 March 2013 (approved) and 24 May 2013 (draft)

[image: image6.emf]130315Audit  Committee Minutes 15 March 2013 V03.doc
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	Receive and note
	Written minutes
	Committee Chair
	4 mins
(1314)
	
	
	1.3

	13/14/101
	Minutes of the Putting People First Committee held 10 May 2013 (draft)

[image: image8.emf]130510 PPF  Minutes.doc


	Receive and review 
	Written minutes
	Committee Chair
	2 mins
(1316)
	
	
	1.3

	13/14/102
	Minutes of the Charitable Funds Committee held 10 May 2013 (draft)
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	Receive and review
	Written minutes
	Committee Chair
	2 mins

(1318)
	
	
	1.3

	MATTERS FOR DISCUSSION AND BOARD ACTION / DECISION

	Assurance – Quality

	To deliver safe services

	13/14/103
	Infection prevention and control annual report 2012/13 – what was the Trust’s performance and developments in respect of infection prevention and control during 2012/13?
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	Receive the report
	Written report
	Director of Infection Prevention & Control
	22 mins
(1340)
	8
	1.2, 2.1, 2.6, 2.8, 2.9, 3.8
	3.1, 4.6

	To deliver the best possible experience for patients and staff

	13/14/104
	Complaints, Litigation, Incidents and Patient Advice & Liaison Service reports for Q3 and Q4 - what complaints, claims, incidents and PALS issues were there during the year and how has the Trust responded?
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	Receive and review the  reports and receive assurance following review by the Governance and Clinical Assurance Committee
	Written reports
	Director of Nursing, Midwifery & Operations
	15 mins (1355)
	4
	
	2.2, 2.3, 2.4, 2.5, 2.6, 2.7

	To develop a well led, capable and motivated workforce

	13/14/105
	Staff pulse survey – how are we measuring the impact of our leadership programme?

[image: image13.emf]Pulse Update June  2013.doc


	Receive and review the findings of the Q1 staff pulse survey
	Written report
	Director of Human Resources & Organisational Development
	10 mins
(1405)
	12, 13, 14
	
	

	13/14/106
	Compromise Agreements – is the Trust’s practice with respect to confidentiality requirements within compromise agreements, appropriate and commensurate with best practice?

[image: image14.emf]Compromise  Agreements and the Public Interest Disclosure Act 1998 July 2013.doc


	To receive and note details of the Trust’s practice
	Written report
	Director of Human Resources & Organisational Development
	5 mins
(1410)
	
	
	

	BREAK (to 1430)

	Performance

	To be efficient and make the best use of resources

	13/14/107
	Three year Monitor financial plan update 2013/14, 2014/15 & 2015/16 – what is the Trust’s up-to-date position in respect of its financial plan?
	To review the Trust’s financial plan
	Presentation
	Director of Finance
	15 mins
(1445)
	
	
	

	13/14/108
	Performance report – what is the Trust’s latest service and financial performance?
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	Review the latest Trust performance report and receive assurance about the Trust’s performance
	Written report
	Director of Nursing, Midwifery & Operations and Director of Finance
	10 mins
(1455)
	8, 9, 12, 14, 17
	
	

	Assurance – Governance

	13/14/109
	Risk management strategy – is the proposed strategy and policy appropriate and fit for purpose?

[image: image17.emf]Risk Management  Strategy July 2013 BoD.doc


	Review and approve the Strategy
	Written report
	Director of Nursing, Midwifery & Operations
	10 mins

(1505)
	
	1.1, 1.2, 1.8
	1.1, 1.4

	13/14/110
	Board Register of Interests – what interests have Board members declared?
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	Review the Board Register of Interests
	Written report
	Trust Secretary
	5 mins
(1510)
	
	
	

	13/14/111
	Register of Sealings – what items were transacted under the Trust’s seal during 2012/13?
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	Review the Register of Sealings
	Written report
	Trust Secretary
	5 mins
(1515)
	
	
	

	

	13/14/112
	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
(1516)
	
	
	

	 

	13/14/113
	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
(1518)
	
	
	

	13/14/114
	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
(1519)
	
	
	

	13/14/115
	Date, time and place of next meeting – Friday 4 October 2013 at 1230 in the Board Room, Liverpool Women’s Hospital
	Confirm arrangements for next meeting
	Verbal
	Chair
	1 min
(1520)
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		Agenda item no:

		13/14/103





		Meeting:

		Infection Prevention and Control Committee





		Date:

		5 July 2013





		Title:

		Infection Prevention and Control Team Annual Report 2012/13





		Report to be considered in public or private?

		Public





		Purpose - what question does this report seek to answer?

		What was the Trust’s performance and developments in respect of infection prevention and control during 2012-2013?





		Reference/s:

		





		Resource impact:

		





		What action is required at this meeting?

		The Committee is asked to review and approve the report





		Presented by:

		Dr Tim Neal, Director of Infection Prevention and Control / Consultant Microbiologist





		Prepared by:

		Infection Prevention and Control Team





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		(



		To be efficient and make best use of available resources

		(



		To deliver safe services

		(



		To deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		Outcome 08



		Clinical Negligence Scheme for Trusts

		1.2, 2.1, 2.6, 2.8, 2.9, 3.8



		NHS Litigation Authority

		3.1, 4.6





		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

		





		Infection Prevention & Control Annual Report 2012-2013



		



		Dr Tim Neal, Director of Infection Prevention & Control
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Table of Abbreviations


		CGC

		Clinical Governance Committee



		CHKS

		Caspe Healthcare Knowledge Systems



		CQC

		Care Quality Commission



		DIPC

		Director of Infection Prevention and Control



		DNMPE

		Director of Nursing Midwifery & Patient Experience



		HCAI

		Health Care Associated Infection



		HPA / PHE

		Health Protection Agency now Public Health England



		IPC

		Infection Prevention & Control



		IPCC

		Infection Prevention and Control Committee



		IPCN

		Infection Prevention and Control Nurse



		IPCT

		Infection Prevention & Control Team



		IPS (ICNA)

		Infection Prevention Society (Formerly known as Infection Control Nurses Association - ICNA)



		LWFT

		Liverpool Women’s NHS Foundation Trust



		MRSA & MSSA

		Meticillin Resistant (Sensitive) Staphylococcus Aureus



		NHSLA

		National Health Service Litigation Authority



		OLM

		Oracle Learning Management System



		RLBUHT

		Royal Liverpool and Broadgreen University Hospital Trust



		SHA

		Strategic Health Authority



		SSI

		Surgical Site Infection





1. Summary of Key Achievements and Main Findings


1.1 Key Achievements 2012/13


		Key achievements for 2012/13



		For the third consecutive year the Trust had no MRSA bacteraemias. Compliant with target



		The Trust achieved MRSA elective and emergency screening standards Compliant with target



		The Trust reported no episodes of adult bacteraemia due to MSSA. Compliant with target 



		The Trust reported no episodes of infection due to Clostridium difficile. Compliant with target



		The Trust has had no major outbreaks of infection in year.



		The IPC Team have reviewed, ratified and audited infection control policies against standards for NHSLA 



		The IPC team have incorporated new national guidance on IV Cannulation and Urinary Catheterisation into IPC  Policy



		The IPCT have established a Water Safety Group, produced a risk assessment for augmented care and tested water systems in compliance with New National Guidance on the control of pseudomonas.



		The IPC Team continues to work with the neonatal team on to reduce infection.



		The role of the IPC Link nurse has been reviewed along with the recommendations made by Divisions for improvements in link staff participation 2012.



		The IPC Team have significantly supported major capital developments that have improved patient experience. 



		The IPC Team have worked with the Patient Facilities Manager and the domestic services contractors to monitor standards of cleanliness.



		The IPCT have completed the agreed audit programme for 2012– 1213





1.2 Main Findings


1.2.1 The Team


During the current year the capacity of the infection prevention and control team has reduced such that there is now 0.6 WTE (24hrs) of professional infection control nurse time available to the Trust. 

1.2.2 The Health & Social Care Act 2008

The Health & Social Care Act action plan has been constantly reviewed and forms the basis of a monthly SHA Assurance report.  The Trust was granted unconditional registration with the Care Quality Commission in April 2009.  In February 2013 an unannounced inspection by the CQC was undertaken although Infection Prevention and Control standards were not inspected on this occasion.

1.2.3 Education


The IPCT has provided 30 general training sessions in 2012-13.


1.2.4 Guidelines


The IPCT have incorporated current policy on IV cannulation and urinary catheterization into the Trust Infection Prevention and Control policy.

1.2.5 Environmental & Clinical Practice Audits 


154 environmental and 96 clinical practice audits have been performed in accordance with the Trust plan during 2012 – 2013.


1.2.6 MRSA


72 patients were identified in the Trust with MRSA, 81% were identified by pre-emptive screening.  4 MRSA infections were identified. 14 neonates carried MRSA with one infection.


1.2.7 C. difficile


There were no C.difficile infections in 2012-13. The Trust’s target for this infection is zero.


1.2.8 Bacteraemia


There were no MRSA bacteraemias in 2012-13.  The Trust’s target for this infection is zero.


There were 4 MSSA bacteraemias in 2012-13 (12 in 2011-12) all in neonates.  The Trust’s target for this infection is less than 1 Trust attributable adult case.  For neonatal MSSA infection baseline data are being collected.


13 neonates had significant Gram-negative sepsis (5 congenital) and 12 neonates had significant Gram-positive infections (3 congenital).  The IPCT is working with the neonatal unit to ensure all procedures are in place to minimize the risk of infection is this group.


There were 15 E.coli bacteraemias in 2012-13 (6 in neonates).  There is no nationally set target for this infection, although baseline data are being collected.  In one adult case a review of care suggested some Trust contribution to the incident. 


There were no glycopeptide resistant enterococcal bacteraemias in 2012-13.


1.2.9 Surgical Site Infection Surveillance


The Trust has continued to measure this key quality outcome via clinical coding (CHKS). The IPCT has tried to compare data collected via CHKS with that derived from clinical incidents and antimicrobial prescribing but believes the most reliable mechanism of collecting meaningful information on surgical site infections is by prospective surveillance.


2. Infection Prevention & Control Team Members


During 2012 – 2013 the Infection Prevention and Control Team (IPCT) has undergone further change as Roisin Stoddern (Infection Prevention and Control Practitioner) retired on 31st December 2012.  Since January 2013 the Team has consisted of 0.6WTE Infection Prevention and Control Practitioner. 

Miss K Boyd


Infection Prevention & Control Analyst (part time 30 hours/week Infection Prevention and Control Analyst, 7.5 hours/week Policy Officer for the Governance Team)

Mrs B Webster


Infection Prevention & Control Practitioner - (part time – 24 hours/week)


Mrs R Stoddern


Infection Prevention & Control Practitioner – (part time – 15 hours/week until retirement in December 2012)


Dr T J Neal


Consultant Microbiologist – Infection Control Doctor and Director of Infection Prevention and Control (DIPC) (2 sessions / week worked on LWFT site)


The IPCT is represented at the following Trust Committees:  


Clinical Governance





Monthly


Patient Facilities & IPCT & G4S



Monthly


IPC Team






Monthly


Governance Team





Monthly


Instrument Review





Monthly (Since December 2012)


NHSLA 






Monthly

Emergency Planning




Monthly (Not attended since 








reduction in hours)


Health & Safety





Monthly (Not attended since 








reduction in hours)



Infection Prevention & Control



Bi-Monthly


Medicines Management




Bi-Monthly


Central Alert System 




Weekly (Since February 2013)


Pseudomonas Review Meetings



Ad-hoc

PEAT / PLACE





Ad-hoc


Building Planning 
-    Big Push



18 attended


· Ambulatory


5 attended


· Neonatal 



2 attended

During the current year the capacity of the infection prevention and control team has been reduced such that there is now 0.6 WTE (24hrs) of professional infection control nurse time available to the Trust.   In order to provide some mitigation against the loss of hours it has been agreed that a nurse/midwife can be seconded to the IPCT 16hrs a week for 6 months.  Administrative support has remained at the reduced level noted in last year’s annual report. The plan to create a senior nurse post as associate DIPC to provide team leadership and decontamination expertise has not been realised, instead the Trust has advertised for a Theatre Manager / Decontamination Lead within the new divisional structure and out with the IPC service.

The Team is managed by the Head of Governance who also manages the budget.  

There are no Trust costs associated with the infection control doctor and DIPC.

3. Role of the Infection Prevention & Control Team

The following roles are undertaken by the IPC Team:-


· Education 


· Surveillance of hospital infection

· Baseline data collection


· National bacteraemia data reporting


· SHA data reporting


· Investigation and control of outbreaks


· Development of Infection Prevention and Control policies


· Implementation and monitoring of Infection Prevention and Control policies


· Audit


· Assessment of new items of equipment


· Assessment and input into service development and buildings / estate works 


· Reference source for hospital personnel

Due to the reduction in hours available to the IPCT there is no longer an Infection Prevention and Control Nurse or Doctor in the Trust each day of the week.  However the Team have organised their hours such that the majority of the week is covered and that telephones will be answered.


Infection prevention and control advice is available from the Infection Prevention & Control Team and 'on-call' via the DIPC or duty microbiologist at RLBUHT. A ‘Service Level Agreement’ is in place with University Hospital Aintree Foundation Trust to provide a microbiology and infection prevention and control service for the Liverpool Women’s NHS Foundation Trust at Aintree. IPC activity on the Aintree site is reported through Division reports to IPCC.


4. Infection Prevention and Control Committee


The IPC Committee meets bi-monthly and is chaired by the Director of Nursing, Midwifery & Operations. Terms of reference of the committee were reviewed in compliance with the Trust Clinical Governance template. The Committee receives regular reports on infection prevention and control activities from clinical and non-clinical Divisions/departments.  Frequency of receipt of the matron’s reports was reduced from monthly to quarterly but continues to detail Infection prevention and Control activities for the area on a monthly basis. The report includes Saving Lives Audits, IPS Environmental and Clinical Practice Audits, Decontamination Audits and reports of adverse events relating to infection prevention and control practices. The report is headed by a commentary signed by the Division Manager.


The IPCT report quarterly to IPCC and the DIPC reports monthly to CGC which also receives minutes of the IPCC meetings.  The Governance and Clinical Assurance committee (GACA) receives minutes from CGC in addition to IPCT quarterly reports.  The Trust Board also receives an annual presentation and report from the DIPC.


Trust IPC issues, processes and surveillance data are relayed to the public via Infection Prevention and Control posters, patient information leaflets, the Trust website (copy of this report) a notice board in the main reception which is updated on a monthly basis and departmental notice boards in ward areas.

Throughout the year many changes in practice have been initiated, facilitated, supported or demanded through the work of the IPCT and IPCC. Some of these are on a large scale, such as input of the IPCT into large capital projects undertaken by the Trust (see section 9.2) however many appear smaller and take place in the clinical areas as a consequence of audit, observations and recommendations. These interventions equally contribute to the provision of clean and safe care in the organisation. In March 2013 the IPCC examined its effectiveness throughout the year by reviewing action plans and ensuring that actions cited were either completed or no longer required. The following detail some of the changes facilitated throughout the year.


· Implementation of specific face mask and eye protection audits during open abdomen surgery in both Theatres


· In line with Pseudomonas action plan the cleaning of sinks has been audited with the wards taking up the process to continually monitor compliance.  This also included an audit of the drug / procedure preparation to ensure the areas are not contaminated by locality of sinks


· Review of all Trust agreed IPCT patient leaflets which are available on hospital Intranet for staff to provide to patients in a timely manner.  The Internet also has leaflets available for patients and visitors with a link to other leaflets not commonly required in this Trust


· Review of Trust hand hygiene products with procurement department to ensure they are fit for purpose and the recommended product by the Team.  They are supplied to individual wards and department and used appropriately by staff patient and visitors and nonconformity to be reported to IPC Team. 


· An improved, alcohol based, chlorhexidene skin preparation product has been introduced for use in theatre.

· Compliance with MRSA screening programme is continuously monitored in the gynaecology division


· The tissue viability nurse is now contactable via a bleep and a scoping exercise is being undertaken in relation to establishing wound clinics


· The IPCT audit result database has been filed centrally allowing access by divisions reducing discrepancies in reporting


· Cloth covered chairs in clinical areas have been replaced with those fit for purpose


· A robust audit process monitoring the cleaning of baths and birthing pools has been implemented.


· The Trust is introducing needle safe devices in areas of the Trust where it is practicable to do so


· An assessment of the number and position of non-mains water fountains has been undertaken


· The cleaning strategy has been ratified and is being monitored


· Discrepancies between cleaning audits reported by G4S and those reported through other avenues have been escalated


Although there is progress in some areas, in others significant actions are not addressed in a timely manner


· The IPCT has failed to progress the 3 remaining ‘non-compliance’ actions from the Health care act


· Lack of decontamination lead and reduced team


· Delay in Big Push phase 4 failing to address hand hygiene in MLU


· Provision of surveillance software


· Compliance with the ICNA audit process, (returning action plans and recording completion of actions) was often poor


· The audit process has highlighted the unsatisfactory area allocated for HSSU receipt and distribution and although a scoping exercise is underway to identify alternative accommodation this has yet come to fruition


· Root cause analysis following adult bacteraemia is often not completed in a timely manner


· ANTT training in Maternity has not been completed.

5. External Bodies


5.1 Health Care Act & Care Quality Commission


The Health Care Act was published in October 2006 and revised in January 2008 and January 2011 as the Health and Social Care Act.  This code of practice sets out the criteria by which managers of NHS organisations are to ensure that patients are cared for in a clean environment where the risk of HCAI is kept as low as possible. Failure to observe the code may result in an Improvement Notice.  The CQC have undertaken to perform inspections of NHS organisations to ensure compliance with the code.


The IPCT constructed an action plan for the Trust against the 10 sections (and numerous sub-sections) of the code.  The action plan review is a standing item on the IPCC agenda which monitors progress.  There are three outstanding standards of the HCA with which the Trust is not fully compliant; these are detailed in Appendix A 

The CQC visited the Trust for an unannounced inspection in February 2013.  On this occasion the CQC did not review specific IP&C standards

5.2 NHSLA


In compliance with the NHSLA Standard the IPCT audited the Infection Prevention and Control Organisational Controls and Assurance Framework (Policy section 1).  This audit (summary included as Appendix B) identified 6 areas of non-compliance. 

6. Education 


Mandatory training in Infection Prevention and Control is a requirement for all Trust staff including clinical, non-clinical staff and contractors. The IPCT update the training package annually and ensure that it reflects practices and issues identified as non-compliant in the previous year.  Non clinical staff not working in the clinical areas receives training in infection prevention and control every three years via workbook.  All clinical staff (and non-clinical staff who work in the clinical area) have been required to complete training annually.  An annual practical assessment of hand decontamination takes place for all staff working in the clinical areas.


Hand hygiene assessments in the clinical areas are also undertaken by the link staff.  Although the majority of mandatory training sessions are provided by members of the IPCT a limited number of link staff also provide this training within their Division.  Training continues to be provided by the IPCT for medical staff which includes consultants, trainees and ad-hoc mandatory training for corporate services.


The IPCT has provided 30 general training sessions in 2012-13 and 2 Professional Development training days for link staff. Please see Appendix C.

Following a review of mandatory training within the Trust in January 2013, the IPCT proposed that the frequency of training for clinical staff should be 3 yearly.  The IPCT assessed this change as low risk as clinical staff are continuously audited within their clinical practice role and any deficiencies would be addressed locally for the individual or the clinical team. This will be monitored over the next year and the frequency of training reviewed again in January 2014.

The Mandatory training workbook introduced by the IPCT in April 2011 has been updated annually.  There have been some administration issues regarding the provision of the updated versions available to staff which are being monitored.  The choice of face to face delivery or completion of a work book is diminishing with many work areas providing work books only.

The National Skills Framework proposal by The Cheshire and Merseyside network for an electronic IPC passport implementation has yet to be agreed in the North West. The IPC Practitioners have contacted other Teams in the local area regarding the National Skills Framework and none of them have this learning package. One of the criteria for implementation of this training package is that it is to act as a passport for inter-hospital staff transfers.

The IPC Practitioners reviewed the electronic national IPC training package NLMS and NLMS Lite and reported the findings to IPCC in February 2013.  Both packages deliver an IPC programme with NLMS being a longer and more in-depth version.  NLMS Lite was devoid of some standard precautions which are essential for IPC.  After discussion it was agreed that additions could be made but these will be limited.  The IPCT recognise the advantages of an electronic training programme and with IT support will look to develop a suitable bespoke version for the Trust’s training needs, which will be reviewed and updated annually.

As noted in previous annual reports funding has been provided for Trust IPC Practitioners to attend the Annual Infection Prevention Society conference which was held in Liverpool in 2012.  Appendix D details training attended by members of the IPCT.

7. Guidelines/Policies

· Infection Prevention and Control Policy Section 2; Guidance on Infection Prevention and Control in Clinical Care underwent a minor update to include 2 new appendices on Peripheral Cannulation and Urinary Catheterisation. The policy was presented to IPCC in January 2013.  Audit of clinical practice will be completed via DOH “Saving Lives Strategy” within divisions.

· Dress Code Policy; IPCT were instrumental in the review of this Policy which was ratified in June 2012 via Nursing and Midwifery Board and Medical Staff Committee


· Decontamination of Medical Devices Policy; has been reviewed by the IPCT and ratified in IPCC in February 2013; policy is awaiting assurance from the Policy Assurance Subcommittee.


The IPC Team has also participated in multidisciplinary reviews of the following policies:

· Caesarean section pathway

· Management of Needle sticks

· Dress Code Policy


· Policies within the Occupational Health Service


· Waste Policy


8. Audits


8.1 IP&C Policy Audit 


Refer to NHSLA Standard section 5.2 above.


8.2 Microfibre Cleaning Audits

Since implementation of the Microfibre cleaning process in April 2011; the IPCT have constructed a specific audit tool to measure all aspects of the process.  This has been piloted by the Team and the tool accepted.  G4S were tasked to provide staff training and audit compliance, the results of which would be reported within the Estates and Operational Services report to IPCC.  

However audit data were not forthcoming and the IPCT stepped in to audit, which showed there were significant breaches in compliance.  The contractor was instructed to correct deficiencies and provide monthly audits.  The Team and Patient Facilities Manager have afforded a lot of time to monitor the situation, with support from the Director of Nursing Midwifery and Operations who has attended contract review meetings.  The contractor has assured the Trust that all staff have now been trained and assessed as competent and monthly audits will be completed using the designated tool.  This is a standing item on the monthly meeting with IPCT, G4S and the Patient Facilities Manager. An analysis of the Microfibre cleaning audits is provided in Appendix E.

8.3 ICNA Trust audit programme


The IP&C Team continue to use the ICNA tool originally devised in 2004. A new IPS improvement tool (2011) has been reviewed and has been assessed as too lengthy and without significant improvement on the audit practice or process already in place.  

The programme and the audit process (including standards for communication of findings) is agreed annually by the IPCC.  Departmental audits are carried out unannounced by the IP&C Practitioners. The Team have encouraged the link staff and the cleaning contractor staff to accompany them during audits as an opportunity for professional development in their role. The number of department audits carried out was 28 (6 accompanied by link staff and one accompanied by a Ward Manager and 4 accompanied by the Training and Compliance Manager for G4S).  A total of 154 audits were carried out by the IPC Team. In addition a Trust wide patient kitchen audit was undertaken in March 2013 by IPCT and Training and Compliance Manager G4S, identified deficiencies are to be addressed by G4S and monitored by the Trust.

Clinical practice audits (Hand Hygiene, Personal Protective Equipment and Safe Use and Disposal of Sharps) are carried out by department staff.  Each area is to complete a minimum of 2 each of the above audits within a year.  Of the 27 Trust departments required to undertake these audits only 7 completed the required number (commendably the neonatal unit and maternity ward completed 17 and 12 respectively). Of the remaining 21 areas 4 did not complete any clinical practice audits (Rosemary, Midwifery Led Unit and Jeffcoate Ward, Obstetric Day Unit).  This is a concern as these areas cannot assure the Trust with evidence of safe IPC practice. This has been monitored and reported to IPCC within the IPC Quarterly report.

The audit results are fed back to the Division via the ward managers and matrons for actioning. They are also included in the Divisional and IPCT Quarterly reports to IPCC.  IPS audit results are summarised in Appendix F 

The audit process has standards for both the number of audits to be completed and the turnaround time for results.  The IPCT completed the process within the stipulated timeframe 87% of the time (66% in 2011-12);.  There were a total of 4 breaches 2 were in relation to the audit summary (one was 1 day late the other was 4 days late), and 2 were in relation to audit results (one was 22 days late the other was 25 days late). These delays relate to sickness/annual leave.

9. Other Issues


9.1 Link Staff


The link staff meetings are now held bi-monthly (after review in 2012) with the attendance figures not reflecting an improvement (see Appendix G).


Professional Development Days twice per year are a means of time out with Link staff and the IPC Team (45% of link staff attended).  The morning programme is organised to reflect topical subjects, Trust implementation, reinforcement and non-compliance of IPC standards.  

The service programme for the Link staff to work a morning with the Team carrying out audits and attending to specific needs of individual link staff (21% staff attended).  On most occasions this meant the IPCN audited the environment unaccompanied.


Mandatory training in the past has been organised for link staff specifically to go through the annual update of mandatory training package for clinical staff.  It also allows the opportunity for assessment of hand hygiene technique of link staff this was not undertaken this year due to reduced IPC Team staffing levels. 

 OLM figures confirm that only 25% of current link staff have had hand hygiene assessments in the last year. (27.5% have attended Trust Mandatory training sessions).

9.2 Building Projects & Design Developments


Monthly meetings between Estates, Facilities & IPC Team have continued. This includes Patient Facilities Manager and G4S staff.  The team remain reliant on the Estates Department and the Divisions alerting and involving the Team in impending projects via the Infection Prevention and Control Committee meetings.


IPCT activity in the last year has continued to include involvement with new build and refurbishment projects. The meetings with the Contractor, Trust department staff, Estates and Facilities Team, ensure good Infection Prevention & Control products and practices are implemented. Consultation was co-ordinated and managed with timely consultations in most projects. 


The IPCT has been instrumental in ensuring the post project review snagging issues have been addressed by the contractors as parts of their obligations in ensuring standards are met.

2012-13 projects requiring IPC Team involvement include:

9.2.1 Gynaecology and Surgical Services Division

· Chemotherapy Suite on Rosemary Ward – the Team continue to be involved in supporting the chemotherapy service in the Trust. Further input was joint infection control support with Clatterbridge Centre for Oncology of clinical practices and supporting clinicians on site.


· Gynaecology OPD – The ambulatory service required developments to accommodate new procedures as an outpatient service.  The IPCT advised on good clinical practice and provisions to support this


9.2.2 Maternity Division

Big push Phase 2 is now completed, and Phase 3 is due to complete in late spring 2013.  The IPCT continue to support the Division and Patient Facilities Manager in managing the build and subsequent snagging list on a timely basis.  Fortnightly and ad-hoc meetings are supported to ensure the projected plans meet IPC requirements and the process of the build is managed effectively whilst the clinical service continues. 


The IPCT are still involved with plans for 1b which includes the isolation facility (which is due for sign off in May 2013).  The Team will ensure procedures and guidance for staff are in place once commissioned.


9.2.3 Neonatal Unit

· NICU Laundry – several consultations and building plans were reviewed early in 2012 however the Project is currently postponed. Meanwhile the current NICU laundry, and laundry process, remains on the Trust risk register.  

9.2.4 Team Role in Procurement


The IPC practitioners will be involved in the procurement process for the above building projects.  The laundry service which has been significantly delayed but is now expected to commence in September 2013 which will involve IPC Practitioners.

9.2.5 Cleaning and Catering Contract 

The IPCT has continued to support the monitoring of the G4S contract working alongside the Patient Facilities Manager.  The Team escalated to the Trust concerns relating to poor cleaning standards throughout the hospital over the last 12 months and worked with G4S Management and the Patient Facilities Manager to address the non-compliance.  The cleaning contractor has appointed a Training and Compliance Manager who has audited with IPCT regularly in 2012-13.  The Team had 1 away day in the last 12 months to monitor cleaning standards and made recommendations for regular reports to be included in the Estates report to IPCC.

9.2.6 Waste Contract


The Team have supported the review of the Waste Policy in the last year with the Environmental Manager.  Although the implementation of alternative waste streams have been discussed the Trust needs to ensure the extra streams can be physically accommodated in ward areas, are of benefit and do not compromise the work which has, and continues to, ensure disposal of waste is safe.


Although it is a requirement of the HCA the IPCT have not been involved in the recent waste contract procurement process.

10. Surveillance of Infection


Hospital infection (or possible infection) is monitored in the majority of the hospital by 'Alert Organism Surveillance' this involves scrutiny of laboratory reports for organisms associated with a cross infection risk e.g. MRSA, Clostridium difficile etc.


On the Neonatal Unit, which houses most of the long-stay patients, surveillance is undertaken by both ‘Alert Organism’ and by prospective routine weekly surveillance of designated samples. The IPCT examines results of these samples and action points are in place for the Unit based on these results.  


Surveillance of bacteraemias (blood stream infections) for both national mandatory and in house schemes is also undertaken.


The need for surveillance of surgical wound infections has long been recognised as an important quality marker by the IPCT and Trust. Although surveillance was initiated by the IPCT this has not been sustained due to the reduction in time available to the team. The Trust does monitor surgical wound infections via a number of different mechanisms.


10.1 Alert Organism Surveillance


10.1.1 MRSA 


The total number of patients identified carrying Methicillin Resistant Staphylococcus aureus (MRSA) in the Trust during the year 2012-13 was 72, primarily identified from screening samples. This is a slight decrease in comparison to the 86 identified in 2011-12. The charts below show the number of new patients identified with MRSA per year for the period 1995 – 2013 and the number per month for the current reporting year by provenance.


[image: image4.jpg]Percentage Colonisation 2012-13

Stenotrophomonas

20 Acinetobacter

3%

Serratia
2%

Citrobacter
Pseudomonas 6%

11%

Proteus

3%

Klebsiella
32%

20%






[image: image5.emf]0


20


40


60


80


100


120


140


1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007* 2007-


08**


2008-


09


2009-


10


2010-


11


2011-


12


2012-


13


Number of New Patients


Year


MRSA LWH 1995-2013


Maternity Gynae Paediatric OPD Screening




As outlined in previous Annual Reports the Government have established targets for screening such that all elective admissions and all eligible emergency admissions to hospital should be screened for carriage of MRSA prior to, or on, admission.  The IPCT have an MRSA screening policy as part of the infection control policy with outlines actions for patients found to be positive on screening. The percentage of patients screened in line with this policy is detailed in the table below. In the majority of months more patients are screened than are required by this initiative. As the government standard requires only the total number of patients screened divided by the number of eligible patients the figure is often over 100%


		Screening of Elective and Emergency Admission 2012-13



		Month

		

		Apr

		May

		Jun

		Jul

		Aug

		Sep

		Oct

		Nov

		Dec

		Jan

		Feb

		Mar



		% of eligible patients screened




		Elective

		118



		128




		105

		120

		130

		116

		119

		118

		104

		111

		106

		101



		

		Emer-gency

		149




		143




		145

		159

		145

		157

		145

		154

		161

		145

		155

		150





In the period April 2012 to March 2013 4502 adult patients were screened for MRSA carriage in line with the DoH guidance (a reduction from the previous year). 46 (1.0%) were positive (1.2% in 2011 – 2012). 


11 adult patients were identified with MRSA on diagnostic samples from clinical sites. 4 of these 11 (7%) had clinical or microbiological evidence of infection with MRSA (all wound infections). The remaining 7 had colonisation of clinical wounds without obvious infection. Some of these cases were temporally clustered in gynaecology during December and January. This was investigated but no linking factors were identified.
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There were no MRSA bacteraemias in adult patients in the reported year.


There were no MRSA bacteraemias in neonatal patients in the reported year. 


During the period of this report 14 babies were identified (12 on screening samples, either admission or weekly) with MRSA. 9 of these babies were identified soon after birth and this most likely represents maternal acquisition. 2 further babies were admitted to the neonatal unit from other hospitals with existing MRSA carriage. 3 babies were detected by the surveillance programme with MRSA sometime after delivery, the mode of acquisition for these babies was not determined but there was no evidence of spread on the unit. One neonate with a maternally acquired MRSA was treated for skin infection soon after birth.

10.1.2 Clostridium difficile 


Clostridium difficile is the commonest cause of healthcare acquired diarrhoea in the UK. Mandatory reporting of this disease (for patients over 65) commenced in January 2004 and now includes all patients over 2 years old. Historically the number of cases at LWFT has been small. During the period April 2012 to March 2013 no patients in the Trust were identified with C.difficile infection (either hospital or community attributable). The number of cases during the preceding years is shown in the chart below.
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The target for this disease for the Trust in 2012-13 was zero Trust attributable cases per year. The Trust is compliant with this target. 


10.1.3 Group A Streptococcus 


In the period April 2012 to March 2013, 7 patients were identified with Group A streptococcus (8 in 2011-12, 8 in 2010-11 and 5 in 2009-10). 


There were no identified Group A streptococcal bacteraemias. There were two significant skin infections with Group A streptococcus one in an caesarean section wound and the other at an episiotomy site. In 4 of the remaining cases the organism was isolated from the genital tract and represented pelvic infection in patients presenting to ER. There was also a single isolate causing tonsillitis in a patient post-partum. As a consequence of a patient admitted to a neighbouring hospital with severe invasive Group A Streptococcal Disease (iGAS) who had delivered at LWFT an epidemiological exercise was conducted examining all the cases in the preceding year. No epidemiological link between the cases was identified. A report on this exercise is presented as Appendix H.


As highlighted in last year’s annual report Group A streptococcal infection is being increasingly recognised as a cause of mortality and morbidity in maternal patients.  

10.1.4 Glycopeptide Resistant Enterococcus(GRE)

There were no GRE bacteraemia’s reported. 2 patients were identified with glycopeptide resistant enterococcus carriage in the year April 2012 to March 2013 (one adult and one neonate) in neither case was there evidence of spread of the organism and neither patient had infection as a consequence. 


10.2 Routine Neonatal Surveillance 


Nearly all infection on the neonatal unit is, by definition, hospital acquired although a small proportion is maternally derived and difficult to prevent.  Routine weekly colonization surveillance has continued this year on the neonatal unit. As indicated in last year’s report, the surveillance system was modified in 2010-11 to exclude well babies cared for in the nursery, as a consequence the results of the last two year’s surveillance samples may not be directly comparable with previous years however they are provided in Appendix I

As colonisation is a precursor to invasive infection the purpose of this form of surveillance is to give an early warning of the presence of resistant or aggressive organisms and to ensure current empirical antimicrobial therapy remains appropriate. Action points are embedded in the neonatal unit and IPC policies linked to thresholds of colonisation numbers to limit spread of resistant or difficult to treat organisms. 


As well as resistant or aggressive organisms focus has remained on both Pseudomonas spp. and Staphylococcus aureus as potential serious pathogens. The median number of babies colonized with pseudomonas each week was 2.5 (increased from 1 last year), and with S.aureus was 3 (reduced from 6 last year).


10.3 Bacteraemia Surveillance

10.3.1 Neonatal Bacteraemia


As always the commonest organism responsible for neonatal sepsis was, the common skin organism, coagulase-negative staphylococcus (CoNS). In the period April 2012 – March 2013 13 babies (10 in 2011-12 and 18 in 2010-11) had infections with Gram-negative organisms, 5 of these infections (4 E coli, and 1 Morganella sp.) occurred in the first 5 days of life and were congenitally acquired. The remaining 8 Gram-negative infections occurred after 7 days (2 E.coli. 3 Enterobacter sp. 1 Klebsiella sp. 2 Serratia sp.).


There were 12 episodes of infection with significant Gram-positive pathogens; in 3 cases (all Group B streptococcus) the infection was congenitally acquired. The remaining 9 (4 Group B streptococcus, 4 S. aureus 1 Enterococcus sp.) occurred after the first week of life. 


There were 3 babies in 2012-13 who developed invasive infection with Candida all of who were admitted from neighbouring hospitals and one of whom was candidaemic on admission.


All non coagulase-negative staphylococcal sepsis on the unit is subject to a review to determine the focus of infection, precipitating causes and the appropriateness of care.


The bar chart below describes the pattern of ‘definite-pathogen’ neonatal bacteraemia in the current year in comparison to last year and the median value for each organism for preceding years. Although there is considerable variability in the figures from year to year (probably reflecting the complex of pathogen host relationship in this group) last year’s annual report drew attention to the high number of S.aureus infections and the decision to reintroduce the routine use of Chlorhexidene powder as a prophylactic measure. The number of S.aureus infections has decreased this year (as has the median number of babies colonised weekly). There were no pseudomonas bacteraemias in the current reporting year.  
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The Neonatal Unit continues to monitor standardised infection rates.  The most recent results (2011) of the benchmarking exercise against other units in the Vermont Oxford network continue to demonstrate an improvement in the Trust’s position.


10.3.2 Mandatory MRSA Bacteraemia Surveillance


The IPCT has continued to submit infection data to the national mandatory bacteraemia surveillance scheme (instituted April 2001). All positive blood cultures are reported monthly to PHE. National data are collected on S. aureus, (MSSA and MRSA) bacteraemia. 


In the period April 2012 to March 2013, for the third successive year, there were no cases of MRSA bacteraemia in the Trust. The Trust’s given target for the period was zero. Although data for Methicillin susceptible S. aureus (MSSA) have been collected since 2001 this was not mandatory nor were the data published until January 2011. There have been 4 episodes of MSSA bacteraemia (all in neonates see section 10.3.1 above) in the period 2012-13 Unpublished Trust attributable MSSA data for LWFT for the years 2008-2013 are shown below.


Although there are no externally set targets for MSSA bacteraemia the Trust target is zero Trust attributable cases in adult patients. For neonates, where preventative strategies are less well defined, rates are monitored and compared to previous year’s data. 

		April 2008-March 2009

		April 2009-March 2010

		April 2010-March 2011

		April 2011-March 2012

		April 2012-March 2013



		MSSA bacteraemia reports

		Estimated MSSA bacteraemia rate per 10,000 bed days

		MSSA bacteraemia reports

		Estimated MSSA bacteraemia rate per 10,000 bed days

		MSSA bacteraemia reports

		Estimated MSSA bacteraemia rate per 10,000 bed days

		MSSA bacteraemia reports

		Estimated MSSA bacteraemia rate per 10,000 bed days

		MSSA bacteraemia reports

		Estimated MSSA bacteraemia rate per 10,000 bed days



		5

		7.2

		8

		11.5

		4

		5.8

		11

		15.9




		4

		5.8





E.coli bacteraemia has also been made mandatorily notifiable although targets have not yet been established.  In 2012 – 13 the Trust reported 6 E.coli bacteraemias in neonates 4 of which were categorised as congenital infections.  In the same period there were 9 E.coli bacteraemias in adult patients (6 in 2011-12). In one instance the infection was not manifest within the first 48 hours of admission therefore this case was recorded as Trust attributable the remainder were categorised as community acquired. Despite this categorisation the IPCT expect clinical areas to undertake a RCA of all significant bacteraemias to establish any elements of sub-optimal care. 


The IPCT has, in addition to the mandatory surveillance, been collecting clinical data on bacteraemic adults in the Trust; 24 patients were identified with positive blood cultures from 258 cultures submitted (9%). 14 (58% of positives, 5% of total) of these were contaminated with skin organisms. Of 10 significant bacteraemias only one was considered to be possibly healthcare associated although the timing of the infection categorised this as community associated. Appendix J

10.4 Surgical Site Surveillance


In a surgical hospital the most common infective adverse event is likely to be infection of the surgical site.  The IPCT consider the collection of robust data on this form of infection as fundamental to the assurance of the quality of care delivered.  In 2008 the IPCT was enhanced to allow prospective surveillance of surgical wounds to be implemented across the Trust both pre-and post-discharge. Unfortunately due to a reduction in hours available to IPCT from August 2010 this form of prospective surveillance could not be sustained. However the Gynaecology and Maternity CBUs have appropriately adopted wound infections as a quality indicator and infections recognised in surgical wounds are reported as clinical incidents, also clinical coding data for infections is recorded through CHKS and antimicrobial prescription records through pharmacy can provide a surrogate indication of the burden of wound infection morbidity in the Trust. 


The table below compares the data from these 3 sources for the period April 2012 to March 2013. 


		

		Number of Wound Infections



		Data Source

		Maternity

		Gynaecology

		Total



		CHKS

		64



		19

		83



		Incident Reports

		4

		14

		18



		Prescription Records

		52

		107

		159





The IPCT selected 4 cases at random from the CHKS database and attempted to triangulate the data to see if these cases were identified by the various methodologies. The table below details the outcome of this exercise. These tables demonstrate poor concordance between the different mechanisms for identifying wound infections and it is likely that the true burden of this infection is under reported through existing channels. It should be noted that the electronic prescribing software in the Trust has a ‘mandatory’ field when prescribing antibiotics which requires an indication to be entered; however the IPCT identified a large number of antibiotic prescriptions (in excess of 500) where no indication was given.


		Patient Identified from CHKS Database

		Diagnosis from CHKS database

		Patient present on Clinical Incident ‘Safeguarding’ database

		Patient identified through prescription records for ‘wound infection’

		Patient referred to IPCT?*



		1

		Obstetric surgical wound infection

		Yes

		No

		No



		2

		Debridement of Skin NEC

		No

		No

		No



		3

		Obstetric surgical site infection

		No

		Yes

		no



		4

		Total hysterectomy readmitted with infection of skin and subcutaneous tissue

		Yes

		Yes

		No





* Referral to IPCT may not always be applicable; although all these patients should be nursed in side rooms they may not have ‘alert’ organisms necessitating referral.



In January 2013 the IPCT launched a group to consolidate the care and management of wounds in the Trust.  Although the primary remit of this group is not surveillance it may be a forum where these data could be interrogated.

11. Outbreaks of Infection


There have been no major hospital-wide outbreaks of infection during the period of this report, although a potential cluster of MRSA episodes and a cluster of Group A streptococcal infections were investigated. (See sections9.1.1 and 9.1.3 above)


11.1 Influenza


There was a limited amount of influenza activity in 2012/13 compared to previous years and the pandemic influenza plans were not activated. 


11.2 Measles



There was a significant community outbreak of measles which commenced in the 4th quarter of 2011/12 and continued into the current year. The impact of this outbreak on pregnant women was potentially significant. The IPCT supported the Trust occupational health team’s plans to ensure all staff are immune/vaccinated against this infection.

11.3 Whooping Cough


Similarly there were significant national and local concerns relating to the rising incidence of whooping cough. The most severe effects of this illness are seen in the first few months of life and vaccination in pregnancy can be protective of the newborn. The IPCT raised the profile of this issue and although vaccination of patients was delivered through primary care the risk assessment and management of staff was facilitated by the IPCT and occupational health.


11.4 Pseudomonas



In December 2011 outbreaks of Pseudomonas infection occurred in 4 neonatal units in Northern Ireland, as a consequence a number of guidance documents have been produced including (in March 2013) an Addendum to HTM 04-01 ‘Pseudomonas aeruginosa – advice for augmented care units’ which added to advice provided in March 2012. The IPCT with colleagues from Estates and the neonatal unit have met to ensure that the guidance in the document is reviewed and, where appropriate, implemented. A Water Safety Group has been established with members from IPCT, Estates and NICU, a risk assessment was undertaken by the DIPC and presented to IPCC in January 2013. In line with the guidance all taps on NICU have been tested 6 monthly for the presence of pseudomonas. Where positive results have been obtained local decontamination has been performed and the tap retested. All taps were compliant at the last test (January 2013). 

12.  Infection Control Team Work Plan

12.1 Infection Control Team Work Plan 2012-13




		Work Plan

		Completion Date

		Sections



		Training


· Continue all Trust mandatory & induction training 


· Continue to support link staff personal development


· Explore electronic modality for IPC training e.g. NLMS (carried over from 2011-12)

· Updated new NMLS Lite 2012



		Ongoing  


Ongoing


June 2012

December 2012

		6

Appendix G

6

6



		 Policies


· Review and update Urinary Catheterisation Policy (carried over from 2011-12)

· Review and update Decontamination Policy


· Review and update Peripheral Cannulation Policy

		December 2012

December 2012


December 2012

		7

7


7



		Audit


· IPC Policy Section 1 in accordance with NHSLA and CQC

· Review and agree ICNA Audit Programme and Process Map

· Decontamination Policy

· Urinary Catheterisation Policy

		May 2013

May 2013

March 2013

March 2013  

		8.1 & Appendix B

8.3

Saving Lives


Saving Lives



		Surveillance


· Continue ‘Alert Organism’ surveillance focused on resistant pathogens


· Continue to monitor cases mandatorily reportable infections


· Continue to work with the neonatal unit to assess changes observed in colonization and infection status and the effect of intervention on this status


· Implement pseudomonas monitoring programme in Augmented Care areas

		Ongoing


Ongoing


Ongoing


November 2012

		10.1

10.3.2

10.2 & 10.3.1

11.4



		Health Act


· Monitor through IPCC Trust response to actions outlined in the Health Care Act Gap Analysis

		Ongoing

		5.2 & Appendix A





12.2 Infection Control Team Work Plan 2013-14 

		Work Plan

		Expected Completion Date

		



		Training


· Continue all Trust mandatory & induction training 


· Continue to support link staff personal development


· Create a LWH bespoke electronic training module

		Ongoing

Ongoing

September 2013

		



		Audit


· IPC Policy Section 1 in accordance with NHSLA and CQC

· Review and agree ICNA Audit Programme and Process Map

· Review Reporting of audit:

· Establish reminder system for action plans/audits


· Increase frequency of HH audits to monthly


· Escalation of poor compliance

		May 2013


May 2013


July 2013

		



		Surveillance


· Continue ‘Alert Organism’ surveillance focused on resistant pathogens


· Continue to monitor cases mandatorily reportable infections


· Wound Infection:

· Continue task group

· Expand the remit to examine data relating to wound infection

· Gather monthly statistics from CHKS/Pharmacy/ACE

· Start to ‘Join the Dots’

		Ongoing


Ongoing


Commence April 2013

		



		Health Act


· Monitor through IPCC Trust response to actions outlined in the Health Care Act Gap Analysis

		Ongoing

		



		Root Cause Analysis


· The IPCT will take control of the root cause analysis of adult bacteraemias and C.difficile infections

		Commence April 2013

		





13. Appendices


13.1 Appendix A - Summary of Health Care Act Partial Non-Compliance

		Criterion

		Additional Quality Elements

		Baseline Assurance June 2012

		Update December 2012

		Responsibility



		1.1 Appropriate management and monitoring arrangements should ensure that:


A decontamination lead is designated where appropriate

		The decontamination lead is an integral member of the Infection Prevention and Control Committee. An annual decontamination report is produced. 

		Reformed JD submitted to HR for banding awaiting response.

		Role of decontamination to be removed from IPCT and integrated with post of Theatre Manager.  Awaiting combined job description and recruitment

		Divisional Manager Gynaecology


Director of Infection Prevention and Control



		1.8 An infection prevention and control infrastructure should encompass:


In acute healthcare settings for example, an ICT consisting of appropriate mix of both nursing and consultant medical expertise (with specialist training in infection control) and appropriate administrative and analytical support, including adequate information technology.  The DIPC is a key member of the ICT




		

		Awaiting Trust decision re tendering process for Pathology Services

		1.8 IPCT further reduced by 0.4wte to 0.6wte Infection Prevention and Control Practitioner and reduction of co-located administration support, No Trust decision known to IPCT on ICNET surveillance software or ongoing tender of pathology services. 

		Head of Governance


Director of Infection Prevention and Control



		Criterion 2:


There is adequate provision of suitable hand washing facilities and antimicrobial hand rubs

		There is an audit programme for the facilities required for hand hygiene and actions implemented. The Trust has an ongoing hand hygiene programme (e.g. the NPSA clean your hands campaign)




		Concerns re timescale for Big Push to address this issue. IPCT to discuss with estates possibility of an interim decision.

		Phase 4 of Big push on hold.  Alternative plan for sinks on MLU required

		Director of Infection Prevention and Control


IPCT
Facilities
Divisions 








13.2 Appendix B - NHSLA Audit of IPC Policy 1


NHSLA / CQC Standards Audit Report 2012- 2013


Outcome 8 (Infection Control)


		Document Control






		Version:

		1



		Reviewing Committee 

		IPCC



		Date Reviewed

		31st May 2013



		Report Author :

		IPCT



		Name of policy originator/author:

		IPCT



		Date issued:

		May 2013



		Target audience:

		All Staff





1. Background



1.1
This Trust wide audit took place during May 2013 to determine the Trusts compliance with the standards set in the Infection Prevention & Control Policy Section 1 Organisation Controls & Assurance Framework this includes the requirement from the Healthcare & Social Care Act 2008 and also covering the NHSLA standard (4) Criterion (9) minimum requirements.   The audit period selected for the purpose of this audit was April 2012 to March 2013. 

2.
 Overview of results  


2.1
The audit results demonstrate compliance with the policy in all areas 


with six exceptions’.


3.
Standards & Non-compliance


12
Link staff not available in each clinical area


38
Poor evidence of clinical practice 
audits, 


39
Poor link staff attendance at meetings and Professional Development days.


41
 Review of attendance at IPCC revealed one occasion when 
committee was not 
quorate in compliance with terms of reference (TOR).


42
Review of attendance at IPCC revealed six members who failed to 
attend 
meetings in compliance with the minimum attendance outlined in the TOR.


46
Divisional quarterly report not presented on 2 occasions


13.3 Appendix C - Training Sessions in Infection Control provided by IPCT


General Training

Corporate Induction Mandatory IPC Training – 9 sessions face to face, 2 workbook sessions due to no IPCN



Medical Staff Training (SHOs Registrars Consultants) – 6 + sessions (including OSCEs)   


Link Staff Mandatory Training - 1 session (01.03.12)


      


Departmental Mandatory Training – 11 sessions and Hand Hygiene assessments

Clinical Teaching  x 3

Specific Education Activities

Audit process Maternity Division - x 2


Neonatal Teaching (TJN) – 2 medical & ANNP 1


Global hand hygiene day – 06.05.12

‘Clean your hands’ visitors’ week 13.06.12 Staff hand hygiene +assessment + skin hydration

Away day’s Patient facilities manager / G4S manager, IPC Team x 1

IPC Week Oct 2012

Departmental Hand Hygiene promotion


Sink Cleaning audits NICU in line with Pseudomonas action plan


Personal protective Equipment in Theatres audit and promotion of good practice


Professional Development Days Link Staff

Professional Development Day topics

May 2012

Decontamination Assurance and Compliance


Role of the link staff


Peripheral Cannulation


Feedback IPC Team audits


November 2012


Gojo skin hydration


Influenza 


Wound care


MRSA


What’s happening with safer devices


Snap shots – Patient Equipment and PPE




Washer disinfectors 




P.L.A.C.E




Hand Hygiene Compliance


Laboratory specimens 

Action on cleanliness 


Flu Swabs


Barrier Nursing


13.4 Appendix D - Training Opportunities attended by IPCT


In House

Great day 18.09.12 (KB, TJN, BW)


Pseudomonas 22.01.13 (BW, TJN)


Excel Training 11.05.12 (KB)


Governance Away Day 02.04.12 (TJN, BW)


Great Day Francis Report 20.03.13 (BW)


Fire Safety Mandatory Training 14.05.12 (BW)


PDR 01.02.13 (BW)


PDR 14.03.13 (KB)


External 

Infection Prevention Society Annual conference Liverpool (BW) September 2012

HISS Liverpool (TJN) October 2012

13.5 Appendix E - Microfibre Cleaning Audits


Since implementation of cleaning standards and the introduction of microfibre by G4S a monitoring and audit tool was constructed in April 2011.  The audit tool was piloted and agreed by the Trust and contractor; the following results have been reported:


		Audit Date

		Auditor

		Score

		Comments



		April 2011

		IPCT

		42%

		Pilot of audit tool, no changes required to tool



		April 2011

		IPCT

		69%

		Action required to address non compliance



		Jan 2012

		New training and compliance manager appointed by G4S to ensure staff were trained and assessed as competent in process



		June 2012

		G4S

		79%

		



		June 2012

		G4S

		93%

		Re-audit



		Oct 2012

		Some aspects of the tool incorporated into the G4S monitoring tool  by Supervisors. As the tools differed comparison and monitoring improvement was difficult.



		Jan 2013

		IPCT 

		65%

		As part of the action plan from the January audit a New mop and cloth washing machine has been  installed (March 2013)



		Jan 2013

		G4S

		93%

		Delivery Suite





Areas of Concern


System


Staff reported equipment was not always available or stock levels inconsistent.


Staff sharing equipment voiced concern that the equipment was not always available when they need to be flexible in busy working environments.


A mop adaptor is required and should be available to staff to enable corners to be cleaned


Dilution of cleaning products was inconsistent


Observation


Use and management of Microfibre cleaning trolleys by staff and decontamination process is inconsistent


Not all staff compliant with process


Ward Domestic Service Rooms (DSR)

Work needs to progress as soon as possible to bring old DSR rooms up to the standard of the new rooms

Decontamination of Cloths and Mops Although discussions had taken place over the reporting period regarding the upgrade of the facility for decontaminating cloths and mops ie replacement of machines, this had not progressed.  By January 2013 the room was not fit for purpose and this was escalated to G4S managers, Patient Facilities Manager and IPCT


Regular visual audits of current facility cleanliness were conducted over the next few weeks with a plan to progress upgrade of facility and purchase new machines.


G4S have been tasked to produce action plans and monitor compliance with the microfibre process.  It was requested that this be reported to the monthly meetings with IPCT and Patient Facilities manager.

13.6 Appendix F
 - ICNA Audit and Clinical Audit Results Summary

Summary of Environmental Audits carried out Apr 2012 - Mar 2013

		Gynae and Surgical Services Division 2012-13 (Including RMU / Genetics)





		Ward Audits total – 76

48 Compliance (63%)


14Partial Compliance (18%)


14 Minimal Compliance (18%)



		Summary of Issues Identified



		17 Environmental Audits (Range 58 - 98) mean 81%

The domestic cleaning standards remain a challenge with 5/10 areas being non-compliant.



		13 Ward / Staff Kitchen Audits (Range55 - 100) Mean 79%, 

One patient kitchen minimal compliance at 55% not refurbished in recent programme, 44% Staff rest area in Obstetric Theatres asked to use Delivery Suite rest room.  One area standards had not been maintained despite refurbished kitchen.

The staff rooms are non-compliant around storage of food and environmental cleaning, microwaves and fridges, monitoring fridge temperatures are not consistent.



		14 Linen Audits (Range 70-100) 92%


Audits earlier in 2012 identified specific storage areas allocated for linen.  Audits later in the year show storage areas being reduced in some areas and linen being stored with other dry clean goods in store rooms.



		16 Departmental Waste Audits (Range 72 - 100) Mean 94% 


Non-compliance in Catharine Suite and Gynaecology Outpatient Department highlights policy procedure not followed



		16 Patient Equipment Audits (Range 67 - 100) Mean 88%


Some concerns remain around the cleaning and documenting the decontamination process in some areas by all staff.  This has been a regular discussion at Link Staff meetings over the period of this report.



		Maternity and Neonatal Division 2012-13 Including Radiology and Pharmacy






		Ward Audits total – 68

35 Compliance 


15 Partial Compliance


18 Minimal Compliance



		Summary of issues identified



		14 Environmental Audits (Range 53-92) Mean 80%


Little improvement over this last year.  Deficits addressed following audits but consistent compliance is required to maintain this standard.  Some areas compliance reflect a noncompliance elsewhere in the Trust



		12 Ward / Staff Kitchen Audits (Range 52-97) Mean 96%


Improvement in the mean percentage.  The majority of the noncompliance is around staff areas in particular storage and preparation of food regulations as reported last year.  Some areas had no clear process for maintaining standards at time of the audit.

Patient kitchens that do not have Hostess’ need to achieve same standards within current workforce.



		12 Linen Audits (Range 33-100) Mean 80%


Not all areas have designated linen room.  In some areas linen is now stored with other items.  Access to rooms / areas is required to maintain cleanliness. NICU remain partially  compliant regarding in-house laundry service This is on the Risk Register



		14 Departmental Waste Audits (Range 81-100) Mean 93%


Remains compliant on the whole. Areas of noncompliance are not consistent across the Trust.



		14 Patient Equipment Audits (Range 65-100) Mean 78%


Some improvement from individual areas from last report.  All areas need to ensure they have a robust decontamination and documentation system within their wards and departments.  The ward manager is responsible for area maintaining standard



		Corporate Audits 2012-2013






		HSSU 


90% overall compliance.


· Noncompliance included inappropriate equipment stored in sterile pack room


· Damaged chairs and environment. It has been acknowledged the department  is not fit for purpose and is on the Trust Risk Register The department is still in temporary accommodation

· Condition of HSSU trolleys provided by contractor Synergy Healthcare to transport sterile and used instruments around the Trust have been audited (Jan-March 2013) following concerns raised by HSSU staff. Issues noted are being monitored and escalated through appropriate channels 



		Occupational Health


93% overall compliance


· Some de-cluttering of department required mains supplied water cooler require and attention to storage of staff food in department.





Summary of Clinical Practice Audits carried out in 2012-13

Three clinical practice audits; Hand Hygiene (HH), Personal Protective Equipment (PPE) and Sharps use and disposal are completed by Division/Ward staff twice yearly. The audit is processed by the IPC Team and scores are returned to the Division. This information is included within the divisional report to IPCC.


		Gynaecology and Surgical Services Division 2012-13   (Including RMU / Genetics)





		16 Hand Hygiene Audits completed of 24 expected 


Average score 96%  (Range 84-100) 15 compliant, 1 partial



		15 Personal Protective clothing Audits completed of 24 expected 

Average score 97 % (Range 80-100) 14 complaint, 1 partial



		20 Sharps use and disposal Audits completed of 24 expected 

Average score 95% (Range 79-100) 19 compliant, 1partial



		Complete Data not available for the following areas:


Rosemary*

GOPD Crown St


GOPD Aintree


Emergency Room


Gyn Theatres

Obstetric Theatres

Catharine Suite

Genetics - Alder Hey site



		Maternity and Neonatal Division 2011-12  Including Radiology and Pharmacy






		23 (9 NICU) Hand Hygiene Audits completed of 30 expected 

Average score 97%  (Range 92-100) 23 compliant



		7 Personal Protective clothing Audits completed of 28 expected 

Average score  94.8 %  (Range 92-100) 7 Compliant



		15 (7 NICU) Sharps use and disposal Audits completed of 23 expected 


Average score 95% (Range 71-100) Compliant 14, 1minimal 



		Complete Data not available for the following areas:


Fetal Centre


Imaging Dept


Obstetric day unit*

Antenatal clinic Aintree


Jeffcoate Ward*

Midwifery Led Unit*

Neonatal Unit


Antenatal Clinic


Delivery Suite





Divisions have been charged with taking remedial action to ensure that a minimum of 2 audits for each clinical element are completed in 2013-14 

* No audits received


13.7 Appendix G - Link Staff Review


5 meetings took place (including professional Development and Mandatory Training sessions), as meetings have now changed to bi-monthly following a revue in 2012


		Division

		No’s of Link Staff

		% of Attendance at meetings

		No of meetings without representation

		Professional Development

		Shadowed the IPCT

		Mandatory Training with IPCT

		Hand Hygiene Training



		Maternity & Imaging

		11

		16%

		4 meetings had 2 or less represented

		3/11

		2/11

		6/11

		6/11



		Neonatal & Pharmacy

		4

		75%

		All meetings represented

		3/4 

		3/4  

		3/4   

		3/4  



		Gynae & Surgical Services

		15

		53%

		2 meetings had 4 or less

		8/15

		2/15

		7/15

		8/15



		RMU & Genetics

		3




		33%

		1 meeting had no representative


3 meetings had 1 representative

		2/3

		0/3

		2/3

		2/3





Issues reported for poor / non attendance over the year

· Always rostered to night duty


· Ward managers do not have meeting dates 


· Link staff not requesting meetings 


· Allocated on duty rota to attend but ward too busy to release on the day


· Some meeting dates changed to accommodate IPCT annual leave 


· Venue change to accommodate other Trust meetings


13.8 Appendix H - Neonatal Surveillance


		

		2002

		2003

		2004

		2005

		2006/07

		2007/08

		2008/09

		2009/10

		2010/11

		2011/12

		2012/13



		Acinetobacter

		1

		1

		1

		1

		1

		1

		1

		1

		2

		1

		3



		Citrobacter

		2

		3

		6

		8

		3

		3

		2

		4

		2

		6

		6



		Enterobacter

		20

		24

		22

		17

		19

		15

		12

		16

		15

		21

		21



		E.coli

		30

		33

		31

		27

		23

		26

		29

		30

		30

		23

		20



		Klebsiella

		36

		33

		32

		34

		29

		34

		32

		33

		31

		38

		32



		Proteus

		4

		2

		3

		2

		4

		1

		3

		2

		4

		0

		3



		Pseudomonas

		2

		2

		3

		9

		16

		14

		18

		10

		9

		6

		11



		Serratia

		1

		1

		0

		1

		3

		4

		1

		3

		4

		2

		2



		Stenotrophomonas

		4

		0.5

		1

		1

		2

		2

		2

		1

		3

		3

		2
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13.9 Appendix I - Group A Streptococcal Incident April 2013


Background


The potential for Group A streptococci (S.pyogenes) to cause severe invasive disease particularly aggressive skin and soft tissue infection (necrotising fascitis) and septic shock has long been recognised.  However it has recently (2010) been highlighted as a particular risk in the peri-partum period and new guidance was issued (2012) to support the management of individual cases and outbreaks occurring in health care settings.


Incident


On 2nd April 2013 the DIPC was notified that a patient who had delivered at LWH on 26/03/13 had subsequently been admitted to a neighbouring hospital with clinical features consistent with severe sepsis.  A superficial review of key elements of care conducted on 02/04/13 did not identify any immediate significant issues.  On 05/04/13 the DIPC was informed by the neighbouring Trust that a sample from the patient had grown Group A streptococcus and that they had defined this as severe invasive peri-partum infection and notified the Health Protection Agency (now Public Health England PHE).


The IPCT reviewed the laboratory database at RLBUHT for other cases of group A streptococcus from LWH and identified 8 other cases between January 2012 and March 2013. There was a temporal association of cases at the end of 2012 / beginning of 2013.
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Of these 8 cases there were 5 isolates available for serological typing and these were submitted to the reference laboratory.


The IPCT along with the Governance Lead for Maternity reviewed the case-notes and care of the index case and the 8 previous cases to identify geographical or temporal commonalities.  No linking factors were identified between any of the cases.


When typing results were received this identified two patients (December 2012 and January 2013) with an uncommon serotype 75 strain, and two patients (January 2013 and March 2013) sharing a less uncommon serotype  3.1.  A further detailed review of these 4 cases once again failed to identify any common factors which could link the cases to care provided at LWH (Although the two patients with serotype 75 strain were resident in the same area of Liverpool).


As no linked episodes were identified the DIPC and the CCDC for Merseyside agreed that no further action was required at this stage.  The IPCT will continue to monitor the activity of group A Streptococcus in the Trust


		 

		Location

		Date Collected

		Site

		ORG

		Clinical

		In Pt dates

		Serological


M type

		Epidemiologically Linked to Index Case



		1

		DS

		04/02/2012

		HVS

		HSA

		 

		04/02 - 07/02/2012

		 

		Not known but unlikely



		2

		ER

		07/10/2012

		LVS

		HSA

		ER only

		 

		 

		No



		3

		ER

		23/11/2012

		VUL

		HAS

		ER only

		 

		50

		No 



		4

		ER

		10/12/2012

		HVS

		HSA

		17/7 post natal

		17/11 - 26/11/2012

		75

		No (but same serotype as case 5)



		5

		MAT1

		10/01/2013

		EPI

		HAS

		Episiotomy wound

		07/01 - 16/01/2013

		75

		No (but same serotype as case 4)



		6

		JOBS

		26/01/2013

		T/S

		HSA

		Incidental sore throat

		18/01 - 27/01/2013

		 

		Not known but unlikely (no isolate stored) 



		7

		ER

		28/01/2013

		HVS

		HSA

		ER only

		 

		3.1

		No hospital link but same serotype as case 9



		8

		ANC

		26/03/2013

		W/S

		HSA

		Post C/S wound inf'n

		14/03 - 17/03/2013

		4

		No



		9


Index Case

		MLU

		30/03/2013

		INDEX 

		HSA

		MLU-> ITU Aintree

		26/03-27/03/2013

		3.1

		Not linked to other inpatients but same serotype case 7





Review

It was reassuring that no Trust linking was established through the investigation into this incident however the process did highlight some issues. 


The co-operation between the IPCT and the maternity division was excellent and there were good records of e.g. pool decontamination/cleaning between patients. The review did highlight some areas of clinical management which are to be investigated by the clinical team but were not relevant to this infection incident. Also the communication between the IPCT and PHE was excellent and supportive.


However the investigation of this cluster of cases was complicated by the recent decrease in the Infection Prevention and Control Team (since January 2013 there has only been 0.5 WTE Infection Prevention and Control Practitioner in the Trust).  Due to annual leave at the time the index case was identified there was no Infection Prevention and Control Practitioner expertise in the Trust.  Furthermore the lack of access to ‘real-time’ surveillance data and a reliance on either laboratory reports delivered by post (up to 10 days delay) or retrospective gathering from the laboratory database introduces a delay in information, analysis and subsequent action. The DIPC and IPCT have made representations to the Trust regarding both the current inadequacy of staffing in the Team and the need to purchase surveillance software (business case submitted February 2010) to allow access to ‘real-time’ data and facilitate the management of potential infection and cross infection risks.


Dr Tim Neal

Director of Infection Prevention and Control


Liverpool Women’s NHS Foundation Trust


10th May 2013

13.10 Appendix J - Adult Bacteraemia Surveillance 2012 - 13


24 Positive blood cultures


14 ( Coagulase-negative staphylococcus or other contaminant.


10 Pathogens


		Directorate

		Organism

		Potentially Hospital Associated

		Likely Source



		Gynaecology

		E.coli

		Yes*

		Urinary



		

		E.coli

		No

		Pelvis



		

		E.coli

		No

		Pelvis



		Maternity

		Streptococcus agalactiae

		No

		Peri-partum



		

		E.coli

		No

		Peri-partum



		

		E.coli

		No

		Peri-partum



		

		E.coli

		No**

		Urinary



		

		E.coli

		No

		Urinary



		

		E.coli

		No

		Urinary



		

		E.coli

		No

		Urinary





* although there were some elements of hospital of care which may have contributed to this infection the timing of the infection categorised this episode as ‘community asscoicated’


** categorised a Trust attributable as occurred more than 48hours after admission however review of care did not identify any elements of care which could be linked to the bacteraemia.
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		Agenda item no:

		13/14/106





		Meeting:

		Board of Directors





		Date:

		5 July 2013





		Title:

		Review of Compromise Agreements in the context of the Public Interest Disclosure Act 1998





		Report to be considered in public or private?

		Private





		Purpose - what question does this report seek to answer?

		Is the organisation’s practice with respect to confidentiality requirements within compromise agreements appropriate & commensurate with best practice?





		Reference/s:

		a  Board Paper February 2012 ‘Compromise Agreements & PIDA 1998’


b  NHS Employer Guidance


c  NHS CEO letter of January 2012

d  Public Interest Disclosure Act 1998





		Resource impact:

		





		What action is required at this meeting?

		To confirm that the Board remains satisfied that its processes 

with respect to Compromise Agreements are appropriate 





		Presented by:

		Michelle Turner, Director of Human Resources & Organisational Development





		Prepared by:

		Michelle Turner, Director of Human Resources & Organisational Development





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		(



		To be efficient and make best use of available resources

		(



		To deliver safe services

		(



		To deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		



		Clinical Negligence Scheme for Trusts

		



		NHS Litigation Authority

		





		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

		





Compromise Agreements and the Public Interest Disclosure Act 1998

1.
Background


1.1
In February 2012, the Board of Directors reviewed current practice in the light of the NHS Chief Executive’s (“NHS CEO”) circular letter dated 11 January 2012 which reminded NHS employers that when drafting compromise agreements, they must not “gag” whistle-blowers from making protected disclosures. 


1.2
The key messages within the circular were:-


· NHS trusts should prohibit the use of “gagging” clauses in contracts of employment and compromise agreements (“CA”) which seek to prevent the disclosure of information in the public interest contrary to the Public Interest Disclosure Act 1998 (“PIDA”)


· Employment contracts or CAs which state that a staff member must withdraw or agree not to make a complaint about a specific matter to various bodies, must make it clear that the right to make a (whistleblowing) protected disclosure is not affected by such confidentiality clauses.


· Any employment contract or CA preventing or purporting to prevent protected disclosures would be deemed void and unenforceable because it was contrary to public policy and PIDA.


1.3
The Board reviewed the organisation’s practice in February 2012 and were satisfied that processes with respect to Contracts of Employment and Compromise Agreements were commensurate with the requirements of the Public Interest Disclosure Act 1998 in accordance with the NHS Chief Executive’s letter of 11 January 2012.


1.4
It was agreed that the Board of Directors would regularly review on-going practice to gain assurance that the requirements of the circular and the Act were being respected.

2.
Recent Additional Guidance


2.1
In April 2013, NHS Employers issued updated guidance on The use of compromise agreements and confidentiality clauses for NHS organisations.  This was prompted by recent heightened media coverage about the need for openness, transparency and candour in the NHS following the publication of the public inquiry report into the failings of Mid Staffordshire NHS Foundation Trust.


The need for the guidance was also highlighted by the attention drawn to the issue of using clauses which are intended to prevent or restrict staff or former employers from raising a genuine public interest concern under the Public Interest Disclosure Act (PIDA) 1998 (referred to in the media as 'gagging' clauses) raised in Public Account Committee (PAC) on 18 March 2013 and the Health Select Committee on 19 March. 


2.2
The NHS Employers Guidance also states that any compromise agreement should include a clause as follows


“For the avoidance of doubt, nothing in this Agreement shall prejudice any rights that the Employee has or may have under the Public Interest Disclosure Act 1998 and/or any obligations that the Employee has or may have to raise concerns about patient safety and care with regulatory or other appropriate statutory bodies pursuant to his or her professional and ethical obligations including those obligations set out in guidance issued by regulatory or other appropriate statutory bodies from time to time”.

2.3
In April 2013 NHS Employers also updated guidance on the process for making severance payments.  This guidance will be referred to and used alongside the normal financial rules including the NHS Financial Manual and HM Treasury Guidance ‘Managing Public Money’.

3.
Compromise Agreements signed since February 2012


3.1
Since the Board’s last review, the Trust has concluded three Compromise Agreements.    The Business Cases for all three have been reviewed and approved by the Remuneration Committee of the Board.  Where appropriate, eg where an extra contractual payment forms part of the Agreement, Treasury approval has been sought via the Trust’s regulator, Monitor.   This applied to two out of the three Compromise Agreements.  One CA did not involve any payment above and beyond contractual terms.   Appropriate legal advice has been taken on all three CAs, including advice as to whether Treasury approval was required.  The legal advice has also been shared with the Treasury.  

3.2
In all three CAs signed since the last review,  it is clearly stated within the clause which relates to confidentiality, that the provisions of the clause do not prevent the employee from raising legitimate concerns about malpractice in relation to the Trust with those bodies having a legitimate interest in or authority over the Trust such as the Nursing & Midwifery Council, the National Patient Safety Agency, the National Clinical Assessment Service, the Care Quality Commission, the General Medical Council, Monitor, the Department of Health, the National Audit Office or other bodies of that kind.  This is commensurate with the advice recently issued by NHS Employers.

Since 1998/99 the Trust has signed a total of 17 CAs.

4.
Reference to Whistleblowing in Contracts of Employment 


4.1
The Board previously requested that the contracts of employment contained a relevant statement with respect to whistleblowing. The standard contract of employment includes the following statement



“16. Whistleblowing


“The Public Interest Disclosure Act 1998 was introduced to protect employees who raise concerns about wrongdoing where they work. This Act protects individuals from victimisation where they have made a disclosure under the Act. The Whistleblowing Policy for the Liverpool Women’s aims to make sure that anyone alerting the Trust to wrong- doing, can be confident that they will not be victimised, discriminated against or disadvantaged as a result. As an employee at the Liverpool Women’s you have a duty to speak up for patients and raise concerns regarding anything you feel is not right for those patients. These concerns may include standards of care, abuse or ill-treatment of patients, deliberate misuse of controlled drugs, safeguarding children and vulnerable adults, suspected thefts, fraud and corruption, financial malpractice, breaches of rules on gifts and hospitality, danger to health and safety or the environment or breaches of the Trust's disciplinary rules.  If you have a concern you must talk to your Line Manager or Head of Department in the first instance. If you are not confident about taking this approach you may submit your concern directly to your Clinical Director or the Trust Chair. Alternatively you can write to the Senior Independent Non-Executive Director at the Trust Offices, marking the envelope ‘personal’.”

5.
Recommendation


5.1 
To confirm that the Board remains satisfied that its processes with respect to Contracts of Employment and Compromise Agreements are commensurate with the requirements of the Public Interest Disclosure Act 1998 in accordance with the NHS Chief Executive’s letter of 11 January 2012 and subsequent guidance.


5.2
That this should be further reviewed by the Board of Directors in 12 months, unless an earlier review is appropriate.


Michelle Turner


Director of Human Resources & OD


July 2013
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		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. Care Quality Commission

The Care Quality Commission (CQC) has announced its strategy for 2013 to 2016 and a new approach to regulation and inspection.  The strategy sets out their purpose and role: to make sure health and social care services provide people with safe, effective, compassionate, high-quality care and to encourage care services to improve.


The Commission acknowledges that to deliver its purpose it needs to make significant improvements to how it works.  It states it will be a strong, independent, expert inspectorate whose evidence-based, professional judgements are welcomed and values.


Over the next three years the Commission intends to develop and introduce changes to the way it regulates different care services, tailoring its approach to each sector.  These changes will be underpinned by changes to regulations that the Department of Health will consult on, and the new Care Bill, which also sets out some important new responsibilities for the CQC.  The Commission will undertake formal consultation with NHS staff, the public and partners at key points over the next three years.

In June and July 2013 the Commission is formally consulting on:


· How it will inspect and regulate all care services


· Fundamental levels of care – the bar below which no care provider must fall


· Changes to the way NHS acute hospitals and mental health trusts will be inspected.


The consultation documents can be found at:


http://www.cqc.org.uk/public/news/give-us-feedback-way-we-should-inspect-services

The CQC’s priority for 2013/14 will be to change the way it inspects NHS acute hospitals and mental health trusts in recognition that there is an urgent need to inspect and regulate these services more effectively.  Professor Sir Mike Richards has been announced as the Commission’s new Chief Inspector of Hospitals to lead the development of these changes.

2.  NHS Governance of Complaints Handling

The Parliamentary and Health Service Ombudsman has published its report entitled ‘NHS Governance of Complaints Handling’.  It reports encouraging signs that Boards recognise the value of complaints information and highlights examples of good practice.

The recent Francis report identified failings in the services provided and complaints processes within the Mid Staffordshire NHS Foundation Trust.  In response, the government launched a review into complaints procedures throughout the NHS.  As one of three pieces of research conducted by the Ombudsman to feed into the review of hospitals complaints handling the Ombudsman commissioned an independent research agency look at Board governance of complaints.  The Trust participated in this research.


A copy of the published report is below.
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3.  Q4 (January – March 2012/13) Monitor report

Monitor has completed its analysis of the Trust’s performance in Q4.  Based on their analysis our current ratings are:


· Financial risk rating
3


· Governance risk rating
Green


As at 31 March 2012 there were 145 authorised Foundation Trusts (FT), of which 25 are in the North West (including Liverpool Women’s NHS Foundation Trust).  A breakdown of Q4 ratings is given below (figures in brackets indicate Q3 position in respect of 144 FTs nationally and 25 in the North West):

		Financial risk rating

		Nationally (145)

		North West (25)



		5 (lowest risk)

		14 (13)

		5 (3)



		4

		53 (48)

		7 (8)



		3

		65 (70)

		 13 (12)



		2

		5 (4)

		1 (1)



		1 (highest risk)

		8 (9)

		2 (1)



		Governance risk rating



		Green

		66 (80)

		12 (14)



		Amber-Green

		28 (20)

		 6 (4)



		Amber-Red

		24 (20)

		 3 (4)



		Red

		27 (24)

		4 (3)





4. National tariff 2014/15 

Responsibility for the Payment by Results system for NHS services now rests with NHS England and Monitor.  In June 2013 Monitor issued an engagement document entitled ‘The National Tariff for 2014/15’ which explains the approach to developing the tariff and encouraging stakeholders to provide their views on the principles and details of the approach.


Monitor recognise that during this time of change, commissioners and providers need the payment system to be predictable.  Therefore for 2014/15 it is proposed to keep the list of nationally mandated services and their relative prices broadly stable compared to 2013/14.  Adjustments for efficiency, inflation and the Clinical Negligence Scheme for Trusts will be considered at a national level as in previous year.


Later this year, and working in partnership with NHS England, Monitor will publish its first national tariff document.  Trusts have been invited to input to the proposals published in three documents, namely its tariff engagement document which highlights key areas of the 2014/15 national tariff; joint proposals for local payment variations; and proposals for how the national tariff will be enforced.  The Director of Finance is leading on input from the Trust.

5. Medical Research Council centenary event


On 20 June 2013 I attended an event to celebrate 100 years of the Medical Research Council.  A lecture was given by Dr Lawrence McGinty, Science and Medical Editor for ITN News, ahead of which there were a series of films and talks on subjects as diverse as battling brain infections in Asia, human locomotion and personalised health.  


At the event, Professor Andrew Weeks, Consultant Obstetrician at Liverpool Women’s and Professor of Translational Medicine, presented in respect of maternity care in low resource settings.  He discussed how scientists can support women with problems in pregnancy in developing countries and how this compares to methods used in the western world.

6. Cheshire and Merseyside National Institute for Health Research Comprehensive Local Research Network


I am pleased to advise that I have been accepted as a member of the Comprehensive Local Research Network (CLRN) Executive Board.  The Board will initially be interim as the National Institute for Health Research research networks across the UK are currently subject to a national transition.  It is anticipated that the new network footprint will cover a similar geography to the North West Coast Academic Health Science Network, although this has yet to be confirmed.  It is also understood that the new network structure will encompass all disease specialties across the spectrum with a combined budget allocation.


Other members of the Board are:


· Liz Mear, Chief Executive at the Walton Centre NHS Foundation Trust (Chair of the Cheshire & Merseyside CLRN)


· David Fearnley, Medical Director at Mersey Care NHS Trust


· Kevin Hardy, Medical Director at St Helens and Knowsley NHS Trust


· Louise Shepherd, Chief Executive at Alder Hey NHS Foundation Trust


· Andrew Cannell, Chief Executive at Clatterbridge Centre for Oncology NHS Foundation Trust


· Aidan Kehoe, Chief Executive at the Royal Liverpool and Broadgreen University Hospitals NHS Trust.

7. Healthy Liverpool Programme Accelerated Solutions Event


Led by Liverpool Clinical Commissioning Group the first stage of the Healthy Liverpool Programme (HLP) will take place over the next six months.  It will aim to establish a shared understanding and commitment to what the HLP needs to deliver and define how it will deliver agreed changes, with a view to ensuring changes begin to be implemented from April 2014.


Two Accelerated Solutions Events (ASE) will be held to support delivery of the HLP, the first of which will take place on 16 and 17 July 2013.  Nominated to attend from Liverpool Women’s are the Chair, the Director of Nursing, Midwifery and Operations, the Medical Director, two of our Clinical Directors and the Divisional Manager for Maternity and Gynaecology.

The Board will be kept informed about the progress of the HLP and any likely opportunities or risks to the Trust.

8. Liverpool Health Partners


On 13 June 2013 I attended a showcase event hosted by Liverpool Health Partners (LHP) which focused on excellence through collaboration.  A series of presentations were given on how LHP benefits the local health economy and served as an opportunity to celebrate the unique attributes of Merseyside and Cheshire that make it both practical and possible to pursue world class excellence in healthcare delivery, research and clinical education

9. North West Regional Human Resources Developing Professionals Awards 2013


A member of the Trust’s Human Resources and Organisational Development team, Christine Walkeley, has been shortlisted in the North West Regional Human Resources Developing Professionals awards 2013.  Christine, our Organisational Development Facilitator, has been shortlisted in the Human Resources Role Model category and was nominated for her patient focus and her commitment to making all the training she delivers relevant, exciting and inspiring.  The winners will be announced at the awards ceremony on 17 July 2013.  


This is the second year running that the Trust has had a member of its Human Resources team shortlisted for an award, with Hellie Patterson-Brown winning Regional Human Resources Student of the Year in 2012.

10. Equality and Diversity


The Trust has now received the verified results from this year’s Equality Delivery System assessment.  In respect of the three outcomes from Goals 1 and 2 which we chose to work on during 2012/13, we have been successfully upgraded to the category of ‘achieving’ from ‘developing’ by members of the three local Healthwatch groups who undertake the assessment.


The Goals/outcomes we chose to progress during 2012/13 were:


· Goal 1 – Better health outcomes for all


· Objective 1.4 – The safety of patients is prioritised and assured, in particular patients are free from abuse, harassment, bullying, violence from other patients and staff, with redress being open and fair to all


· Goal 2 – Improved patient access and experience


· Objective 2.1 – Patients, carers and communities can readily access services and should not be denied access on unreasonable grounds


· Objective 2.4 – Patients and carers complaints about services, and subsequent claims for redress, should be handled respectfully and efficiently


We also chose to progress:


· Goal 3 – Empowered, engaged and supported staff


· Objective 3.1 – Recruitment and selection processes are fair, inclusive and transparent so that the workforce can be as diverse as it can be within all occupations and grades


· Objective 3.3 – Through support, training, personal development and performance appraisal, staff are competent and confident to do their work so that services are commissioned and provided appropriately.


Goal 3 objectives are assessed internally and although we self-assessed as still ‘developing’ in these areas, significant progress has been shown, particularly for objective 3.1.  These objectives will be revisited during 2013 in order to provide evidence to support our progress against them.  We will also revisit them with our internal assessors during the next 6 months to ensure we move to ‘achieving’ for these objectives.

11. Human rights conference at Liverpool Women’s


The Trust will host a human rights conference on Thursday 19 September 2013 as part of the British Institute of Human Rights road show for 2013.  The event will run from 1000 to 1600 in the Blair Bell Education Centre at Liverpool Women’s Hospital.  Board members are welcome to attend.

12. Blogs

Several blogs have been posted over recent weeks by me and the Director of Nursing, Midwifery and Operation.  The blogs can be found on the Trust’s website at: 


Chief Executive Blogs:


http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=188 

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=185 

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=184 

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=181 

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=180 

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=174 

Director of Nursing, Midwifery & Operations Blogs:

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=193 

http://www.liverpoolwomens.nhs.uk/blogger.aspx?id=182 

13. Bulletins

Below are the latest bulletins from Monitor and the Foundation Trust Network (FTN).
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FT Bulletin

24 May 2013

Issue 69

Welcome to the May edition of Monitor’s FT Bulletin.

I\/Ion@r

This bulletin is sent to foundation trust chief executives, chairs, trust secretaries, finance, medical and
nursing directors and the Foundation Trust Network. Click on the links belowto jump straight to the

relevant sections of the bulletin.

For information

Consultation &
Engagement/

Publications

Delivery of the A&E four e Content from our recent
hour operational standard provider event

Annual Plan Review 2013/14 » Dorset HealthCare
University NHS Foundation

Uploading monitoring Trust binding agreement to
returns to Monitor’s portal ma!<e improvements for
patients

HM Treasury approval for
special payment cases

e Qur latest job opportunities

Our shared commitment to
integrated care

Sign up to our newsletters

Another opportunity to take
partin the Pilot PLICS
collection 2012/13

Your queries answered in
our updated Approved
Costing Guidance & FAQs

Events Gettingin touch
Strategic Financial e Queriesor feedback
Leadership Programme on
10 June » News alerts
Conference on value based e Publications
health care - 12 September,

London

Monitor and NHS England
call for viewson how the

NHS payment system can
do more for patients

Call for evidence:
emergency admissions
marginal rate review

Your views on guidance on
the procurement, patient
choice and competition
regulations (Section 75)

Your comments on our
findings in relation to the
conduct of Cornwall and
the Isles of Scilly NHS
Primary Care Trust

Draft FT Annual Reporting
Manual 2013/14 for
consultation

View our current
consultations on our
website

PUBLICATIONS

New quality governance
gquidance for NHS providers

Coming out soon:
Our updated Approved
Costing Guidance & FAQs





http://www.monitor-nhsft.gov.uk/home/our-publications/browse-category/guidance-foundation-trusts/monthly-nhs-foundation-trust-bullet


http://www.monitor-nhsft.gov.uk/





For information Consultation &
Engagement

Jump straight to a section using the quick links above

Delivery of the A&E four hour operational standard
We wrote to you recently, in a joint letter with the NHS Trust Development Authority, about
the delivery of the A&E four hour operational standard.

As you know, in the first few months of 2013 performance dropped below the NHS
constitution commitment (for patients to be seen and treated or discharged within four hours
of arriving at the emergency department) both nationally and in a significant number of
providers across the country.

There has been no single cause and we know that as leaders of NHS organisations you fully
understand the importance of effective access to emergency department services and
effective urgent care pathways.

NHS England is working through its Area Teams to ensure the development of Recovery and
Improvement Plans for all emergency departments. An NHS England, Monitor and NHS Trust
Development Authority agreement is in place to provide regional and national oversight to the
delivery of these plans.

Annual Plan Review 2013/14

We have recently written to you regarding our expectations for the annual plan submissions
and key changes to the 2013/14 Annual Plan Review (APR) process. The strategic and
financial plans are not due until 9am, Monday 3 June 2013, but if these are ready ahead of
the deadline please submit them to us early.

We no longer collect Schedule 2, however we will need to collect information separately in
respect of Commissioner Requested Services. We will write to you with further details over
the coming weeks.

If you have any questions please email compliance@monitor.gov.uk who will respond to your
guery as soon as possible.

4 Back Return to Forward >
main menu
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For information Consultation &
Engagement

Jump straight to a section using the quick links above

Uploading monitoring returnsto Monitor’s portal
The deadline for quarterly monitoring submissions is 5pm on the last working day of the
month following the quarter end.

It is critical that you meet this deadline as we use the files on the day they are received. You
should not wait until the following morning to submit your file, even if this is done before the
start of the working day.

25 trusts missed the deadline this quarter and we have written to them explaining that
paragraphs 94 and 95 of the Compliance Framework give us the discretion to override a
trust’s risk rating in these cases. We won't apply any overrides on this occasion, but repeated
failure to meet our deadlines will be treated less leniently in future.

We accept that the missed deadlines may be due to trust staff not being familiar with how to
upload documents onto Monitor’s portal. Therefore, we have produced a short guide detailing
how to do this to ensure that, in future, returns are not treated as late or missing simply
because they have not been uploaded correctly. This document can be found on the Monitor
website here and in your Inbox (from Monitor) and Outbox (to send to Monitor).

HM Treasury approval for special payment cases

Areminder that HMT approval is required for all special payment cases. Trusts are required
to complete the template provided on our website here and send it to their Monitor
relationship team. We published an updated severance case form on our website on 26 April,
subsequent to the Secretary of State announcement on 14 March regarding confidentiality
clauses in severance settlements. Following receipt of a completed template, we will
coordinate the HMT review.

Please read Managing Public Money (Annex 4.13) prior to completing the form. This
document outlines the process and gives examples of special payment cases including extra
contractual payments, extra statutory and extra regular payments, compensation payments,
special severance payments and ex-gratia payments. HMT cannot approve special
severance payments that reward, or will be seen to reward, failure, dishonesty or
inappropriate behaviour.

4 Back REW Y Forward >
main menu
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For information Consultation &
Engagement

Jump straight to a section using the quick links above

Our shared commitment to integrated care
We have joined arange of national partner organisations to support local areas to tackle
national barriers to integrated care and to allow locally-led integrated services to flourish.

This month, along with our partners, we published two key documents: Integrated Care and
Support: our shared commitment, which sets out our direction of travel to help integrated
care become the norm; and A narrative for person-centred, coordinated care, which is an
agreed definition of what we mean by ‘integrated’ care. As national partners we have adopted
this definition of what good integrated care and support looks and feels like for people, and
we are asking local areas to sign up to using it too.

We are also looking for ‘pioneers’ to act as exemplars, demonstrating the use of ambitious
and innovative approaches to deliver integrated care efficiently. You can find further
information on the pioneers’ scheme, including the invitation letter, selection criteria, process
and national offer, on the Department of Health’s website here. Please send any questions
and completed expressions of interest to pioneers@dh.gsi.gov.uk

Please visit our website for more information on Monitor’s role in enabling integrated care
and links to all the documents referenced above.

Sign up to our newsletters

Earlier this month we launched a new monthly e-newsletter to complement the FT Bulletin.
It's aimed at everyone who wants a regular summary of our latest news as the sector
regulator for health services. The FT Bulletin will continue to provide essential regulatory
information for foundation trusts.

You can sign up to receive our new e-newsletter here.

Please tell us what you think of the FT Bulletin. Does it meet your needs? Could it be
improved? If so, how? Complete our 2 minute survey here.

4 Back SEL LY Forward >
main menu
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For information Consultation &
Engagement

Jump straight to a section using the quick links above

Another opportunity to take part in the Pilot PLICS collection 2012/13

Our recent invitation to all acute service providers to take part in the voluntary pilot collection
of PLICS data for 2012/13 has generated positive responses. So far, over 60 trusts have
confirmed their intentions to participate in the pilot collection.

If you would like to take part, please send us your response by emailing
pricing@monitor.gov.uk with your answers to the following questions:

Do you plan to participate in Monitor's voluntary collection of Patient-Level Information and
Costing Systems (PLICS) data for 2012/13? [Yes/No]

If you are planning to participate, who is the main point of contact in your organisation for this
collection? [Namel/job title/contact telephone/email address]

If you plan to participate, when do you plan to submit data? [June/July/August/September]

This collection is of great importance to us and will help inform our new pricing role.
Participating trusts can also expect to receive an individual report analysing the cost data and
quality of the data submitted. As outlined in our previous bulletin, we plan to share an
anonymised high-level summary report with the sector.

Your queries answered in our updated Approved Costing Guidance and FAQ

As mentioned in our last month’s FT bulletin, we are about to publish an updated version of
our Approved Costing Guidance. This is in response to a number of queries received
regarding Chapter 4 of the Guidance, which supports the voluntary pilot collection of
Patient-Level Information and Costing Systems (PLICS) data for 2012/13.

Alongside the updated Guidance, we will also be publishing a Frequently Asked Questions
(FAQ) document. The FAQs will be updated on a regular basis when further queries are
received. Should you have any further queries regarding the pilot collection, please email us
pricing@monitor.qgov.uk

4 Back Return to Forward >
main menu
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Consultation &

For information

Engagement

Jump straight to a section using the quick links above

For information

Content from our recent provider event

On 17 May we held an event for providers of NHS services to describe our new sector
regulator role and get input into how we deliver it. The content from the day can be found
here on our website, along with podcasts of David Bennett's speech and the session on
developing an effective and fair payment system.

Dorset HealthCare University NHS Foundation Trust binding agreement to make
improvements for patients

Last month we secured a binding agreement to make improvements to the leadership and
governance of Dorset HealthCare University NHS Foundation Trust, after vulnerable patients
at this mental health trust were put at risk because of poor care.

The Trust has legally agreed to put right potential breaches of their provider licence. Read
more here.

Our latest job opportunities
We have posted a range of job opportunities on our recruitment site JoinMonitor.com this
month, which you can view and apply for online now.

4 Back REW Y Forward >
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Consultation &

For information

Engagement

Jump straight to a section using the quick links above

Consultation & Engagement

Monitor and NHS England call for views on how the NHS payment system can do
more for patients

We're working with NHS England to reform the way NHS services are paid for. We have
published a joint discussion paper, which asks for views on the future of the payment system.
You can listen to an explanation of the discussion paper on our website here.

Please respond to our discussion paper by 5pm on Friday 19 July 2013.

Call for evidence: emergency admissions marginal rate review

Monitor and NHS England are conducting a review of the emergency admissions marginal
rate. We are exploring how the rule has worked and how it could be improved. We are now
calling for initial submissions to help us consider the issues set out in the scope of the review.

Our intention is to build a solid base of evidence from a range of stakeholders. We are
particularly interested in hearing from providers and commissioners on the following issues
relating to the 30% rule:

. a. what has happened?;
. b. has it helped?; and
. c. could the approach be improved?

Please respond to our call for evidence by 5pm on Monday 10 June 2013.
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For information

Engagement

Jump straight to a section using the quick links above

Consultation & Engagement

Your views on guidance on the procurement, patient choice and competition
regulations (Section 75)

We are currently seeking views on proposed guidance to help commissioners comply with
new procurement, patient choice and competition regulations so that their patients receive
the best possible health services.

The regulations passed by Parliament last month under Section 75 of the Act are intended to
give commissioners flexibility when they decide how to procure services from health care
providers. The guidance will help them make sure the decisions they make are consistent
with the new regulations. Our role will be limited to making sure that commissioners have
operated within the legal framework established by the regulations and to investigating
complaints about procurement decisions.

We are now consulting on the guidance to make sure that it is a clear reference point for
commissioners.

We are also consulting on the general approach we propose to take in using our enforcement
owers.

The guidance and response forms are on our website here. Please respond by 5pm on 15
July 2013.

Alongside the consultations we have published a document that describes how the National
Health Service (Procurement, Patient Choice and Competition) (No.2) Regulations 2013
might apply to six hypothetical case scenarios.
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Jump straight to a section using the quick links above

Consultation & Engagement

Your comments on our findings in relation to the conduct of Cornwall and the Isles of
Scilly NHS Primary Care Trust

We have published our provisional findings in relation to the complaint made by St. Piran’s
Healthcare Limited about Cornwall PCT’'s commissioning of specialist inpatient mental health
and learning disability services. Read more on our website here. We are seeking views on
these findings by 28 May 2013 and we will publish our final report on the case in June 2013.

Draft FT Annual Reporting Manual 2013/14 for consultation
We will shortly be inviting you to comment on our proposed amendments to the NHS
Foundation Trust Annual Reporting Manual for 2013/14.

We are moving to issue the FT ARM progressively earlier in each financial year. This is in
recognition of your comments as users of the manual and from HM Treasury’'s Financial
Reporting Advisory Board.

We will issue the manual for a six-week consultation soon.

View our current consultations on our website
View all the documents we are currently seeking your views on here on our website.
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Publications

New quality governance guidance for NHS providers

Quiality Governance: How does a board know that its organisation is working effectively to
improve patient care? is available on our website here and provides guidance for boards of
NHS providers on working effectively to improve patient care.

Your queries answered in our updated Approved Costing Guidance and FAQ

As mentioned in our last month’s FT bulletin, we are about to publish an updated version of
our Approved Costing Guidance. This is in response to a number of queries received
regarding Chapter 4 of the Guidance, which supports the voluntary pilot collection of
Patient-Level Information and Costing Systems (PLICS) data for 2012/13.

Alongside the updated Guidance, we will also be publishing a Frequently Asked Questions
(FAQ) document. The FAQs will be updated on a regular basis when further queries are
received. Should you have any further queries regarding the pilot collection, please email us
pricing@monitor.qgov.uk

Another opportunity to take part in the Pilot PLICS collection 2012/13
Please click here for details included on page 5.
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Jump straight to a section using the quick links above

Strategic Financial Leadership Programme on 10 June

The Strategic Financial Leadership Programme is the product of a unique collaboration
between the Department of Health, The NHS Institute for Innovation and Improvement and
Monitor. It has been created to address the challenges facing finance directors in the modern
NHS and will help develop their skills by focusing on leading-edge developments in the world
of finance and management.

It is delivered by Cass Business School and you can find out more here. The next
programme starts on 10 June 2013.

Conference on value based health care - 12 September, London

This joint Monitor and HFMA conference will cover the key elements of value based health
care. This includes looking at the steps that organisations have taken to adopt the value
based heath care approach and case study examples of organisations that have improved
efficiency and quality by focusing on value.

Speakers will be drawn from around the country and from a variety of organisations and will
include chief executives, chairs, finance directors, directors of quality, medical directors and
other senior clinicians. This is also who the event is aimed at.

Topics will include:
. delivering significant service transformation by adopting a value approach;

. the cultural shift needed for organisations to successfully adopt a value based
approach; and

. how adopting value ensures sustainable service delivery, efficient and without impacting
on quality.

Further information and details on how to register can be found here.
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Getting in touch

Queries or feedback

If you have any queries about the information in this bulletin, please contact your
Relationship Manager at Monitor.

News alerts

Monitor’'s news update service is a convenient way for you to receive relevant information
direct to your inbox. Click here to subscribe.

Publications
All of our publications are available to download from the publications section on our website.

4 Back Return to Forward >
main menu




http://www.monitor-nhsft.gov.uk/news-updates


http://www.monitor-nhsft.gov.uk/home/our-publications





			Slide Number 1


			Slide Number 2


			Slide Number 3


			Slide Number 4


			Slide Number 5


			Slide Number 6


			Slide Number 7


			Slide Number 8


			Slide Number 9


			Slide Number 10


			Slide Number 11


			Slide Number 12







_1433846848.pdf

&kg Foundation Trust

¢ Network

14 June 2013

NETWORKED T

IN THIS ISSUE

News

e The Care Bill

e FTN presence at NHS Confederation
conference

e Standard contract, inventives, pricing,
strategy and tariff engagement — member
reference groups

e EU agreement secures continued patient
access to MR scanners

e FTN nominations for two national groups

Consultations

Networks update
Preparation Programme
GovernWell

Professional development
opportunities

Events

Contacts

NEWS

The Care Bill

The Government has introduced the Care Bill to reform the
law relating to care and support for adults and the law
relating to support for carers. The main focus of the
legislation is around the funding of social care, but the
legislation covers other areas which have implications for
FTN’s members such as failure regimes, performance
ratings for healthcare providers, a new offence of supplying
false or misleading information and the role of Health
Education England and the Local Education and Training
Boards.

The FTN has welcomed the clear proposals on delivering
and funding high quality social care, given the close
relationship between effective social care and NHS
demand, and we are working hard to ensure that some
aspects of the legislation are in the best interests of our
members. The Bill is currently in Committee stage in the
House of Lords. We have been meeting with and briefing
Peers to ensure the views of our members are represented
and to lobby Peers to support our amendments to the
legislation. The briefing is available on our website. The
main section of the Bill on the funding for social care will
be back in the House of Lords in early July and we expect
the Bill to be debated in the House Commons in October.
For further information on the Bill and FTN's work on it,

contact Saffron Cordery.

FTN presence at NHS Confederation
conference

Thanks to members who came to visit our stand at the NHS
Confederation’s annual conference and exhibition last
week. We had some really useful conversations with
members and stakeholders around the key issues and
challenges facing the health sector. We look forward to
seeing you at our annual conference and exhibition for
further debate in Liverpool on 15-16 October. Details are
available on our website.
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NHS England is due to publish imminently a consultation
on its review of the standard contract, alongside
commissioner and primary care incentives. The tariff
engagement documents came out yesterday and are listed
in the consultations section below.
The FTN will be responding to all the open contract and
tariff proposals over the next month or so and we look
forward to working with members on the details. If you
have a special interest in the contract or pricing and would
be willing to contribute detailed thoughts or be available
for meetings in the coming months, please contact Mark
Redhead. The same goes for pricing and tariff.
In the meantime, NHS England colleagues have asked us to
highlight some July workshops they are running with
Monitor on all of the above issues as follows:

e Monday 1 July 2013, London

e Wednesday 3 July 2013, Leeds

e Tuesday 9 July 2013, Leicester

e Wednesday 17 July 2013, Newbury
You can register for these events here.

Thanks to concerted efforts by the NHS Confederation’s
European Office in Brussels, the European Parliament will
vote this week for a new resolution which allows lifesaving
treatment for NHS patients using MRI (magnetic resonance
imaging) scanners to continue, while at the same time
protecting staff working with MRI scanners from adverse
effects and risks to their health and safety. Details are
available on their website.

Q/? Foundation Trust

14 June 2013

The FTN has been approached to nominate representatives
to two national groups and we would be keen to hear from
interested individuals.

The first is for a chief executive representative to join the
Better Training Better Care (BTBC) taskforce. The taskforce
consists of senior stakeholders who oversee the work of the
programme and are responsible for its governance,
strategy and outcomes. Detail of the issues covered by the
group is available on their website.

The second is for a representative to sit on the Information
Governance Oversight Panel, being constituted and
chaired by Dame Fiona Caldicott. We have been asked to
seek out a clinical lead with an interest in information
technology to provide a secondary/tertiary care
perspective on the deliberations of the group; the FTN will
support the nominee with gathering information and
perspectives from the wider sector as appropriate. The
panel is anticipated to meet four times a year, and report
annually to the Secretary of State.

Please contact Mark Redhead if you would like to put your
name forward.

CONSULTATIONS

Monitor and NHS England consult
on the National Tariff 2014/15: An
engagement document

Monitor and NHS England have published an engagement
on the national tariff for 2013/14. The document has two
main purposes; firstly it explains to sector stakeholders our
proposed approach to developing the national tariff for
NHS services and secondly to encourage readers to send
their views on the principles and details of Monitor and
NHS England’s approach. It is envisaged that the National
Tariff Document will replace the annual Payment by Results
guidance formerly produced by the Department for Health.
Please send any comments you want included in the FTN
response to Mark Redhead by 4 July.
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Monitor and NHS England consult
on Local Payment Variations

As part of Monitor and NHS England’s work developing the
2013/14 national tariff, they are reviewing and consulting
on the arrangements for local commissioners and
providers to vary a national tariff price or currency. These
arrangements used to be called ‘flexibilities’ and were
described in section 13 of the Payments by Results
Guidance. However in line with the terminology
introduced in the Health & Social Care Act (2012), they are
now known as local payment variations. Please contact
Mark Redhead with any comments by 4 July.

Monitor and NHS England consult
on draft guidance on enforcement
of the national tariff

Monitor and NHS England outline their proposed approach
to enforcing the national tariff and are consulting with the
sector on this. They state that in developing their approach,
they have been mindful of evidence that commissioners
and providers in many areas have had difficulty complying
with NHS payment rules and that those rules have not
been strictly enforced. Monitor and NHS England are
aiming to make the rules governing price negotiation
clearer and more flexible, so that commissioners and
providers can negotiate the best available services for local
patients and also remain compliant with the national tariff.
Please send any comments you want included in the FTN
response to Mark Redhead by 4 July. We also welcome
sight of organisational responses.

Monitor consults on proposed
amendments to the NHS FT Annual
Reporting Manual for 2013-14

Monitor issues the NHS Trust Annual Reporting Manual on
an annual basis and directs foundation trusts to follow its
requirements when preparing their annual accounts and
reports. Monitor has published a new consultation
document which summarises the principal changes being
made to the draft reporting manual for 2013/13. Please
contact Frances Blunden with any comments by 4 July.

University of West London consult
on EPIC3: National guidelines for the

Foundation Trust

14 June 2013

prevention of healthcare-associated
infections in NHS hospitals and
other acute settings

National evidence based guidelines for preventing health-
care associated infections (HCAI) in NHS hospitals were first
published in 2001 and updated in 2007. The Department of
Health has commissioned the University of West England
to review and update these guidelines. The guidelines
describe clinically effective measures that are used by
healthcare workers for preventing infections in hospital

and other acute care health services. Please contact Miriam
Deakin with any comments by 4 July.

Monitor calls for views on how the
NHS payment system can do more
for patients

Monitor and NHS England are working together to reform
the way NHS services are paid for following concerns that
PbRis not sufficiently patient focussed. Monitor is
especially interested in hearing views on the future of the
payment system and on the way hospitals are reimbursed
for emergency admissions. Please send any comments to
Mark Redhead by 19 July.

Monitor calls for views on draft
guidance for procuring patient
services

Monitor is seeking views on the draft guidance to help
commissioners understand how to comply with new
regulations governing procurement, patient choice and
competition in the NHS so that patients receive the best
possible health services. Monitor is consulting on two
documents relating to this, their substantive guidance to
the regulations and also enforcement guidance. Please
contact Frances Blunden with any comments by 14 July.
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NETWORKS UPDATE

CHAIRS AND CHIEF EXECUTIVES

20 June — RCOG, 27 Sussex Place, Regent’s Park, London
NW1 4RG

Book here

FINANCE DIRECTORS NETWORK

27 June — CBI Conference Centre, Centre Point, 103 New
Oxford Street, London WC1A 1DU

Book here

COMMERCIAL DEVELOPMENT LEADS

27 June — CBI Conference Centre, Centre Point, 103 New
Oxford Street, London WC1A 1DU

Book here

HR DIRECTORS
16 July — 76 Portland Place, London W1B INT
Book here

MENTAL HEALTH GROUP

18 July — Hallam Conference Centre, 44 Hallam Street,
London W1W 6JJ

Book here

GOVERNWELL

ACCOUNTABILITY
London, 12 July, £220 - course full, please ask to be added
to the waiting list

NHS FINANCE AND BUSINESS SKILLS
Birmingham, 19 July, £220

THE GOVERNOR ROLE IN NON-EXECUTIVE
APPOINTMENTS
Durham, 23 July, £220

CORE SKILLS
Cambridge, 26 July, £180

Please see our website for further information.

14 June 2013

PREPARATION
PROGRAMME

Membership Questions Answered

The Preparation Programme is running a number of
meetings around the country for membership leads from
aspirant trusts to network and share ideas and experience
in an informal roundtable discussion. For more information
and to book your place, please click on the relevant date
below (please note we are only able to offer one place per
trust:

e 19June  Cambridge*

o 1Jul London (South)

* This event has now been cancelled, please either join our
London event or contact Freya Whitehead if you would like
to receive the notes from all the MQA sessions.

The Journey to FT: An Update

The Preparation Programme is holding the next event for
aspirant FT board colleagues on 21 June 2013 in central
London. The day includes presentations from Chris
Hopson, chief executive of the FTN and Dr Stephen Dunn,
director of delivery and development at the NHS TDA, as
well as learning from FT colleagues who have reached
authorisation. More information can be found on our
website where you can also book your place. This event is
free to attend. If you have any questions please contact
Freya Whitehead.

Preparing for governors: the chair’s
role

A new event in the Preparation Programme calendar, this
day will focus on the chair’s relationship with the council of
governors and is open to chairs of aspirant foundation
trusts. The day will give you the opportunity to learn from
the experience of FT chairs and FT governors, as well as the
FTN's governance advisor, John Coutts. This event is free to
attend and bookings are accepted on a first come, first
served basis. Further details and booking information is
available on our website. Please contact Carly Wilson with
any gueries.
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The Journey to FT: Communications

Aimed at communication leads of aspirant trusts, this event
will provide delegates the chance to hear from the NHS
Trust Development Authority, discuss issues such as re-
branding as an FT, and to network with colleagues. We will
also be running an optional session at the end about FT
consultation should this be relevant to you. The event will
take place in central London on 17 July. If you would like to
attend please visit our website. At the moment we are only
able to offer one place per trust. If you would like to send
more than one delegate please contact Freya Whitehead.
Places are limited and are likely to fill up fast so book now
to avoid disappointment.

PROFESSIONAL
DEVELOPMENT
OPPORTUNITIES

Strategy and planning masterclass

Following previous successful series, the FTN is continuing
to run the one day strategy and planning masterclass in
2013. Led by Rupert Vernalls of Business Information Ltd
for FTN member commercial leads and their teams, and
based on principles learned from Harvard Business School,
this interactive session will take place on 22 October in
London and will be repeated on 24 October in York.
Further details and booking information can be found on
our website. The sessions cost £180 + VAT.

If you have any questions please contact Freya Whitehead.

Foundation Trust

14 June 2013

Contract Negotiation Workshop

Clinical commissioning groups are now responsible for
commissioning healthcare. This has been an enormous
change with new roles, new risks, new decisions and new
relationships. Run by Marjatta van Boeschoten, this
negotiating skills workshop offers an opportunity for
commercial leads and teams to review established
behaviours and develop best practice to optimise the
agreements you will need to reach.

The next session is on 3 October in central London and
costs £180 + VAT. Further details on the courses can be
found on our website. If you have any questions please

contact Kim Hutchings.

NHS foundation trust commercial
directors development programme

The NHS foundation trust commercial directors’
development programme, supported by the FTN, offers a
high-impact, three-day programme dealing with issues
from the harsh economic realities of the next few years.
The interactive programme brings a wealth of practitioner
and research based insight from the public and private
sectors, identifying ways to develop and support effective
boards. It will enable commercial directors to explore a
range of probable future scenarios by way of custom-made
case studies and simulations. The course runs on 8-10 July
2013 and 14-16 October 2013. For more detail please visit
the Cass website or contact Anika Bloomfield.

NHS foundation trust non-executive
directors programme

This three-day programme, developed by Cass Business
School, Monitor and the NHS Institute for Innovation and
Improvement, aims to equip non-executive directors with
the tools and knowhow to instigate systematic change and
increase their value to their trust. This course will run on 7-9
October 2013. For further details please visit the Cass
website or contact Anika Bloomfield.

FOUNDATION TRUST NETWORK | NETWORKED | 14 June 2013 | Page 5




http://www.foundationtrustnetwork.org/login/?returnpath=%2Fevents%2Fjul-17-the-journey-to-ft-communications%2F


mailto:freya.whitehead@foundationtrustnetwork.org


http://www.foundationtrustnetwork.org/members/learning-and-development/commercial-development-seminars-and-workshops/


mailto:freya.whitehead@foundationtrustnetwork.org


http://www.foundationtrustnetwork.org/members/learning-and-development/commercial-development-seminars-and-workshops/


mailto:kim.hutchings@foundationtrustnetwork.org


http://www.cass.city.ac.uk/courses/executive-education/sector-specific-programmes/nhs-courses/nhs-trust-neds-development-programme


mailto:anika.bloomfield.1@city.ac.uk


http://www.cass.city.ac.uk/courses/executive-education/sector-specific-programmes/nhs-courses/nhs-trust-neds-development-programme


http://www.cass.city.ac.uk/courses/executive-education/sector-specific-programmes/nhs-courses/nhs-trust-neds-development-programme


mailto:anika.bloomfield.1@city.ac.uk





C’:& Network

NHS foundation trust executive
directors programme

The NHS foundation trust executive directors programme,
supported by the FTN, explores the role of the executive
director in today’s challenging healthcare environment.
This three day development programme seeks to engage
participants in processes aimed at both mindset change
(achieving transformational change) and the development
of appropriate skill sets, in relation to change delivery, and
collaborative working and negotiation. In addition the
programme will focus on risk appetite, risk management
and strategy. The focus throughout will centre on the
differences in terms of focus and skill sets between being a
functional director and an executive director discharging
responsibility as a member of a board. The courses run on
15-17 July 2013 and 11-13 November 2013. For further
details please visit the Cass website or contact Anika
Bloomfield.

NHS company secretaries
development programme

This high impact three day programme, delivered by Cass
in partnership with the FTN, builds on essential skills to
facilitate growth in both confidence and performance for
the modern NHS Company Secretary. An innovative and
interactive approach combines leading academic and
practitioner input to address current learning needs, while
providing powerful take-homes to create an immediate
impact within your organisation. This course runs on 4-6
November 2013. For further details please visit the Cass
website or contact Anika Bloomfield.

9\/9 Foundation Trust

14 June 2013

EVENTS

Joint FTN-Monitor roundtable:
Establishing the risk pool

The FTN is holding a joint roundtable in partnership with
Monitor to discuss the potential funding mechanism (the
‘Risk Pool’) which Monitor may establish from April 2015 to
support continuity of services in the event that a licensed
provider becomes subject to a special administration order.
The Health and Social Care Act 2012 gives Monitor powers
to impose levies on providers and, subject to secondary
legislation, to impose charges on commissioners to raise
funds for this purpose. The nature of any Risk Pool has not
yet been decided and would be subject to detailed
consultation, should a proposal emerge.

The roundtable will be held from 10am-1pm on 25 June in
London and will provide an opportunity to shape Monitor's
thinking on the Risk Pool. Issues for discussion will include
how the Risk Pool should be funded, including the balance
between provider and commissioner contributions, and
how individual contributions could be determined. For
more details, please contact Frances Blunden.

Patient experience: delivering,
sharing, learning

iWantGreatCare is delighted to be hosting its second
National Symposium, ‘Patient experience: delivering,
sharing and learning,” on June 25 at the King's Fund in
central London. This event will bring together chief
executives, directors of nursing, medical directors, non-
executive directors and those responsible for safety and
governance from acute and community providers, CCGs
and the private sector. The focus of the day will be how
patient experience can be embedded across organisations
and shared with the public — driving culture change and
transforming care. Speakers include NHS England board
members, CEOs of trusts and medical directors who are
national experts on patient experience and safety.
Tickets are £250.
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Roundtable on competition law and
the NHS

The FTN is holding an interactive roundtable discussion in
conjunction with Sidley Austin LLP on the impact of the
Health and Social Care Act 2012 and how resulting
competition law and issues affect the NHS. Taking place in
London on the 26 June from 2-5pm, the roundtable will be
led by Sidley Austin LLP for CEOs, chairs, non executive
directors and senior management of FTN member
organisations. The discussion will focus on the competition
issues that may affect board decisions and commercial
practices in NHS foundation trusts and affiliations between
foundation trusts, NHS trusts and providers of NHS services.
The seminar will use UK and international case studies and
examples to illustrate the challenges and opportunities
ahead for NHS organisations as they operate in the new
legislative and regulatory landscape. To join this roundtable
discussion and share your views, please email Sidley Austin
with your name, position, company, address, telephone, fax
and e-mail address or call the marketing department on
020 7360 3600.

FTN member dinner programme

We have launched our new programme of FTN member
dinners for chairs and chief executives with key national
stakeholders in the health sector. The dinners will give
members the opportunity to informally engage with
stakeholders under the Chatham House Rules and listen to
a short speech after dinner. FTN member chairs are invited
to a dinner with Lord Hunt, chair of Heart of England NHS
FT and Shadow Spokesperson for Health in the House of
Lords on 2 July. However, spaces are limited so please
contact Carly Wilson to register your interest. The first
dinners in the programme — 19 June with David Behan,
chief executive of CQC, and 10 July with David Bennett,
chief executive of Monitor — are now fully booked.

14 June 2013

Responding to the Francis Report:

Patients First and Foremost

The DH is holding five regional events over the coming
weeks to discuss the national and local response to the
Francis Report. This is an opportunity for national
organisations — including the Department of Health, Care
Quiality Commission, NHS England — and local
organisations in health and social care to meet and discuss
the actions they are taking forward. These events are open
to colleagues working at all levels, either in or with health
and social care, who have an interest in taking forward the
collective response to Francis.

The implications of Francis — on transparency and candour,
leadership, information, safety and compassionate care —
extend far beyond the acute sector. These events bring
together insights from local conversations and local best
practice with the latest picture from the national
organisations tasked with developing and implementing
the system-wide response to Francis.

Dates and booking links are as follows:

London — 10 July

Manchester — 17 July

Bristol — 24 July

Newcastle — 31 July

Nottingham — 7 August

For further information, please contact Michael Carden.

Westminster Health Forum Keynote
Seminar: Choice and competition in
the NHS

FTN chief executive Chris Hopson will be speaking at this
seminar which will give delegates the opportunity to
discuss the future of choice and competition in the NHS.
The event is timed to follow the release of guidance co-
developed by Monitor and NHS England, which is currently
out for consultation. Sessions will focus on the
commissioning of choice and competition by NHS England
and CCGs, and the impact on providers from the NHS, and
independent and third sectors. Delegates will also discuss
the new role of Monitor in dealing with anti-competitive
behaviour, patient choice in the reformed NHS, and the key
issues of regulation, standards and working with others to
deliver integrated services.

The seminar will take place on the morning of 5
September. Places are available at £190 + VAT. Please see
the Westminster Health Forum website for more details.
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Do contact us if you'd like further information about any of the items in this issue of Networked, or if you

have any feedback or ideas about the Network’s work programme.

FTN e-mail addresses are: firstname.lastname@foundationtrustnetwork.org

Sivakumar Anandaciva
FTN Benchmarking Manager 020 7304 6819

Purveen Bari
Executive Assistant to Chris Hopson 020 7304 6805

Frances Blunden
Commercial and Regulatory Advisor 020 7304 6810
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NEWS

FTN member dinner programme

We have launched our new programme of FTN member
dinners for chairs and chief executives with key national
stakeholders in the health sector. The dinners will give
members the opportunity to informally engage with
stakeholders under the Chatham House Rules and listen to
a short speech after dinner. FTN member chairs are invited
to a dinner with Lord Hunt, chair of Heart of England NHS
FT and Shadow Spokesperson for Health in the House of
Lords on 2 July. However, spaces are limited so please
contact Carly Wilson to register your interest. The first
dinners in the programme - 19 June with David Behan,
chief executive of CQC, and 10 July with David Bennett,
chief executive of Monitor — are now fully booked.

Joint FTN-Monitor roundtable:
Establishing the risk pool

The FTN is holding a joint roundtable in partnership with
Monitor to discuss the potential funding mechanism (the
‘Risk Pool’) which Monitor may establish from April 2015 to
support continuity of services in the event that a licensed
provider becomes subject to a special administration order.
The Health and Social Care Act 2012 gives Monitor powers
to impose levies on providers and, subject to secondary
legislation, to impose charges on commissioners to raise
funds for this purpose. The nature of any Risk Pool has not
yet been decided and would be subject to detailed
consultation, should a proposal emerge.

The Roundtable will be held from 10am-1pm on 25 June in
London and will provide an opportunity to shape Monitor's
thinking on the Risk Pool. Issues for discussion will include
how the Risk Pool should be funded, including the balance
between provider and commissioner contributions, and
how individual contributions could be determined. For
more details, please contact Frances Blunden.
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The FTN is also holding an interactive roundtable
discussion in conjunction with Sidley Austin LLP on the
impact of the Health and Social Care Act 2012 and how
resulting competition law and issues affect the NHS. Taking
place in London on the 26 June from 2-5pm, the
roundtable will be led by Sidley Austin LLP for CEOs, Chairs,
Non Executive Directors and Senior Management of FTN
member organisations, the discussion will focus on the
competition issues that may affect board decisions and
commercial practices in NHS Foundation Trusts and
affiliations between foundation trusts, NHS trusts and
providers of NHS services.

The seminar will use UK and international case studies and
examples to illustrate the challenges and opportunities
ahead for NHS organisations as they operate in the new
legislative and regulatory landscape. To join this roundtable
discussion to hear about these key developments and
share your views, please contact sidleylondon@sidley.com
with your name, position, company, address, telephone, fax
and e-mail address or call the Marketing Department on
020 7360 3600.

In a new report, Emergency Care and Emergency Services
2013 - View from the Frontline, the FTN provides evidence
from members showing the dangers facing the emergency
care system unless each local health economy plans
effectively for the coming winter. If you are at the NHS
Confederation conference next week (5-7 June) please visit
the FTN stand A59 in the exhibition hall for a copy of the
report. Alternatively you can download the report from our
website from next Wednesday, 5 June.

The European Parliament's Environment and Public Health
Committee voted this week on the new EU Regulation to
replace the controversial Clinical Trials Directive. The full
European Parliament will vote on the draft text in October.

9\/9 Foundation Trust

31 May 2013

CONSULTATIONS

Monitor calls for views on draft
guidance for procuring patient
services

Monitor are seeking views on the draft guidance to help
commissioners understand how to comply with new
regulations governing procurement, patient choice and
competition in the NHS so that patients receive the best
possible health services. Monitor is consulting on two
documents relating to this, their substantive guidance to
the regulations and also enforcement guidance. The
deadline for this consultation is 15 July. If you have any
views or concerns relating to either of these documents
please contact Frances Blunden.

Monitor consults on proposed
amendments to the NHS FT Annual
Reporting Manual for 2013-14

Monitor issues the NHS Trust Annual Reporting Manual on
an annual basis and directs NHS Foundation Trusts to
follow its requirements when preparing their annual
accounts and reports. Monitor has published a new
consultation document which summarises the principal
changes being made to the draft reporting manual for
2013/13. The deadline for this consultation is 5 July. If you
have any views or concerns relating to this please contact
Frances Blunden.

Monitor calls for views on how the
NHS payment system can do more
for patients

Monitor and NHS England are working together to reform
the way NHS services are paid for following concerns that
PbRis not sufficiently patient focussed. Monitor is
especially interested in hearing views on the future of the
payment system and on the way hospitals are reimbursed
for emergency admissions. This consultation closes on 19
July. If you have any issues you would like to raise please
contact Mark Redhead.
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Monitor consults on four aspects of
the provider licence

Monitor has published four new consultations on guidance
relating to four aspects of the provider licence:
e draft guidance on choice and competition
e draft guidance on the application of the
Competition Act 1998 in the health care sector

e draft guidance on Monitor's proposed approach to
market investigation references

e draft guidance on merger benefits.

We will be producing a draft FTN response to each of these
consultations shortly, which we will circulate to member
organisations and those who have been engaging closely
with us in our work to influence the development of the
provider licence. The deadline for submissions is 25 June. If
you would like to get involved in this work, please contact
Frances Blunden.

Monitor calls for evidence on
emergency admissions 30%
marginal rate

Monitor is seeking views to inform their production of the
2014/15 national tariff and a long-term strategy for the
payment system. Currently, providers receive payment at
30% of the tariff income once they have exceeded the
baseline tariff income value for emergency admissions.
Commissioners are expected to invest the remaining 70%
of tariff income into demand management schemes. The
review aims to explore what has happened as a result of
the 30% marginal rate, assess what impact it has had and
to identify areas for improvement. This consultation closes
on 10June. If you have any issues that you would like to
raise please contact Mark Redhead.

31 May 2013

PREPARATION
PROGRAMME

Membership Questions Answered

The Preparation Programme is running a number of
meetings around the country for membership leads from
aspirant trusts to network and share ideas and experience
in an informal roundtable discussion. For more information
and to book your place, please click on the relevant date
below:

e 4June Birmingham

e 13 June London (North)
e 19 June Cambridge

o 1luly London (South)

We are able to offer one place per trust. If you have any
questions please contact Freya Whitehead.

The Journey to FT: An Update

The Preparation Programme is holding the next event for
aspirant FT board colleagues on 21" June 2013 in Central
London. The day includes presentations from Chris
Hopson, Chief Executive of the FTN and Dr Stephen Dunn,
Director of Delivery and Development at the NHS TDA, as
well as learning from FT colleagues who have reached
authorisation. More information can be found on our
website where you can also book your place. This eventis
free to attend and if you have any questions please contact
Freya.whitehead@foundationtrustnetwork.org

Preparing for governors: Chair’s role

A new event in the Preparation Programme calendar, this
day will focus on the chair’s relationship with the council of
governors and is open to chairs of aspirant foundation
trusts. It will take place in Central London on Thursday 1
July. The day will give you the opportunity to learn from
the experience of FT chairs and FT governors, as well as the
FTN's Governance Advisor, John Coutts. This event is free to
attend and bookings are accepted on a first come

first served basis. . More information can be found on our
website where you can also book your place and if you
have any questions, please contact
carly.wilson@foundationtrustnetwork.org

1th
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Save the date! Event for
communication leads of aspirant FTs

We will be holding an event for communication leads of
aspirant foundation trusts on 17 July. We are currently
developing the agenda and will be sending out further
details shortly but in the meantime, please save the date! If
you lead communications in an aspirant FT and would like
to suggest items for the agenda, please contact Carly
Wilson.

NETWORKS UPDATE

COMMUNITY SERVICES GROUP

21 May - Hallam Conference Centre, 44 Hallam Street,
London, W1W 6JJ

Book here

COMPANY SECRETARIES

11 June — Dexter House, No.2 Royal Mint Court, Tower Hill,
London, EC3N 40N.

Book here

CHAIRS AND CHIEF EXECUTIVES

20 June — Dexter House, No.2 Royal Mint Court, Tower Hill,
London, EC3N 40N.

Book here

FINANCE DIRECTORS NETWORK

27 June — CBI Conference Centre, Centre Point, 103 New
Oxford Street, London WC1A 1DU

Book here

COMMERCIAL DEVELOPMENT LEADS

27 June — CBI Conference Centre, Centre Point, 103 New
Oxford Street, London WCTA 1DU

Book here

HR DIRECTORS
16 July — 76 Portland Place, London W1B TNT
Book here

MENTAL HEALTH GROUP

18 July — Hallam Conference Centre, 44 Hallam Street,
London W1W 6)JJ

Book here

31 May 2013

GOVERNWELL

THE GOVERNOR ROLE IN NON-EXEC APPOINTMENTS
London, 4 June, £220

ACCOUNTABILITY
Newcastle, 7 June, £220

CORE SKILLS
Manchester, 14 June, £180

THE GOVERNOR ROLE IN NON-EXEC APPOINTMENTS
Birmingham, 21 June, £220

ACCOUNTABILITY
London, 12 July, £220

Please see our website for further information on these
courses.

PROFESSIONAL
DEVELOPMENT
OPPORTUNITIES

NHS foundation trust commercial

directors development programme
The NHS foundation trust commercial directors’
development programme, supported by the FTN, offers a
high-impact, three-day programme dealing with issues
from the harsh economic realities of the next few years.
The interactive programme brings a wealth of practitioner
and research based insight from the public and private
sectors, identifying ways to develop and support effective
boards. It will enable commercial directors to explore a
range of probable future scenarios by way of custom-made
case studies and simulations. The course runs on 8-10 July
2013 and 14-16 October 2013. For more detail please visit
the Cass website or contact Anika Bloomfield.
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NHS foundation trust non-executive
directors programme

This three-day programme, developed by Cass Business
School, Monitor and the NHS Institute for Innovation and
Improvement, aims to equip non-executive directors with
the tools and knowhow to instigate systematic change and
increase their value to their trust will. This course will run
on 7-9 October 2013. For further details please visit the
Cass website or contact Anika Bloomfield.

Strategic financial leadership

This ten day programme prepares finance leaders for the
challenges of the dynamic health service, focussing on
developments in the world of finance and management
and is supported by Monitor, the DH and the NHS Institute
for Innovation and Improvement. The course runs on 10-14
June 2013 and 1-5 July 2013. For further details, please
contact Anika Bloomfield or call 020 7040 8710.

Strategic leadership alumni
programme

This three day development programme is a follow-up for
NHS finance directors and deputy directors who have
already completed the Cass strategic financial leadership
programme. It is designed to provide continuing support
to finance directors in today's challenging healthcare
environment. It seeks to engage participants in processes
aimed at mind-set change, achieving transformation
change and continuing the personal development of
appropriate skill sets. For further details, please contact
Anika Bloomfield .

NHS foundation trust chairs’
academy

This programme for chairs, supported by the FTN and

Monitor, has three main aims:

e {0 support you in developing your own personal
effectiveness as a chair in your trust

e to help you lead both the board of directors and council
of governors to higher levels of performance

¢ to help you achieve even greater effectiveness for your
trust and a stronger health economy as a whole.

New dates coming soon! For further details please visit the

Cass website or contact Anika Bloomfield.

31 May 2013

NHS foundation trust executive
directors programme

The NHS foundation trust executive directors programme,
supported by the FTN, explores the role of the executive
director in today’s challenging healthcare environment.
This three day development programme seeks to engage
participants in processes aimed at both mindset change
(achieving transformational change) and the development
of appropriate skill sets, in relation to change delivery, and
collaborative working and negotiation. In addition the
programme will focus on risk appetite, risk management
and strategy. The focus throughout will centre on the
differences in terms of focus and skill sets between being a
functional director and an executive director discharging
responsibility as a member of a board. The courses run on
15-17 July 2013 and 11-13 November 2013. For further
details please visit the Cass website or contact Anika
Bloomfield.

NHS company secretaries
development programme

This high impact three day programme, delivered by Cass
in partnership with the FTN, builds on essential skills to
facilitate growth in both confidence and performance for
the modern NHS Company Secretary. An innovative and
interactive approach combines leading academic and
practitioner input to address current learning needs, while
providing powerful take-homes to create an immediate
impact within your organisation. This course runs on 4-6
November 2013. For further details please visit the Cass
website or contact Anika Bloomfield.
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Westminster Health Forum Keynote
Seminar: Choice and competition in
the NHS

FTN chief executive Chris Hopson will be speaking at this
seminar which will give delegates the opportunity to
discuss the future of choice and competition in the NHS.
The event is timed to follow the release of guidance co-
developed by Monitor and NHS England, which is currently
out for consultation. Sessions will focus on the
commissioning of choice and competition by NHS England
and CCGs, and the impact on providers from the NHS, and
independent and third sectors. Delegates will also discuss
the new role of Monitor in dealing with anti-competitive
behaviour, patient choice in the reformed NHS, and the key
issues of regulation, standards and working with others to
deliver integrated services.

The seminar will take place on the morning of 5
September. Delegate places are available at £190 + VAT.
Please see the Westminster Health Forum website for
further information.

Patient experience: delivering,
sharing, learning

iWantGreatCare is delighted to be hosting its second
National Symposium, ‘Patient experience: delivering,
sharing and learning,” on June 25 at the King's Fund in
central London. This event will bring together chief
executives, directors of nursing, medical directors, non-
executive directors and those responsible for safety and
governance from acute and community providers, CCGs
and the private sector. The focus of the day will be how
patient experience can be embedded across organisations
and shared with the public — driving culture change and
transforming care. Speakers include NHS England board
members, CEOs of trusts and medical directors who are
national experts on patient experience and safety.
Tickets are £250.

31 May 2013
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Do contact us if you'd like further information about any of the items in this issue of Networked, or if you

have any feedback or ideas about the Network’s work programme.

FTN e-mail addresses are: firstname.lastname@foundationtrustnetwork.org
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Issue 70

Welcome to the June edition of Monitor’'s FT Bulletin.
This bulletin is sent to foundation trust chief executives, chairs, trust secretaries, finance, medical

and nursing directors and the Foundation Trust Network. Click on the links below to jump straight to
the relevant sections of the bulletin.

We need your views on our
proposals for the 2014/15
National Tariff

Are you meeting thislegal
requirement for your Board

meetings?

Tell usyour views on the
closure of NHS walk-in
centres?

Publications

Updated Approved Costing
Guidance .

Guidance on the application

of merger control rules for
pathology services

Performance of the
foundation trust sector for
2012/13

Secretary of State to
appoint Chair of Monitor

David Bennett gives
evidence to the Health
Select Committee

Our additional powersfrom
the Care Bill — what they
could mean for your trust

Answers to your freqguently
asked questions on
integrated care

Monitor_investigates four
foundation trusts

Peterborough and Stamford
- outcome of independent

report

Our first investigation under

NHS purchasing rules

New Panel for Advising
Governors launched

Consultation &

Engagement
Draft FT Annual Reporting

Manual 2013/14 for
consultation

Enforcement quidance on
the Procurement, Patient
Choice and Competition
Requlations: consultation
document

Substantive guidance on
the Procurement, Patient
Choice and Competition
Requlations: consultation
document

For information For information

Report into commissioning
of learning disability
services in Cornwall

Delay in assessment
assumptions -to align with
work on the Tariff

147th foundation trust
authorised

Coventry and Warwickshire
Partnership FT application
deferred

Monitor’s partnership
agreement with NHS

England

NHS Confederation
Conference —working in

partnership

Monitor —out and about

Events

Chair / CEO induction day

Webinar: Local Payment
Variations

Procurement, Patient
Choice and Competition
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We need your views on our proposals for the 2014/15 National Tariff
In partnership with NHS England, we have published three documents on our approach to
setting prices for NHS services in 2014/15 through the National Tariff.

We are now seeking your views on this, along with the views of commissioners and a range
of other stakeholders including other providers of NHS services, to improve the way prices
are set for health care services in England.

We want to know what you think about our joint approach to setting prices; how we could
jointly modify local prices to meet patient needs locally; and how Monitor plans to enforce the
National Tariff along with the NHS Trust Development Authority.

This is your chance to inform our work on the National Tariff for next year. Although there will
be formal consultation later this year, the scope of that is limited by the legislation. So please
give your views now. The deadline for responses is 9 July 2013.

Opportunities to learn more
eLearn more about this by playing our podcast here.

eYou can sign up for our pricing webinars here.

How to respond
eSee www.monitor.gov.uk/pricing for background on these publications and how to feed back.

Are you meeting this legal requirement for your Board meetings?

As part of the Health and Social Care Act 2012, new legal provisions regarding public board
meetings came into force on 1 April 2013. (Paragraph 18E of Schedule 7 to the NHS Act
2006 (as amended by section 152(5) of the Health and Social Care Act 2012)

The legal requirement is for all Board meetings to be open to the public, and members of the
public can only be excluded from a particular meeting for special reasons as provided for in a
trust’s constitution. The trust's Board should assure itself that its constitution and governance
arrangements are aligned with the requirements of the legislation:
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Tell us your views on the closure of NHS walk-in centres?

We are currently looking into why NHS walk-in centres are closing and if this has limited
patients’ ability to choose where and when they access routine or urgent primary health care
services without an appointment.

As part of this review, we want to hear from providers of walk-in centres, current and past
patients, GPs, commissioners and other stakeholders about the impact of walk-in centre
closures.

More information is available here. Initial submissions should be sent to
walkincentresreview@monitor.gov.uk by 5pm on 28 June 2013.
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For information

Secretary of State to appoint Chair of Monitor
The Department of Health is seeking to appoint a new Chair for Monitor.

The Chair will be responsible for overseeing the setting of standards and Monitor’s strategic
direction, corporate planning and operational efficiency.

The role of Chair has been fulfilled by David Bennett since March 2010. David Bennett
became Monitor’'s permanent Chief Executive in October 2012, and since then has continued
to fulfil the role of Chair in the interim.

For more information or to apply, please visit our recruitment website joinmonitor.com The
closing date for applications is midday on 11 July 2013.

David Bennett gives evidence to the Health Select Committee
Earlier this month, David Bennett attended a Health Select Committee hearing to give
evidence on the implementation of the Health and Social Care Act 2012.

Monitor was called to give evidence along with the NHS Confederation and Local
Government Association. You can review the evidence session here.
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Our additional powers from the Care Bill — what they could mean for your trust
As part of the Care Bill currently progressing through Parliament, Monitor will be given
additional powers to step in and tackle failing health care providers.

To help explain this, while the Bill makes its way through the House of Lords, we have issued
a joint statement with the Department of Health and other health bodies.

The statement explains that we will be able to impose additional conditions to a provider’s
licence if the Care Quality Commission has issued a warning notice to an NHS foundation
trust. Failure to comply with these extra conditions would provide grounds for us to remove,
suspend or replace the foundation trust’s directors or governors.

The policy document also sets out how the division of roles between Monitor and the CQC

will continue to be made simpler and clearer. Through the Chief Inspector of Hospitals, the

CQC will be responsible for inspecting hospitals while, through our enforcement regime, we
will fix the problems which have been identified .Find out more about the policy here.

Answers to your frequently asked questions on integrated care

We have published a set of FAQs to help you comply with your obligations relating to
integrated care and to explain the relationship between these obligations and the other rules
that Monitor enforces.

Monitor investigates four foundation trusts

We recently announced our decision to carry out investigations into whether four NHS
foundation trusts have breached the conditions of their licences.

More details can be found here.
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Peterborough and Stamford - outcome of independent report
Peterborough and Stamford Hospitals NHS Foundation Trust is financially unsustainable in
its current form, according to an independent report presented to Monitor recently.

The report is by a Contingency Planning Team (CPT) appointed by Monitor to protect the
interest of local patients. The CPT will shortly make an independent recommendation on
options for the future configuration of services currently supplied by the Trust to ensure that
they are delivered on a sustainable basis for the benefit of the local population. You can read
more about this here.

Our first investigation under NHS purchasing rules
We have opened our first investigation under NHS purchasing rules to ensure decisions
taken were in the interests of patients.

Our investigation will look at a complaint made by Thornbury Radiosurgery Centre about
purchasing decisions taken by NHS England and its predecessor body, North of England
Specialised Commissioning Group in Yorkshire and Humber.

We are considering whether decisions made before 1 April 2013 breach the Principles and
Rules for Cooperation and Competition, and whether decisions made after 1 April breach the
NHS (Procurement, Patient Choice and Competition) regulations which replaced them. Read
more about this here.

4 Back SEL LY Forward >
main menu




http://www.monitor.gov.uk/home/news-events-publications/latest-press-releases/independent-report-finds-peterborough-and-stamfo


http://www.monitor-nhsft.gov.uk/home/news-events-publications/latest-press-releases/monitor-undertake-first-investigation-under-nhs-





Publications Consultation &
Engagement Events

Jump straight to a section using the quick links above

For information

New Panel for Advising Governors launched
Monitor’s new Panel for Advising Governors, as introduced in the Health and Social Care Act
2012, is now operational.

The Panel will answer questions raised by NHS foundation trust governors as to whether a
trust has failed or is failing to act in accordance with its constitution, or to act in accordance
with Chapter 5 of the NHS Act 2006. The panel is chaired by Linda Nash, previously Chair of
Somerset Partnership NHS Foundation Trust. Sixteen further Members of the Panel have
also been appointed, four of whom are current NHS foundation trust governors. The Chair
will convene small groups of the Members to discuss questions raised, according to the type
of experience needed to answer the questions.

Full details of the Panel, its members and how the Panel will operate can be found at
www.monitor.gov.uk/GovernorP anel

The Panel will operate independently of Monitor and will publish answers to questions it has
addressed on the Monitor website. These will be published on an anonymous basis unless a
further investigation has been undertaken.

The Panel can only consider questions which meet the terms of its jurisdiction, namely that:
othe application has been considered by the full council of governors and has been approved
by more than half of the members of the council of governors voting; and

ethe subject of the application relates to the foundation trust failing to act in accordance with
its constitution, and / or

othe subject of the application relates to the foundation trust failing to act in accordance with
provision made by or under Chapter 5 of the National Health Service Act 2006 (or as
amended).

Governors wishing to refer a question to the Panel should use form AP1, which can be found
at www.monitor.gov.uk/GovernorPanel.

If you have any further questions about the Panel or how it will operate, contact Linda Nash
at lindanash.nhspanel@gmail.com.
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Our reportinto commissioning of learning disability servicesin Cornwall

The report sets out the Cooperation and Competition Panel's conclusions on the issues
raised in relation to a complaint made by St Piran's Healthcare Limited against Cornwall and
Isles of Scilly Primary Care Trust. Read more about this here.

Delay in assessment assumptions -to align with work on the Tariff

Each year we publish our financial assumptions, which we use in the assessment of
applicant trusts and to risk rate some investments and transactions carried out by foundation
trusts.

We revise these assumptions annually to reflect new economic and policy developments,
including updates on cost and income pressures and the risks that will affect healthcare
providers. This year we are doing some additional work to ensure the assumptions are
aligned with the work we are doing with NHS England on the national tariff. As a result, we
will be publishing the financial assumptions slightly later than usual and expect to do so
during the summer. In the meantime, the existing assumptions continue to apply and can be
found here.

147" foundation trust authorised

We have authorised Western Sussex Hospitals NHS Trust as a foundation trust, effective
from 1 July 2013. This is the second foundation trust to be approved under our new powers
to promote and protect the interests of patients. Read more about this here.

Coventry and Warwickshire Partnership FT application deferred

Coventry and Warwickshire Partnership NHS Trust's application for FT status has been
deferred for up to six months to allow the trust to make improvements and strengthen its
guality governance capabilities. Read more on this here.

Monitor’s partnership agreement with NHS England
We have published this agreement which sets out how we plan to work together for the
benefit of patients and taxpayers. You read this agreement now here.
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NHS Confederation Conference —working in partnership

At the NHS Confederation’s recent conference, we teamed up with the Care Quality
Commission, the NHS Trust Development Authority and the National Institute for Health and
Care Excellence on a joint stand.

It was a chance for us to speak with you and other health care leads one-on-one about our
expanded role to protect and promote the interests of patients and to discuss the roles that
each of our organisations play in the health sector.

Monitor — out and about

This month we attended the first ever Commissioning Show, which brought together a range
of commissioners of NHS services. During the event, David Bennett joined an expert panel to
discuss what Clinical Commissioning Groups need to do to avoid major re-organisation in
three years’ time. You can read more about this the Commissioning Show on our website
here.

To raise awareness of our role in protecting and promoting the interests of patients, we also
attended HealthWatch England’s first national conference.
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Updated Approved Costing Guidance

We recently reissued our Approved Costing Guidance, setting out costing principles,
standards and guidance for both reference costs and Patient-Level Information and Costing
Systems collections (PLICS) for 2012/13.

The PLICS collection has now started. We will be collecting data from NHS service providers

on patient-level costs up until September 2013, to inform how we set prices. More
information here.

Guidance on the application of merger control rules for pathology services

This briefing note identifies the tests that establish whether the Office of Fair Trading or
Monitor has jurisdiction to review a pathology reconfiguration as a merger. We set out how
and to whom the parties to such a transaction should consider notifying their reconfiguration
plans. We also outline the choice and competition rules and laws that apply to
reconfigurations that are not reviewable as mergers. Read more about this here.

Performance of the foundation trust sector for 2012/13
Read our report on the performance of NHS foundation trust sector here.
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Consultation & Engagement

Draft FT Annual Reporting Manual 2013/14 for consultation

We are keen to hear your views on our proposed amendments to the NHS Foundation Trust
Annual Reporting Manual for 2013/14. Please submit your views by 5pm on 5 July 2013.
Further information on the consultation including a copy of the draft manual and consultation
response form is on our website here.

Enforcement guidance on the Procurement, Patient Choice and Competition
Reqgulations: consultation document

This consultation is on guidance we intend to publish about our proposed approach to using
our enforcement powers under the Procurement, Patient Choice and Competition
Regulations. Please submit your response by 5pm on 15 July 2013.

Substantive guidance on the Procurement, Patient Choice and Competition
Regulations: consultation document

This consultation is on the guidance we intend to publish on how to comply with the
Procurement, Patient Choice and Competition Regulations. The guidance also includes
certain requirements relating to patient choice in the NHS Commissioning Board and Clinical
Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012, which
Monitor has the power to enforce. Please respond by 5pm on 15 July 2013.

You can view all our current consultations on our website.
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Chair / CEO induction day

Werun a free 1-day seminar in London for newly appointed chairs and chief executives of
NHS foundation trusts who have not had prior experience of Monitor’s authorisation
process. The programme includes:

o Monitor’s new role: including an overview of pricing and competition
e  The NHS foundation trust legal framework

e  The regulatory regime: including the Risk Assessment Framework and enforcement
processes

o Current issues in the NHS
o Quiality and quality governance
o Foundation Trust governance, including working effectively with governors

Attendance by new Chairs and Chief Executives used to be a requirement in the Compliance
Framework. Although no longer a requirement, we continue to offer the induction as feedback
from participants has been extremely strong and participants have indicated that they have
valued the opportunity to hear information directly from us, ask questions in an

informal setting and network with peers.

If you would like to be kept informed of future dates please contact
mel.baldwin@monitor.gov.uk. Spaces are limited and are available on a first come first
served basis.

Further upcoming webinars and events:
Webinar: Local Payment Variations: Balancing Local Flexibility and National Oversight

Monitor and NHS England, working in partnership, need your input on how we can
encourage local innovation through variations, while maintaining sufficient national oversight
to build the evidence base of what works and maintain an acceptable level of risk.

Procurement, Patient Choice and Competition Regulations events - Various locations

We are holding four, half day events to discuss our draft guidance on how to comply with the
Procurement, Patient Choice and Competition Regulations and the general approach we
propose to take in using our enforcement powers.
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Events

Monitor and NHS England hold joint NHS pricing and incentives workshops - Various
locations

Monitor and NHS England will be holding four, full-day interactive workshops to discuss our
proposals for changing the payment system for NHS funded care.

Strategic Financial Leadership Programme

Register for this tailored two week programme for NHS Finance leaders, delivered by Cass
Business School, and find out more about the Alumni Programme.

NHS mental health pricing and incentives workshop - London

Monitor, in partnership with NHS England invites commissioners and providers of NHS
funded mental health care to attend our workshop on the payment system for NHS funded
care.

More events on our website here.

Getting in touch

Queries or feedback
If you have any queries about the information in this bulletin, please contact your
Relationship Manager at Monitor.

News alerts
Monitor’s news update service is a convenient way for you to receive relevant information
direct to your inbox. Click here to subscribe.

Publications
All of our publications are available to download from the publications section on our website.
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1 Executive Summary

IFF surveyed 165 Chief Executives, Board Chairs, and Non-Executive Directors across 94
unique NHS Trusts, regarding their complaints practices.

For nearly all, their Trust's complaints process is driven by a
defined core purpose, is supported by Board level engagement,
and has resulted in service improvements in the past 12
months.

This does not, however, translate into high levels of perceived
effectiveness: almost nine out of ten explicitly say there is room
for improvement (11 per cent rate the way information is
currently used as very or fairly ineffective, 75 per cent say it is
\faﬂy effective, only 15 per cent very effective). p

Perceived
effectiveness

Key concerns include Trusts’ current ability to use complaints
information to identify and mitigate against risks (nearly a fifth
of respondents feel this is ineffective currently).
Ability to use
information to There are several practices associated with greater perceived
identify and effectiveness in identifying risks early: Board use of patient
mitigate risk stories and individual case reports; Board members inviting
feedback during walkarounds; support for staff subject to
complaints; and comments cards/boxes on Trust premises.
These are, however, not all consistently in use.
- /
(Standardised templates for reviewing complaints information,\
systems to review satisfaction with complaints handling and
Consistent measures to test the effectiveness of complaints procedures
approaches are not consistently in place — and even where these are in
place, there is little evidence of consistent approaches across

the sector.
\_ J

There is a concern that Trusts are dealing with complaints
information in isolation: nearly half of respondents feel they
cannot effectively benchmark; nearly half do not share
complaints learning externally; and over four in five believe that
sharing of complaints information between Trusts is ineffective.

Lack of sharing may curtail effectiveness: those who share
learning from complaints externally as well as internally are
significantly more likely to rate their use of complaints
information as ‘very effective’.

Improved timeliness of sharing information, improved data
quality and detail, and addressing defensive organisational
cultures are also perceived to be key to improving effectiveness.
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The Research Programme
Background

The Francis Report on the inquiry into the failings of Mid Staffordshire hospitals not only uncovered
shocking standards of clinical care but also highlighted serious failures with the complaints process
and the performance of the Trust Board. The Parliamentary and Heath Service Ombudsman (PHSO)
investigations show that Mid-Staffordshire is not an isolated example and that many other Trusts
Boards are failing to respond well to complaints and concerns.

PHSO has set out a clear agenda for change which calls for improvements driven by Trust Boards. It
is in this context that PHSO commissioned IFF Research to undertake a survey to build up a picture of
the state of complaints governance among Foundation Trusts and NHS Trusts in England.

If complaints are to have an impact, this needs to be led at board level.
Boards need to understand what good practice looks like and identify the
levers that will drive good practice into the organisational culture.

PHSO, The NHS Hospital Complaints System:

KI/ An urgent case for treatw

Research objectives

The key objectives of the research are to understand:

® To what extent do Trusts empower patients to make complaints?
® To what extent are Boards involved in complaints handling?
® What does current practice look like?

® Do Boards use complaints information to drive service improvements; and is Board level learning
from complaints shared?

® How can Boards improve their use of complaints information; and what does best practice look
like?

The findings are being used to form part of the Parliamentary and Health Service Ombudsman’s
submission for input into review of NHS complaints being undertaken by Ann Clwyd MP and Professor
Tricia Hart which is due to be published in July 2013. It is also being shared with individual Trusts and
other key organisations with a view to improving the use of complaints information by Trust Boards.
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Research approach

The research was undertaken in two stages:

Stage One: Design

A draft questionnaire was designed by IFF in collaboration with PHSO;

Cognitive interviews were conducted with key strategic bodies and individual Trusts to review the
draft questionnaire; as a result of which refinements to content and wording were identified and
implemented.

Stage Two: Quantification

165 structured interviews were undertaken with 94 unique Trusts. This represents a 38 per cent
response rate. Fieldwork was undertaken between 29th April and 13th May. 150 interviews were
conducted online, 15 by telephone.

Interviews were undertaken amongst:

® Chief Executives (34 per cent), Board Chairs (26 per cent) and Non-Executive Directors (28
per cent);

® Acute (47 per cent), Ambulance (3 per cent), Community (8 per cent), Mental Health (10 per
cent), Combined (30 per cent), and Specialist Trusts (2 per cent);

® Foundation (60 per cent) and Non Foundation Trusts (40 per cent);

® Trusts across: North East England (8 per cent), North West England (16 per cent), Yorkshire
and Humber (8 per cent), West Midlands (14 per cent), East Midlands (3 per cent), East of
England (13 per cent), South Central (6 per cent), South West England (10 per cent), South
East England (6 per cent), and Greater London (15 per cent).

The research targeted Chief Executives, Chairs and Non-Executive Board members in Trusts
across England for participation. Multiple responses were, therefore, submitted per Trust, so
findings are reported on a ‘per individual member of staff’ basis.

Where this report refers to differences between subgroups (i.e. different types of respondents),
these are statistically significant at 95 per cent confidence. This means that, in 95 out of 100
occasions that the difference is observed, we can be confident it is a real difference rather than the
result of standard error. Where there are no observations made about differences between
different types of respondents, this means that there were no statistically significant differences of
any note.

The remainder of this report deals with each of the research objectives, one by one.
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3 Empowering patients to make complaints

\_

(Key findings

Complaints procedures appear to be driven by a sense of purpose: nearly all
report their procedures having a core purpose, and for the majority this

purpose is to listen and learn.

There is some inconsistency in implementation, however: fewer than three-
quarters have a formal definition of a complaint, and around one in ten do not
have, or are not aware of, key practices to encourage complaints (i.e. signage
to complaints processes, measures to safeguard those complaining against
being put at a disadvantage, staff training in complaints handling).

Around a fifth do not have, or are not aware of having, comments cards and

boxes.

~

J

Complaints procedure - core purposes

3.1 Almost all individuals surveyed (96 per cent) report their Trust having a core purpose to its complaints
procedure and, for the majority (72 per cent), this purpose is to ‘listen and learn’ (see Figure 1).

Figure 1: Complaint procedure — core purpose

Yes, its primary purpose is to create
opportunities to listen and learn

Yes, its primary purpose is to listen,
learn, acknowledge fault and apologise

Yes, its primary purposeis to
acknowledge fault and deliver apologies

Yes, its primary purposeis to
investigate and put things right

Yes, its primary purposeis to
award compensation

Yes, it has another
core purpose

No, there is no core purpose but we do
have a complains procedure

| don’t know

Base: All respondents (165) -

9%

8%

3%

1%

4%

3%

1%

(i Does your trust have a core purpose to its complaints procedure?

2%

96%

cite a

core
purpose
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3.2

3.3

3.4

3.5

Complaints definitions

Less than three-quarters (71 per cent) of respondents reported that their Trust has a formal definition
of a complaint.

Those in the North are significantly more likely than those in the South and Midlands to have a formal
complaints definition — 85 per cent of those in the North compared with 66 per cent in the Midlands
and 63 per cent in the South.

Among those that do, the most common definition is that of the Citizens Charter Complaints Task
Force; i.e. ‘an expression of dissatisfaction which requires a response’ (43 per cent), followed by ‘an
expression of dissatisfaction with service, action or lack of action by the Trust’ (22 per cent).

Empowering patients — current practices

There is also some inconsistency in adoption of practices which encourage the making of complaints.
Around one in ten do not have, or are not aware of, measures to: publicise complaints processes on
premises, or online; train staff in complaints handling; or ensure those complaining are not put at a
disadvantage — and a fifth do not have/are not aware of having comments cards/boxes (see Figure 2).

Figure 2: Empowering patients — current practices

Don’t know
Service standards for_ o 29
complaints handling 96% o
Board membersinviting feedback verbally duringi
walk rounds 85% 2%
Support for staff who arei 0 o
subjectto complaint 93% 5%
Publicity or signage of complaints process on |
trust website (or social media) 82% 6%
Stafftraining in handling and/or o o
management of complaints 92% 5%
Publicity or signage of complaintsi ) .
processon trust premises 90% 7%
Proceduresto ensure that patients are not | .
disadvantaged as a result of making a complaint 88% 7%
Comment cards and boxes on | 0
trust premises 81% 1%
Base: All respondents (165) )
Q: Which of the following does your Trust have...?
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4 Board involvement in complaints handling

/Key findings

e Board member involvement in review of complaints information appears to be
commonplace: all report that Chief Executive or Executive or Non-Executive
Board members review complaints information, and the vast majority say there
is an individual Board member dedicated to ensuring that complaints
information is reviewed at Board level.

e The nature of Board involvement varies by job role. Chief Executives are more
likely to be involved in signing off, or responding to, individual complainants
than other Board members, while Medical and Nursing Directors are more
likely to undertake analysis at ‘individual complaint’ level.

e Nearly all report that Board members of all types engage in analysis of the

\ ‘bigger picture’ aggregated data on complaints performance/trends. /

~

Review of complaints information — Board involvement

4.1  All respondents report that their Trust has some Board level involvement in review of complaints

information (see Figure 3).

z

Figure 3: Board involvement in review of complaints information

Trust Executive Board Members
TrustChief Executive
Non-Executive Board Members
Complaints Manager

Service Directors

Head of Quality

Quality Committee
PALS Manager
Council of Governors
Clinical Commissioning Groups
Governance Committee
Committee (Other)
PatientExpereince Committee
Safety Committee

TrustBoard (General)

Risk Committee
Complaints Review Panel
Performance Committee

Base: All respondents (163)

Q: Who is involved in the review of complaints information? By ‘review of complains information’ we mean monitoring of complaints information,
analysis of aggregated performance data and leaming from complaints information.

98% cite some Board
95% level
94% involvement
92%
87%
81%

5236 NHS Governance of Complaints Handling PHSO IFF EL V0.01 9







NHS Governance of Complaints Handling

4.2 Ninety two per cent have an individual Board Member dedicated to ensuring complaints information is
reviewed. This is most commonly a Board Director (84 per cent), Chief Executive (43 per cent) or

Chair (37 per cent).

Review of complaints information — nature of Board involvement

4.3 The nature of Board level involvement varies by job role. Chief Executives are more likely to be
involved in signing off complaints (92 per cent) or responding to individual complainants (88 per cent)
than other Board members, while Medical and Nursing Directors are more likely to undertake analysis

at ‘individual complaint’ level (87 per cent — see Figure 4).

Figure 4: Review of complaints information - Nature of Board involvement

0 93%
. . e 88% 87% 92%
—+—Chief Executive A i 91%
—#—Medical and Nursing Directors
50%
Executive Board Members
—+—Non Executive Board Members 39
The sign off of Responding to l.\na.ly.sis of Analysis of
individual the complainant individual aggregated data
complaints complaints on complaints
performance/
INDIVIDUAL RESPONSE ANALYSIS
Base: All respondents (165)
Q: Which of the following are involved in...?
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5

Current practice

/Key findings \

e Boards typically review complaints information on a monthly basis, at Board or
committee meetings.

e Both the processes and types of information reviewed are varied, with review
of aggregate / ‘big picture’ data appearing to be more commonplace than either
review of individual cases, or action plans and learning.

e Standardised templates for reviewing complaints information, systems to
review satisfaction with complaints handling and measures to test the
effectiveness of complaints procedures are not consistently in place — and
even where these are in place, there is little evidence of consistent approaches

5.1

\ to these having been adopted across the sector.

Frequency of review of complaints information

Complaints information is most commonly reviewed by the Board on a monthly basis (60 per cent say
this is the case - see Figure 5). Individuals could select multiple answers to this question, therefore
responses do not sum to 100 per cent. Sixteen per cent of respondents reported that their Trust
reviews complaints information no more than quarterly.

Figure 5: Frequency of review of complaints information

On a case by case basis 7 7%
When a serious complaint is made | 35%
Following an audit report | 16%
Weekly _ 1%
Monthly _ 60%

Every two months 4%
Quarterly 46%
Annually 23%

Less than once ayear | 0%

I don't know | 1%

Base: All respondents (165)
Q: Which of the following best describes how frequently your Board reviews complaints information?
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5.2

5.3

Review of complaints information most commonly occurs at Board Meetings (96 per cent), and at
various committee meetings, including:

® (Quality Committee meetings (56 per cent);

® Governance Committee meetings (35 per cent); and

® Risk and/or Safety Committee meetings (24 per cent).

Board processes for review of complaints information

When asked to spontaneously give an overview of Board level process or systems in place to review
complaints information, individuals cited varied practices that are currently in place. Much of the focus
appears to be on the aggregate ‘big picture’ data (see colour coding in Figure 6). Only one in five
spontaneously mention reviewing processes, action plans or learning arising from complaints.

Figure 6: Board processes for review of complaints information (spontaneous)

Review of reports 53%

Committee review of individual

0,
complaints or complaints data | 36%

Monitoring trends/themes from complaints 33%

Board look at data 30%

Review of processes/action plans/ _ 20%
learning from complaints | ¢

Patient stories 16%

Non-Executive Directors reports/reviews 15%

Regular meeting regarding complaints 10%

Director or Chief Executive meets complainants 5%

Aggregate / ‘big picture’ Individual cases [l Review of actions / learning

MB: Chart shows processes/systems mentioned by at least 5 per cent.
Base: All respondents (165)
Q: Could you provide an overview of any Board level processes or systems you have in place review complaints information?
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5.4 Specific examples cited range from annual reports to bespoke dashboards providing complaints

information:

® “We use heat maps, patient stories and a rolling complaints dashboard”.

® “The Board receives an annual complaints report”.

® “Complaints summary are produced at public board every month along with a "live" patient story”.

® “Our process involves: open declaration of serious complaints to understand themes so we can
learn and act; categorisation into serious and moderate; service dissatisfaction by theme and site;
trend analysis over 3 years; and complainant satisfaction”.

® “Our Trust Board reviews information on a monthly dashboard relating to the levels of complaints.
More detailed information is reviewed on a quarterly basis through the Governance and Audit
Committees and there is an annual in-depth report and an aggregated learning report on the
lessons learned through complaints, comments and compliments”,

® “We have a monthly performance report which goes to the Board and includes patient feedback -

this covers both complaints (number; per cent response within target time; key trends/themes and
lessons learnt) and compliments”.

Types of complaints information used

5.5 Specific types of information reviewed by the Board are also varied. Again, reviewing actions / learning
appears to be less common than reviewing aggregated data and individual cases (see Figure 7).

Figure 7: Types of complaints information used

Data on ‘Friends and ‘Inpatient Trend Patient Data on Performance
number/ Family' Test Survey' analysis/ stories number/ progress
outcomes of Findings Findings reports or outcomes of action plans

complaints action plans PHSO
investigations
68%
PALS MI relating to National Informal Local Individual case Other
enquiries data  action plans  benchmarking feedback  benchmarking reports (7%)
resulting from data data
PHSO
investigations
Aggregate / ‘big picture’ Individual cases [l Review of actions / learning

Base: All respondents (165)
Q: What types of patient experience information would the board consider?
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5.6

5.7

5.8

5.9

5.10

Standardised templates for complaints information

Three in five (60 per cent) of respondents report their Trust using a standardised template for
reviewing complaints information at Board level and, among those that do, the metrics involved are
varied, suggesting that there is little consistency of approach across the sector.

Those in the North are significantly more likely to use a standardised template (72 per cent) than those
in the South (53 per cent).

Among those that have standardised templates, the following metrics are used:

® Number of complaints (49 per cent);

® Complaints category/type (37 per cent);

® Response time/data (36 per cent);

® Trends (24 per cent);

® Actions/lessons learnt (22 per cent);

® |ssues/concerns (22 per cent);

® Theme (20 per cent);

® Qutcomes/results of complaints (19 per cent);
® PALS information (9 per cent);

® PHSO involvement (8 per cent);

® Severity of issue (8 per cent);

® Directorate (4 per cent);

® DATIX (Patient Safety Healthcare Incidents Software) information (4 per cent);
® Volume (3 per cent); and

® |egal involvement (3 per cent).

Measuring satisfaction with complaints handling

Less than half (48 per cent) of Trusts report that they measure satisfaction with complaints handling.
Trusts in the North are significantly more likely to measure satisfaction with complaints handling (62
per cent do so) than those in the South (42 per cent) or Midlands (40 per cent).

Those who do measure satisfaction, do so with differing degrees of formality and objectivity — again,
implying a lack of consistency across the sector. The most common mechanisms for measuring
satisfaction with complaints handling include:

® Surveys / questionnaires (43 per cent);

® Follow-up on complaints (23 per cent);

® Feedback from complaint findings / the process (18 per cent);

® Reports (11 per cent); and

® Committee reviews (6 per cent).
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5.11 Specific examples of mechanisms for measuring satisfaction with complaints handling include:

® “We ask complainants if they are satisfied with the response”.

® “Face to face feedback as well as telephone follow-up”.

® “Complainant satisfaction survey”.

® “Healthwatch provide independent satisfaction monitoring in relation to complaints”.
® “As a default, we report monthly on number of and trends in reopened complaints.

® We have developed a complaint survey which is sent to all complainants 2 weeks after the
conclusion of the complaint asking if they are satisfied and requesting feedback”.

® “Annual survey by the Patient Experience Team”.

Approaches for testing complaints procedure efficacy
5.12 Trusts were also asked whether they test the efficacy of their complaints procedure. A fifth do not test

the effectiveness of their complaints procedure and there is little evidence of common approaches to
testing efficacy being used (see Figure 8).

Figure 8: Approaches for testing complaints procedure efficacy

Number of second stage complaints ] 17%
Feedback surveys/interviews ] 16%
Monitoring of data, trends, themes ] 16%
Reviewing of processes ] 14%
Response times ] 9%
Involving patients or family members ] 8%
Monitoring lessons learnt ] 8%
Audits | 8%
Committee ] 5%
Patient Experience Panel ] 4%
PALS [ 2%
Patient stories ] 1%
Other | 7%
Don't know | 8%

N/A - we do not test this _ 20%

Base: All respondents (165)
Q: In what ways, if any, is your Trust testing the effectiveness of its complaints procedura?
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5.13 Specific examples of approaches to testing efficacy of the complaints procedure include:

“Through the audit process; through the service user strategy; by monitoring number of complaints
and by monitoring the number of complaints that go to the PHSO”.

“Through local engagement with LINKs and Healthwatch, reqular meetings with local MPs, regular
meetings with key groups such as those with Learning Difficulties, open space events in A&E,
Outpatients Forum and PALS audits of satisfaction with the service”.

“Informal monitoring e.qg. via feedback from complainants”.

“We have commissioned a review of our complaints procedures alongside a broader strand of
work on communications with patients and public’.

“Through an on-going dialogue with patient groups, as well as PALS and Quality and Clinical
Performance Committee”.

“By monitoring second bites”.

“Trend analysis of complaints”.
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6 Driving improvement and learning from complaints

6.1

information

ﬂ(ey findings

Nearly all report that complaints information has driven their Trust to make
improvements in the past 12 months, but this does not translate into high
levels of perceived effectiveness in the way that complaints information is
being used.

Although the majority feel the way that their Trust uses complaints
information is effective, fewer than one in six believe it is ‘very effective’, and
one in ten feel that it is ineffective. This means that almost nine out of ten
believe there is room for improvement.

Some feel their complaints information fails to enable their Trust to do even
basics such as identifying and mitigating against risks.

There is a lack of joined-up learning between Trusts: nearly half of
respondents feel they are unable to effectively benchmark against other
Trusts; nearly half do not share learning from complaints information
externally; and over four in five believe that complaints information is not
effectively shared between Trusts.

Those who share learning from complaints externally as well as internally are
significantly more likely to rate their use of complaints information as ‘very
effective’.

Changes as a result of use of complaints information

Nearly all report having made changes as a result of complaints information in the last 12 months”.
Patient experience and communication changes are slightly more common (each cited by 92 per cent),
compared with system related changes (cited by 84 per cent — see Figure 9, overleaf).

! Excluding 4 per cent don’t know.
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6.2

Figure 9: Changes resulting from review of complains information

PATIENT EXPERIENCE RELATED CHANGES | 92%
COMMUNICATIONS RELATED cHANGES |, S

SYSTEM RELATED CHANGES | g4,

Changes tothe way staff communicate wah patients, . [N S -
Changes to staf raining. | 79%
Changes to clinical practice(s) _ F4%
Changes o communications malerials _ B68%

Changes lofor development of new administralae BE%
Changes 1o complants handiing process of systems | 65%

Changes tolor development of new policy | 1%
Devetopment of new communications mateniats [ 7 -
Changes in equipment | 32%

Changes to patient transport arrangements I 24% I Patient experience
Changes to medication stocks [ 12% B Communications
Other . 49 Systems

I don't know 4%
Base: All espondents (165 .
O Wknzh of (h Bollirnigy iehp WBAlE AN o ined havi biih Made a4 5 Ml of reelwng complints ifaimalon in he Lxst 12 manthe?

Overall effectiveness of use of complaints information

This does not, however, entirely translate into high levels of perceived effectiveness. Fewer than one
in six (15 per cent) claim their Trust’'s use of complaints information is ‘very effective’. Around one in
ten (11 per cent) feel it is ineffective. For the majority (75 per cent), their use of complaints information
is rated as ‘fairly effective’ meaning that, overall, there is recognised room for improvement for almost
nine in ten (85 per cent — see Figure 10).

Figure 10: Overall effectiveness of use of complaints information

recognise some
) room for
m\Very effectively improvement

mFairly effectively

m Notvery effectively
mNotat all effectively

Base: All respondents (165)
Q: How effectively do you think complaints information is being
used by yourtrust? Why do you say that?
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6.3 Those who rated their Trust’s own use of complaints information as ineffective were asked why. Most
mentioned reasons include:

6.4

® Could be better at sharing lessons learnt and ensuring actions are implemented (6 of the 18

individuals giving an ‘ineffective’ rating);

® Need to review effectiveness of the complaints process and actions taken (5);

® Need to do more to identify learning (5); and

® Need to improve communication (3).

There is a very mixed picture in terms of the specific impacts. Some feel their complaints information
fails to enable their Trust to do even basics such as identifying and mitigating against risk (rated as
ineffective by 21 per cent and 16 per cent respectively), and there is a lack of effective benchmarking
against other Trusts (this is rated as ineffective by 48 per cent — see Figure 11).

Figure 11: Effectiveness of use of complaints information — specific factors

Don't
i know

Identify patterns or trends in 3% 60% 29,
complaints information

Improve the patient experience 1%
|
Learn from complaints 0%
2%
2%
other Trusts

8%

M Not effectively at all B Not very effectlvely Fairly effectively M Very effectively

ul

Mitigate against potential risks

Identify risks early

Benchmark against

Base: All respondents (165)
Q: How effectively does complaints information enable your Trust to...?
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Sharing learning from complaints information

6.5 More than four in five (84 per cent) believe that complaints information is not effectively shared
between Trusts i.e. when asked to rate this on a scale of ‘very effectively’ to ‘not at all effectively’; they
give a rating of either ‘not very effectively’ (47 per cent) or ‘not at all effectively’ (38 per cent).

6.6 Almost half of respondents report that their Trust only shares learning from complaints information

internally (see Figure 12).

Figure 12: Sharing of learning from complaints information

Baoth internally and externally 52%

Internally only 46%

| don't know | 1%

Externally only | 1%

Base: All respondents (165)
Q: Is learning from complaints shared...?

6.7 This lack of sharing may curtail effectiveness. Those who share learning from complaints externally as
well as internally are significantly more likely to rate their use of complaints information as ‘very
effective’ (21 per cent vs. 8 per cent of those who use learning internally only).
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7 Improving wuse of complaints information and
understanding best practice

/Key findings \

o

Improved timeliness of sharing information and detail of complaint information
(addressing data that are poor quality or too ‘high-level’); and changing the
organisational culture to address defensiveness are perceived to be key to
improving effectiveness in how complaints information is used — between a
quarter and a fifth agree that these are barriers to effective use of complaints
information currently.

When asked to suggest their own ideas for improvements, timeliness of
information sharing is cited again, but improved ‘Board to Ward’ learning also
emerges as a key theme.

There are several practices associated with higher levels of perceived
effectiveness in early identification of risks — Board use of patient stories and
individual case reports; Board members inviting feedback during walkarounds;
support for staff subject to complaints; and comments cards/boxes on Trust

premises. /

Barriers to effective use of complaints information

7.1 Improved timeliness and detail of information (addressing information that is poor quality or too ‘high
level'); and changing the organisational culture appear to be key to improved effectiveness. Around a
fifth agree each of these is currently a barrier to effective use of complaints information by their Trust
(see Figure 13).

Figure 13: Barriers to effective use of complaints information

A defensive culture which 31% 11% 9%

complaints information

The implementation of a

Inadequate accessto
complaints information

Filtering of complaints
information by department

Base: All respondents {165)
Q: To what extent do you agree or disagree that each of the following are barriers to effective use of complaints information by your Trust?

Neither /
1 don't know
18%

Timeliness of sharing
of information

refutes complaints

Complaints information

which is too high level 24% 15% 4%

Poor quality of

‘no blame’ culture

I
B Strongly disagree ™ Tendto disagree B Tendto agree B Strongly agree
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Improving use of complaints information

7.2 When asked to make spontaneous suggestions for improving their Trust’s use of complaints, improved
‘Board to Ward’ learning, faster and better sharing of information and external benchmarking emerge
as key themes. These are each cited by between a fifth and a quarter of individuals (see Figure 14).

Figure 14: Suggestions for improving use of complaints information (spontaneous)

25%
25%

Better learning from Board to Ward

Faster and better sharing of information/communication
More effective use of exising data and systems
Benchmarking against other Trusts

Follow up on action plans and changes to procedures
More time/in-depth reviews

Continue as is

Regular reviews

Better staff training/materials

Metter management

Simpler templates

Other

Don't know

Base: All respondents (165)
Q: How, in your view, could your Trust improve its use of complaints information?
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Factors driving effectiveness

7.3 We can compare respondents’ assessments of effectiveness across various measures related to their
Trust’'s complaints procedure, with their Trust’'s practices — in terms of empowering patients to
complain and using patient experience data. This reveals some practices that tend to be associated
with higher levels of perceived effectiveness.

7.4  The following practices are associated with perceived effectiveness in early identification of risks:

® Support for staff subject to complaints (in place for 95 per cent of those who perceive their Trust’s
use of complaints information to be effective in identifying risks early, compared with 85 per cent of
those who rate this as ineffective);

® Comments cards/boxes (in place for 84 per cent of those who perceive their Trust's use of
complaints information to be effective in identifying risks early, compared with 68 per cent of those
who rate this as ineffective); and

® Board members inviting feedback during walkarounds (in place for 97 per cent of those who
perceive their Trust's use of complaints information to be effective in identifying risks early,
compared with 85 per cent of those who rate this as ineffective).

Figure 15: What practices which empower patients are associated with perceived
effectiveness?

Identify Identify LT TGO =T Gl Cl  Overall use  Overall use
risks risks ing: ing: not of of
early: early: effective effective complaint complaint

effective not (34) (79) info — info — not
(128) effective effective effective

(34) (147) (18%)
ﬁ:l?éllfn‘z standards for complaints 96% 97% 94% 97% 96% 97% 89%
DI ool sz w% s % % o
Publicity or signage of complaints
process on trust website (or social 92% 94% 88% 96% 89% 93% 89%

media)

Procedures to ensure that patients
are not disadvantaged as a result 88% 90% 88% 92% 87% 88% 89%
of making a complaint

Staff training in handling and/or

management of complaints 92% 2k 85% 96% 89% 95% 67%

iusg;r;lg?r:tstaffwho are subject 93% I E}/ﬂb 850 e 90% 059 83%
— el

grzwwrigzr;t cards or boxes on Trust 81% 74%_! > 68% 889% 79 80% 80%

vorty aug wakaramae o sow | o > oo 9% o2% 5% gt
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7.5 The following types of Board usage of patient experience data are associated with perceived
effectiveness in early identification of risks:

® Board use of patient stories (in place for 91 per cent of those who perceive their Trust’s use of
complaints information to be effective in identifying risks early, compared with 76 per cent of those
who rate this as ineffective); and

® Board use of individual case reports (in place for 52 per cent of those who perceive their Trust's
use of complaints information to be effective in identifying risks early, compared with 29 per cent of
those who rate this as ineffective).

Figure 16: What types of Board usage of patient experience data are associated with
perceived effectiveness?

Identify Identify Benchmark- | Benchmark- EReICTE](NIET] Overall use
risks risks ing: ing: not of of
early: early: effective effective complaint complaint

effective not (34) (79) info — info — not
(128) effective effective effective
(34) (147) (18%)
Data on number/outcomes of 97% 98% 94% 99% 95% 97% 100%
complaints
‘Friends and Family Test findings 94% 95% 91% 93% 94% 93% 100%
‘Inpatient Survey’ findings 92% 91% 91% 92% 91% 90% 100%
Trend analysis/reports and/or
action plans resulting from red 91% 93% 82% 90% 90% 90% 94%
analysis
Patient stories 88% [ 91 %J <€ 6% 93% 84% 86% 100%
PHSO DATA 88% 87% 91% 88% 87% 87% 94%
BENCHMARKING DATA 76% 79% 65% [ 85%] € 66% 76% 72%
;Z:;’rmance progress action 70% 70% 71% 74% 66% 69% 72%
PALS enquires data 69% 70% 71% 71% 70% 69% 72%
Informal feedback 65% 63% 76% 70% 65% 65% 61%
Individual case reports 47% r 52%] € 2% 52% 42% 49% 33%
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8 Regional benchmarking

Figure 17: Regional benchmarking

Total
(165)

Types of complaints information used
D

ata on 97% 98% 97% 96%
number/outcomes
of complaints
‘Friends and Family 94% 89% 95% 98%
Test’ findings
‘Inpatient  Survey’ 92% 87% 95% 92%
findings
Trend
analysis/reports 91% 87% 92% 94%
and/or action plans
resulting from red
analysis
Patient stories 88% 94% 84% 86%
PHSO DATA 88% 91% 90% 82%
BENCHMARKING 76% 75% 7% 74%
DATA
Performance

; 70% 74% 65% 72%
progress action
plans
PALS enquires 69% 70% 66% 72%
data
Informal feedback 65% 57% 61% | 78%|
<€ >

Individual case 47% 45% 39% €E——> | Woj
reports -
Other practices
Standardised 60% 72%] 53% 56%
template used -— € >
Measure 48% |62%] € 42% 40%
satisfaction <€ >
Share both 52% 57% 53% 46%
internally and
externally
Perceived overall effectiveness
Perceived

ffecti f
eriectveness o 15% 17% 8% 20%

use of complaints
information — ‘very
effective’

‘IJ 5236 NHS Governance of Complaints Handling PHSO IFF EL V0.01 25







NHS Governance of Complaints Handling

Appendix
Respondent profile

Figure 18: Respondent demographics — job title

Director/ Executive
Director/ ChiefNurse /
Complaints Manager /
Customer Service
Manager

Chief Executives

Non Executive
Board Member

Board Chair

Base: All respondents (165)
Q: Which of the following best describes your job title?

Figure 19: Respondent demographics — region

3

8% (North East England)
M 16% (North West England)
I 3% (Yorkshire and Humber)
[ 14% (West Midlands)

3% (East Midlands)
| 13% (East of England)
B 5% (South Central)
[ 10% (South West England)
M 6% (South East England)
M 15% (Greater London)

Base: All respondents (165)
Q: In which of the following areas is your Trust based?
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Figure 20: Respondent demographics — Foundation Trust status

Base: All respondents (165)
Q: Are you a Foundation Trust?

Figure 21: Respondent demographics — Trust type

Acute
Combined Acute and Community

Mental Health

Community

Combined Community and Mental Health

Ambulance

Combined Acute, Community, Ambulance and
Mental Health

Combined Acute and Mental Health
Combined Trust (Other)
Specialist (Other)

Base: All respondents (165)
Q: Which of the following best describes your trust type?
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		Agenda item no:

		13/14/99(b)





		Meeting:

		Board of Directors





		Date:

		5 July 2013





		Title:

		Quality Report 2012/13 (as part of Chief Executive’s Report)





		Report to be considered in public or private?

		Public





		Purpose - what question does this report seek to answer?

		Was the Trust’s Quality Report for 2012/13 approved and submitted on time to the regulator?





		Where else has this report been considered and when?

		N/A





		Reference/s:

		Quality Account Regulations





		Resource impact:

		-





		What action is required at this meeting?

		To receive and note the report





		Presented by:

		Kathryn Thomson, Chief Executive





		Prepared by:

		Julie McMorran, Trust Secretary

Richard Sachs, Head of Governance





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		



		To be efficient and make best use of available resources

		



		To deliver safe services

		(



		To deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		-



		Clinical Negligence Scheme for Trusts

		-



		NHS Litigation Authority

		-





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



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

		





1. Introduction and background

At its May 2013 meeting the Board was asked to approve the Trust’s Quality Report (QR) for 2012/13 but was unable to do so.  

The report had been considered immediately prior to the Board meeting by the Audit Committee when it was noted that some changes to the report as requested by the Governance and Clinical Assurance Committee (GACA) in April 2013 did not appear to have been included.  As such the Audit Committee recommended to the Board that the Quality Report be approved subject to GACA’s members reaching a position of comfort prior to its submission to Monitor as part of the Trust’s annual report and accounts for 2012/13.

Given that submission to Monitor was two working days away from the Board meeting, authority was delegated to the Chair and Chief Executive to approve and adopt the QR for 2012/13, subject to any additions or amendments as requested by members of GACA and assurance received by the Chief Executive from the Medical Director that the data included in the QR was robust and that the report had been updated to GACA’s satisfaction.


This report outlines the changes made following the Board meeting.


2.  Quality Report changes

Immediately following the May 2013 Board meeting, GACA Non-Executive Director members Allan Bickerstaffe (GACA Chair) and Steve Burnett met with Executive Director member Jonathan Herod (Medical Director) and officers Richard Sachs (Head of Governance) and Alan Clark (Governance Quality Manager).  Members reviewed the QR and clarified and/or corrected the following:

· Readmission rates for gynaecology which were inflated as a result of a data output misinterpretation


· A small number of typographical errors.

The changes were made within the hour of the Board meeting concluding and enabled the Medical Director to provide me with the required assurance.  The Chair and I accordingly approved and adopted the QR on behalf of the Board and it was submitted on time.

3. GACA requested changes

It would appear that the changes and points of clarification sought at the GACA meeting in April 2013 were not included in an amended version of the QR.  It is regrettable that this was not highlighted until the day of the Audit Committee and the Board of Directors’ meetings.

4. Recommendation

The Board of Directors is asked to receive and note this report.
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		Agenda item no:

		13/14/108





		Meeting:

		Board of Directors





		Date:

		5 July 213





		Title:

		Month 2 Financial Performance





		Report to be considered in public or private?

		Public





		Purpose - what question does this report seek to answer?

		Is the Trust on track to achieving its financial objectives?





		Reference/s:

		-





		Resource impact:

		-





		What action is required at this meeting?

		Note this report





		Presented by:

		Vanessa Harris, Director of Finance





		Prepared by:

		Andy Large, Head of Management Accounts





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		X



		To be efficient and make best use of available resources

		X



		To deliver safe services

		X



		To deliver the most effective outcomes

		X



		To deliver the best possible experience for patients and staff

		X





		Other:



		Monitor compliance

		X

		Equality and diversity

		-



		NHS constitution

		X

		Integrated business plan

		X





		Which standard/s does this issue relate to:



		Care Quality Commission

		-



		Clinical Negligence Scheme for Trusts

		-



		NHS Litigation Authority

		-





		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

		x



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

		



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

		



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

		



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

		





1. Introduction 

This report and the attached appendices provide the Board with an update on the Trust’s financial performance as at 30 June 2013.

2. Summary 

For 2013/14 Monitor’s Compliance Framework has been replaced with a new regulatory tool, the Risk Assessment Framework. Monitor will run the new framework in ‘shadow’ form for the first six months of 2013/14 in parallel with the 2012/13 Compliance Framework.


Liverpool Women’s NHS Foundation Trust (LWH) will therefore be reporting under two financial assessment frameworks during 2013/14; the outgoing Financial Risk Rating (FRR) and the new ‘Risk Assessment Framework’ (RAF) rating.


At Month 2, LWH is forecasting the delivery of financial ratings required of a Foundation Trust under both frameworks as outlined below.

[image: image1.emf]2013/14


PLAN


2013/14


FOT


Overall Score Maximum Score 5 3 3


Planning Accuracy EBITDA % achieved 5 5


Underlying Performance EBITDA Margin 3 3


Financial Efficiency I&E Surplus Margin 3 3


Financial Efficiency Return on Assets 2 2


Cash Availability Liquidity Ratio 5 5


2013/14


PLAN


2013/14


FOT


Overall Score Maximum Score 4 3 3


Cash Availability Liquidity Ratio 2 2


Cash Availability Capital Servicing Capacity 3 3


FINANCIAL RISK RATING


RISK ASSESSMENT FRAMEWORK




The Month 2 financial performance indicators underpinning the above Monitor Ratings are covered in Section 3 of this Report. 

3. Month 2 Financial Performance

Appendix 1 provides the Trust’s Month 2 Finance Dashboard, which is summarised below.
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Performance against each of the above areas is discussed below.


3.1 Income & Expenditure

At Month 2 the Trust is £122k behind budget, with the delivery of a £45k surplus against a budgeted £167k as shown in Appendix 2. Under-performance to Month 2 is predominantly due to the under-recovery of Maternity income following lower than expected deliveries so far this year. 

This risk is being mitigated by reserves not utilised as is discussed in the Risk Section (Section 4) to this report. LWH is therefore forecasting the delivery of a planned £1.0m surplus for 2013/14.

3.2 CIP


CIP plans for 2013/14 have been fully transacted in the financial ledger as part of the Budget Setting process. At Month 2, LCH is £307k behind target, predominantly due under-performance against Maternity contracted income.

Progress against 2013/14 CIP delivery will continue to be reported to the Board in this Report. In addition, progress against the development of 2014/15 CIP plans will be incorporated into this Report following the Clinical Summit scheduled for July, as discussed in Section 4.4.

3.3 Balance Sheet

Cash is forecast to reduce through to year end, in line with the anticipated settlement of provisions made in the 2012/13 financial statements, and planned capital expenditure through to year end.


Debtors and Creditors are currently in line with the budget. Financial Services continue to ensure suppliers are paid in accordance with agreed payment terms, and income receivable to the Trust is collected in a timely manner.


Provisions made in the 2012/13 Financial Statements remain sufficient to meet anticipated settlements during 2013/14. The scale of provisions and timeframes for settlement continue to be monitored and reflected both in the Cash and Balance Sheet and I&E forecasts.


3.4 Capital

The Trust is forecasting the delivery of a £6.0m capital programme, as summarised below.

[image: image3.emf]Capital Plan 2013/14 £'000


Build Projects


Big Push 400             


Clinical Genetics move 472             


Gynae Theatre & Ambulatory Services 492             


CBB 150             


Gynae Enabling Scheme 444             


Beford Refurbishment 492             


Estates and Environment Program 500             


Medical Equipment (inc Genetics) 1,550          


IM&T 1,487          


Total 5,987          




Progress against capital plans will continue to be reported to the Board.

4 Risks 

The headline risks inherent within the current financial position are as follows:


4.1 Deliveries


Maternity Services has seen 123 fewer deliveries than planned so far this year, with a financial impact of £274k year to date. Current indications suggest that deliveries for 2013/14 could be in the region of 8,200 against a planned 8,424, with a financial impact to the trust of c£500k by year end.
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Note – above chart reflects the unadjusted EDD


Mitigating Actions 


· £750k Quality Reserve is currently being held to mitigate financial risk (see Section 4.3).


· Contract negotiation strategy is currently being considered in order to secure maternity services income on a block contract, thereby mitigating this financial risk.

· Estimated Date of Delivery (EDD) activity forecast is currently being produced by the Performance Team in order to project the full extent of under-performance.


· Work is under way to develop an action plan to maximise the number of deliveries at the Trust, which will be reported to the July FPBD and Board.

4.2 Maternity Staffing Levels

2012/13 saw Maternity unit closures on two separate occasions, and so 2013/14 planned maternity staffing levels have been fully reviewed to ensure patient safety and quality standards are achieved throughout the year. 


The re-basing of budgets has ensured that Maternity Services has operated within budgeted expenditure so far this year, and the Trust has operated at a birthing to midwife ratio of 1:30.5 and 1:32 during Months 1 and 2 respectively.


New recruits will commence during July and August, the additional costs of which will be offset by reduced use of Bank, reduced additional hours, unfilled vacancies, and cover for maternity and sick leave across the workforce.


Mitigating Actions

· FOT to be refreshed monthly to reflect updates to workforce projections.


· Workforce requirements to be cross referenced to EDD forecast referred to in Section 4.1 in order to ensure safe birthing to midwife ratios can be maintained throughout 2013/14.


· Rotas to be continually monitored to ensure workforce (and in particular Bank Staff usage) can be flexed to meet anticipated cyclical demand patterns outlined in Section 4.1.

4.3 Quality & Development Reserves


The Trust budgeted for the availability of £1.0m reserves during 2013/14 consisting of £0.75m Quality Reserve with a view to embedding quality and innovation throughout front line services; and a £0.25m Development Reserve to explore commercial development opportunities.


Non-utilisation of the Quality Reserve is currently mitigating the under-performance in the Trust’s financial position. It should therefore be noted that the current financial position affords:


· £nil investment in embedding quality initiatives for the benefit of patients during 2013/14;

· £nil funding to ensure delivery of CQUIN targets and associated income;


· £nil funding available to fund aspirational developments identified at budget setting; and


· £nil funding for investment in ‘spend to save’ initiatives for future years.

Mitigating Actions


· Financial performance will continue to be summarised through the Month End and FOT process which will inform the availability of reserves.

· Monthly monitoring of performance against CQUIN quality indicators.


· Financial risk of non-delivery of CQUIN targets to be reflected through the FOT process.


4.4 2014/15 CIP Scheme Development

It is important to note that the 2013/14 budget is predicated on securing £1.5m in non-recurrent funding for 2013/14, and that the scale of future years CIPs has become even more challenging. 

The CIP gap for 2014/15 is currently £7m. Headline schemes have been identified along with executive and accountable officers. Facilitated workshops are scheduled for 2013/14 in order to engage with services and to develop plans to address this challenge. The first of these sessions commences at a Clinical Summit planned for 26th July.


5 Recommendation


The Board are asked to note this report.


6 Next Steps


Actions highlighted in this report will be actively managed, and progress reported to the Board and relevant sub-committees for assurance


7 Appendices 


· Appendix 1: Finance Dashboard M2


· Appendix 2: Income & Expenditure M2
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Appendix 1: Finance Dashboard
May 2013



























































Appendix 2: Income & Expenditure
May 2013
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Financial Indicators Commentary Target YTD FOT



MONITOR RATING



Financial Risk Rating Forecasting to achieve FRR score of 3 3 3 3



Risk Assessment Framework Rating Forecasting to achieve RAF score of 3 3 3 3



Commentary Target YTD FOT



INCOME & EXPENDITURE Forecasting Delivery of £1.0m Surplus



£1.0m £0.0m £1.0m



Income



Maternity Services income down in line with reduced deliveries in M1 & M2



£93.6m £15.4m £93.6m



Pay



Forecasting to remain within Pay Budget



(£57.0m) (£9.6m) (£57.0m)



Non-Pay (£35.6m) (£4.9m) (£35.6m)



COST IMPROVEMENT PROGRAMME



2013/14 CIP Delivery £3.5m £0.3m £3.5m



CASH & BALANCE SHEET



Cash



FOT in line with budget following settlement of provisions and capital spend



£7.7m £12.0m £7.7m



Debtors & Accrued Income In-line with planned profile £2.5m £2.7m £2.5m



Creditors & Accrued Expenditure In-line with planned profile £10.8m £10.7m £10.8m



Provisions FOT in line with budget accounting for provisions to be settled during 2014/15 £2.2m £3.0m £2.2m



Capital Forecasting capital expenditure of £6.0m £6.0m £0.2m £6.0m



Financial Performance



YTD savings against Quality Reserve currently mitigating income under-performance



Forecasting to remain within Non-Pay Budget



£0.3m behind plan, but forecasting delivery of 2013/14 CIP programme



100% Transacted in financial ledger
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INCOME & EXPENDITURE



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



INCOME



INCOME FROM ACTIVITIES (7,012) (7,312) (300) (14,390) (14,625) (235) (87,747) (87,747) 0



OTHER OPERATING INCOME (520) (485) 35 (990) (969) 21 (5,814) (5,814) 0



TOTAL INCOME (7,531) (7,797) (265) (15,379) (15,594) (214) (93,561) (93,561) 0



PAY EXPENDITURE



ADMINISTRATIVE AND CLERICAL 417 431 13 860 862 2 5,171 5,171 0



CHAIRMAN AND NON-EXECUTIVES 10 11 2 19 23 3 136 136 0



EXECUTIVE BOARD AND SENIOR MANAGERS 286 294 8 602 589 (13) 3,532 3,532 0



HEALTHCARE ASSISTANTS AND OTHER SUPPORT STAFF 318 325 7 644 650 6 3,903 3,903 0



MEDICAL AND DENTAL 1,161 1,148 (14) 2,319 2,296 (23) 13,774 13,774 0



AGENCY 109 20 (88) 216 40 (176) 241 241 (0)



NURSING, MIDWIFERY AND HEALTH VISITING 2,036 2,102 66 4,120 4,204 84 25,222 25,222 0



P.A.M.S. 52 74 22 103 147 44 884 884 (0)



PAY BUDGET CODES 0 0 0 0 0 0 1 1 0



PROFESSIONAL AND TECHNICAL 152 137 (14) 300 275 (25) 1,650 1,650 0



SCIENTIFIC AND PROFESSIONAL 199 207 8 401 413 13 2,479 2,479 0



TOTAL PAY EXPENDITURE 4,739 4,749 10 9,585 9,499 (86) 56,993 56,993 (0)



NON PAY EXPENDITURE



CLINICAL SERVICE AND SUPPLIES 664 616 (48) 1,249 1,232 (17) 7,393 7,393 (0)



ESTABLISHMENT EXPENSES 89 106 17 130 211 81 1,267 1,267 0



GENERAL SUPPLIES AND SERVICES 250 240 (10) 453 480 27 2,878 2,878 0



MISCELLANEOUS SERVICES 575 651 76 1,098 1,302 204 7,813 7,813 0



OTHER ESTABLISHMENT COSTS 690 642 (48) 1,313 1,283 (30) 7,699 7,699 0



PREMISES AND FIXED PLANT 357 300 (58) 698 599 (98) 3,596 3,596 0



PURCHASE OF HEALTH CARE SERVICES 0 0 0 0 0 (0) 3 3 0



TOTAL NON PAY EXPENDITURE 2,624 2,554 (70) 4,941 5,108 167 30,649 30,649 0



TECHNICAL ITEMS



DEPRECIATION AND AMORTISATION 267 267 (1) 534 533 (1) 3,200 3,200 0



INTEREST PAYABLE 0 4 4 13 8 (5) 50 50 0



INTEREST RECEIVABLE (6) (3) 4 (9) (5) 4 (30) (30) 0



PDC DIVIDENDS 141 142 1 281 283 2 1,700 1,700 0



PROFIT/LOSS ON DISPOSAL 0 0 0 (10) 0 10 0 0 0



TOTAL TECHNICAL ITEMS 402 410 8 809 820 11 4,920 4,920 0



TOTAL EXPENDITURE 7,765 7,713 (52) 15,335 15,427 92 92,561 92,561 0



(SURPLUS) / DEFICIT 234 (83) (317) (45) (167) (122) (1,000) (1,000) 0



MONTH YEAR TO DATE YEAR
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		Agenda item no:

		13/14/111





		Meeting:

		Board of Directors





		Date:

		5 July 2013





		Title:

		Register of Sealings





		Report to be considered in public or private?

		Public





		Purpose - what question does this report seek to answer?

		What sealings were made during 2012/13?





		Where else has this report been considered and when?

		N/A





		Reference/s:

		Corporate Governance Manual





		Resource impact:

		-





		What action is required at this meeting?

		To receive and note the report





		Presented by:

		Julie McMorran, Trust Secretary





		Prepared by:

		Julie McMorran, Trust Secretary





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		



		To be efficient and make best use of available resources

		(



		To deliver safe services

		



		To deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		-



		Clinical Negligence Scheme for Trusts

		-



		NHS Litigation Authority

		-





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



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

		





1. Introduction

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


2.  Register

In the period April 2012 to March 2013, 5 entries were made in the Register.  Details are given below:


		Liverpool Women’s NHS Foundation Trust


Register of Sealings


April 2012 – March 2013






		Entry Number

		Details

		Date of Sealing



		160

		Agreement for the provision of decontamination and sterile services

		2 July 2012



		161

		Members’ Agreement relating to the Academic Health Science Partnership (Liverpool Health Partners)

		29 November 2012



		162

		Lease in respect of Building 4, The Pavilions, Knutsford (Hewitt Fertility)

		18 February 2013



		163

		Deed between Liverpool Women’s NHS Foundation Trust, North West Fertility and the Guarantors

		4 March 2013



		164

		Agreement to lease relating to Centre for Women’s Health

		12 March 2013





3. Recommendation

The Board of Directors is requested to note entries in the Trust’s Register of Sealing for the period April 2012 – March 2013.
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		Agenda item no:

		13/14/110





		Meeting:

		Board of Directors





		Date:

		5 July 2013





		Title:

		Register of Interests





		Report to be considered in public or private?

		Public





		Purpose - what question does this report seek to answer?

		What interests have Board members declared?





		Where else has this report been considered and when?

		N/A





		Reference/s:

		· Corporate Governance Manual

· Trust Constitution





		Resource impact:

		-





		What action is required at this meeting?

		To receive and note the report





		Presented by:

		Julie McMorran, Trust Secretary





		Prepared by:

		Julie McMorran, Trust Secretary





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		



		To be efficient and make best use of available resources

		(



		To deliver safe services

		



		To deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		NHS constitution

		(

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		-



		Clinical Negligence Scheme for Trusts

		-



		NHS Litigation Authority

		-





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



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

		





1. Introduction

The Trust’s constitution and its corporate governance manual require that a Register of Interests is held in respect of members of the Board of Directors.  The Register is reviewed annually by the Board’s Audit Committee and also received by the Board on an annual basis.

2.  Register

The Register as at April 2013 is below:



[image: image1.emf]Register of Interests  as at April 2013.doc




A copy of the Register appears on the Trust’s website.

3. Recommendation

The Board of Directors is requested to note the Register as at April 2013.
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Register of Interests of the Board of Directors as at April 2013


			Name


			Position


			Nothing to Declare


			Description of interest


			Name and address of organisation


			Nature of organisation


			Start date of interest





			End date of interest





			BICKERSTAFFE, Allan


			Non-Executive Director 


			


			


			


			


			


			





			BURNETT, Steve


			Non-Executive Director 


			√


			


			


			


			


			





			CROSS , Liz


			Non-Executive Director


			


			Founder and Managing Partner


Deputy Chair and  Director, and Member



Member of Advisory Board






			The Connectives Ltd


Blackburne House Group



North West Common Purpose, C/O The Manchester College, Openshaw Campus, Ashton Old Road, Openshaw, Manchester M11 2WH


			Consultancy and project development /delivery


Women’s education and enterprise centre



Leadership development courses and workshops, not for profit organisation


			Oct 2006


Member since 1992, Deputy Chair and Director since November 2002



December 2004


			Ongoing
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1 Executive Summary

1.1 Policy Scope 

i. This document is in force across all areas of Liverpool Women’s NHS Foundation Trust and is to be adhered to by all staff including contracted staff and volunteers.

1.2 Policy Aim

Risk management is a fundamental component of safe effective and efficient management of the Trust.  Although a risk free environment is impossible, much can be done to minimise risk by establishing coordinated strategies, policies and procedures that permeate all areas of Trust activities. This Risk Management Strategy is a document that explains to staff and the public how Liverpool Women’s NHS Foundation Trust   intends to deliver its commitment to being an organisation that is committed to patient, staff and public safety and takes its risk management responsibilities seriously. The Trust starts with the premise that ‘Risk Management is everybody’s responsibility’. Its practice must be embedded in the routine everyday management processes and structures of the organisation and encouraged through a responsible culture. The Risk Management Strategy promotes the philosophy of governance and requires all risk management to be systematic, robust and evident. This strategy requires that risk management processes are applied to business planning at all levels and that risk management issues should be communicated to key stakeholders where necessary. The underpinning principle of this strategy is that a responsible risk management culture is developed within the Trust that empowers all staff to make sound judgements and decisions concerning the management of risk, and risk taking. The principles of this strategy are consistent with the Trust’s key priorities – patient safety and clinical excellence. Implementation of the Risk Management Strategy will be co-ordinated through the committee and people structure identified in this strategy. This strategy will be reviewed on an annual basis and more frequently if new legislation or guidance mandates this to be necessary.  This strategy is supported by a number of key Trust policies named in this strategy which clearly describes the processes that the Trust has put in place in order to robustly  manage risk. The content of the strategy complies with best practice, NHS Litigation Authority and Department of Health requirements.

1.3 Policy Description


i. The strategy covers clinical, organisational and financial risk, and identifies the key management structures and processes defining objectives and responsibilities within the Trust. This strategy confirms the Trust’s commitment to developing a responsible culture. This will in turn, help maximise the identification, reporting and avoidance of risk, promoting the safest possible environment for patients and staff. Healthcare provision is by nature a high risk activity. The challenge for all staff is to reduce the potential for incidents occurring by being proactive in the management of risk through undertaking risk assessment, reporting incidents, maintaining ‘Live risk registers’ responding positively  to recommendations and requirements arising from external agency visits, inspections and accreditations. In addition the policy describes the process through which changes in response to active risk monitoring are implemented and how lessons are learned at both an organisational and local level.

2 Strategy / Policy Objectives


i. To provide a framework for the consistent and systematic identification, assessment and management of risk, throughout the organisation.


ii. To clearly define the roles and responsibilities of key staff, service managers, service level committees and sub-committees of the Trust Board with respect to risk management, including the escalation process.

iii. To implement risk management throughout all levels of the organisation including systems, processes and training


iv. To move towards better risk taking sensitivity in its decision making in line with the good governance risk appetite matrix.

v. To develop LWH as the best place to receive care.

vi. To develop LWH as a great place to work.

vii. To encourage innovation and excellence through transformation in order to deliver better quality and to reduce waste.

3 Introduction


i. Risk Management is not an end in itself but is an essential component of the effective management of the organisation. Risk is an inherent factor in all decisions and activities an organisation takes. In order to ensure that decisions made are risk informed and that risks associated with activities are reduced or eliminated where possible; it is essential to have an organisational culture in which effective risk management is integral. Risk management is about focusing upon experiences and learning lessons from Incidents Claims and Complaints (see the Incident Reporting Policy, Concerns and Complaints Policy and Claims Handling  Policy and Procedure), in order to improve upon clinical outcomes, improve the working environment, assessing and, where possible, anticipating risk and thereby eliminate or reduce risk or harm, by enacting controls that are proportionate to the level of risk. This organisational Risk Management Strategy therefore outlines the following:


· The risk management arrangements and responsibilities within the Trust.


· The framework for internal controls assurance, the standards promoted mainly by (but not exclusively) the NHS Litigation Authority, the Care Quality Commission, and Monitor.


· Communication systems supporting risk management, clinical governance and Health and Safety.


· The development and implementation of systems designed to identify and assess risks leading to control measures to reduce or eliminate those risks (clinical, non-clinical, strategic and financial risk).


· Improved performance in risk management issues through communication, education and training.


· The creation of an environment, which secures support and commitment toward risk management.


ii. This is an overarching document embracing all aspects of Risk Management within Liverpool Women’s NHS Foundation Trust. The Trust has a 
number of Risk Management policy documents directly related to this strategy which must be read in conjunction with this strategy.

4 Definitions


4.1 RISK MANAGEMENT


i. A widely accepted definition of a risk is:


ii. "The probability or likelihood that harm, damage or loss may occur, coupled with the consequences of that harm".


iii. Whether applied to the processes, environment or people the identification and the management of risks will always be of greater value than an academic debate upon the definition and for the Trust's purposes risk management is described as a five stage process, namely:


(a) The identification of all risks, which have potentially adverse, effects on the Trust's business and the safety of patients, staff and visitors, together with the quality of service.


(b) The assessment and evaluation, elimination and reduction of the risks identified.


(c) The creation of a system for the protection of assets and income combined with a cost effective service.


(d) The creation of a management environment in which pro-active and positive action is taken to eliminate or reduce risks and ineffective or inappropriate working practices.


(e) The creation of an environment in which staff are encouraged and supported to report errors, near misses and untoward incidents so that learning and improvement is the outcome.


iv. Risk management, therefore, applies to:


(a) Material damage or loss


(b) Loss of income


(c) Personal injury


(d) Professional negligence


(e) Defective material, equipment or working practices


(f) Hazardous substances


(g) The environment


4.2 CLINICAL GOVERNANCE

i. Clinical Governance is defined by the Government in "A First Class service: Quality in the New NHS" as:


"A framework through which NHS organisations are accountable for continuously improving the quality of their services and safe-guarding high standards of care by creating an environment in which excellence in clinical care will flourish".


ii. Clinical Governance, therefore, is designed to ensure that patients receive the highest quality of NHS care possible and it covers the organisation's systems and processes for monitoring and improving services including:


· Organisational Development.


· Information Systems and Technology.


· User and External Views and Participation.


· Clinical Audit.


· Risk and Performance Management.


· Clinical Effectiveness, Research and Development.


· Incidents, Complaint and Litigation Management.


· Training and Development.


iii. Clinical Governance should, therefore, ensure:


· Continuous improvement of patient services and care.


· A patient-centred approach that includes treating patients courteously, involving them in decisions about their care and keeping them informed.


· A commitment to quality, which ensures that health professionals are up-to-date in their practices and properly supervised where necessary.


· The prevention of clinical errors wherever possible and the commitment to learn from mistakes and share that learning with others.


4.3 EXTERNAL AGENCY

i. The definition of an external agency review body is “an organisation that directly, or indirectly (through other bodies) regulates, audits, reviews or undertakes an inspection activity”. This would include statutory and non-statutory bodies with a legitimate interest in the Trust and with whom the Trust is expected or requested to cooperate; examples of such organisations include:


· Care Quality Commission


· Mental Health Act Commission 


· Commission for Social Care Inspections 


· NHS Litigation Authority 


· Audit Commission 


· National Audit Office 


· Health and Safety Executive 


· NHS Protect 


· Independent Inquiry commissioned by the Strategic Health Authority


· Monitor


· MHRA


4.4 ACCREDITATION 


i. Accreditation – relates to audit and review activities of both internal and external bodies, which are required to inform Board Assurance that the services being delivered by the Trust are fit for purpose and achieving the desired outcomes as described in Trust strategy and policies. Accreditation provides independent assurance from a third party that the organisation has achieved a level of compliance with an agreed set of criteria/standards.


4.5 INSPECTION 

i. Describes the role of statutory bodies with a remit specific to healthcare to assess and report on the performance of the organisation.


ii. For the purpose of this policy accreditations and inspections’ refers to those visits where there are likely to be organisational and strategic implications. Informal visits and those to review operational aspects of a service or department need not be managed by the process described in this policy. Where there is any doubt advice should be sought from the Governance Lead. 


4.6 INTERNAL CONTROL


i. These describe the systems, procedures and behaviours by which the Trust controls its functions in order to achieve organisational objectives, safety and quality of services.


5 Duties / Responsibilities


Duties of key individuals responsible for risk management activities are outlined below.


5.1 
The Chief Executive


i. The Chief Executive, as Chief Accountable Officer, has overall responsibility and accountability for risk management. 


ii. The Chief Executive is responsible for signing the annual Annual Governance Statement. As a member of both the Governance and Clinical Assurance Committee and the Clinical Governance Committee, Corporate Risk Committee the Chief Executive is informed of organisational, clinical and Health and Safety risk issues and is therefore assured that risk is managed effectively in the organisation.


5.2 Non Executive Directors


i. The role of Non-Executive Directors is to provide scrutiny of the work of the organisation and to hold Executive Directors to account for their performance. They must also ensure that quality and safety remain a strategic priority.


ii. Non-Executive Directors must be honest and open and develop constructive working relationships with Executive Directors.


iii. A nominated non-executive Director is the chairperson of the Governance and Clinical Assurance Committee and there is also non-executive membership on the Trust’s Audit Committee, which has responsibility for ensuring that effective systems are maintained for governance, risk management and internal control across the whole of the organisation’s activities. They also ensure that underlying assurance processes are in place to demonstrate the achievement of the corporate objectives.


iv. Non-Executive Directors must abide by the specific responsibilities set out in the Audit Committee’s terms of reference


5.3 
Director of Nursing Midwifery and Operations  


i. The Director of Nursing Midwifery and Operations has executive responsibility for:


ii. All aspects of risk management and governance. The post holder’s will report to the Chief Executive and The Board of Directors on all matters relating to Governance.


iii. Acting as Deputy-chair for the Trust's Clinical Governance Committee and an executive member of the CRC has a responsibility ensuring that the terms of reference/membership of both CGC & CRC remain current and relevant.


iv. All aspects of Health & Safety, Security Management and Emergency Preparedness Resilience and Response. This post holder will report to the Chief Executive and Trust Board as appropriate.


v. Ensuring Divisional Managers comply with their risk management responsibilities as set out in this strategy.


5.4 
The Medical Director


i. The Medical Director is responsible for:


ii. Ensuring that the CGC appropriately discusses, addresses and where appropriate escalates key clinical risks identified through the business of the committee. The Medical Director will discuss with DMWO whether clinical risks need to be discussed at CRC or escalated to GACA. The 
Medical Director will report to the Chief Executive and Trust Board as appropriate. This will include presentation of the minutes of the Clinical Governance Committee and all related reports to the Trust Board.


iii. Co-Chairing the Trust's Clinical Governance Committee and has responsible  for ensuring that the terms of reference/membership of this group remain current and the committee work plan reflect the strategic aims and objectives.


5.5 
Director of Finance


i. The Director of Finance is responsible for:


ii. Implementing the Trust's financial policies and for co-ordinating any 
corrective action necessary to further these policies.


iii. Ensuring that detailed financial procedures and systems incorporating 
the principles of separation of duties and internal checks are prepared, 
documented and maintained to supplement these instructions.


iv. Ensuring that sufficient records are maintained to show and explain the 
Trust's transactions, in order to disclose, with reasonable accuracy, the 
financial position of the Trust at any time and without prejudice to any 
other functions of Directors and employees to the Trust, the duties of 
the Director of Finance include:


a. The provision of financial advice to the Trust and its Directors and employees


b. The design, implementation and supervision of systems of financial control


c. Risk management as it relates to the policies, procedures and systems of financial control and management throughout the Trust.


5.6 
Director of Human Resources and Organisational Development and Organisational Development.



i. The Executive Director of Human Resources and Organisational Development and Organisational Development is responsible for:


ii. The strategic direction of human resources for the Trust and for 
providing advice and guidance on all aspects of the Trust’s workforce.  
This includes delivering related strategic objectives and monitoring risks 
that may threaten the achievement of these. 


iii. The Director is also responsible for promoting and encouraging staff to 
report concerns in line with the Whistle blowing policy and monitoring 
the effectiveness of this policy.  



5.7 
Divisional Managers / Clinical Directors


i. Divisional Managers and Clinical Directors are responsible for promoting effective risk management and ensuring there are effective and efficient operational systems in place within their service areas to implement effective risk management in compliance with this Risk Management Strategy by the development and implementation of local risk management treatment and interventions.


ii. Manage risk through a performance management framework. This includes ensuring staff receive appropriate training, promoting risk management, including incident and near miss reporting and feedback, and ensuring environmental, non-clinical and clinical risk assessments are conducted and necessary action plans developed and monitored for full implementation.


iii. Identify appropriate resources (including time, technology, access to other staff and inclusion in management/ staff meetings) to address risk management issues, including risk assessment action plans by linking them to service planning and by developing and reviewing the  services risk registers. 


iv. Implement and support appropriate policies and procedures to minimise 
risks within the Trust, ensuring policies and procedures are up to date and applied within their services.


5.8 
Head of Governance


i. To act as the Chief Executive’s key agent in overseeing governance and risk assurance across the Trust.  The Head of Governance has the authority, on behalf of the Chief Executive to intervene in any part of the Trust where controls to manage key risks are inadequate.


ii. To establish and maintain robust governance systems within the organisation.



iii. Ensure the integration of risk management into all functions of the Trust.


iv. Provide expert advice, guidance and instruction on governance matters to ensure that the organisation minimises risk, meets its statutory requirements and delivers high quality patient care.


v. Liaise closely with the Board Secretary and Executive Directors to ensure the Chief Executive receives appropriate assurance on all aspects of the business and in particular the Assurance Framework. Ensure the Organisation’s strategic plan is aligned with the Assurance Framework 


5.9 
Divisional Risk Leads


i. Co-ordinate the risk management agenda in the Divisions and provide real time information to support risk mitigation. They are responsible for the day to day direction of the risk agenda in the Divisions. 


5.10 Ward/Departmental Managers

i. Ward and Department Line Managers ensure that relevant staff training 
is provided and incidents are reported and actions taken when required. They provide feedback to staff, ensuring that Trust policies, procedures and guidelines are followed to minimise risk.


ii. It is the responsibility of the Human Resources Line Managers/Estates Managers to ensure that agency and contract workers receive relevant risk management information.(See Control of Contractors Policy)


5.11 
All Trust Employees


i. Individuals are responsible for reporting any identified risks in order that 
they can be addressed and are accountable for ensuring their own 
competency and that their training needs are met in discussion with 
their line managers. They attend induction and statutory and mandatory 
training as required, including Risk Management. They ensure that they practice within the standards of their professional bodies, national standards and trust policies procedures and guidelines.

6 Risk Management Trust Principles

i. The Trust Board has legal and statutory obligations, which demand that the management of risk is addressed with a strategic and organised approach to ensure that risks are eliminated or reduced to an acceptable level. In this context the Trust Board defines "acceptable" as follows:


"Risks are where the combined assessment of likelihood and impact show that the cost of remedial action is disproportionate to the loss".


ii. The Trust is committed to the continued development of a risk management system to support the Trust five key aims in accordance with NHS guidance and best practice. This ensures that risk management is an integral part of the Trust’s objectives, plans and management systems. We are committed to providing efficient and effective health care to our patients and a safe and healthy working environment, by using risk management to ensure high quality and safe patient care and to preserve the financial stability of the Trust. To this end the risk register will be utilised to prioritise the management of risk, operationally, tactically and strategically. 


iii. Within the context of this commitment, the Trust will comply with all statutory and mandatory requirements and create the management arrangements and environment, which recognises the management of risk as a key organisational responsibility. This requires that all managers and clinicians accept the contents of this strategy as one of their fundamental duties, incorporating risk assessment into their everyday planning and strategic duties, including business planning and introduction of new services.


iv. In addition, every member of staff will be encouraged to recognise their personal obligations and responsibilities in identifying and minimising risks. This requires a robust and on-going process whereby risks are not only identified but also assessed with the objective of securing improvements to service delivery and practices. The reporting of incidents including serious incidents, near misses and errors and the risk assessment process, are essential to this purpose and will be actively monitored and encouraged.


v. The Board of Directors will be assisted by the work of the Governance and Clinical Assurance Committee and the supporting committees to continuously  integrate the management of risk, safety and quality into the daily operation of the Trust and will draw on its sources of independent assurance from external agencies to be assured on the effectiveness of its internal processes.

7 Risk Management Process

7.1 Identification of Risks


i. Risks are primarily identified through the risk assessment process (appendix A (risk Assessment Policy), however they can be identified through a number of other avenues such as following a safety alert (e.g. from the Medicines and Healthcare Products Regulatory Agency (MHRA)), internal incident reports and reports issued by external bodies into areas of risk in the wider NHS. A risk may be realised if the Trust was not compliant with the steps outlined within the alert.


ii. Corporate risks are identified through threats to the financial and operational performance to the Trust and through failure to meet national targets. Any risk identified should be graded using the risk rating/grading tool found in Appendix D and added to the appropriate risk register if not resolved.


iii. Clinical Risk Management is a process where risks associated with patients’ treatment or care are identified and analysed. Steps are then taken to reduce, control, or eliminate the risk. Local ownership of the assessment is essential in identifying potential or actual clinical risks for which measures can be put in place to remove or reduce the likelihood of occurrence.


7.2 Process for assessing all types risks

There are five key steps in the Risk Assessment Process:


Step 1

· Trained risk assessors, and a senior member of the ward / department should conduct risk assessments.


· Clinicians are responsible for clinical risk assessments when planning care and ensuring they are documented appropriately in case notes/pathways/care plans and/or nursing notes.


· Financial risk is assessed by the General Managers and CBU accountant.


· Identify the hazards.


· Observe the workplace overall and then systematically address individual areas, processes, including clinical procedures, or items of equipment.


· Look for what could reasonably be expected to cause harm. Ask people who work in the area for their opinion.


· Refer to manufacturers’ instructions or data sheets that can help to spot hazards and put risks into their true perspective.


· Review all accident and ill health records as identified.


Step 2

· Decide who/what is likely to be harmed and how.


· Consider those people who may not be in the workplace all of the time e.g. employees (including agency / temporary staff), patients, visitors, contractors etc.


Step 3

· Evaluate the risks arising from the hazards and decide whether existing precautions are adequate or not.


· When you have assessed the need for action, it is then necessary to address the question of controlling the hazard.


· The use of the mnemonic ERIC helps to identify the strategy for control in order of importance:


E: Eliminate


Can the hazard, product, or process be eliminated completely?


R: Reduce


Can the level of exposure to the hazard be lessened, or can a less hazardous substitute be used?


I: Isolate


Can personnel/patients be isolated from the hazard or can the hazard be isolated from the personnel/patients?


C: Control

Can the hazard be controlled by?


•
Methods of work/Procedures


•
Training


•
Information


•
Instruction


•
Supervision


•
Or provision of protective equipment?


Step 4

•
Report your findings to your line manager


•
Record your findings on the risk assessment form. Using the risk assessment matrix, establish the appropriate risk rating for the identified hazard to provide an indication of significant risks that need urgent attention.


•
Record control measures to be taken to eliminate/reduce the risk.


•
Keep a copy of the written document, in the ward/department’s Risk Assessment Folder, for future reference or use.


•
Risks rated as 15 or above should be recorded on local risk register and escalated appropriately.


Step 5

•
Review the assessment regularly annually, or when new staff, new equipment or new methods of work are introduced.


•
Supervise to ensure the risks remain controlled. If there are any significant changes, you should carry out a further assessment to take account of the new hazard.


7.3 Risk Management and Escalation


i. Risks are identified, assessed and added to the risk register of the relevant service area. They are referred to and managed by the service area managers. Where the service area managers are unable to resolve and contain the risk at a tolerable level locally or the risk is rated 15 or above the risk is escalated to CRC.  Risks escalated to CRC are discussed by the committee. 


ii. The Head of Governance and the Trust Board Secretary reconcile the risks discussed at CRC and give consideration to which risks with a score >15 need to be escalated to the Board via the BAF.


7.4 Risk Escalation Process

8 Organisational & Management Arrangements

8.1 Organisational Risk Management Structure

i. (Committees / sub-committees and groups, which have overarching responsibility for risk management) 


ii. The Trust has a risk management infrastructure addressing both clinical and non-clinical issues (Board Committee Structure page 35). 


iii. The Governance and Clinical Assurance Committee and the Audit Committee develop the risk management agenda and the Trust Board of Directors approves this as part of the ratification of this strategy. The Governance and Clinical Assurance Committee receives a six monthly report via the Clinical Governance Committee (CGC). The report will include summaries of the analysis of clinical and non-clinical incidents, claims and complaints (CLIP Report).  The Audit Committee is responsible for providing independent assurance to the Board of Directors on the systems in place for corporate risk management. In addition, the Audit Committee oversees financial risk and monitors the Board Assurance Framework as part of the corporate report.


8.1.1 Executive Management Team (Executive Committee Terms of Reference page 36)

i. The Executive Management Team is Responsible for:


ii. The planning, organising, directing and controlling the organisations systems and resources to achieve service objectives and quality development through implementation of the Trust’s Business Plan.


iii. Providing the Trust Board of Directors with confidence that the systems, policies, and people they have put in place to deliver operational performance of the Trust are effective, comply with standards, are focussed on key risks and are driving the delivery of the Trust Objectives.


Supporting  the risk management accountability arrangements within the organisation and ensure that all significant risks are properly considered and communicated to the Trust Board of Directors including regular updates to the Board Assurance Framework. 


iv. Ensuring that the Trust responds to the requirements of different review bodies involved in independent verification and review the assurances/outcomes as appropriate (including monitoring of progress against action plans).


8.1.2 Governance and Clinical Assurance Committee (GACA) (Governance and Clinical Assurance Terms of Reference page 38)

i. The Governance and Clinical Assurance (GACA) Committee agrees and clarifies committee and working group responsibilities; agrees the risk management strategy annually; identifies objectives and monitors performance in risk management. The committee receives and takes necessary action on reports from the Clinical Governance Committee and from specialist groups including the following:


· Claims, Litigation and Complaints.


· Medicines Management.


· Infection Prevention and Control.


· Blood Transfusion.


· Resuscitation. 


· Information Governance.


ii. In addition to:


· Monitoring Implementation of the Research and Development Strategy.


· Monitoring progress with the service quality accounts.


· Monitoring implementation of Patient Experience Strategy. 


· Reviewing serious incidents reports and action plans.


· Reviewing and monitoring progress with actions plans developed from external reviews e.g. Care Quality Commission High Level Enquiries. 


· Overseeing the action plans as result of external assessments

· Reviewing the Trust’s risk registers.


· Developing and monitoring the Trust Board Assurance Framework.


· Ensuring that risk management is into corporate processes such as business planning and the overall governance structure.


iii. The Governance and Clinical Assurance Committee has delegated power in providing Trust Board Assurance. Therefore when deficits are identified in any of the above, the committee will monitor progress with improvement plans to ensure standards are maintained and safety is not compromised.


8.1.3 Clinical Governance Committee (CGC) (Clinical Governance Committee Terms of Reference page 42)

i. The Clinical Governance Committee oversees Clinical risk management systems, including the ratification of identified policies. 


8.1.4 Audit Committee (AC) (Audit Committee Terms of Reference page 46)

i. The Audit Committee is an independent committee, which provides assurance to the Board on the integrity of structures, processes and responsibilities for identifying and managing the key risk factors for the organisation.

8.1.5 Finance Performance and Business Development Committee (FPBD)    (Finance Performance and Business Development Committee Terms of Reference page 48)

i. The FPBD committee Is responsible for the identification and management of financial risk and ensuring that these are reported to the Board of Directors.


8.1.6 Corporate Risk Committee (CRC)   (Corporate Risk Management Committee Terms of Reference page 51)

i. The CRC develops and implements this strategy, monitors performance from committees reporting to it, identifies any issues of concern and reports to the Executive Management Team. 


ii. The Committee agrees and revises the Trust’s risk register, coordinating and prioritising it and ensuring  GACA/CGC are advised of any High Risks. 


iii. The Committee monitors and receives reports regarding operational and Corporate risk registers.


8.1.7 Putting People First Committee (PPF) (Appendix 14.12, page 55)


i. The PPF receives the minutes of the Health and Safety committee and reports into GACA and FPBD.


ii. To oversee audit of compliance with HR governance standards (e.g. NHSLA, CQC, etc).


iii. To approve the Trust’s OD Strategy and monitor progress against agreed work programmes.


iv. To ensure appropriate continuing professional development/ performance management arrangements are in place in accordance with national requirements and Trust policy.


v. To ratify annual workforce development, commissioning and training plans to ensure achievement of the Trust’s Annual Plans and Service Strategies.

8.1.8 Health and Safety Committee (HSC) (Health & Safety Committee Details and Terms of Reference page 59)

i. The HSC has responsibility for maintaining a healthy and safe environment for all, patients, staff and visitors to Liverpool Women’s NHS Foundation Trust accountability rests with the Chief Executive. 


ii. The HSC has responsibility for implementation and performance monitoring of the Trust’s Health & Safety programme and reports to the CGC.


iii. However it is recognised that the contribution and involvement of all staff in staff related health and safety matters is an important feature of the ability of the Trust to fulfil their legal responsibility.


iv. The Health and Safety Committee is therefore constituted to act as a consultative and advisory forum whose aim is to promote a healthy and safe environment.  

8.2 Financial Risk Management

i. Financial risk will be managed through the following processes:


ii. The Trust's financial objectives will be set and approved by the Trust Board each year. An annual Financial Plan, informed through budget setting and the business planning cycle, will be agreed by the Board.  


iii. The Trust will also submit an Annual Plan to monitor each year, which will be agreed with the Board.  The Plan will include a forward look to the next 2 years.  Financial risks will be identified with any mitigating actions included within the plan.  Monitor will assess the plan and risk rate the Trust in line with the ‘Compliance Framework’.


iv. There will be key financial controls in place, which meet Monitor and Department of Health requirements and which are subject to audit scrutiny. These include Standing Orders, Standing Financial Instructions and Scheme of Delegation. Clear controls will exist for the management of staff and non-staff costs.


v. The Trust financial systems e.g. general ledger, debtors, creditors, cash management and payroll, will be subject to regular review by internal and external audit


vi. There will be a management reporting framework in place, which will ensure the production of regular reports on financial performance, variance analysis, and corrective action and includes year-end forecasts. A report will be provided to the Trust Board on a monthly basis directly or through Trust Board sub-committees. 


vii. The roles of both internal and external audit will have a high profile within the Trust. Their work will be risk based and subject to an annual plan. In the case of external audit, the Annual Audit Letter will be presented to the Trust Board each year.


viii. The Trust will ensure arrangements are in place in respect of Counter Fraud and Security, which are compliant with Department of Health requirements and are subject to external audit.


8.3 Process for review of the Trust wide risk registers

i. The Trust will maintain comprehensive organisational and divisional risk registers. Departmental and Divisional risk registers will identify all risks within their areas and significant risks scoring 15 and above will feed into the virtual organisational risk register following consideration by the Corporate Risk Committee.  Risk Registers will be regular agenda item on the Corporate Risk Committee and Divisional Risk Fora.  Risk Registers must include as a minimum the following:


1. Source of risk (the risk register can be populated with risks from a variety of sources see Risk Register for Risk Management Strategy page 32)


2. Description of the risk


3. Risk Score /Rating


4. Summary risk treatment plan


5. Date of review


6. Residual risk rating


ii. The Board Assurance Framework is utilised by the Trust Board as a planned and systematic approach to the identification, assessment and mitigation of the risks that could hinder the Trust achieving its strategic goals. The assurance framework document contains information regarding internal and external assurances that organisational goals are being met.  The organisational risk register will be reviewed by the Board of Directors through the assurance framework at least twice a year.


iii. During the Trusts business planning processes the organisation will frequently give consideration to innovative, developmental opportunities which that are inherently risky.  The Risk Management Strategy is not exclusively about the mitigation and control of risks but also the calculated encouragement to explore risky opportunities. Good governance institute http://www.good-governance.org.uk/  See Risk appetite matrix,  appendix 14.3, page 33)  


iv. Where risks are identified, mitigations and subsequent action plans are mapped against them. The risk register is used to develop the Board Assurance Framework which is scored using a 5x5 matrix of impact and likelihood (see Appendix B for the risk matrix). This adapted matrix is recommended by the National Patient Safety Agency. This is a 5x5 matrix, in which scores for impact or consequence of the risk is multiplied by the score for likelihood of occurrence. The total score generated is known as the risk rating. All risks scoring 15 and above will be reviewed monthly by the Corporate Risk Committee, where Divisions will be expected to identify their top ten risks.  Top ten risks will be escalated to the organisational risk register for consideration for inclusion onto the Board Assurance Framework.  Any risk identified with a rating of 20 or above will be escalated to the Trust Board following consideration by the Corporate Risk Committee. (See LWH 7.4 Risk Escalation Process, page 16).

v. The Trust Board has delegated responsibility of monitoring risks and assurances to the Governance and Clinical Assurance Committee. The Audit Committee has delegated responsibility from the Board to oversee this process, ensuring that there is adequate external review and assurance and that this is used to inform the Annual Governance Statement.

8.4 Annual Governance Statement

i. NHS Chief Executives as accountable officers are required to provide a Annual Governance Statement in their annual accounts. This statement describes the arrangements to identify and manage risks to the organisation's objectives and the effectiveness of the system of internal control covering the four key risk areas:


· Clinical Governance


· Corporate Governance


· Financial Governance


· Information Governance


ii. The Trust's risk management system is designed to ensure that controls are effective and co-ordinated throughout the Trust by identifying and prioritising risks. In practice this requires the Trust not only to map out the risks and controls and the level of assurance required in each area, but also to identify where additional work is required to provide the assurances. The Trust’s governance systems advise upon any changes in statutory or legislative requirements related to clinical or non clinical risk respectively, and where appropriate produce policies and procedures to ensure compliance.


iii. The system of internal control is designed to manage risk to a reasonable level rather than to eliminate all risk of failure to achieve policies, aims and objectives; it can therefore only provide reasonable and not absolute assurance of effectiveness. The system of internal control is based on an ongoing process designed to:


· Identify and prioritise the risks to the achievement of the Organisation’s policies, aims and objectives.


· Evaluate the likelihood of those risks being realised and the impact should they be realised, and to manage them efficiently, effectively and economically.

8.5 Process for the management of risk locally organisation wide risk management strategy

i. Each Division/Department will complete annual risk assessments, as per the Trust’s Risk Identification, Management and Escalation Policy and Procedure.  The locally identified risks, derived from completing the risk assessment tool, will be utilised to formulate the Divisional/Departmental risk registers. Divisional Managers/Heads of Corporate Functions are responsible for ensuring that actions are put in place to mitigate identified risks.  The Divisional Manager must escalate any risk with a score of 15 (within top ten risks) to the Corporate Risk Committee for discussion and consideration to be included within the Trust’s organisational risk register. All risks need to be considered and managed at a local level at Divisional Management Boards and other forums.


ii. Divisional Divisional Managers are required to attend relevant risk management committee meetings e.g. Clinical Governance Committee, Health and Safety Committee and the Corporate Risk Committee as mandated by such committees.


iii. Department Managers must highlight all high/extreme risks to their line manager (i.e. Divisional Managers/ Heads of Corporate Functions).  


iv. Divisional Managers and Corporate Heads of Department must escalate all identified extreme risks to their line manager i.e. Executive Director/Assistant Director for consideration within the top ten risks for review by the Corporate Risk Committee.


8.6 Communication and Stakeholders

i. The Trust will work collaboratively with other local organisations and stakeholders in relation to risk management. This will include participating in local and regional forums related to risk management, working closely with the relevant NPSA, Health & Safety Executive and Care Quality Commission representatives and working with other local Trusts to identify risks, learn lessons and share good practice.  


ii. Local Stakeholders/partners include:



Internal 



External



Patients



NHS Litigation Authority



Employees



Care Quality Commission



Volunteers



Media



Employee Groups/Unions 

Coroner



Contractors 



Strategic Health Authority



Council of Governors 

Trust Solicitors



Patients' Council 


Local NHS Trusts including CCGs



Parents/Carers


Health and Safety Executive








Environment Agency









Department of Health








National Patient Safety Agency








Local Higher Education Establishments








Voluntary Sector Organisations








Monitor








Local Safeguarding Children’s Boards


9 Responding to Recommendations and Requirements arising from external agency visits, inspections and accreditations


9.1 External Agency, Accreditation, Inspection and Internal Control


i. A process that provides good coordination and evaluation of the work of 
external agency visits, inspections and accreditations will bring increased 
benefits to both the organisation and the review bodies.  


ii. It will help minimise the burden on the organisation by reducing overlap and allow potential gaps in assurance to be identified and addressed.  It is seen as 
part of the organisation’s internal control system and provides assurance to the board, who need, wherever possible, to make use of the work of the many external reviewers and ensure the whole process is efficient and meaningful to 
the organisation.  


iii. For definitions of external agency, accreditation, inspection and internal 
control please refer to ‘Definitions’ section.


9.2 Process for the Management of an External Visit, Inspection or Accreditation

i. The Chief Executive has responsibility for coordinating external agency reviews, and operationally this is delegated to Individual executive Directors.


9.3 Coordination of reviews

i. The Executive Director responsible for specific external reviews will oversee the formation of a working group for the assessment where appropriate.  



ii. The lead manager designated with responsibility for assessment coordination may be at executive or at senior management level as appropriate.


9.4 Identification of External Organisations and Schedule of Review

i. The Trust Board Secretary with identified delegated accountability for specific reviews is responsible for maintaining a schedule of review dates. This should be updated annually.

9.5 Preparation for the Visit and Updating Relevant Committees and Staff

i. It is important that the Trust prepares for the visit to maximise its value and minimise any adverse consequences. The Head of Governance will determine what will be required by the external organisation through dialogue with the organisation, reading guidance provided by the organisation, understanding statutory requirements and from their own knowledge and expertise.


ii. The Head of  Governance will ascertain: 


•
What the purpose of the visit is and how it will be conducted. 


•
Who the inspectors wish to meet and interview. 


•
What locations they wish to visit. 


•
What facilities the inspectors will require. This could be offices, meeting rooms, equipment, documentation, etc. 


iii. The Lead Manager will communicate with key staff, ensuring that they understand what is required of them (the responsibility for preparing for an inspection remains with Trust managers but they will be advised and supported by the Lead Manager). This may require briefing sessions, training, policy development, etc. Staff to be interviewed should be briefed and supported. 


iv. The Trust promotes being open and all staff should be honest and truthful with inspectors. Some inspectors will be enforcing officers and have powers similar to the police (HSE inspectors for example). They have a right to reasonable access to all areas and can interview staff under caution. In extreme cases they can bring individual prosecutions and close down services. It is essential that they are treated with respect and due deference. 


v. Staff should be aware of these powers and will be supported by the Trust in meeting their obligations. 


vi. Often the Trust will be expected to produce evidence of compliance with standards or statutory requirements. This is usually in the form of documentation. The Lead Manager with support of local managers will determine who will lead on the collection and presentation of this documentation. The external organisation may have preferences as to format. 


vii. The Lead Manager will report to the Designated Director and the appropriate committee on progress in preparing for the visit. 


viii. Consideration must be given to the need for identification for inspectors and controlled access/supervised access to clinical areas to ensure safeguarding and safety processes are observed.


9.6 Process for Managing the Visit

i. The Trust welcomes the feedback from inspections and visits, so will engage fully in the process. The Lead Manager will manage the visit so that it is a positive experience for all involved. 


ii. The inspector, where appropriate, should be met by the Chief Executive or Designated Director to show the Trusts commitment. The Lead Manager will escort the inspector and ensure the Trust meets their needs. Hospitality will be arranged.


9.7 Process for Managing an Unannounced Visit

i. Many of the agencies retain the right to make unannounced visits and inspections. It is therefore important that the external organisations are aware of the identity and contact details for the Lead Manager. 


ii. Some unannounced visits can be anticipated, for example following a serious accident, incident or adverse media interest. The Lead Manager should inform the Designated Director when this is likely and prepare as if it were scheduled.


9.8 Receiving Feedback from the Visit

i. Following a visit, the Trust will receive feedback from the external agency. Initially this may be verbal feedback given at the conclusion of the visit; senior Managers will be available to receive this feedback. This initial feedback will be recorded by the Lead Manager who will produce a brief report on all aspects of the visit, to be reviewed by the relevant committee/s.

ii. The Trust may receive a written order from the external organisation that must be complied with immediately (a HSE inspector may issue an enforcement notice for example). These must be acted on by the Lead Officer and the Designated Director immediately. The Executive Team and Trust Board will need to be informed as soon as possible. 


iii. The external agency will provide a written report shortly after the visit. This report will need to be presented to the relevant committee and in some cases to the Trust Board, in order for an action plan to be developed.


9.9 Developing and Maintaining Action Plans

i. Some recommendations must be addressed quickly and completely (where the Trust is found to be non-compliant with statutory instruments, for example). Other recommendations may be advisory and the Trust has some discretion on how it interprets the recommendation. In these cases the recommendation needs to be understood and assessed.


ii. Identified risks must be considered for inclusion on the appropriate risk register as part of the action planning process.


iii. The Lead Manager will produce a list of the recommendations and ensure, through dialogue with the inspector, that each recommendation is understood. For each recommendation the risk associated with not complying with the recommendation must be determined. The priority and resources committed will be proportional to the risk. 


iv. Following a review, action plans to implement any recommendations from external reports will be developed through the lead manager/working group for the review, with input from the relevant Director and the Governance Lead as appropriate.  

v. These action plans must include: 


· The source of the recommendation; action; action in response to the identified risk. This could be a reference to the visit or inspection. 


· The service(s) responsible for meeting the recommended actions. 


· A description of the recommendation actions. 


· The initial risk score. This is the risk if the Trust applied no additional control measures and, or actions. 


· Analysis of existing control measures.  


· Actions (if continuous) will migrate to the control measures contained within the BAF.


· Each action must have an individual identified as the lead for its completion. 


· Each action must have a target completion date. 


vi. There must be a residual risk rating where appropriate. This is the risk score with new control measures in place. There must also be an indication as to whether the residual risk is acceptable. If a risk is accepted this must be agreed by the appropriate committee

10 Key References


i. NHSLA Risk Management Standards for Acute Trusts

ii. Clinical Negligence Scheme for Trusts – Maternity Clinical Risk Management Standards


iii. A Risk Matrix for Managers (NPSA), 2008.


11 Associated Documents


This list does not represent ALL policies related to risk management but are considered key documents):


· The Incident Reporting Policy


· Concerns and Complaints Policy


· Claims Handling  Policy and Procedure


· Fire Safety Policy


· Health and Safety Policy


· Infection Prevention and Control Policy


· Major Incident Plan


· Business Continuity Plan


· Management of Violence and Aggression 


· Lone Workers Policy


· Manual Handling Policy


· Medical Devices and Equipment Management Policy


· Consent Policy


· Transfer and Discharge Policy


· Patient Identification Policy


· Risk Identification, Management and Escalation Policy


· Security Policy


· Lockdown Policy


12 Risk Management Training


i. The Trust must ensure that training is provided in order that the objectives of this strategy are met. Risk Management training commensurate with the duties of individuals should be made available to staff through the TNA process.


ii. The Board of Directors, (including Executive and Non-Executive Directors), must receive higher level risk management training on an annual basis. The annual training should update members on their collective/ individual roles and responsibilities in relation to the management of risk and promotion of quality improvement across the Trust.  The Trust Secretary will receive an Exception Report for non-compliance against Board level mandatory training.  It is the Trust Secretary’s responsibility to follow up non-attendance at mandatory training and enhanced risk management training for Board members to ensure full compliance is achieved.  


iii. Individuals must not take on the role as Lead Investigator for a Root Cause Analysis (RCA) investigation unless they have undertaken Root Cause Analysis training. This training is delivered through the Governance Department. The details of individuals who have been trained are recorded on the OLM system. 


iv. On-going awareness-raising regarding incident reporting and risk 
management awareness is included as part of the Trust’s Corporate 
Induction for new starters and as part of the Statutory and Mandatory 
Training programme. (See Mandatory Training Policy).


v. Several specialist courses are also open to staff, details of which can be found 
in the Trust’s Annual Training and Development Bulletin.  Examples of these are:


· Conflict Resolution Training


· Root Cause Analysis (RCA) 


· Clinical risk and incident reporting 


· Risk assessment course 


· Health and Safety courses 


vi. A training needs analysis for risk management training has been developed and is available in the Mandatory training Policy via the intranet.

13 Policy Administration


13.1 Consultation, Communication and Implementation

		Consultation Required

		Authorised By

		Date Authorised

		Comments



		Impact Assessment

		

		

		



		Have the relevant details of the 2010 Bribery Act been considered in the drafting of this policy to minimise as far as reasonably practicable the potential for bribery?

		Yes (()

		No (Tick)



		External Stakeholders

		None identified



		Trust Staff Consultation via Intranet 

		This policy was placed on the Trust intranet for consultation for a minimum of two weeks prior to ratification.
Start date:

		End Date:





		Describe the Implementation Plan for the Policy  (and guideline if impacts upon policy)


(Considerations include; launch event, awareness sessions, communication / training via CBU’s and other management structures, etc)

		By Whom will this be Delivered?



		Circulate strategy and template to all Divisional Managers; Senior Managers (clinical and non-clinical) and Service Managers

		Implementation of the policy is the responsibility of service managers.





Version History


		Date

		Version

		Author Name and Designation

		Summary of Main Changes



		7

		June  2013

		 Head of Governance 

		Annual Review



		6

		February 2012

		 Head of Governance 

		Changes to reflect the governance structure and NHSLA Standards



		5

		May  2010

		Governance Lead 

		Archived



		4

		March 2007

		Director of Nursing Midwifery and Patient Experience 

		Archived



		3

		March  2004

		Risk Manager 

		Archived



		2

		March 2001 

		Director Of Corporate  Services 

		Archived





13.2 Monitoring Compliance with the Policy


		Describe Key Performance Indicators (KPIs)

		Target

		How will the KPI be Monitored?

		Which Committee will Monitor this KPI?

		Frequency of Review

		Lead



		In date Risk Management Strategy (RMS) in place with risk management structures described

		Approved

		Audit of Minute – approved by Board of Directors (BOD)

		Clinical Governance Committee

		Annual

		Director of Nursing, Midwifery and Patient Experience



		Responsibility for risk is reflected in the terms of reference for Board Standing Committees

		Included in RMS

		Annual Audit of RMS

		Clinical Risk Committee

		Annual

		Trust Board Secretary



		Review of the Trust's Assurance Framework in full by the Board of Directors

		At least twice a year

		Board minutes


Satisfactory Internal Audit Opinion

		Clinical Governance Committee

		Annual

		Head of  Governance & Trust Board Secretary



		Risk graded at 15 or above using the Trust risk scoring matrix reported to the Board of Directors

		100%

		Board Minutes

		Board of Directors

		Annual

		Trust Secretary



		Risk Register reviewed at Corporate Risk Committee (CRC)

		On agenda bi-monthly

		CRC agenda and minutes


Annual Review of CRC against Terms of Reference

		Corporate Risk Committee/Clinical Governance Committee

		Annual

		Head of  Governance



		Action plans are formulated and maintained as a result of external recommendations arising from external agency visits, inspections and accreditations

		100%

		Annual audit of the RMS

		GACA

		Annual

		Head of  Governance



		Action plans arising from external agency visits, inspections and accreditation, are monitored by the relevant committee for progress

		100%

		Annual Audit of the RMS

		GACA

		Annual

		Head of  Governance





13.3 Performance Management of the Policy


		Who is Responsible for Producing Action Plans if KPIs are Not Met?

		Which Committee Will Monitor These Action Plans?

		Frequency of Review


(To be agreed by Committee)



		Head of   Governance

		Clinical Risk Committee

		Quarterly





14 Appendices

14.1 Risk Categorisation Matrix


1 Qualitative Measures of Consequences (Actual / Potential) – select the descriptors which best fit the risk you have identified



		Descriptor

		Insignificant
1

		Minor
2

		Moderate
3

		Major
4

		Catastrophic
5



		Injury
(Physical /
Psychological)

		· Adverse event requiring no/minimal intervention or treatment.


Impact prevented – any patient safety incident that had he potential to cause harm but was prevented, resulting in no harm


Impact not prevented – any patient safety incident that ran to completion but no harm occurred

		· Minor injury or illness – first aid treatment needed


· Health associated infection which


may/did result in semi permanent harm


· Affects 1-2 people


· Any patient safety incident that required extra observation or minor treatment W and caused minimal harm to one or more


persons

		· Moderate injury or illness requiring professional intervention


· No staff attending mandatory / key training


· RIDDOR / Agency reportable incident (4- 14 days lost)


· Adverse event which impacts on a small number of patients


· Affects 3-15 people


· Any patient safety incident that resulted in a moderate increase in treatment X and which caused significant but not permanent harm to one or more persons

		· Major injury / long term incapacity / disability (e.g. loss of limb)


· >14 days off work


· Affects 16 – 50 people


· Any patient safety incident that appears to have resulted in permanent harm Y to one or more persons

		· Fatalities


· Multiple permanent injuries or irreversible health effects


· An event affecting >50 people


· Any patient safety incident that directly resulted in the death Z of one or more persons



		Patient
Experience

		· Reduced level of patient experience which is not due to delivery of clinical care

		· Unsatisfactory patient experience directly
due to clinical care – readily resolvable


· Increase in length of hospital stay by 1-3 days

		· Unsatisfactory management of patient care – local resolution (with potential to go to independent review)


· Increased length of hospital stay by 4 – 15 days

		· Unsatisfactory management of patient care with long term effects


· increased length of hospital stay >15 days


· Misdiagnosis

		· Incident leading to death


· Totally unsatisfactory level or quality of treatment / service



		Environmental
Impact

		· Onsite release of substance averted

		· Onsite release of substance contained


· Minor damage to Trust property - easily remedied <£10K

		· On site release no detrimental effect


· Moderate damage to Trust property – remedied by Trust staff / replacement of items required £10K - £50K

		· Offsite release with no detrimental effect / on-site release with potential for detrimental effect


· Major damage to Trust property – external organisations required to remedy - associated costs >£50K

		· Onsite /offsite release with realised detrimental / catastrophic effects


· Loss of building / major piece of equipment vital to the Trusts business continuity



		Staffing &
Competence

		· Short term low staffing level (<1 day) – temporary disruption to patient care


· Minor competency related failure reduces service quality <1 day


· Low staff morale affecting one person

		· On-going low staffing level - minor
reduction in quality of patient care


· Unresolved trend relating to competency reducing service quality


· 75% - 95% staff attendance at


mandatory / key training


· Low staff morale (1% - 25% of staff)

		· Late delivery of key objective / service due to lack of staff


· 50% - 75% staff attendance at mandatory / key training


· Unsafe staffing level


· Error due to ineffective training / competency we removed


· Low staff morale (25% - 50% of staff)

		· Uncertain delivery of key objective / service due to lack of staff


· 25%-50% staff attendance at


mandatory / key training


· Unsafe staffing level >5days


· Serious error due to ineffective training and / or competency


· Very low staff morale (50% – 75% of staff)

· Failure to adhere to principles of duty of candour /being open

· 

		· Non-delivery of key objective / service due to lack of staff


· Ongoing unsafe staffing levels


· Loss of several key staff


· Critical error due to lack of staff or insufficient training and / or competency


· Less than 25% attendance at


mandatory / key training on an on-going basis


· Very low staff morale (>75%)



		Complaints /
Claims

		· Informal / locally resolved complaint


· Potential for settlement / litigation <£500

		· Overall treatment / service substandard


· Formal justified complaint (Stage 1)


· Minor implications for patient safety if unresolved


· Claim <£10K

		· Justified complaint (Stage 2) involving lack of appropriate care

· Claim(s) between £10K - £100K


· Major implications for patient safety if unresolved

		· Multiple justified complaints


· Independent review

· Claim(s) between £100K - £1M


· Non-compliance with national standards with significant risk to patients if


unresolved

		· Multiple justified complaints


· Single major claim


· Inquest / ombudsman inquiry


· Claims >£1M



		Financial

		· Small loss


· Theft or damage of personal property <£50

		· Loss <£50K


· Loss of 0.1 - 0.25% of budget


· Theft or loss of personal property <£750

		· Loss of £50K - £500K


· Loss of 0.25 – 0.5% of budget


· Theft or loss or personal property >£750

		· Loss of £500K - £1M or loss of 0.5 – 1% of budget


· Purchasers failing to pay on time

		· Loss > £1M or loss >1% of budget


· Loss of contract / payment by results



		Objectives /
Projects

		· Interruption does not impact on delivery of patient care / ability to provide service


· Insignificant cost increase / schedule slippage

		· <5% over project budget / schedule slippage

		· 5 – 10% over project budget / schedule slippage

		· 10 – 25% over project budget / schedule slippage

		· >25% over project budget / schedule slippage



		Business /
Service
Interruption

		· Loss/Interruption of >1 hour; no impact on delivery of patient care / ability to provide services

		· Short term disruption, of >8 hours, with minor impact

		· Loss / interruption of >1 day


· Disruption causes unacceptable impact on patient care


· Non-permanent loss of ability to provide service

		· Loss / interruption of > 1 week.


· Sustained loss of service which has serious impact on delivery of patient care resulting in major contingency plans being invoked


· Temporary service closure

		· Permanent loss of core service / facility


· Disruption to facility leading to


significant ‘knock-on’ effect across local health economy


· Extended service closure



		Inspection /
Statutory Duty

		· Small number of recommendations which focus on minor quality improvement issues


· No or minimal impact or breach of guidance / statutory duty


· Minor non-compliance with standards

		· Minor recommendations which can be implemented by low level of


management action


· Breach of Statutory legislation


· No audit trail to demonstrate that objectives are being met (NICE; HSE;NSF etc.)

		· Challenging recommendations which can be addressed with appropriate action plans


· Single breach of statutory duty


· Non-compliance with core standards <50% of objectives within standards met

		· Enforcement action


· Multiple breaches of statutory duty


· Improvement Notice


· Critical Report


· Low performance rating


· Major non compliance with core standards

		· Multiple breaches of statutory duty


· Prosecution


· Severely critical report


· Zero performance rating


· Complete systems change required


· No objectives / standards being met



		Adverse
Publicity /
Reputation

		· Rumours


· Potential for public concern

		· Local Media – short term – minor effect on public attitudes / staff morale


· Elements of public expectation not being met

		· Local media – long term – moderate effect – impact on public perception of Trust & staff morale

		· National media <3 days – public confidence in organisation undermined – use of services affected

		· National / International adverse publicity >3 days.


· MP concerned (questions in the House)


· Total loss of public confidence



		Fire Safety /
General
Security

		· Minor short term (<1day) shortfall in fire safety system.


· Security incident with no adverse outcome

		· Temporary (<1 month) shortfall in fire safety system / single detector etc (non- patient area)


· Security incident managed locally


· Controlled drug discrepancy – accounted for

		· Fire code non-compliance / lack of single detector – patient area etc.


· Security incident leading to compromised staff / patient safety.


· Controlled drug discrepancy – not


accounted for

		· Significant failure of critical component of fire safety system (patient area)


· Serious compromise of staff / patient safety

		· Failure of multiple critical components of fire safety system (high risk patient area)


· Infant / young person abduction



		Information
Governance / IT

		· Breach of confidentiality – no


adverse outcome.


· Unplanned loss of IT facilities < half a day


· Health records / documentation incident – no adverse outcome

		· Minor breach of confidentiality – readily resolvable


· Unplanned loss of IT facilities < 1 day


· Health records incident / documentation incident – readily resolvable

		· Moderate breach of confidentiality – complaint initiated


· Health records documentation incident – patient care affected with short term consequence

		· Serious breach of confidentiality – more than one person


· Unplanned loss of IT facilities >1 day but less than one week


· Health records / documentation incident – patient care affected with major consequence

		· Serious breach of confidentiality – large numbers


· Unplanned loss of IT facilities >1 week


· Health records / documentation incident – catastrophic consequence



		Medication 

		· Incorrect medication dispensed but not  


     taken

		· Wrong drug or dosage administered with no adverse effects

		· Wrong drug or dosage administered with potential adverse effects

		· Wrong drug or dosage administered with adverse effects

		· Wrong drug or dosage administered with adverse effects leading to death





W = minor treatment is defined as first aid, additional therapy, r additional medication. It does not include any extra stay in hospital or any extra time as an outpatient, or continued treatment over and above the treatment already planned. Nor does it include a return to surgery or re-admission.


X = moderate increase in treatment is defined as a return to surgery, an un-planned re-admission, a prolonged episode of care, extra time in hospital or as an outpatient, cancelling of treatment, or transfer to another area such as intensive care as a result of the incident.


Y = permanent harm directly related to the incident and not the natural course of the patients illness or underlying condition is defined as permanent lessening of 


Bodily functions, sensory, motor, physiologic or intellectual, including removal of the wrong limb or organ or brain damage.


       Z = the death must relate to the incident rather than to the natural course of that patients illness or underlying condition.


2 Consider how likely the outcomes (descriptors) are to happen


Qualitative Measures of Likelihood

		Level

		Descriptor

		Example

		% of risk






		1

		Rare

		Difficult to believe that this will ever happen / happen again.

		<10%



		2

		Unlikely

		Do not expect it to happen / happen again, but it may

		10 – 40%



		3

		Possible

		It is possible that it may occur / recur

		40 – 60%



		4

		Likely

		Is likely to occur / recur, but is not a persistent issue.

		60 – 90%



		5

		Almost
certain

		Will almost certainly occur / recur, and could be a persistent issue

		>90%








14.2 Risk Register for Risk Management Strategy















14.3 Risk Appetite
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14.4 Central Alert 
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CAS LO Acknowledges alert on DH CAS Website within 48  hours  


Alert details are entered onto Ulysses   Alert Module   and  disseminated   to  appropriate  CAS Leads via Ulysses    


CAS  Alert  Sent  f rom  DH  CAS  to   the    CAS Liaison Officer (LO)  


“Action not  required”    


CAS Lead  develops action  plan and sends to  CAS LO within  stated deadline.      


CAS leads to respond to CAS LO within the stated deadline on  Ulysses stating either:        


“Action required  –   o ngoing”   managers for  action   “Action  Complete”  


CAS LO  updates CAS  website.    


Send  completed  action plan to  CAS LO within  stated deadline    


CAS LO  prepares  report monthly  for  CGC  on progress with  action plans  


CAS Leads disseminate   Alert  to ward/dept manag ers for action  and response within the stated deadline    


CAS LO  updates CAS  website.    


CAS LO  updates  DH CAS website  


No further  action required    


No further  action required    


CAS Lead  updates CAS LO  monthly on action  plan progress    




14.5 Board Committee Structure 

14.6 Executive Committee Terms of Reference 

EXECUTIVE COMMITTEE


TERMS OF REFERENCE


Authority:

The Board of Directors hereby resolves to establish a Committee of the Board of Directors to be known as the Executive Committee.

The Executive Committee is authorised by the Board to investigate any activity within its Terms of Reference.  

Membership:

The Executive Committee Membership shall consist of a





Chief Executive 
(Executive Committee Chair)





Executive Directors




A quorum shall be 4 members.

Attendance:

Members would normally attend meetings, and it is expected that members will attend a minimum of 75% of meetings per annum. 




The Chairman and Non Executive Directors (NEDs) of the Trust shall not be members of the Executive Committee but may attend at the invitation of the Executive Committee Chair.






The Chair may invite other officers of the Trust to attend for particular items.


Frequency:

The Executive Committee shall meet formally on a weekly basis.

Duties:

The main purpose of the Executive Committee is to ensure Executive Management of the Trust and the delivery of objectives set by the Board of Directors. This is achieved through ensuring Executive Team discussion, review and agreement of key priorities, actions and milestones. The focus is on the Executive responsibilities in respect of Corporate Delivery and Performance.



The duties of the Executive Committee can be categorised as follows:



Corporate delivery and performance


· Review and monitor  service performance (including financial, clinical and operational indicators)


· Ensure that unacceptable levels of performance and risk relating to operational activity are resolved and escalated to the Board of Directors as appropriate.


· Monitoring of all national standards and targets (including financial and  service)


Scheme Approval


· Review and Approval of Capital schemes up to £500K. Ensuring appropriate business case processes have been followed and any cross-cutting   service issues have been resolved.

· Review and Approval of Revenue Schemes up to £250K. Ensuring appropriate business case processes have been followed and any cross-cutting   service issues have been resolved.


· Review and propose recommendations to the Trust Board of Directors for Capital Schemes over £500K and Revenue Schemes over £250K.


Operational Arrangements


· To be responsible for planning, organising, directing and controlling the organisations systems and resources to achieve service objectives and quality development through implementation of the Trust’s Business Plan.


· Provide the Trust Board of Directors with confidence that the systems, policies, and people they have put in place to deliver operational performance of the Trust are effective, comply with standards, are focussed on key risks and are driving the delivery of the Trust Objectives  effectively.


· To support the risk management accountability arrangements within the organisation and ensure that all significant risks are properly considered and communicated to the Trust Board of Directors including regular updates to the Corporate Assurance Framework.


· To ensure that the Trust responds to the requirements of different review bodies involved in independent verification and review the assurances/ outcomes as appropriate (including monitoring of progress against action plans).



  Service Support

· To support service Boards in discharging their responsibilities.

Reporting:

Formal minutes of the Executive Committee meetings will be taken. These will be made available to any member of the Board of Directors on request.


14.7 Governance and Clinical Assurance Terms of Reference

GOVERNANCE AND CLINICAL ASSURANCE COMMITTEE

TERMS OF REFERENCE 

		Constitution:

		The Committee is established by the Board of Directors and will be known as the Governance and Clinical Assurance Committee (GACA) (the Committee).  





		Duties:

		The Committee is responsible for:


· Receiving assurance that the Trust has in place effective integrated governance systems, risk management and quality improvement 

· Exercising oversight of the systems of governance, risk management and quality improvement and focusing on matters of concern


· Seeking and providing assurance to the Board that the Trust’s systems of governance and risk management are fit for purpose, adequately resourced and effective deployed in order to achieve organisational objectives


· Seeking assurance that the Trust complies with its own policies and all relevant external regulation and standards of governance and risk management.


In particular the Committee will be responsible for:


a) Reviewing risks included on the Board Assurance Framework that are assigned for its oversight


b) Receiving assurances in respect of the Trust’s quality performance.  These assurances will come from internal and external sources including (but not limited to):


· The Quality and Risk Profiles produced by the Care Quality Commission


· The Trust’s CLIP (Complaints, Litigation, Incidents and PALS) reports


· Exception reports from internal Provider Compliance Assessment against CQC outcomes


· Patient surveys


· The Director of Infection Prevention and Control


· Minutes of subordinate committees

c) Testing assurances through ‘deep dives’ 


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


e) Reviewing the Trust’s draft quality report and recommending it to the Board of Directors


f) Receiving assurances in respect of progress against the Trust’s quality report


g) Receiving assurance in respect of the Trust’s response to national clinical guidance from external agencies such as the Care Quality Commission, Health and Safety Executive


h) Receiving the quarterly Board Statements relating to quality and governance as submitted to Monitor


i) Reviewing the Trust’s draft Research and Development strategy and recommending it to the Board of Directors


j) Receiving assurances in respect of progress against the Trust’s Research and Development strategy


k) Receiving assurances in respect of the Trust’s clinical audit function


l) Approving the terms of reference and memberships of its subordinate committees


m) Considering relevant matters delegated or referred to it by the Board of Directors or referred by any of the Board Committees


n) Referring relevant matters for consideration to other Board Committees as appropriate.


o) Escalating matters as appropriate to the Board of Directors.






		Membership:

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


· Non-Executive Director (Chair)

· One additional Non-Executive Directors (one of whom shall be Vice Chair)

· *Medical Director


· *Director of Nursing, Midwifery and Patient Experience

· *Chief Operating Officer

*or their nominated representative who will be sufficiently senior and have the authority to make decisions


Members can participate in meetings by two-way audit 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 Board of Directors will appoint a Non-Executive Director as Chair of the Committee and another Non-Executive 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 including two Non-Executive Directors and one Executive Director (one of whom must be the Medical Director or the Director of Nursing, Midwifery and Patient Experience).

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 75% of all meetings.


b. Officers


The Head of Governance and Trust Secretary shall normally attend meetings.  Other executive directors (including the Chief Executive) 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.


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 bi-monthly, with at least 5 meetings 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 will report directly to the Board of Directors in respect of matters of risk excluding financial and commercial risks which are within the remit of the Finance, Performance and Business Development Committee.  The Committee 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 to approve those policies and procedures for matters within its areas responsibility.


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 Governance and Clinical Assurance Committee will be accountable to the Board of Directors.


The minutes of the Governance and Clinical Assurance Committee meetings will be formally recorded and submitted 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.

Approved minutes will also be circulated to members of the Audit Committee.

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 Governance and Clinical Assurance 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 Governance and Clinical Assurance:

		19 December 2012 



		Approved by Board of Directors:

		TBC



		Review date:

		



		Document owner:

		Julie McMorran, Trust Secretary


Email:  julie.mcmorran@lwh.nhs.uk

Tel:      0151 702 4033





14.8 Clinical Governance Committee Terms of Reference

Clinical Governance Committee


TERMS OF REFERENCE


		Constitution  

		The Board hereby resolves to establish a Committee of the Board of Directors to be known as the Clinical Governance Committee (the Committee).






		Membership  

		The Committee membership shall consist of the following:


· A Chairman who shall be the Medical Director


· Director of Nursing, Midwifery & Operations

· Head of Governance


· Clinical Governance Leads (Maternity, Gynaecology, Neonatal, Hewitt Centre, theatres and anaesthesia, genetics) or nominated deputy from each Division


· Director of HR


· Chair of educational Governance Committee


· Chair of Medicines Management Committee


· Director of Clinical Audit or head of clinical audit deputizing


· Director of infection Prevention and Control


· Director of Research & development or deputy


· Head of Midwifery and Neonatal Nursing


· Head of Nursing (Gynaecology)


· Chief Information Officer


· Equality & Human Rights


· R&D Manager


· Supervisor of Midwives






		Attendance  

		Medical Director and Director of Nursing, Midwifery & Operations, and the Chairs, Research & Development, Clinical Audit, Infection Control, Risk and Patient Quality/Experience/PPI Committees shall normally attend meetings. Other Executive members shall also have a right of attendance subject to invitation by the Chairman of the Committee.






		Quorum 

		A quorum shall be six members, with at least one Executive Director.






		Frequency  

		Meetings shall normally be monthly, and not less than ten times a year.








		Authority  

		The Committee is authorised by the Board to investigate any activity within its Terms of Reference.






		Duties 

		The primary purpose of the Clinical Governance Committee is to ensure that patients receive the safest and highest quality care possible by overseeing the organisation’s systems and processes for monitoring and improving the quality and safety of services and the patient’s experience of these services.



The duties of the Committee can be categorised as follows:


The Committee is responsible for considering high level clinical risks that may impact on the achievement of the organisation’s objectives:


1. The Committee will approve and monitor all internal policies & procedures relating to clinical governance.


2. The Committee will oversee compliance with statutory external regulation, including: NICE, NPSA, CEMACE, NHSLA (including CNST), HFEA, CPA, CQC, EDS (Equality Delivery System. Goals 1&2).

3. The Committee will oversee the achievement of the key standards falling  within its remit: 


· Infection Control


· Research Governance


· Educational Governance


· Clinical Audit


· Medical Devices Management


· Medicines Management


· Decontamination


· Information Governance


· Consent


· Mandatory Training


· Transfer and discharge


· Safeguarding


· Complaints, Incidents and Claims and being open.


· Patient Information


· Supervision of Medical Staff in training


· High Level enquiries and NSF’s


· EDS Goal 1: Better health outcomes for all


· EDS Goal 2: improved patient access and experience


4. The Committee will monitor the quality and safety of all aspects of clinical practice within the Trust, to include clinical effectiveness, professional development, and continuous quality improvement.


5. The Committee will receive reports on clinical quality and safety which will include information compiled from Clinical Divisions and sub committees on:


a) Progress in achieving agreed objectives for clinical governance (action plan from baseline assessment)


b) local and national clinical audits


c) Patient Experience


d) clinical negligence claims received and action taken


e) adverse clinical incidents reported and action taken


f) medication and transfusion errors reported


g) Hospital infection reports


h) compliance against NHSLA and CNST standards


i) compliance with and implementation of NICE guidelines


j) Clinical outcome indicators


k) Clinical Audit reports


l) Compliance with recommendations from the key national reports relevant to the services provided at LWH.


6. The Clinical Governance Committee will also, through Clinical Divisions representatives, ensure that each Clinical Division regularly reviews its clinical protocols, clinical incident reports, and new developments and clinical guidelines, and reports progress to the Committee.


7. The Clinical Governance Committee will prepare and submit an annual report on clinical governance activity to the Board of Directors and oversee the production of the Quality Account.


8. Action resulting from decisions taken at the Committee will be implemented via Clinical Divisions management structures

Sub Committees:

· Research & Development Committee


· Information Governance Committee


· Clinical Audit Committee


· Medicines Management Committee


· Infection Prevention and Control Committee


· Health & Safety Committee


· Medical Devices & Decontamination Committee


· Resuscitation

· Blood Transfusion

· Safeguarding

· Patient Experience Committee



		Reporting  

		The minutes of Clinical Governance Committee meetings shall be formally recorded and submitted routinely to the Governance and Clinical Assurance Committee. 






		Conduct  

		The Committee has delegated responsibility from the Board of Directors for managing clinical risk( in conjunction and liaison with the risk management authorities of the Trust including the Corporate Risk Committee as and when necessary), and providing/obtaining assurances against that risk as documented in the Assurance Framework.






		Work plan

		The committee shall develop an annual work plan and monitor consistently of compliance.



		Review

		The constitution, terms of reference and progress of the Committee shall be reviewed annually. 








Ratified by the committee 10th May 2013 


14.9 Audit Committee Terms of Reference

Aims:


To monitor and oversee the clinical audit programme across the trust


Terms of Reference:


To ensure the realisation of the Trust Clinical Audit Strategy by:


- Contributing to the development of the Annual Audit Programme in each CBU


- Encouraging clinical staff to engage in clinical audit activity


- Reviewing ongoing audit activity


- Providing expert advice on a range of audit issues (linking to clinical information


systems, training and development etc)


- Promoting clinical audit within and across specialities


- Monitoring audit activity and ensuring audit cycles completed including


monitoring the development and implementation of action plans


- Advising on matters relating to clinical audit at local, regional and national level


- Contributing to the development of audit reports for a range of governance and


assurance purposes.


Review of terms of reference: Annually


Membership:


Director of Clinical Audit


Head of Clinical Audit


Clinical Speciality Clinical Audit Leads


Obstetric


Gynaecology


Neonatology


Surgical Services Reproductive Medicine


Genetics


Pharmacy


Nursing and Midwifery Representatives


Midwife / Gynaecology Nurse


Theatre Nurse + / ODA


Neonatology Nurse


RMU Nurse


Genetic Counsellor


Other professionals


Imaging / Ultrasonographer


Head of Clinical Effectiveness


IMT & Coding Representative


Clinical Audit Department Staff


Lay representative / patient representative

Quorum:


8 from above


One of Clinical Audit Director or Trust Head of Clinical Audit


At least 6 clinicians (3 of whom should be CBU audit leads)


At least one other member of Clinical Audit Department


Accountability and reporting:


Trust Clinical Governance Committee


Attendance:


Members are expected to attend 60% of meetings (6 out of 11 per annum).


Clinical members of the committee If unable to attend should send a colleague to


deputise.


Meeting frequency:


11 meetings during the calendar year (Monthly except August)


Meeting organisation:


Clinical Audit Department Staff


Document tracking / control:


Clinical Audit Department Minutes


Should be archived and stored on Clinical Audit Shared Drive and Trust Website

14.10 Finance Performance and Business Development Committee Terms of Reference

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. Review the productivity metrics for the Trust and oversee performance against these metrics

f. Review the treasury management procedures


g. Oversee the development and implementation of the estate strategy


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


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


Business planning and development


The Committee will:


j. 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

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

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

m. 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)


· One additional Non-Executive Director

· Chief Executive


· Director of Finance


· Director of Nursing and 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 four members including two Non-Executive Directors (one of whom must be the Chair or Vice Chair), and two Executive Directors. 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:

		



		Approved by Board of Directors:

		



		Review date:

		March 2104



		Document owner:

		Julie McMorran, Trust Secretary


Email:  julie.mcmorran@lwh.nhs.uk

Tel:      0151 702 4033





14.11 Corporate Risk Management Committee Terms of Reference

Corporate Risk Committee

TERMS OF REFERENCE 

		Constitution:

		The Corporate Risk Committee is established by the Board of Directors and will be known as the Corporate Risk Committee.





		Duties:

		The Corporate Risk Committee is responsible for:

Risk Management

· Ensure that appropriate arrangements exist within the Trust for the effective management of risk and that strategies and policies pertaining to the management of risk are effectively implemented.


· Review the Trust’s Risk Management Strategy on an annual basis


· Review corporate and clinical risks as they may impact upon achievement of the Trust’s strategic objectives, ensuring appropriate mitigation plans are in place.


· Co-ordinate and prioritise risk management issues across the Trust,  using the Trust Framework for the Grading of Risks, and assign responsibility to appropriate individuals or sub-groups to address these priorities.


· Ensure the maintenance of a comprehensive risk register and the inclusion of prioritised risk issues.

· In conjunction with other Board Committees and Sub-Committees, monitor the risk register and review the progress of action plans to reduce risk, recommending remedial action where appropriate.

· Develop an annual management plan for the control, reduction and removal of significant and priority risk issues and produce a quarterly report to the Board on progress against the plan.


· Produce an annual risk management report for submission to the Board and for circulation across the Trust and to relevant stakeholders.


· Define and develop key indicators capable of showing improvements in the management of risk


· To provide information to the Board to enable it to focus on key prioritized risks, adequacy of controls and action required


· To ensure that standards and procedures relating to risk are embedded throughout the organisation


· To monitor compliance with legal, statutory and other regulatory requirements related to risk management





		Membership:




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


Chief Executive [Chair]


Director of Nursing, Midwifery and Patient Experience [Deputy Chair]


Two executive directors including the chair


Head of Governance


Managing Director Hewitt Centre


Deputy Director of Finance

Divisional representatives


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 Board of Directors will appoint a member of the Corporate Risk Committee as Chair of the Corporate Risk Committee 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 Chair or nominated deputy and five other members.






		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:

		c.  Members


Members will be required to attend a minimum of 80% of all meetings.

Divisional Manager or their designated deputy


Head of Corporate Functions (e.g. Estates, IM&T, Finance)


As required:


Other Persons by invitation


Health & Safety Manager


MIAA Representative

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 10 times per year.  The frequency of meetings will be reviewed after 12 months of operation.  Additional meetings may be arranged from time to time, if required, to support the effective functioning of the Trust.






		Authority:

		The Committee has delegated powers from the Board of Directors to coordinate and prioritise all categories of risk management.  This will be achieved through review of the Trust’s risk register(s) and assurance framework. Its function is to ensure that appropriate arrangements exist within the Trust so that effective management of risk is implemented and embedded.






		Accountability and reporting arrangements:

		The Corporate Risk Committee will be accountable to the Board of Directors.

The minutes of Corporate Risk Committee will be formally recorded and submitted to the Executive Committee along with a report identifying key areas.  Any areas of specific concern or which require Board approval, will be the subject of a separate report.


The Corporate Risk Committee will provide:


· Quarterly corporate risk register for submission to the key Board Committees


· Annual risk management report for submission to the Board and for circulation across the Trust and to relevant stakeholders


The committee will receive regular reports on risk, which will include information compiled from Divisions and Corporate Departments on:


· Division and Corporate Risk Register


· Feedback from Division Risk Committees


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

Trust standing orders and standing financial instructions apply to the operation of the Corporate Risk Committee.



		Conduct:

		The committee will develop a work plan with specific objectives which will be reviewed regularly and formally on an annual basis. The committee will also review its performance against the “effective committee” checklist after six months and thereafter on an annual basis.


Agendas, papers and minutes to be distributed not less than 4 working days prior to meetings. Papers to be tabled in exceptional circumstances. Any other business to be notified to the Chair of the meeting in advance.

1.  Calling out a new risk (>12) as AoB is unacceptable, without the prior consent of the chair of the committee, it is preferable to receive a paper with the agenda, a week ahead of the meeting


2.  Calling out a new risk (>12) that sits within another CRC members portfolio without prior briefing of the member should not normally happen as routine practice. 


3.  Where a new risk is called out (>12), but requires further debate away from the CRC, this should be recorded as an action and fed back at the next meeting to ensure resolution/conclusion was found and thus a strong audit trail exists


4.  Where a new risk (>12) straddles more than one CRC members portfolio debate away from the CRC should be inclusive of relevant stakeholders and  recorded as an action and fed back at the next meeting to ensure resolution/conclusion was found and thus a strong audit trail exists


5. Challenge is essential, where intelligence exists to challenge assumptions in respect of risks  (>12) we have a duty to share this, not sharing creates a climate for false assurance – this is unacceptable



		Monitoring effectiveness:

		The Corporate Risk 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 Corporate Risk Committee.



		Reviewed by Corporate Risk Committee:

		March 2012 



		Approved by Board of Directors

		



		Review date:

		May 2014



		Document owner:

		Richard Sachs


Head of Integrated Governance

Email:  Richard.sachs@lwh.nhs.uk

Tel:      0151 702 4387





14.12 Putting People First Committeee Terms of Reference

PUTTING PEOPLE FIRST COMMITTEE

TERMS OF REFERENCE 

		Constitution:

		The Committee is established by the Board of Directors and will be known as the Human Resources and Organisational Development Committee (the Committee).  






		Duties:

		The Committee is responsible for:

a. Developing and overseeing implementation of the Trust’s People Strategy (integrated workforce and organisational development strategy) and plan and providing assurance to the Board of Directors that this is being delivered in line with the annual planning process


b. Oversight of the strategic implementation of multi-disciplinary education and training and gaining assurances that the relevant legislative and regulatory requirements are in place (Education Governance Committee)


c. Approving, monitoring and reviewing policies, procedures and guidance documents relating to the management of the Trust’s workforce


d. Monitoring and reviewing workforce key performance indicators to ensure achievement of the Trust’s strategic aims and escalate any issues to the Board of Directors


e. Reviewing any changes in practice required following any internal enquiries that significantly impact on workforce issues


f. Oversight of the strategic implementation and monitoring of staff engagement levels as evidenced by the results of the national and any other staff surveys 


g. Reviewing and approving partnership agreements with staff side


h. Ensuring that the Trust fulfils all legislative and regulatory requirements pertaining to workforce and organisational development issues, including but not limited to equality and diversity


i. Approving the terms of reference and membership of its reporting groups and overseeing the work of those groups, receiving reports from them for consideration and action as necessary and routinely receiving the minutes of their meetings


j. Receipt and review of relevant risks (including those referred from other Committees or subcommittees) concerned with workforce and organisational development matters as identified through the Board Assurance Framework. Monitor progress made in mitigating those risks, identifying any areas where additional assurance is required, escalating to the Board of Directors as required. 


k. Receiving and considering reports from the Health and Safety Committee and taking any necessary action.






		Membership:




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


· Non-Executive Director (Chair)


· 1 other Non-Executive Directors


· Director of Human Resources/Organisational Development


· Director of Nursing, Midwifery & Operations


· 2 Divisional Managers


· Staff Side Chair


· Medical Staff Committee representative


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 Board of Directors will appoint a Non-Executive Director as Chair of the Committee and another Non-Executive 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 five  members including:


· The Chair or Vice Chair 


· One Non-Executive Director


· One Executive Director


· One Divisional Manager


· Staff side Chair or Medical Staff Committee representative 






		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:

		d.  Members


Members will be required to attend a minimum of 75% of all meetings.


e. Officers

The Deputy Director of Human Resources/Organisational Development, HR Business Partners, Learning and Development Manager, Head of Midwifery, Estates and Facilities Manager (covering external contractor contracts), Education Governance Chair and representative from the Finance Department shall normally attend meetings.


Members may send a nominated representative to attend meetings on their behalf when they are not available, provided they are sufficiently senior and have the authority to make decisions.

Other executive directors, 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 4 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 Human Resource and Workforce Development Committee will be accountable to the Board of Directors.


The minutes of Human Resource and Organisational Development Committee meetings will be formally recorded and submitted 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.

Approved minutes will also be circulated to members of the Audit Committee.


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 Human Resource and Workforce 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 Human Resources & Organisational Development Committee:

		



		Approved by Board of Directors:

		4 March 2011 and updated 1 April 2011 to include reference to Chair in meeting quorum


Updated 28 September 2012



		Review date:

		April 2013



		Document owner:

		Julie McMorran, Trust Secretary

Email:  julie.mcmorran@lwh.nhs.co.uk 


Tel:      0151 702 4033





14.13 Health & Safety Committee Details and Terms of Reference

		Group

		Health & Safety Committee



		Aim




		To implement health and safety management in line with national guidance, legislation and the Trust Risk Management Strategy to provide a safe environment for patients, staff and members of the public.



		Terms of Reference

		· The committee have a duty to review and ratify Health and Safety Trust policies. 


· Review, approve and monitor the schedule of work relating to Health and Safety management.


·  Monitor the effectiveness of health and safety policies and procedures  within the organisation through  reports from directorates and supporting departments bi-monthly  to include: 


· Incidents, complaints, claims, trends and changes in practice. 


· Health and Safety risk assessments associated action plans and changes in practice. 


· The health and safety risk register and all associated action plans and changes in practice.


· To identify mandatory health & safety training and to establish and communicate a health and safety training plan for the Trust.  To Monitor and evaluate health & safety training. 


· Monitor the effectiveness of Trust security systems through bi-monthly review of action plans and changes in practice developed from the Trust wide risk assessment. 


· Monitor the effectiveness of the Trust fire safety systems through bi-monthly review of action plans and changes in practice developed from the Trust wide risk assessment. 


· To establish working parties when necessary to investigate specific problems and to oversee their work and achievement.


· Minutes of HSC meetings will be published and made available to all staff in the Trust staff on the Intranet.


· Escalate all serious Health and Safety  incidents to the  Director 


      of Nursing Midwifery and Patient Quality 



		Review of Terms of Reference

		Terms of Reference should be reviewed annually.



		Meetings 




		The Committee will hold 6 meetings annually.





		Attendance 

		Members will attend no less than 80% of scheduled meetings and will arrange for a deputy to attend in their absence



		Membership




		Management Side Members

· Governance Lead (Chair)


· HR Risk Lead


· IM&T Risk Lead


· Finance Risk Lead


· Head of Estates & Facilities


· Genetics Risk Lead


· Critical Care Risk Lead


· Obstetrics Risk Lead


· Gynaecology Risk Lead


· Reproductive Medicine Risk Lead


· Staff side union representatives


Impartial Members

· Health & Safety Manager


· Occupational Health Nurse Specialist


Advisors & Co-opted Members


The Committee may co-opt for any of its meetings, or part of a meeting, such persons not being members of the Committee, as may serve the purpose of the Committee.  Such co-opted members may only serve in a consultative or advisory capacity and their attendance should be agreed with the Chairman prior to the meeting(s).   


Examples of advisors/co-opted members could include:


· Employment Medical Advisor


· Fire Officer


· HSE officer



		Quorum

		A quorum of the Committee shall consist of not less than five of those members (or their deputies) entitled to be present. 



		Accountability & Reporting




		The Assistant Director Clinical Governance is accountable to the Trust Board for ensuring all matters relating to Health & Safety.


The committee reports to the Human Resources Committee.



		Attendance

		In the event of an appointed member of the Committee being unable to attend a meeting, a deputy must attend in his/her place.  The absence of a member, or his/her deputy, will not render the proceedings of the Committee invalid. The nominating of deputies and their attendance in the absence of regular members is encouraged in order to ensure active involvement and to minimise the deferring of agenda items





		Meeting Frequency




		The committee shall meet bi-monthly.  Additional meetings may be convened at the discretion of the chairperson in the event of serious matters arising, at the request of any member of the committee. A schedule of meetings will be agreed on the 3rd last month of each year.



		Agenda Setting and Minute Production and Distribution




		The Governance Lead will produce minutes.


The items for the agenda shall be submitted to the Governance Lead no later than seven days before the meetings.   Items of urgency will be accepted under “Any Other Business” with the Chairman’s approval.


The agenda shall be circulated to all committee members along with any supporting papers no later than three days before each meeting.



		Document Tracking/Control

		Documents submitted to the group/committee should be identifiable with the following information:


· Trust logo 


· Group/committee name


· Date


· Author – must include title


· Directorate if relevant.


· Version and status e.g. draft 2, final etc


· Font and size should reflect corporate standard i.e. aerial 12pt.


· Page numbers X of Y.





14.14 Trust Management Board Terms of Reference

TRUST MANAGEMENT GROUP

TERMS OF REFERENCE 

		Constitution:

		The Group is established by the Executive Committee and will be known as the Trust Management Group (the Group).  






		Duties:

		The Group is responsible for ensuring that all operational components of the Trust’s services are on track to meet the business objectives of the organisation, and that there is good communication and information sharing across corporate and divisional structures.  Its duties can be categorised as:


a. Ensuring the decisions of the Board of Directors are implemented, including development and delivery of service and financial strategies and plans including the Trust’s annual and operational plans, integrated business plan and long term financial model

b. Reviewing and making recommendations to the Board of Directors in respect of clinical strategy, in particular the Trust’s quality accounts

c. Reviewing corporate performance and implications at service level


d. Receiving monthly exception reports from each division based on the performance and assurance report


e. Reviewing and making recommendations to the Board of Directors or its relevant Committee/s in respect of cross-cutting strategies e.g. human resources, estates, patient experience


f. Reviewing capital proposals prior to approval to ensure cross-cutting service issues are identified and addressed appropriately


g. Reviewing business cases prior to approval.





		Membership:

		The Group’s membership will be appointed by the Executive Committee and will consist of:


· Chief Executive (Chair)


· All Executive Directors

· All Clinical Directors 

· *Divisional Managers

· *Director of Research and Development


· *Chair of Medical Staff Committee


· Trust Secretary


· Two representatives of the Nursing and Midwifery Board


· One representative of the scientific staff

*or their nominated deputy who must be sufficiently senior.


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 Chief Executive will be Chair from the outset and she will nominate another Executive Director to take the Chair in her absence.  






		Quorum:

		A quorum shall be 50% of the membership including the Chair or Vice Chair, one other Executive Director, two Clinical Directors, one Divisional Manager and one member of the Nursing and Midwifery Forum.





		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:

		 Members


Members will be required to attend a minimum of 75% of all meetings.


Officers


The Chair may invite other officers of the Trust to attend meetings for particular items.






		Frequency:

		Meetings shall be held monthly.






		Authority:

		The Group is authorised by the Executive Committee 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 Group.


The Group is authorised by the Executive Committee and the Board of Directors 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 Trust Management Group will be accountable to the Executive Committee.


The minutes of Trust Management Group meetings will be formally recorded and submitted to the Executive Committee.  The Chair of the Group shall draw to the attention of the Executive Committee any issues that require disclosure to it, or require executive action.  The Chair will also refer matters as appropriate to the Audit Committee, Governance and Clinical Assurance Committee and/or the Finance, Performance and Business Development Committee and/or the Workforce and Organisational Development Committee of the Board of Directors, and/or other groups within the Trust’s governance structure.

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


Trust standing orders and standing financial instructions apply to the operation of the Trust Management Group.






		Monitoring effectiveness:

		The Group 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 Group.



		



		Reviewed by Trust Management Board:

		23 September 2011 







		Approved by Executive Committee:

		 September 2011






		Review date:

		September 2012



		Document owner:

		Julie McMorran, Trust Secretary


Email:  julie.mcmorran@lwh.nhs.uk

Tel:      0151 702 4033





15 Initial Equality Impact Assessment Screening Tool

Check for INDIRECT DISCRIMINATION against SERVICE USERS in possession of any protected characteristics listed below:

		Protected Characteristic

		YES

		NO

		Evidence to support your decision




		Action needed (complete action plan appendix 2)

		Action to be completed by (name and date)



		Age

		

		(

		Document describes the Organisation’s Strategy, Policy and process for identification and management of risk. It does not include any qualification requirements for access, care or treatment.

		None

		



		Disability

		

		(

		Ditto

		None

		



		Gender reassignment

		

		(

		Ditto

		None

		



		Race

		

		(

		Ditto

		None

		



		Religion or Belief

		

		(

		Ditto

		None

		



		Sex

		

		(

		Ditto

		None

		



		Sexual Orientation

		

		(

		Ditto

		None

		



		Marriage or Civil Partnership

		

		(

		Ditto

		None

		



		Pregnancy or Maternity

		

		(

		Ditto

		None

		



		Does the policy/procedure/service or function protect the individuals human rights

		(

		

		The document includes requirements for the organisation and its staff to be open, honest and truthful and to adhere to the Duty of Candour in its interactions with  patients and the wider public.

		None

		





Risk of Discrimination = Nil

Nil impact – Process stops here, no need to continue to a full Equality Impact Assessment (EIA) – provide evidence to support your decisions where appropriate


Low impact – 1’Yes’ = can you take steps to remove any potential discrimination by amending the policy/function?


High impact – more than one ‘Yes’ – continue to carry out the full EIA immediately


Check for DIRECT DISCRIMINATION against SERVICE USERS in possession of any of the protected characteristics listed below:


		Protected Characteristic

		YES

		NO

		Evidence to support your decision




		Action needed (complete action plan appendix 2)

		Action to be completed by (name and date)



		Age

		

		(

		Document describes the Organisation’s Strategy, Policy and process for identification and management of risk. It does not include any qualification requirements for access, care or treatment.

		None

		



		Disability

		

		(

		Ditto

		None

		



		Gender reassignment

		

		(

		Ditto

		None

		



		Race

		

		(

		Ditto

		None

		



		Religion or Belief

		

		(

		Ditto

		None

		



		Sex

		

		(

		Ditto

		None

		



		Sexual Orientation

		

		(

		Ditto

		None

		



		Marriage or Civil Partnership

		

		(

		Ditto

		None

		



		Pregnancy or Maternity

		

		(

		Ditto

		None

		



		Does the policy/procedure/service or function protect the individuals human rights

		(

		

		The document includes requirements for the organisation and its staff to be open, honest and truthful and to adhere to the Duty of Candour in its interactions with  patients and the wider public.

		None

		





Risk of Discrimination  = Nil

Nil impact – Process stops here, no need to continue to a full Equality Impact Assessment (EIA) – provide evidence to support your decisions where appropriate


Low impact – 1’Yes’ = can you take steps to remove any potential discrimination by amending the policy/function?


High impact – more than one ‘Yes’ – continue to carry out the full EIA immediately


Check for INDIRECT DISCRIMINATION against EMPLOYEES in possession of any of the protected characteristics listed below:


		Protected Characteristic

		YES

		NO

		Evidence to support your decision




		Action needed (complete action plan appendix 2)

		Action to be completed by (name and date)



		Age

		

		(

		Document describes the Organisation’s Strategy, Policy and process for identification and management of risk. It does not include any indication of anything that would discriminate against any particular group or person with a protected characteristic.

		

		



		Disability

		

		(

		

		

		



		Gender reassignment

		

		(

		

		

		



		Race

		

		(

		

		

		



		Religion or Belief

		

		(

		

		

		



		Sex

		

		(

		

		

		



		Sexual Orientation

		

		(

		

		

		



		Marriage or Civil Partnership

		

		(

		

		

		



		Pregnancy or Maternity

		

		(

		

		

		



		Does the policy/procedure/service or function protect the individuals human rights

		(

		

		

		

		





Risk of Discrimination = Nil

Nil impact – Process stops here, no need to continue to a full Equality Impact Assessment (EIA) – provide evidence to support your decisions where appropriate


Low impact – 1’Yes’ = can you take steps to remove any potential discrimination by amending the policy/function?


High impact – more than one ‘Yes’ – continue to carry out the full EIA immediately


Check for INDIRECT DISCRIMINATION against EMPLOYEES in possession of any of the protected characteristics listed below:


		Protected Characteristic

		YES

		NO

		Evidence to support your decision




		Action needed (complete action plan appendix 2)

		Action to be completed by (name and date)



		Age

		

		(

		Document describes the Organisation’s Strategy, Policy and process for identification and management of risk. It does not include any indication of anything that would discriminate against any particular group or person with a protected characteristic.

		

		



		Disability

		

		(

		

		

		



		Gender reassignment

		

		(

		

		

		



		Race

		

		(

		

		

		



		Religion or Belief

		

		(

		

		

		



		Sex

		

		(

		

		

		



		Sexual Orientation

		

		(

		

		

		



		Marriage or Civil Partnership

		

		(

		

		

		



		Pregnancy or Maternity

		

		(

		

		

		



		Does the policy/procedure/service or function protect the individuals human rights

		(

		

		

		

		





Risk of Discrimination = Nil

Nil impact – Process stops here, no need to continue to a full Equality Impact Assessment (EIA) – provide evidence to support your decisions where appropriate


Low impact – 1’Yes’ = can you take steps to remove any potential discrimination by amending the policy/function?


High impact – more than one ‘Yes’ – continue to carry out the full EIA immediately


ASSESSMENT COMPLETED BY:  


DATE:

INITIAL EQUALITY IMPACT ASSESSMENT SCREENING ACTION PLAN


		Negative Impact




		Action to be taken

		Responsible


 Person

		Timescale

		Resource 


implications



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		





The Trust is committed to a duty of candour by ensuring that all interactions with patients, relatives, carers, the general public, commissioners, governors, staff and regulators are honest, open, transparent and appropriate and conducted in a timely manner.  These interactions be they verbal, written or electronic will be conducted in line with the NPSA, ‘Being Open’ alert, (NPSA/2009/PSA003 available at � HYPERLINK "http://www.nrls.npsa.nhs.uk/beingopen" �www.nrls.npsa.nhs.uk/beingopen� and other relevant regulatory standards and prevailing legislation and NHS constitution)







It is essential in communications with patients that when mistakes are made and/or patients have a poor experience that this is explained in a plain language manner making a clear apology for any harm or distress caused. 







The Trust will monitor compliance with the principles of both the duty of candour and being open NPSA alert through analysis of claims, complaints and serious untoward incidents recorded within the Ulysses Risk Management System.







Audit Committee







RISK ESCALATOR – Liverpool Women’s NHS Foundation Trust







BOARD OF DIRECTORS







GOVERNANCE AND CLINICAL ASSURANCE (GACA)







CORPORATE RISK COMMITTEE (CRC)







DIVISIONAL FORA







RISK REGISTER
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All risks 15 or above (automatically 



escalated to CRC)







Directorate / divisional risks 



reviewed at Divisional Fora







Risks identified populate



the Risk Register







Incidents



Complaints



Claims







Assurance Framework







External Assessment and reviews







Adhoc Risk Assessments







All risks 15 or above escalated as required







Internal indicators / Assessment







3 Using the Risk Rating Matrix determine the Severity (Extreme / High / Moderate / Low)



Risk Rating Matrix







Consequence�

1�

2�

3�

4�

5�

�

Likelihood�

�

�

�

�

�

�

1�

1�

2�

3�

4�

5�

�

2�

2�

4�

6�

8�

10�

�

3�

3�

6�

9�

12�

15�

�

4�

4�

8�

12�

16�

20�

�

5�

5�

10�

15�

20�

25�

�

















(HCSU/RMWG/2004 & NPSA 2008)



E = Extreme risk – immediate action required (stop the activity) 



H = High Risk – Senior Management attention needed



M = Moderate Risk – management responsibility must be ascertained



 L = Low Risk – manage by routine procedures







The common sources of information that are used by NHS organisations to populate their Risk Registers











RISK REGISTER
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EXTERNAL







Complaints



Incidents



Claims



Pals







National



Initiatives











MDA, SAB 



Alerts







Consultation 



External 



Stakeholders







Benchmarking 







Consultation 



- Staff & Patients







ORGANISATIONAL OBJECTIVES







National Enquiry Reports







Mandatory / 



Statutory Targets











Risk 



Assessments







PROACTIVE







REACTIVE







Internal Inspections 



Audits







CQC



NHSLA



HSE



Monitor



Reports
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Formulating a Risk Register
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Trust Health Check Report

Month 02 - May 2013

Monitor Financial Risk Rating

Monitor Financial Risk Rating >= 3 3

Key Performance Indicators

Monitor Governance

There is 1 breach of the Monitor Compliance Framework in Month 02:
All Cancers: 62 day referral to treatment

Commissioner Contract

Total No of Indicators = 74

The Trust is monitored monthly by the CCG on the performance indicators included within our
provider contract. The Trust is currently reporting a RED status on 15 of the 74 indicators. The Trust
has to improve performance in these areas in order to avoid potential financial penalties (18Wk
RTT, Cancer & Infection Control targets).

The main areas of concern relate to: No 'Never Events'; Fetal Anomaly accepted Scans & Scans
between 18 & 20 wks; Women seen by a Midwife by 12wks; Antenatal Sickle Cell Screening; All
Cancers 62 Day Referral to Treatment; All Cancers: 31 day diagnosis to treatment. (1st definitive);
18Wk RTT Open Pathways >52Wks; 18Wk RTT Non-Admitted pathways for sub-specialties
Infertlity and Reproductive Medicine (performing at aggregate level); and also failing for Incomplete
pathways for sub-specialty Infertility amd Reproductive Medicine (performing at aggregate level);
Diagnostic Waiting Times for specialty Gynae (performing at Aggregate level); A&E unplanned
reattendance rate; Non-clinical cancellations; Choose & Book availability.

Please note that a number of indicators are not required on a monthly basis, reporting will be
completed as required (24).

15 44

INTERNAL COMPLIANCE

Corporate Indicators

6 breaches against quality indicators in Month 02:-
(i) Complaints Response Times

(i) Annual Appraisal & PDR

(i) Professional Registration lapses

(iv) Contract Income

(v) Non Contracted Income 6.0
(vi) Budget variance

PLEASE NOTE THAT THE HR FIGURES ARE NOT CURRNETLY AVAILABLE FOR SICKNESS & ABSENCE
RATES AND TURNOVER RATES

Service Line Status: Information not yet available due to early scheduling of meetings

CQUIN/CQC/Monitor Quality Indicators
Service Line Reports Status Red Green Red Amber Green
Hewitt Centre & Genetics high risk 2 2 6 4 15
Gynae, theatre & Anaesthesia high risk 10 19 6 5 20
Maternity & Imaging high risk 6 23 11 3 14
Neonates & Pharmacy high risk 1 1 5 2 25

Other Key Issues

Please note that as of April 2013 the CCG is required to apply financial penalties for any patient waiting >52wks for treatment (E5k per
patient). For Month 02 the Trust reported 1 breach >52wks but this patient had been submitted in Aprl3 & is still as yet to have
treatment so a further penalty charge will not be applied as penalty is per patient breach (patient being treated within Infertily/RMU).
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Monitor Compliance Framework

2013 - 2014 (Checked against 2013/14 Compliance Framework 16/05/13, H McCabe)

Trust Position

Monitoring

Quarter 1 April

Threshold Weighting period Quarter 2 Quarter 3 Quarter 4 - May 2013
Clostridium difficile - meeting the C . Diff objective 0 1.0 Quarterly [ 0 B 0 ) 0
MRSA - meeting the MRSA objective 0 1.0 Quarterly | 0 P 0 ) 0
. . Surgery** ~ >94% 1.0 Quarterly 100.00% 100.00% 100.00% 94.12%
All ;31
Cancers: 31 day diagnosis to treatment (subsequent) ' - - tments™ A >98% 1.0 Quarterly 100.00% 100.00% 100.00% 100.00%
GP referrals** » >79%* 1.0 Quarterly 85.29% 96.15% 89.66% 78.57%
Screening referrals** | >90% 100.00% 100.00% 100.00% 100.00%
1. Performance ||All Cancers: 62 day referral to treatment 10 Quarterly
against national (>5 patients)
measures : - -
All Cancers: 31 day diagnosis to treatment. A >96% 0.5 Quarterly 98.21% 98.18% 97.03% 97.22%
(1st definitive)
All Cancers: Two week. *x N >93% 0.5 Quarterly 98.15% 96.90% 94.70% 97.08%
A&E Clinical Quality: Total time in A&E (%) 95% 1.0 Quarterly 99.93% 99.86% 99.93% 99.73%
Maximum time of 18 weeks from boint of referral to Admitted 90% 1.0 Quarterly 97.33% 96.70% 96.81% 96.26%
freatment in aqareqate P Non-admitted 95% 1.0 Quarterly 96.32% 95.79% 95.34% 95.14%
gareg Incomplete pathway 92% 1.0 Quarterly 92.54% 93.67% 93.60% 93.26%

* Includes 6% tolerance, as approved by DH 2009/10 and Monitor 2010/11. Tolerance to apply until notified otherwise (Monitor Compliance manager correspondence Aprl2).
**Target only applicable if accountable for more than 5 patients per quarter

N Only reporting 1 breach for quarter. Monitor will not score trusts failing individual cancer thresholds but only reporting a single patient

breach over the quarter.
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Health Check: Mandatory Requirements
2012 - 2013

Commissioner Contract

To deliver safe services

To deliver the most effective outcomes

Incidence MRSA bacterium 0 0 0 0 0 0 0 0 0 0 0
Incidence of Clostridium difficile 0 0 0 0

NO "never events" Total 0 0 0

NO "never events" Opened New Target 12/13 0 0

NO "never events" Closed New Target 12/13 0 0
Serious incidents Total 9

Serious incidents Opened New Target 12/13 New Target 22
Serious incidents Closed New Target 12/13 New Target 1
Newborn blood spot screening: Coverage 99% 100.00% No Data No Data No Data No Data No Data No Data No Data No Data No Data
Newborn blood spot screening: Avoidable repeat tests 0.5% Qtrly Qtrly Qtrly Qtrly Qtrly Qtrly No Data No Data
Newborn blood spot screening: Timeliness of result 98% e rx rx il el Hx hx rx el bl
Newborn & Infant physical Examination: Coverage 99.5% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Newborn & Infant physical Examination: Timely assessment 100% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Fetal Anomaly scan: Women offered scan at first booking 100% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Fetal Anomaly scan: Number of accepted scans 100% 95.22% 99.16% 98.39% 99.42% 102.1% 85.9% 85.2% 100.88% 86.67% 97.23%
Fetal Anomaly scan: undertaken between 18 and 20 wks 100% 79.94% 79.15% 73.66% 75.66% 75.5% 78.4% 85.5% 87.08% 85.47% 85.33%
Fetal Anomaly scan: number rescanned by 23 weeks 100% 100.00% 100.00% 100.00% 100.00% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Women who have seen a midwife by 12 weeks 90% 93.68% 91.93% 98.83% 98.99% 92.88% 99.07% 86.08% 94.29% 79.83% 95.84%
Failure to publish Formulary 0 New Target 12/13 No Data No Data
Duty of Candour New Target 12/13 No Data No Data
Medicine Management - PBR excluded recharges 95% New Target 12/13 No Data No Data

Antenatal Infectious disease screening: HIV coverage 90% 97.29% 98.37% 98.68% 98.25% 98.81% 97.07% 99.06% 97.93% 99.31% 97.20%
Antenatal Infectious disease screening: Hepatitis 90% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% No Data 100.00%
Down's Screening Completion of Laboratory request forms 100% 94.10% No Data No Data No Data No Data
Antenatal sickle cell and thalassaemia screening: Coverage 99% 97.35% 97.00% 96.32% 97.27% 98.23% 98.70% 99.11% 98.65% 99.07% 99.13%
Antenatal sickle cell and thalassaemia screening: Timeliness 75% 53.21% 51.80% 50.65% 57.34% 61.57% 50.82% 55.30% 53.82% 57.81% 61.45%
Antenatal sickle cell and thalassaemia screening: FOQ completion 95% 93.77% 95.28% 96.57% 96.26% 96.41% 97.96% 97.83% 98.17% 94.89% 96.36%
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Health Check: Mandatory Requirements
2012 - 2013

Commissioner Contract

Peer Support: Pregnant women informed about the service 80%
Peer Support: Breastfeeding women contact by team during stay. 80%
Smoking status for all patients 95%
Smokers to be offered advice / intervention 95%
Smoking interventions to maternity smokers at 12 weeks 95%
Smokers to be offered referral to stop smoking specialist 50%
Maternity matters: Skin to skin contact 82%
Maternity matters: Skin to skin contact min 1 hour TBC
To deliver the best possible experience for patients and staff

Indicator Name T’ggit
All Cancers Summary \ivzezigr\r:;igg
All Cancers: two week walit. >=93%
All Cancers: 62 day referral to treatment (GP referrals)* >=79%
All Cancers: 62 day referral to treatment (consultant upgrade)** >=85%
All Cancers: 62 day referral to treatment (screening referrals)** >=90%
All Cancers: 31 day diagnosis to treatment. (1st definitive) >=96%
All Cancers: 31 day diagnosis to treatment (subsequent surgery) >=94%
Cancer Network: number of missed or re-arranged first appointments following TBC
urgent suspected cancer referral (2 week rule)

18 week referral to treatment times: admitted (All Specialities) 90%
18 week referral to treatment times: non-admitted (All Specialities) 95%
18 week referral to treatment times: non-admitted (Gynaecology) 95%
18 week referral to treatment times: non-admitted (Genetics) 95%
18 week referral to treatment times: non-admitted (Reproductive Medicine) 95%
18 week referral to treatment times: non-admitted (Infertility) 95%
18 Week Incomplete Pathways (All Specialties) 92%
18 Week Incomplete Pathways (Genetics) 92%
18 Week Incomplete Pathways (Gynaecology) 92%
18 Week Incomplete Pathways (Infertility and Andrology) 92%
18 Week Incomplete Pathways (Reproductive Medicine) 92%
18 Week Incomplete Pathway with current wait >52Wks 0
Diagnostic Waiting Times a Maximum wait of 6 weeks 99%

100.00%

87.55%

100.00%

97.58%

97.58%

57.58%

87.57%

97.78%

88.89%

100.00%

100.00%

96.88%

100.00%

98.18%

96.38%

97.27%

99.19%

100.00%

78.08%

92.20%

100.00%

92.73%

86.15%

94.44%

0

98.44%

100.00%

88.19%

100.00%

0.00%

95.99%

15700.00%

86.42%

0] 0] 0 0 0] 0] 0] 2 1 2

99.26%

96.00%

100.00%

100.00%

97.30%

100.00%

96.96%

96.15%

96.72%

100.00%

95.24%

82.56%

92.91%

100.00%

93.23%

88.67%

95.05%

0

99.18%
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100.00%

95.76%

100.00%

96.81%

96.81%

56.38%

84.85%

73.68%

96.61%

100.00%

100.00%

100.00%

97.06%

100.00%

96.95%

96.09%

96.70%

100.00%

92.31%

81.40%

93.95%

100.00%

94.32%

90.95%

91.34%

0

99.81%

100%

88.20%

98.99%

98.25%

98.25%

59.65%

87.34%

73.44%

97.96%

90.00%

33.33%

100.00%

97.50%

100.00%

97.22%

95.77%

96.28%

100.00%

89.80%

86.14%

94.26%

99.25%

94.57%

91.63%

91.94%

0

99.82%

100%

95.85%

100.00%

97.69%

97.69%

52.31%

86.77%

72.28%

96.15%

100.00%

100.00%

100.00%

100.00%

100.00%

95.77%

95.37%

96.30%

100.00%

81.13%

86.89%

92.80%

99.31%

93.12%

88.76%

93.02%

0

99.53%

100.00%

99.59%

100.00%

97.44%

97.44%

60.51%

85.06%

70.44%

97.12%

90.48%

100.00%

100.00%

100.00%

100.00%

95.56%

95.29%

95.67%

99.29%

89.80%

83.33%

93.82%

100.00%

94.50%

92.80%

77.69%

0

99.09%

100.00%

80.93%

108.51%

98.84%

98.84%

66.47%

89.48%

77.68%

95.80%

85.00%

100.00%

100.00%

96.88%

100.00%

97.88%

95.17%

97.05%

99.25%

70.00%

87.06%

93.14%

99.46%

94.55%

89.23%

12.73%

0

99.12%

100.00%

80.69%

100.00%

98.60%

98.60%

59.44%

89.43%

80.47%

91.85%

87.88%

100.00%

100.00%

95.00%

100.00%

New Target 12/13

96.83%

95.56%

97.52%

100.00%

69.23%

77.78%

93.83%

99.50%

95.37%

89.13%

74.05%

0

100.00%

100.00%

95.10%

100.00%

95.12%

95.12%

54.88%

84.47%

71.54%

96.09%

86.21%

100.00%

100.00%

100.00%

90.00%

94.64%

95.01%

96.23%

100.00%

68.63%

87.25%

92.60%

100.00%

94.25%

84.33%

76.52%

99.68%

100.00%

92.92%

100.00%

95.97%

95.97%

66.44%

87.68%

75.04%

98.16%

70.37%

50%**

100.00%

94.74%

100.00%

3

97.83%

95.29%

96.47%

100.00%

80.33%

79.03%

93.98%

100.00%

95.51%

87.62%

80.00%

l/\/\

99.82%





Health Check: Mandatory Requirements
2012 - 2013

Commissioner Contract

To be efficient and make best use of available resources

Maternity matters: Early discharge (within 12 hours) 25% 28.91% 28.20% 28.61% 25.07%

Maternity matters: Early discharge (within 24 hours) 50% 80.44% 82.70% 61.06% 60.00%

* Includes 6% tolerance, as approved by DH 2009/10 and Monitor 2010/11.
Tolerance to apply until notified otherwise (Monitor Compliance manager

**Target only applicable if accountable for more than 5 patients per quarter. May13
currently accountable for 3.5 patients

M>E2Wk Waiter is one of the same patients submitted in Aprill3 & therefore does
not incur an additional financial penalty.
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30.61%

64.43%

28.33%

59.04%

*** Data Suuplied by external Organisation, not yet recieved.

30.14%

55.82%

26.10%

55.03%

A Only reporting 1 breach for quarter. PCT will not score trusts failing individual
cancer thresholds but only reporting a single patient breach over the quarter.

Diagnostic Waiting Times a Maximum wait of 6 weeks (Gynaecology) 99% 95.76% 97.74% 99.04% 98.94% 98.23% 96.19% 96.40% 100.00% 98.59% 98.51%
Diagnostic Waiting Times a Maximum wait of 6 weeks (Imaging) 99% 99.13% 99.72% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 99.82% 100.00%
A&E Summary \ivzeslgé‘ggg 2 2 2

A&E: Unplanned reattendance rate within 7 days 5% 10.52% 10.82% 10.21%

A&E: Left department without being seen 5% 2.83% 2.63% 2.88%

A&E: Time to initial assessment (95th percentile) 15 9 14 14

A&E: Total time spent in A&E (95th percentile) 240

A&E: Time to treatment in department (median) 60 57 55 62 59 53 60 64 60 62 54
A&E: Total time spent in A&E (%) 95% 99.89% 99.90% 99.80% 99.80% 100.00% 99.90% 100.00% 99.90% 99.47% 100.00%
A&E: Ambulance handover times 15 mins 0 0
A&E: Ambulance handover times 30 mins New Target 12/13 0 0
A&E: Ambulance handover times 60 mins New Target 12/13 0 0
A&E: Trolly Waits 12 Hours 0 0 0 0] 0 0 0 o)

Last minute cancellation for non clinical reasons <=0.6% 0.77% 0.70% 0.65% 0.63% 0.77% 0.77% 0.78% 0.80%

Last minute cancellation for non clinical reasons not readmitted in 28 days 0 0.00% 33.33% 0.00% 40.00% 18.75% 14.29% 0.00% 0.00%

Urgent Operations Cancelled for the 2nd or more time. 0

Failure to ensure that "sufficient appointment slots" available on Choose & Book 4% 4.28% 4.00% 5.00% 6.62% 11.75% 20.16% 11.74% 9.66% 13.39%
Mixed Sex Accomodation 0 0 0 0 0 0 0 0 0 0

23.34% 28.48%

52.37% 55.96%






Health Check - Developmental Indicators

2012 - 2013

Indicator Name

Target
12/13

Target
13/14

Aug-12

Sep-12 Oct-12

Nov-12 Dec-12 Jan-13 Feb-13

Mar-13

Apr-13

May-13

To deliver safe services
Neonatal Blood Stream Infection Rate

MRSA screening (elective) **

MRSA screening (emergency) **

<1.0
>=1
>=1

<1.0
>=1
>=]1

See Apr

To deliver the most effective outcomes

Intensive care transfers out

Still birth rate (Not < 22 Weeks or Late Transfers)

Still Birth Rate

Returns to Theatre

Incidence of multiple pregnancy (reporting 3 month behind)

Neonatal deaths (<28 days): per 1000 booked births
Neonatal deaths (<28 days): per 1000 births

Biochemical Pregnancy Rate (reporting 3 months behind)

Day case overstay rate

8

0.67%
0.67%
0.99%
<20%
<4.27
<6.83
25.50%
<4.90%

8

0.67%
0.67%
0.99%
<20%
<4.27
<6.83
25.50%
<4.90%

1

0.60%
0.82%
0.54%
11.60%
4.13
2.72
35.86%
2.98%

Complaints response times
Number of Complaints received

First Appointment cancelled by hospital
Subsequent Appointment cancelled by hospital
TCI cancelled by hospital for clinical reasons

TCI cancelled by hospital for non clinical reasons
Day case rates based on management intent

To Deliver the best possible experience for patients and staff

100%
109
<8.60%
<11.82%
<2.07%
<5.71%
>75%

100%
109
<8.60%

<11.82%

<2.07%
<5.71%
>75%

0%
47
5.46%
11.41%
1.35%
4.84%

2 3

0.66% 0.58%
0.85% 0.77%
I 0o0%
11.50% 11.30%

1.43 1.42

1.41 2.75
41.79% 39.17%
5.36% 5.71%

17% 100%
64 63
6.18% 7.97%
10.30% 10.20%
1.67% 1.84%
3.89% 5.10%

3 5 7 8
0.53% 0.47% 0.49% 0.53%

BT oo [NOGSNIN MO

0.78% 0.58% 0.00% 0.68%
10.70% 11.70% 11.70% 10.80%
2.99 1.47 3.26 1.68
736 1.45 4.81 1.66
41.50% 48.30% 45.83% 34.76%
4.21% 3.43% 3.74%

79

13
0.56%

e

10.20%
1.63
4.81

34.83%

Annual appraisal and PDR
Attendance at all mandatory training elements *
Professional registration lapses

Sickness and absence rates

Turnover rates

Staff Engagement (reporting 3 month behind)

To develop a well led, capable and motivated workforce

95%

3.5%
<=10%

no data

Coesavh | 80emh | 7979% [ 7esl% | 7e20% | 7zos%  |NENITIIEG

Not Available***

78% 77%

no data no data

7% 78% 78% 78%

no data no data no data no data

38%

6.34%
10.41%

5.30%
75.13%

3

0.32%
0.65%

11.00%
3.16
3.12

45.10%

4.89%

no data

1.56%
3.12%
75.96%

71.58%

3

0.31%
0.47%

11.30%
0.00
0.00

44.24%

4.61%

31%
32
7.70%
10.31%
1.82%

70.67%

no data

no data

Contract Income
Non Contracted Income

Budget variance

Capital Expenditure

Use of temporary/flexible workforce
(bank and agency)

>=0
>=0
>=0
£9,197

year on year
reduction

be efficient and make best use of available resources

>=0
>=0
£9,197

year on year

reduction

-£248,320
-£400,650

£654,277

£1,920
-£265,323 -£213,492
-£501,323 -£369,099

£752,385 £940,606

* Targets for Attendance at mandatory training updated from September 2012 as discussed in Eduation Governance Meeting
** MRSA calculated using Patient to Screen matching from September 2012
*** HR team currently in transition to a new reporting system.
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£14,013 £734,796 £1,533,548 £2,133,256
-£299,552 -£334,097 -£350,687 -£369,757
-£303,000 £126,000 £343,000 £383,000

£1,180,870 £1,366,867 £1,606,700 £1,872,383

£2,919,740
-£421,097
£1,049,184

£2,292,339

-£168,206
-£8,678
-£122,000

£370,000
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		Agenda item no:

		13/14/104(b)



		Meeting:

		Board of Directors



		Date:

		5 July 2013



		Title:

		CLIP Report Quarter 4


(Complaints, Litigation, Incidents and PALS January - March 2013)



		Report to be considered in public or private?

		Public



		Purpose - what question does this report seek to answer?

		The report is to ensure that a coordinated approach is taken with the management of risks identified through Coroners Inquests, Never Events, Serious Incidents, Formal Reviews Claims, Clinical & Non-Clinical Incidents, Complaints, Patient Advice and Liaison Service (PALS) Concerns and Compliments/thank you.



		Where else has this report been considered and when?

		This report was presented at Clinical Governance Committee on

3rd May 2013 and GACA on 26 June 2013



		Reference/s:

		



		Resource impact:

		None



		What action is required at this meeting?

		To receive and approve  the learning identified, note the recommendations from this report and take assurance from the learning highlighted



		Presented by:

		Richard Sachs, Head of Governance



		Prepared by:

		Governance Team





		Strategic objectives:



		To develop a well led, capable and motivated workforce

		



		To be efficient and make best use of available resources

		



		To deliver safe services

		(



		To deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(



		Other:



		Monitor compliance

		(

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		CQC Outcome 4: Care and welfare of people


who use services (4b: Learns from adverse events, incidents, errors and near misses)



		Clinical Negligence Scheme for Trusts

		



		NHS Litigation Authority

		NHSLA 2.2 Incident Reporting, 2.3 Claims and Complaints 2.4, Claims management, 2.5 Investigations,2.6 Analysis & Improvement, 2.7 Learning Lessons from Claims





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



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

		





1. Introduction

· The CLIP report has been developed by the Governance Team to ensure a coordinated approach to the analysis of Coroner Inquests, Serious Incidents, Never Events, Claims, Clinical and Non-Clinical Incidents, Complaints, PALS Concerns and Compliments which includes qualitative and quantitative analysis.  This is the 4th report using NPSA codes to identify trends as requested by the Clinical Commissioning Group and the first report to include formal reviews in the table below.

· By adopting an aggregated approach, this report provides a comprehensive overview of the Trust’s risks and risk related issues to identify actions taken as a result of identified trends and were possible demonstrate service improvement.

· The time period for this report is 01/01/2013 – 31/03/2013. The table below uses comparative data for this quarter against the previous quarter.

		Quarter 3 2012/13

in comparison with 


Quarter 2 2012/13

		Maternity, Neonatal, Imaging & Clinical Services Division

		Gynaecology, Anaesthetics and Genetics Division

		Hewitt 


Centre

		Corporate Departments

		Estates & 

Facilities



		

		Q3

		Q4

		Q3

		Q4

		Q3

		Q4

		Q3

		Q4

		Q3

		Q4



		Coroner Inquests

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



		Never Events

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



		Serious Incidents

		1

		3

		1

		2

		0

		0

		1

		0

		0

		0



		Formal Reviews

		6

		2

		1

		0

		0

		0

		0

		0

		0

		0



		Claims 

		16

		11

		9

		6

		0

		0

		0

		0

		0

		0



		Complaints

		13

		26

		17

		20

		3

		3

		0

		3

		0

		0



		Clinical Incidents

		522

		488

		234

		172

		10

		6

		41

		28

		1

		0



		Non-Clinical Incidents

		40

		39

		13

		16

		0

		0

		6

		0

		13

		10



		PALS Concerns

		7

		10

		12

		7

		1

		1

		0

		1

		0

		0



		Compliments

		19

		22

		 6

		11

		1

		5

		0

		0

		0

		0





Key:


Green- decreasing incidents / increasing compliments, 

Amber- remains consistent. Increase/decrease in incidents within 10% is identified as Amber  

Red- increasing incidents / decreasing compliments.  


2.   
Identified Themes and Organisational Learning

		

		Themes/Issues

		Actions taken as a result of trends / following investigation

		Demonstrable Service Improvement



		Coroner’s Inquests

		· No Coroners inquests

		N/A

		N/A



		Never Events

		· No Never Events

		N/A

		N/A



		Serious Incidents

		· SI are reported to the Board in a private paper

		N/A

		N/A



		Formal Reviews



		3 in Gynaecology 

· 2 formal reviews as a result of litigation

· 1 formal review for laparoscopic injury


2 in Maternity 

· Unexpected admission to NNU


· Unexpected admission to HDU

		· No surgical or anaesthetic problems identified


· A formal review of 24 cases of laparoscopic injuries from 2008-2012 was undertaken-no excess of injuries compared to RCOG figures. No specific consultants identified.

· No care or service delivery problems identified

· Liaison with RLUH, regular meetings

		· Appropriate care 

· No change in practice

· Good documentation by staff.  Prompt action and appropriate clinical care given.

· Development of joint pathway for women who are transferred to RLUH for care/investigations.  Direct phone line to MAU at RLUH.



		Claims

		· Still Birth

		· No Trends identified

		· Not available.



		Complaints




		· Medical care and Treatment

		· No Trends identified



		· Complaints of perception of unprofessional behaviour reduced by 50% since Q3



		Clinical 


Incidents




		· CNST trigger incidents



		Top 5 types of clinical incidents by NPSA codes remain the same over the past 12 months.

		· 30% Reduction in Communication Incidents recorded in Q2

· 30% Medication in medication incidents since Q3



		Non-Clinical Incidents

		· Patient accident

		No trends identified

		· 28% reduction in patient accidents since Q2



		PALS 


Concerns

		· Clinical treatment

		· PALs concerns are dealt with at the time of the concern being raised.

		· Discussed with the manager at time of concern 



		Compliments

		· 64 positive comments received via Website & Twitter. 

		· Feedback is given to the Divisions and Departments from the website and Twitter account. 

		· Maternity use this information to nominate employees of the month. 


· Thank yous collated in Gynaecology wards.





3.  
Compliments, Celebrations, Concerns & Challenges

Compliments (a sample of patient thank yous and compliments from the Website and Twitter.

· “I loved having my baby in the womens. I was under the nurse Sue Thompson Amazing women and my little girl is 4 now! :) x”

· “Our Son, Carlos, was born prematurely on the 4th November, 1993. He is now a very healthy man studying for a Masters Degree at Imperial College, London...in Engineering….You are amazing people who never gave up on the little body as he arrive in the world!
His progress is a testament to your total commitment to your profession. We cannot start to thank you enough...suffice it to say his presence in the world is down to you! Thank you. A very proud and thankful dad”.

· “Many thanks for the advice the emergency room gave me last night hopefully I will be well soon :) xx”

· “The word cancer is so taboo, so frightening, not many people like to discuss it. But I feel I want to shout it from every rooftop, be strong, be brave, be positive, because you really do have miracle workers saving our lives”

· “Without the Hewitt centre I would not have my little man for which I am eternally grateful amazing work they do x x”

· Thanks again to Dr Andrew Drakeley. Am 30 weeks pregnant all well still. Cant wait to cuddle my baby after 4 years. thank you”

· “A massive thanks to the fantastic, professional and caring staff in the EPU. The care I received was amazing despite how busy the department is and how hard each and every member of staff work”.

· “I had my baby in the Midwifey Led Unit on Saturday 5th January and I would like to thank the amazing Midwives and staff who looked after me during my labour and safe delivery of our baby girl…. my husband and I cannot praise all involved enough”

Celebrations

· 120% increase in positive messages sent via Twitter and Website since Q3.

· Gynaecology are carrying out formal reviews when a legal claim is received by the Division


Concerns


· As requested by the Clinical Commissioning Group, the reported incidents have been classified by NPSA codes.  However, this has proved problematic not all incidents are not mapped to an NPSA code and are classified as ”Other” by the NPSA. Therefore, analysis of incidents by NPSA codes does not give a true picture of any themes or trends.

· The legal team request information on lessons learnt and changes in practice as a result of a claim but a response is not always provided by the Divisions or Corporate departments.  Therefore, service improvement cannot be demonstrated from claims.

Challenges


· In view of the Francis recommendations there is a clear need to reconcile sources of intelligence relating to Safety, Effectiveness, Experience and Innovation to ensure that the organisation is well informed with suitable evidence that can aid the delivery of high quality services to this end there is an genuine need to review the Ulysses/Safeguard system, codes, data, processes and procedures.  This exercise has been delegated within the Governance team and a completion date set for December 31st 2013.

Recommendations

· To use Safeguard’s internal coding rather than the NPSA codes for categorising incidents as analysis by NPSA codes do not give a true picture of any themes or trends.


Appendix 1 
Complaints, Litigation, Incidents & PALS in Q4 per Divisions/depts

Table 1 Below Shows Complaints Categories Q4 2012/13.  
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Table 2 Below Shows Litigation Categories Q4 2012/13
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Table 3 Below Shows Incident Categories by NPSA Code in Q4 2012/13.  
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Table 4 Below Shows PALS Concerns in Q4 2012/13.  
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		Agenda item no:

		13/14/105





		Meeting:

		Board of Directors





		Date:

		5 July 2013





		Title:

		PULSE Survey- Quarter 1 Review





		Report to be considered in public or private?

		Public 





		Purpose - what question does this report seek to answer?

		How are we measuring our staff engagement levels and learning from that feedback?





		Reference/s:

		





		Resource impact:

		None





		What action is required at this meeting?

		 To:


· note the introduction and roll out of the Pulse Survey, and the feedback from our employees for Q1 2013/14


· support the actions taken to feedback and implement change at a local level as a result of the Pulse Survey


· agree the frequency with which the Board wishes to be updated on Pulse Survey results








		Presented by:

		Michelle Turner, Director of Human Resources & Organisational Development





		Prepared by:

		Rachel London, Senior HR Business Partner





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		Y



		To be efficient and make best use of available resources

		



		To deliver safe services

		Y



		To deliver the most effective outcomes

		Y



		To deliver the best possible experience for patients and staff

		Y





		Other:



		Monitor compliance

		Y

		Equality and diversity

		Y



		NHS constitution

		Y

		Integrated business plan

		Y





		Which standard/s does this issue relate to:



		Care Quality Commission

		12, 13, 14



		Clinical Negligence Scheme for Trusts

		



		NHS Litigation Authority

		





		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

		Y



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

		



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

		



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

		



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

		





1. Introduction


As a Trust we recognise the need to receive regular feedback from our staff on the key issues that impact on their experience at work and therefore on the quality of care delivered to our patients.


It is well established that innovative ideas come from staff at all levels and at Liverpool Women’s we aim to create an open culture where staff can provide views and challenges and these are acted upon. 

We know that engagement and involvement of staff is vital to achieve our WESEE strategic aims and the board has committed to a range of staff involvement and engagement activities to achieve regular two way communication with all areas of the Trust. The 2012 Staff survey showed an improvement in our engagement score from 3.48 to 3.57 (out of 5) and we are committed to improving this further. 

2. Purpose


It was recognised that the annual staff survey does not provide a sufficiently timely indicator of staff engagement and does not link with patient feedback measures. It was therefore decided that a regular local staff survey was required.

The PULSE survey was designed in consultation with staff and People Champions and was initially piloted in 3 areas before being rolled out Trust wide in April. It is aligned with Liverpool Women’s values and reflects the NHS National Staff Survey questions.


The PULSE survey is available to complete all year round, monthly feedback will be provided to department managers and Trust wide feedback will be provided quarterly.


In the future, the results of the PULSE survey will be triangulated with the results of the Friends and Family test, providing the Trust and managers with timely, focused feedback on the quality of both the staff and patient experiences

3. Results


3.1 Trust
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The response rate for Quarter 1 is 450 staff which is 40%.

In response to the question ‘How likely are you to recommend our ward to friends and family if they needed care or treatment’ the responses were as follows (where 1 is extremely unlikely and 5 is extremely likely)


		2013/04

		2013/05

		2013/06



		4.23

		3.95

		3.82





The ‘green indicators’ demonstrate that the majority of staff believe the care of patients is Liverpool Women’s top priority, are clear about their own job role, know how they make a difference and are trusted to do their job.


The ‘amber’ indicators tell us that not all staff are proud of the standard of care provided, do not always enjoy their job, feel we do not always learn from our mistakes and that there are not always opportunities to suggest ideas for improvement.


The only red indicator relates to the quality of PDRs.


The results reinforce themes and trends that have been expressed through the national Staff Survey and the Listening Events. Staff are committed to providing high quality care but are not always proud of the standards of care they are able to deliver.  


This feedback is consistent with recent feedback from listening events where staff expressed concerns about staffing levels and feel that they are not always involved in shared learning following incidents and errors. It is also consistent with issues identified in the staff survey such as pressure of work, work related stress, working additional hours and witnessing potential errors or near misses

3.2 Local Results

Results are available at a directorate level (for example maternity) and at a ward or department level (for example delivery suite) as illustrated below.


3.2.1 Maternity
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The results in both maternity and delivery suite are consistent with the Trust wide results in both overall and individual scores. The overall scores are slightly more negative than the Trust score.

The key differences are that maternity and delivery suite score amber rather than green to the question ‘Care is Liverpool Women’s top priority’


Both are red rather than amber for ‘I am proud of the standard of care provided’.


3.2.2 Delivery Suite
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4. Next Steps

The survey will continue to be sent out in postcard format with payslips on a regular basis and is available on the intranet.

The PULSE survey will be shared through all available communication channels and will be an item on Divisional Executive Meetings.


All managers in the Trust will be visited by their HR Advisor or Business Partner to share with them the results of their PULSE survey for this quarter and how to integrate this feedback with learning from the Listening Events. PULSE will be a standing item on team meeting agendas. 

A manager’s toolkit has been produced which gives managers practical guidance on how they can respond to the results of the survey. One recommendation will be that following group discussion, individual projects are delegated to small groups of staff to take forward. 

People Champions are involved in communicating the results of the survey in their own areas and getting involved in taking forward change and improvement.

A number of actions are already taking place both Trust wide and locally to respond to the themes raised in the staff survey, listening events and People Champions. These include:

· Piloting the INSPIRE online PDR system with the objective of recognising and rewarding value based behaviours and address the feedback that PDR quality could be improved.

· Review of the role of the healthcare support worker in maternity, an increase in the number of Band 3s and relocation of staff to ensure staff with the right skills and expertise are being utilised in the right areas


· Review of rota management processes and introduction of e-rostering

· Increasing the visibility of senior managers in clinical areas


· Local reviews of break systems 


· Staff involvement in review of patient pathways


· Ways to bring in additional income for departments through fundraising and offering new services

· Staff involvement in the procurement of equipment

5. Conclusion & Board Actions required

The PULSE survey has provided some valuable data for the Trust and local managers. It is hoped that the response rate will increase as staff see that their views are being translated into actions. 

When the data is triangulated with patient feedback it will provide even more opportunities to engage and involve staff in how we can continually improve our quality of care.

 It is essential that staff see actions being taken and changes being made as a result of feedback from the PULSE survey, and that they have a responsibility to be involved in making positive changes in their own areas.


Future reports will detail evidence of actions taken and improvements made as a result of staff feedback.

The Board are asked to:


· note the introduction and roll out of the Pulse Survey, and the feedback from the first Quarter 


· Support the actions taken to feedback and implement change at a local level as a result of the Pulse Survey


· Agree the frequency with which the Board wishes to be updated on Pulse Survey results


Rachel London


Senior HR Business Partner


June 2013 
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		Board of Directors



		Date:

		5 July 2013



		Title:

		Complaints, Litigation, Incidents and PALS  

Quarter 3 2012/13 (October - December 2012)



		Report to be considered in public or private?

		Public



		Purpose - what question does this report seek to answer?

		The report is to ensure that a coordinated approach is taken with the management of risks identified through Coroners Inquests, Never Events, Serious Incidents, Formal Reviews Claims, Clinical & Non-Clinical Incidents, Complaints, Patient Advice and Liaison Service (PALS) Concerns and Compliments/thank you.



		Where else has this report been considered and when?

		This report was presented at Clinical Governance Committee on  12th April 2013 and Governance and Clinical Assurance Committee on 25th April 2013



		Reference/s:

		



		Resource impact:

		None



		What action is required at this meeting?

		To receive and approve  the learning identified, note the recommendations from this report and take assurance from the learning highlighted



		Presented by:

		Richard Sachs, Head of Governance



		Prepared by:

		Governance Team





		Strategic objectives:



		To develop a well led, capable and motivated workforce

		



		To be efficient and make best use of available resources

		



		To deliver safe services

		(



		To deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(



		Other:



		Monitor compliance

		(

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		CQC Outcome 4: Care and welfare of people


who use services (4b: Learns from adverse events, incidents, errors and near misses)



		Clinical Negligence Scheme for Trusts

		



		NHS Litigation Authority

		NHSLA 2.2 Incident Reporting, 2.3 Claims and Complaints 2.4, Claims management, 2.5 Investigations,2.6 Analysis & Improvement, 2.7 Learning Lessons from Claims





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



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

		





1. Introduction

· The CLIP report has been developed by the Governance Team to ensure a coordinated approach to the analysis of Coroner Inquests, Serious Incidents, Never Events, Claims, Clinical and Non-Clinical Incidents, Complaints, PALS Concerns and Compliments which includes qualitative and quantitative analysis.  This is the third report using NPSA codes to identify trends as requested by the Clinical Commissioning Group and the first report to include formal reviews in the table below.

· By adopting an aggregated approach, this report provides a comprehensive overview of the Trust’s risks and risk related issues to identify actions taken as a result of identified trends and were possible demonstrate service improvement.

· The time period for this report is Quarter 3, 2012/13. The table below uses comparative data for this quarter against the previous quarter.

		Quarter 3 2012/13

in comparison with 


Quarter 2 2012/13

		Maternity, Neonatal, Imaging & Clinical Services Division

		Gynaecology, Anaesthetics and Genetics Division

		Hewitt 


Centre

		Corporate Departments

		Estates & 

Facilities



		

		Q2

		Q3

		Q2

		Q3

		Q2

		Q3

		Q2

		Q3

		Q2

		Q3



		Coroner Inquests

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0



		Never Events

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



		Serious Incidents

		1

		1

		2

		1

		0

		0

		0

		1

		0

		0



		Formal Reviews

		2

		6

		1

		1

		2

		0

		0

		0

		0

		0



		Claims 

		13

		16

		7

		9

		0

		0

		0

		0

		0

		0



		Complaints

		14

		13

		15

		17

		1

		3

		0

		0

		0

		0



		Clinical Incidents

		531

		522

		235

		234

		9

		10

		32

		41

		1

		1



		Non-Clinical Incidents

		49

		40

		30

		13

		1

		0

		13

		6

		2

		13



		PALS Concerns

		5

		7

		2

		12

		0

		1

		0

		0

		0

		0



		Compliments

		10*

		19*

		92 + 5*

		101 + 6*

		1*

		1*

		0

		0

		0

		0





Key:


Green- decreasing incidents / increasing compliments, Amber- remains consistent. Increase/decrease in incidents within 10% is identified as Amber  

Red- increasing incidents / decreasing compliments.  


Compliments received via Website / twitter are marked with an asterix * Unmarked numbers represent compliments in thank-you cards.

2.   
Identified Themes and Organisational Learning

		

		Themes/Issues

		Action taken as a result of trends / following investigation

		Demonstrable Service Improvement



		Coroner’s Inquests

		· No Coroners inquests

		N/A

		N/A



		Never Events

		· No Never Events

		N/A

		N/A



		Serious Incidents

		· SI are reported to the Board in a private paper

		N/A

		N/A



		Formal Reviews



		· 1 Gynaecology formal review

· 1 Joint formal review with NNU & AHCH

· 5 Maternity formal reviews – no recurrent themes.

		· Governance Lesson of the Month introduced in Gynaecology.  Letter to all medical staff advising them not to use the term “Inevitable miscarriage”. Recommended reduction in the use of larger lateral ports, removal of tissue via umbilical port site.

· Review of referral processes and cross site communication.

· Update of PPH guideline and improved PPH documentation proforma for staff to use.  

Consultant presence for all grade 4 placenta praevia CS.

		· Improvement on disseminating important clinical information.

· Not demonstrated as yet as very few related incidents. 

· Face to face medical review for women not in established labour who require opiate analgesia.



		Claims 




		· Mismanagement of Labour and Delivery

· Negligent Hysterectomy

		· Still under investigation.  No identifiable commonality 


· Still under investigation.  No identifiable commonality 

		· Not available.

· Not available.



		Complaints




		· Medical care and Treatment


· Perception of unprofessional behaviour

		· Complaints in this category decreased significantly since Q4 2011/12, but the numbers in Quarter 3 2012/13 have increased slightly. 

		· Not available

· Overall reduction in complaints in this area since Q4 2011/12



		Clinical 


Incidents




		· Consent, communication and confidentiality

		· Phased introduction of SBAR style handovers

		· 29% Reduction in Communication Incidents recorded in Q2



		Non-Clinical Incidents

		· Patient accident

		

		· 27% reduction in patient accidents recorded in Q2



		PALS 


Concerns

		· Clinical treatment

		· PALs concerns are dealt with at the time of the concern being raised.

		· Discussed with the manager at time of concern 



		Compliments

		· 26 thanks yous via Website & Twitter. 101 thank you cards in Gynaecology

		· Feedback is given to the divisions and departments from the website and Twitter account. Thank yous collated in Gynaecology wards. 

		· Maternity use this information to nominate employees of the month. 





3.  
Compliments, Celebrations, Concerns & Challenges

Compliments (a sample of patient thank you and compliments from the Website, ‘Twitter’ and clinical departments)

· “To all the angels who work on the Gynae Ward.  Thank you so much for the support you gave me and the care and empathy you showed to me in my situation.  I don’t know how I’d have gotten through it without you all”

· “I would like to thank the midwives called Lynne Rooney and bonnie who work on the delivery suite and induction suite for the excellent care and support they gave me and my fiancé Kelly Spinall during the time we was there while she was giving birth to our baby Shaun Joseph .you all was amazing with us. The staff on the delivery suite do an excellent job. god bless you all xx”

· “The staff are fabulous special thanks to Helen the midwife, Doris, Laura the student who will make a great midwife and the doctor who helped me Amole , the staff are excellent and reassured me I'm a twin mum that doesn't like hospitals , thank you for your help xx”


· “To Dr Yoxall and the nurses on neonatal ward who cared for my twins who couldn’t wait to arrive. Who were sooo supportive when one didn’t make it. But little Ryan Bartin (Marshall) is now in school. He has cerebral palsy and deaf but hes the most happiest little boy and our family is so thankful for the part you have all played in a traumatic time to make it easier and gave my boy a chance. xxxx”


· “Without Jan Burch genetics nurse myself and partner would not have got through the last 5 years after my daughter was diagnosed with a rare chromosome abnormality she stood by us all the way and was always there no matter how big/small the problem was she was my rock, then when I became pregnant she was there to tell us of all available test to check the pregnancy was ok she phoned me nearly every day and stood by us again all the way nothing I could do or say could repay how much Jan did for us in my opinion she went above and beyond for us and we will be forever great full she truly is an amazing person and a credit to the genetics team xx”


· “THIS MESSAGE IS TO THANK DR DRAKELEY FROM THE BOTTOM OF MY HEART FOR THE CARE HE HAS GIVEN ME. I WAS INFERTILE FOR 4 YEARS DUE TO ASHERMANS SYNDROME. I HAD SURGERY TO REMOVE SCARS FROM MY UTERUS BECAME PREGNANT IN MAY SADLY MISCARRIED. NOW I AM PREGNANT AND CURRENTLY 15 WEEKS PREGNANT.I REALLY HOPE THIS PREGNANCY DOES NOT END IN HEARTACHE BUT EVEN IF IT DOES I COULD NOT COMPLAIN ABOUT THE CARE I RECEIVED. 4 YEARS AGO I HAD NO CHANCE OF EVEN GETTING PREGNANT NOW I AM. THANK YOU SO MUCH DR DRAKELEY.I PRAY TO GOD THAT GOD GIVES YOU MANY YEARS OF HEALTH SO YOU CAN TREAT LADIES LIKE ME, GOD BLESS YOU.”

· “My sister Annie attended on the 18th October 2012. Annie has learning difficulties and is not always aware of what is happening to her. However I found the care and attention that staff gave Annie was lovely. The staff where happy to listen to suggestions from myself for Annie's care. Her Consultant Robert Kingston was lovely and the theatre staff were brilliant. The anaesthetist and all the staff were so respectful to Annie's needs and the recovery Sister Jean was lovely as were all her staff. I felt that Annie had the best experience she could have had. The ward staff, Gynae base 1 also deserve a mention as they were also very good with Annie. From the beginning of Anne's journey everyone was involved (disability Advisor)The Out Patient Staff including the lady at the T bar made sure that Annie had the best of attention and care, decisions were made for Annie from the whole team”

Celebrations

· Twitter account established to enhance patient access to feedback mechanisms.

Concerns

· As requested by the Clinical Commissioning Group, the reported incidents have been classified by NPSA codes.  However, this has proved problematic as 184 out of 454 reported incidents in Q3 are not mapped to an NPSA code and are classified as ”Other” by the NPSA. Therefore, analysis of incidents by NPSA codes does not give a true picture of any themes or trends.

· As reported previously, claims that were previously reported as an incident or serious incident (SI) have a review or RCA conducted prior to receiving the claim.  However, claims that have not previously been reported as an incident or complaint are not reviewed or investigated and so we are not able to learn from these claims.  The legal team request information on lessons learnt and changes in practice as a result of a claim but a response is not always provided by the Divisions or Corporate departments.  Therefore, service improvement cannot be demonstrated from claims.

Challenges

· To learn lessons from claims

· To populate Safeguard with the registered PALS.


· In view of the Francis recommendations there is a clear need to reconcile sources of intelligence relating to Safety, Effectiveness, Experience and Innovation to ensure that the organisation is well informed with suitable evidence that can aid the delivery of high quality services to this end there is an genuine need to review the Ulysses/Safeguard system, codes, data, processes and procedures.  This exercise has been delegated within the Governance team and a completion date set for December 31st 2013.

 
Recommendations


· To use Safeguard’s internal coding rather than the NPSA codes for categorising incidents as analysis by NPSA codes do not give a true picture of any themes or trends.

.


Appendix 1 
Quarter 3 compared with Quarter 2, 2012-13 Directorate by NPSA Codes

Table 1 below shows that the Maternity, Neonatal, Imaging and Clinical Services Division’s top 10 incident categories for Q2 and Q3 2012/13.  
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The Patient accident category fell out of the top ranking incident list with a significant drop from 15 to 8 recorded instances and this resulted in the ‘Other’ category with 9 instances entering the top ten group.  Six of the groups show a fall in the number of reported incidents in Q3 compared to Q2. The number of Medication incidents reported fell by 35% whilst the number of Treatment, procedure instances was consistent over the two quarters.  The number of documentation related incidents rose from 5 in Q2 to 6 in Q3, whilst instances reported in the heterogeneous ‘Other’ category rose them 3 to 10; half of these were feeding issues relating to donor milk or milk storage, a cause group category for which only one instance was recorded in Q2.

Table 2 below shows the reported incidents within Gynaecology, Anaesthetics & Genetics Division for Q2 & Q3. 
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Incidents were reported in 7 categories for Q2 and 5 categories in Q3, with an overall drop in reported incidents from 29 to 17.  The number of instances for those categories appearing in both charts are compared in table 2 and all but Treatment , procedure showed a decreased number of reports in Q2. There were 2 Treatment/procedure incidents reported in Q3 compared to one in the previous quarter. Whilst there was one incident reported in each of the ‘Patient accident’ and ‘Disruptive, aggressive behaviour’ categories in Q2 neither occurred in Q3.

Eight of the nine recurring categories show a >10% reduction in the number of reports in Q3, compared to Q2. Consent was consistent with 30 compared to 28 a rise within 10% of that reported in Q2. In Q2 seven instances of equipment related incidents were reported;  there were none in Q3; however 7’ Infection control incidents’  were reported compared to 5 in Q2,  moving this category up into the top 10 in place of ‘Medical devices / equipment’.

Table 3 below shows the incidents reported by NPSA codes in the Hewitt Centre Q2 & Q3 2012/13. 
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The overall number of incident reports fell from twelve in 6 different categories in Quarter 2 to ten in 5 different categories in Quarter 3. The number of instances for those categories appearing in both charts are compared in the table above.


Whilst numbers are low, there was some consistency over the two quarters with 10 incidents occurring in 5 categories in both periods. The number of Treatment, procedure incidents rose from 1 to 3 across the two quarters and the number of ‘Consent, communication, confidentiality’ instances rose from 2 in Q2 to 3 in Q3. The numbers of reported documentation and medical device/ equipment incidents fell in Q3 with a single medication error being reported in both Q2 and Q3. There were two reports of ‘Clinical assessment (including diagnosis, scans, tests)’ incidents in Q2 but none were reported in Q3.

Appendix 2 
Trust Wide Clinical & Non-Clinical Incidents by NPSA codes in Q3 2012/13 

Table 4  
Clinical Incidents by NPSA Codes

[image: image4.png]NPSA Cause Group

2012-13 Qtr 3 Clinical Incidents by NPSA Cause Group

Consent, communication, confidentiality
Medication
Treatment, procedure
Maternal fetal neonatal incidents CNST...
Infrastructure (including..
Access, admission, transfer, discharge..
Clinical assessment (including..
Documentation (including electronic &...
Other
Infection Control Incident
Medical device / equipment
Patientaccident
Pressure ulcer
Disruptive, aggressive behaviour..
Implementation of care and ongoing...

0 20 40 60 80 100 120 140







Table 5 
Non-Clinical Incidents by NPSA Codes
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Trustwide Change Analysis for Clinical and Non-Clinical Incidents by NPSA codes

		NPSA Cause Groups

		Q1

		Q2

		Q3

		Q2-Q3

		% Change



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

		131

		146

		83

		-63

		-43.2%



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

		116

		97

		66

		-31

		-32.0%



		Consent, communication, confidentiality

		143

		112

		142

		30

		26.8%



		Disruptive, aggressive behaviour

		14

		13

		11

		-2

		-15.4%



		Documentation (including electronic & paper records & identification)

		118

		79

		55

		-24

		-30.4%



		Implementation of care and ongoing monitoring / review

		1

		3

		1

		-2

		-66.7%



		Infection Control Incident

		18

		24

		18

		-6

		-25.0%



		Infrastructure (including staffing, facilities, environment)

		44

		80

		81

		1

		1.3%



		Medical device / equipment

		24

		41

		19

		-22

		-53.7%



		Medication

		210

		143

		122

		-21

		-14.7%



		Other

		18

		14

		25

		11

		78.6%



		Patient Accident

		15

		30

		22

		-8

		-26.7%



		Treatment, procedure

		161

		175

		120

		-55

		-31.4%





Appendix 3 

Q3 2012/13 Complaints, claims & PALS Analysis 

Table 6 Complaints


[image: image6.png]12

10

Categories of Complaints per Divisionin Q3 2012

11

M Maternity, Ne

onatal, Imagin
g & Clinical

Services

M Gynaecology,
Anaesthetics

22 2

and Genetics

—
| N

M Hewitt Centre
|

Medical
Treatment and
Care

T T
Communication Perception Of  Non-Clinical

Unprofessional
Behaviour







There were 33 formal complaints made in Q3, the data shows that the principal categories are consistently “Medical treatment and care” and “Preception of unprofessional behaviour” as was the case in the Q2 & Q1. This is a slight increase on Q2 & Q2 when there were 30 complaints each quarter

Table 7 Claims
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Whilst there are 6 claims relating to alleged mismanagement of labour and delivery and two alleging negligent treatment, the Trust is as yet unable to identify any commonality between the cases as only one of the claims in each category included details of the allegation.

Table 8 PALS
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Within Q3 the Trust registered 20 PALS concerns, these fell into three broad categories similar to those themes identified in Q2 & Q1. This is an increase on Q2 when there were only 7 PALS concerns registered.  However, in the 2 proceeding quarters this was significantly higher (Q1 = 58, Q4 = 87).
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Audit Committee


Minutes of a meeting held on Friday 15th March 2013

in the Boardroom at 2.00pm

		PRESENT:                                                       

IN ATTENDANCE:

Minutes:                                               



		Mr Ian Haythornthwaite (Chair) Non-Executive Director

Mr Steve Burnett                        Non-Executive Director


Dr Pauleen Lane                        Non-Executive Director


Mrs Rachel McIlwraith          External Auditor, PricewaterhouseCoopers

Miss Beverley Bird                Assistant Manager, PricewaterhouseCoopers        


Mrs Jenny Hannon                Financial Controller


Mrs Vanessa Harris              Director of Finance


Mr Adrian Poll                       Audit Manager, Mersey Internal Audit Agency 

Ms Karan Wheatcroft            Assistant Director, Mersey Internal Audit Agency

Ms Virginia Martin                 Local Counter Fraud Specialist, Mersey


                                              Internal Audit Agency


Mrs Sarah Riley                    Deputy Director of Finance


Ms Debbie Rimmer               Head of Healthcare Quality Team, Mersey


                                              Internal Audit Agency


Mr Richard Sachs                 Head of Governance


Angela Cockburn                  Interim Corporate Personal Assistant 

Mr 



		12/13/85



		Apologies 

Apologies were received from Julie McMorran, Trust Secretary.


   



		12/13/86

		Meeting guidance notes


The meeting guidance notes were received and noted.





		12/13/87

		Declarations of interest

There were no declarations of interest.





		12/13/88



		Minutes of previous meeting held on 17th December 2012

12/13/59 should read would have access to a Senior Independent Director

12/13/67 Scheme of Delegation for bad debts between £1,000 and £50,000 need to agree formal wording.


12/13/73 There is no capacity for reporting in quarter 4


Amendments to be made and minutes re-circulated





		12/13/89

		Matters arising

The Audit Committee went through the log. 

The Cancer Targets will be discussed at the next Finance, Performance & Business Development Committee.





		12/13/90

		Chair’s announcements

All relevant items were on the agenda.





		12/13/91

		Minutes of Board Committees held since previous meeting – 

a) Governance and Clinical Assurance Committee held on 19th December 2012 and 13th February 2013

The Committee noted the above sets of minutes


b) Human Resources and Organisational Development (Putting People First) Committee held on 25th January 2013


     The Committee noted the above set of minutes


c) Finance, Performance and Business Development Committee held on 8th February 2013


The above minutes were noted. 





		12/13/92

		Review of Board & Staff Register of Interests

The Committee noted the report.   

It was also agreed that in future the Deputy Director of Finance and Divisional / Operational leads would review the information and consider any necessary actions.  Action to be reported by exception.






		12/13/93

		Review of Audit Committee’s Terms of Reference

The Committee reviewed the Terms of Reference.  

It was noted that the committee also approved the appointment of internal auditors at the recommendation of the Directors of Finance, it was agreed to amend the terms of reference accordingly.


Resolved

Subject to the above the terms of reference were approved.






		12/13/94

		Audit Committee Business Cycle 2013/2014

The Committee reviewed the Business Cycle.  

Resolved


The Committee approved the Business Cycle.





		12/13/95

12/13/96


12/13/97

12/13/98    

		Corporate Governance Manual Amendments

The Committee reviewed the amendments to the Corporate Governance Manual and approved the amendments.

Resolved 


To present at the Board meeting for approval.


Overseas Visitors

The Financial Controller presented the papers and noted that the two key questions identified as indicators to eligibility are now being asked by staff.   The draft policy is due to go live on 1st April.   The Audit Committee will review the policy in six months.

Resolved


To approve the policy in its current form and review in six months.

NPSA Compliance Update

Richard Sachs gave an update on the progress following the MIAA recommendations.  It was noted that they will all be implemented by 31 May 2013.

Clinical Audit Update

The Committee noted the contents of the report.  

Resolved


The Committee approved the strengthened assurance arrangements.





		12/13/99


12/13/100  


12/13/101   


12/13/102    


12/13/103


12/13/104  


12/13/105     


12/13/106  


12/13/107  


12/13/108


12/13/109   


12/13/110   


12/13/111   


12/13/112 




		Board Assurance Framework 2012/13

The Head of Governance presented the paper however the BAF had been omitted, it was agreed to circulate the document outside of the meeting.

The Committee asked to review the BAF more frequently, it was agreed to add to each agenda.



Resolved

The Committee noted the paper.


Accounting Judgements


The Financial Controller presented the paper.

Mr Burnett queried the level of restructuring provision, Mrs Harris explained that it had been prepared on the basis of NHS terms and conditions and the NHS pension scheme regulations.


The Committee discussed the level of the litigation provision, Mrs Harris explained that it was based on estimates received from the Trust Solicitors and a more detailed report would be taken to the Trust board.

The Committee also discussed the methodology for estimating the holiday pay accrual.  The Financial Controller explained that this was a common methodology adopted across the NHS


Resolved 


The Committee approved the approach to accounting judgements.

Register of Waivers

 The Committee noted the contents of the report.

 Engagement of External Auditor Policy


 The Committee noted the amendments to the Policy.


 Resolved

 The Committee agreed the amendments to the policy.


 Internal Audit Progress Report

 MIAA presented their report to the Committee.

.

 Resolved


 The Committee noted the report.

 Follow-up of internal audit recommendations

The Deputy Director of Finance updated the Committee in respect of actions from the annual internal audit plan.

 Resolved


 The Committee noted the report.

 Counter Fraud Progress Report


 Ms Martin presented the third counter fraud summary progress report for the financial


 year 2012/13 covering the period  December 2012- February 2013 outlining the


 activities undertaken to date and the associated outcomes.

 Resolved


 The Audit Committee noted the report and noted Appendix B.  

 External Audit interim audit report


 The report outlined progress in respect of the external audit for 2013/14 and interim findings.

Resolved  


 The Committee noted the report 

 Follow up of External Audit Recommendations

 The report outlined progress made in respect of external audit recommendations.

 Review of risk impacts of items discussed

 No new risk impacts were identified.

 Any other business


 There was no other business.


Review of meeting


The Audit Committee noted that all items on the agenda were relevant.


Date and time of next meeting

Friday 24th May 2013 9.30am in the Boardroom, Liverpool Women’s NHS Foundation Trust.


All attendees left the meeting.


Appointment of Internal Auditors

The successful firm have been informed and arrangements will be made to invite them in as soon as possible.

Resolved


The Audit Committee endorsed the decision and noted that a robust process had been followed.  The Board will be informed of the decision at their next meeting.
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Putting People First 

Minutes of a meeting held on Friday 10th May 2013 

At 1:00pm in the Large Meeting Room  

		PRESENT

IN ATTENDANCE
    



		Liz Cross                 Non Executive Director 


Michelle Turner       Director of HR & OD 


Allan Bickerstaffe    Non Executive 


Gail Naylor              Director of Nursing, Midwifery and Operations 

Cheryl Farmer        Staff Side Chair 


Devender Roberts  Chair of Education Governance Committee 


                               (Consultant Obstetrician)   

Liz Adams             Medical Staff Committee Representative  


Julie Gore             Corporate PA (minutes)


Triona Buckley      Deputy Director of HR & OD 


Susan Westbury   HR Business Partner 

Rachel London     HR Business Partner


Cathy Altherton     Head of Midwifery 


Lisa Bull                Domestic Abuse Support Midwife

Kathryn Thomson Chief Executive

		



		13/14/01



		Staff Story 


Liz Cross welcomed Lisa Bull, Domestic Abuse Midwife/Acting Head of Safeguarding to the Putting People First Committee. Lisa reported on her experiences at the Trust and journey to her current post. 

Richard Sachs, Head of Governance and Esther Golby, Head of Safeguarding both nominated Lisa Bull as Employee of the month award in December 2012. Lisa won both the employee of the month award and the Employee of the year award in March 2013. Lisa noted how overwhelmed and proud she felt to work at Liverpool Women’s. 

Lisa reported on the support she had received when she was seconded for one day per week to the Safeguarding team which later developed into a full time post. Lisa is currently also acting as Head of Safeguarding until this post is filled. 

Lisa highlighted areas the Safeguarding team are doing well in these included; reassessing the service provided to patients and their families to improve in any areas possible, the care, support and opportunities provided to women and children affected by domestic abuse, leadership in encouraging staff to continue in providing a high quality service and opportunities to share knowledge and internal and externally. 

Lisa felt that areas for improvement included; visibility of managers and Board members in departments, encourage staff to highlight concerns, improving communications and having the right people making decisions. 


Liz Cross thanked Lisa Bull for presentation and congratulated Lisa Bull and the Safeguarding team on their achievements.





		13/14/02

		Apologies 


Jeff Johnston          Divisional Manager

Paul Thorburn          Interim HR Business Partner 

Bernard Flanagan    Estates Manger






		13/14/03

		 Meeting guidance notes


The meeting Guidance notes were noted 



		13/14/04




		Declarations of interest

No declarations were declared.



		13/14/05

		Minutes of previous meetings held on Friday 25th January 2013 


It was noted under agenda item 12/1372 Time off for Trade Union Policy the wording time off would be changed Time to undertake Trade Union Duties. 

Subject to the above amendments the minutes were agreed as a true and accurate record.





		13/14/06

		Matters arising and action log 

All items on the action log were covered within the agenda. 





		13/14/07

		Chair’s announcements


Liz Cross reported on a Social Value Innovation meeting held on Friday 3rd May with Executives, Managers and Heads of Departments. 





		13/14/08

		Board Assurance Framework 

No new risks had been added to the agenda. 


It was agreed any risks to be added or amended on the Board Assurance Framework would be reviewed at the end of the meeting.  





		13/14/09

13/14/10 


13/14//11


13/14/12


13/14/13


13/14/14


13/14/15

13/14/16


13/14/17


13/14/18


13/14/19


13/14/20 


13/14/21


13/14/22

13/14/23


13/14/24


13/14/25


13/14/26


13/14/27


13/14/28
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Triona Buckley gave a presentation on the Francis report and prompted some reflection on what had contributed to the culture allowing such failures at Mid Staffordshire NHS Foundation Trust and whether there was a risk of similar failings within Liverpool Women’s. 

The Committee discussed the reporting processes in the Trust and whether staff members are comfortable reporting concerns.   The Trust had seen increasing levels of reporting but recent Staff Surveys had identified some concerns on the part of staff that people may not always be treated fairly.  The Group discussed whether some of this related to people being held to account for failings where appropriate and the difficult balance to be achieved in encouraging a culture of accountability and reporting concerns. 

Following a facilitated exercise, the group agreed that the PPF Committee needed to remain focused on the following themes  

· Leadership development 

· Robust succession planning.  

· Increasing levels of staff engagement as evidenced by Pulse and Staff Survey clearly articulated roles & responsibilities to enable an understanding and appreciation of personal job roles and those of others.

· An increased focus on improved Health and Wellbeing 


The Committee felt that the themes identified were the main priorities within the current Putting People First Strategy and remained the priorities for future years.


Liz Crossed thanked Triona Buckley for the presentation and the engagement of the wider team in the exercise.


Leadership Programme 


Triona Buckley updated the committee on the Leadership Programme.  Recently, the programme had commenced its formal assessment phase which had generated significant levels of anxiety from some participants and high levels of failure to comply with deadlines.    Significant work had been done to support individuals through the process but the importance of assessment of leadership development investment remained a priority.  The committee noted the potential costs that could be incurred as a result of failure to complete formal Assessments with our external provider, the University of Coventry.  

The Leadership Programme has now been revised to extend deadlines where possible. 


Listening Sessions with Kathryn Thomson and Michelle Turner would be arranged for staff that had and had not met the deadlines within the Leadership Programme to discuss any issues they had come across, to inform future cohorts progression through the programme

Triona Buckley agreed to present a lessons learnt item on the Leadership Programme at the next meeting. 


Action: TB 

Employee Relations 


A summary was presented of the number of staff who have had formal sickness meetings from Stage 2 onwards, formal capability disciplinaries and grievances over the last 12 months. It was requested that this report be sent to HR Operational Committee and an annual summary be brought to PPF with a visual summary and trend data.


Action: RL 

Equality Delivery System 


Cheryl Farmer provided an update to the committee around providing evidence collated for Goal 3.  The Committee were pleased to note the good progress that was being made towards achieving the goals,  

It was agreed further evidence would be provided through the HR Operational Committee.  Cheryl Famer agreed to update the Committee on the final assessment at the next meeting.  Michelle Turner reported that it was intended to combine the work of the Equality & Human Rights committee with the Learning Disability Group, to create a single group which focussed on access to our services and employment.

Action: CF 

Audit Outcomes – Non Directly Employed Workers 


An audit had been conducted on staff working at Liverpool Women’s on an honorary basis who are employed by other organisations. The audit looked at whether the appropriate pre-employment checks had been carried out prior to commencing employment. The audit showed a compliance rate of 100% for medical staff and 93% for non- medical staff. 

A significant amount of work had been undertaken with the University of Liverpool to develop a joint framework for the recruitment of clinical academic staff which would reduce future risk.


This issue was currently on the Board Assurance Framework following a failure with respect to clinical academic appointments which was identified in 2012.   In the light of the recent audit and the work undertaken with the University, Michelle Turner was proposing recommending to the Board that the risk was now reduced and should remain at a lesser risk level on the HR Risk Register and removed from the BAF.  


It was agreed that the audit would be carried out twice per year to provide ongoing assurance and the risk score would be reviewed accordingly on the same regular basis.

Recruitment and Selection Activity for Quarter 4 2012/13


Due to the meeting overrunning it was agreed this item would be presented at the HR Operational Committee. 

Action: CF 

Putting People First Annual Report 

The Putting People First Annual report had been circulated with the papers for the meeting. Triona Buckley went through the main changes within the report. 

A review of the Putting People First Committee was due to take place at the next meeting in September 2013. It was agreed the report would be discussed further at this meeting if required. 


Triona Buckley requested the committee to feedback any comments to her before the end of May 2013.

Action: TB/ALL

Capita Review 


Due to the meeting over running it was agreed this item would be deferred until the next meeting in September 2013.

Action: MT  

Education Governance Update 


Devender Roberts provided an update on Education Governance. 


The frequency and delivery of Mandatory training had been reviewed.   This had been a very significant and challenging piece of work which had resulted in clarity around the frequency of mandatory training.

Devender reported on the review of the co-ordination of Doctors training and the excellent feedback that had once again been received. 

The Education Governance Committee had been in place for over 18 months and had developed greatly over this period.  It was suggested that  a Non Executive Director may benefit from observing a meeting. . 


Action: LC/AB 

Verita Report – Medical Workforce Strategy 


Susan Westbury provided an update to the committee on the Medical Workforce Strategy. The strategy was to be implemented over the next four months. 


A succession plan was currently in place for the consultant workforce over the age of 55. Letters had been circulated requesting details of retirement plans. Reponses were being collated and implemented into the Medical Workforce Strategy. It was agreed the Medical Workforce Strategy report would be presented at the next meeting in September 2013. 

Action: SW 

Policy Update 


Susan Westbury presented the updated Policies. All seven polices had already been agreed with the Partnership Forum.   Members noted that a communication strategy for the revised polices was in place. 


The committee approved the policies below subject to comments and changes being included on the intranet. 

Capability Policy 

Susan Westbury highlighted changes around the appeal process and the appeal time frame. 

Secondary Employment Policy and Procedure 

This was a new policy defining the responsibilities of staff and managers in terms of staff having more than one job, either within or external to the Trust. It was designed to ensure that the Trust meets its legal obligations in terms of working time and to ensure that staff did not compromise their performance or attendance with the Trust.


Disclosure and Barring Policy 

The above policy had been amended to reflect changes regarding vetting and barring nationally. 

Professional Registration Policy 


The above policy had been amended to highlight emphasis on the Trusts values. 

Whistle Blowing Policy 


The following amendments had been made to the above policy: 


· process for raising concerns clarified and streamlined, with stages reduced to three


· reference to the Francis Report


· expansion and clarification of support available section including contact details


· key references expanded


· updated wording and formatting

Dignity at Work Policy 


The following amendments had been made to the above policy: 

· new formal complaint form – to ensure clarity around what the issues being raised are and if any informal resolution has been attempted


· new process for monitoring informal stage complaints – to allow monitoring to take place to identify any trends or patterns


· reference to the Trust’s values – CARE


· reference to comments made on social media sites in appendix listing examples of unacceptable behaviours


· updated wording and format


Grievance Policy 


The following amendments had been made to the above policy: 

· more streamlined process, reducing the number of formal stages from three down to two – to try and ensure that matters are resolved without unnecessary delays


· change in composition of appeal panel – would now be a non-exec, a senior manager and a senior member of the HR department – this is also aimed at minimising delays and ensuring that matters are dealt with in a timely manner


· new standard grievance form – to clarify exactly what the grievance is about, and what the individual is looking for in terms of resolution


· new formal grievance monitoring form -  to allow monitoring to take place to identify any trends or patterns


· updated wording and format


Organisational Change Policy 


The above policy had been amended to reflect the newly circulated legislative changes to the consultation period. 

Following feedback regarding clarity of the policy, some sections had been reordered and reworded to make the application of the policy clearer.  

Minutes of the Partnership Forum held on 26th February 2013 


The committee noted the above minutes for information. 






		13/14/29

		Any other business


No other business was reported.






		13/14/30

		Review of meeting


The committee noted the meeting had gone well with open discussions and healthy debate. 

Comments were made noting the staff story had been interesting and useful although the item had overran. 


Going forward it was agreed to reduce the number of presentations at each meeting. 






		13/14/31

		Date and time of next meeting – Friday 13th September 2013 at 1300, Boardroom. 
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Charitable Funds Committee 

Minutes of meeting held on Friday 10th May 2013 

at 1100 in the Board Room 

Present        Ms Liz Cross, Non-Executive Director, (Chair)


         Mr Ken Moss, Chairman

                     Mr Steve Burnett, Non-Executive Director


                     Mrs Sara Daulby, Financial Accountant


                     Mrs Jenny Hannon, Financial Controller 


                     Ms Lisa Masters, Charitable Fundraiser


In 

Attendance Mr David Richardson, Manager, Investec Wealth and Investment

                     Mrs Sarah Riley, Deputy Director of Finance

                     Mrs Cathy Atherton, Head of Midwifery 

                     Lesleyanne Saville, Corporate PA, (minutes)


13/14/01    Apologies for Absence 


Mrs Vanessa Riley, Director of Finance



Mrs Gail Naylor, Director of Nursing, Midwifery and Operations

13/14/02    Meeting Guidance Notes

The meeting guidance notes had been circulated electronically prior to the meeting.

13/14/03    Declarations of Interest 

                  There were no interests declared.

13/14/04    Minutes of previous meeting held 12 October 2012

The Minutes were accepted as a true reflection of the meeting and were agreed.

Correction to spelling of Sara Daulby’s name noted.

13/14/05    Matters Arising and Action Log 

                  The action log was reviewed and updated and an accurate record was noted. 



The Chair introduced the meeting and reminded those present of the primary role/ terms of reference for the Charitable Funds Committee.


The Chair confirmed that over the last year the Charitable Funds Committee had delegated more authority for action to the Director of Finance and her team to enable smooth and efficient administration of the charity. 

The Committee’s focus was to seek assurance on behalf of the Board that the funds were deployed in line with policy and charitable requirements and that greater links were forged between key strategies including. 


· Charitable funds 


· Business 

· Commercial 

· Social enterprise 

· Marketing 

· HR 


‘Kitty’ was introduced to the committee and joined the meeting briefly.   The life sized costume has been purchased to enable ‘Kitty to attend events, open days and promote the work of the Trust and its charity Reactions and responses from Kitty’s interaction are awaited and the possibility of extending the range with family and friends for Kitty is being looked into.  

The committee recalled that efforts would be prioritised for a successful open day in September and that we would not organise a Christmas Fair due the return on effort as it competes with many other activities at this time of year.


The fundraiser confirmed that open days and selling of Christmas cards from reception would feature in our activities this year.  

13/14/06     Chair’s Announcements

The Chair commented on the social value workshop that took place on Friday 3rd May.  Slides and notes would be shared and if requested an additional master class could be provided for a wider audience.

Action 

Liz Cross to send copies of the slides to Julie McMorran. 

13/14/07     Fundraising Report 



The Charitable Fundraiser presented the Fundraising Report and reported that since the last meeting there had been a notable increase in funds.  It was noted that there had been a rise in donations to our neonatal work and to other funds across the Trust- with an increase of 32% compared to last year.

Lisa Masters has provided a paper to the Trust Secretary from a fund raisers perspective on how to improve on the Hospital’s open day and Lisa Masters is to help organise.


It was reported that the recent fundraising events had been successful.

The Chair suggested that consideration be given to whether staff could be encouraged, during the annual appraisal cycle to explore how they could develop skills, team spirit and   contribute to charitable or other CSR activities.  Michelle Turner HR and OD Director to be asked to consider.

The Chair thanked Lisa Masters and her team for the tremendous effort and impact that has been achieved. 


Resolved


 The Fundraising report was noted. 

13/14/08
Financial position to end of March 2013, (including planned future spend)

The Financial Accountant gave a brief summary of the financial position to the Committee prior to the final accounts being completed for the year.

Sara Daulby apologised as there was an incorrect investment fee figure listed on the front sheet, this was noted and amended. 


The Chair congratulated the team on how the funds had been administered.


 
Resolved


The financial position was noted.  

13/14/09
Investment Report


The Investment report was presented by the Financial Controller and Investment Manager who discussed the summary for the year to end of March 2013.



Ken Morris joined the meeting.

Mr David Richardson from Investec presented 2012/13 Investment Report – (copies of his slides are available on request) highlighting the economic and political context and the impact on funds to date.  He confirmed that our fund had performed better than index.  In particular UK equities had done well and therefore the funds stand as follows 



Portfolio valuation as at:



31 March 2013 
£1,563,675




31 March 2012
£1,409,351




The committee noted that taking into account fees paid for managing our funds – the Charitable Funds are doing better than had we adopted a ‘passive approach’ 


The Chair reported that the Trust’s decision last year to lean towards the equity market was a good decision but it shouldn’t be assumed that it will perform on the same basis this year.  



Resolved


To note the contents of the report. 

13/14/10    Investment Policy




The Financial Controller and Investment Manager presented the investment policy for approval by the Committee.




The Committee examined the asset allocation and in particular the focus on UK equities and cash holding. 




The committee agreed  

· Approval of the policy subject to some slight changes to the benchmarking ranges


· To encourage Investec to work within the ranges proposed in the strategy and to seek to outperform benchmark 


That a medium risk strategy was appropriate for our funds and that we should review the approach again especially if we were to make any significant changes/withdrawals.



Action

A review of the investment strategy will be performed in 6 months when the Board has further developed the Business and Commercial strategies and considered where the Charitable funds strategy can complement these.

David Richardson left the meeting after reporting on the Investment policy and report.


13/14/11    Consolidation of Charitable Funds

The Deputy Director of Finance briefed on a report that was presented 6 months ago regarding consolidation of the charitable funds and the potential impact on the Trust’s position.   The Deputy Finance Director is to re-introduce the paper and will report to the board on July 5th.


13/14/12    Review of Strategy



This was deferred to the next meeting due to time constraints. 

13/14/13
Authorisation of Charitable Funds Expenditure 



The funding of the 3 items was discussed with the Committee as they exceeded the limits delegated to the Finance Director to sign off on.


1. The Head of Midwifery outlined the increasing use of online information accessed by patients and the interest of the NHS to use digital technology to support and improve patience experience.



The Head of Midwifery outlined the proposal which was seeking investment and partnering commitments to the development of a prototype system called   ‘Maternity Assist’, a digital (internet and mobile) midwife/patient customer relationship management system.



The Committee  discussed the need to ensure any digital system would complement the our face to face services and improve or support standards of care, access to advice and ensuing dialogue  


The Head of Midwifery confirmed that there had been a successful development and research grant and an evaluation was in place with the University of Liverpool with Duncan Fisher and Professor Mary Steen.

      Resolved 



The committee was positive about the initiative and keen to be the lead service provider partner in this consortium.  The committee requested that the Director of Nursing, Midwifery and Operations establish a single purpose/task group to consider the intellectual property, commercial risks/ rewards and service implications of this initiative. 


2. The recruitment of two volunteer services Managers for applications to be renewed. 


                   Resolved 


                    The committee approved the recruitment of the volunteers


3. A ‘MedaPhor Scantrainer’ a virtual reality ultrasound training simulator, which combines ‘real-feel’ haptic stimulation with real patient scans and interactive learning.  



Benefits included 


· training and the impact on patients 

· the Women’s would be pioneers of the device 

It was agreed that the Women’s should spearhead advancements in training and agreed this was suitable use of charitable monies.

                  Resolved


                  The Committee approved the MedaPhor ScanTrainer 


Action


A small working group to be set up investigate in more detail the Maternity Assist proposal. 

13/14/14    Review of Funds Signatories

Authorised signatories have changed as a result of fund holders leaving the trust. A signature is required from The Director of Finance and Chair to agree the new signatories.

Action

The Director of Finance and Chair to agree the new signatories.

13/14/15    Any other Business 



No additional business to discuss.

13/14/16
Review of Meeting



The meeting ran well and was interactive and productive.

13/14/17 
Date, Time and Location of next meeting

The next meeting will be held 30th August 2013 in the Boardroom. 
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Audit Committee


Minutes of a meeting held on Friday 24th May 2013 at 11:00am 

in the Boardroom, Liverpool Women’s Hospital

		Present:                                                       

In Attendance:

Minutes:                 



		Mr Ian Haythornthwaite (Chair)  Non-Executive Director

Mr Steve Burnett                        Non-Executive Director


Dr Pauleen Lane                        Non-Executive Director


Mr Gavin Ball
RSM Tenon


Miss Beverley Bird                     Assistant Manager, PricewaterhouseCoopers        


Mrs Jenny Hannon                     Financial Controller


Mrs Vanessa Harris                   Director of Finance


Mr Jonathan Herod                    Medical Director (Item 08 only)


Mrs Rachel McIlwraith               External Auditor, PricewaterhouseCoopers

Ms Julie McMorran                    Trust Secretary


Mr Bernard McNamara
Local Counter Fraud Specialist, Mersey Internal


                                                   Audit Agency (Items 07 & 12 only)

Mr Glen Palethorpe
Head of Internal Audit, RSM Tenon


Mr Adrian Poll                            Audit Manager, Mersey Internal Audit Agency (Items


                                                   07 & 12 only)

Mrs Sarah Riley                         Deputy Director of Finance


Mr Richard Sachs                      Head of Governance


Mr 
Miss Louise Florensa                 Corporate Administration Manager            

             



		12/13/01



		Apologies 

No apologies received. 

   



		12/13/02

		Meeting guidance notes


The meeting guidance notes were received and noted.





		12/13/03

		Declarations of interest

There were no declarations of interest.





		12/13/04



		Minutes of previous meeting held on 15th March 2013

The minutes of the meeting were agreed.





		12/13/05

		Matters arising

The action log was reviewed and updated.






		13/14/06

		Chair’s announcements

All relevant items were on the agenda.





		13/14/07

		Head of Internal Audit Opinion and Annual Report


Mr Poll summarised the report. All outstanding actions had been completed. 

Resolved


The Committee approved the report.






		13/14/08

		Annual Report, Financial Accounts and Quality Report 2012/13 including Annual Governance Statement 

The Committee received the draft reports together with a salient features paper in respect of the financial accounts for 2012/13. 


Members reviewed the Annual Report and financial accounts, including the Annual Governance Statement and quality accounts, for 2012/13. Mrs Hannon detailed changes made to the annual accounts advising additional disclosure had been provided. 

The Committee discussed the exceptional item to the accounts of changes in valuation of the land and buildings. The deficit would not effect the financial risk rating with Monitor. 

Resolved:


To recommend to the Board of Directors that the Annual Report and Accounts 2012/13, including the Annual Governance Statement and Quality Accounts be approved for submission to Monitor and Parliament subject to any final minor amendment.





		13/14/09

		External Audit Findings & Management letter (ISA260)

Mrs McIlwraith reported that overall the audit process had been successful with the Trust however raised concerns about delays accessing information held by Capita Shared Services. Escalation process to commence regarding problems experienced with Capita. This would be added to the Corporate Risk Committee and the Finance, Performance & Business Development agendas.  

During the audit PWC had reviewed the Property, Plant and Equipment evaluation and noted it as adjusted during the year end process. PWC noted the amount of work completed by the finance team against each line on the general ledger this year. 


Mrs McIlwraith identified a legacy issue between revaluation reserve and income & expenditure reserves. Mrs Hannon confirmed an indexing exercise from 2005 had been completed and was confident there would be no more legacy issues. It was advised that income & expenditure reserves should be tracked alongside revaluation reserves. 

The Committee noted the unadjusted misstatements and explanations and the amended statements and actions taken. 


PWC made three control recommendations,


· Capita contract


· Tracking of Revaluation and Income & expenditure reserves, and 

· PDC dividend calculation

PWC confirmed they had reviewed the Quality Accounts and were satisfied that changes had been made to reflect guidance set by Monitor. Confirmation of figures for 62 day cancer target and emergency readmission within 28 days is required but not expected to alter. The Committee delegated final confirmation of the two indicators to GACA members to confirm by the end of the day. 


The external auditors confirmed that they had reviewed the draft Annual Governance Statement included in the annual report and that it agreed with their audit findings. 


The Committee approved the Letter of Representation. 

Resolved

a) Capita complaints to be escalated to Corporate Risk Committee and Finance, Performance  Business Development Committee 


b) Delegated members of the GACA to confirm indicators on Quality Accounts prior to submission to the Board 24th May 2013.





		13/14/10

		Code of Governance compliance 2012/13

The Committee reviewed and confirmed the operational assessment of the Trust’s compliance with Monitor’s Code of Governance. The Trust’s draft annual report and accounts for 2012/13 includes a statement confirming compliance with the Code except in respect of two provisions, C.2.2 in respect of NED terms of office beyond three years and E.1.4 regarding Executive Director terms of appointment, for which an ‘explain’ statement is provided.


Resolved


The Committee approved the assessment. 





		13/14/11

13/14/12

13/14/13

13/14/14    

		Internal Audit Plan 2013/14

Mr Palethorpe presented the Internal Audit Plan for 2013/14. Each report would identify timescales and opinions against each review. Progress with each review would be tracked regularly rather than waiting for the annual review. The Chair requested that both internal auditors and the finance team should advise the Committee of missed timescales or problem areas. New commercial activity was discussed and value assets. It was agreed that an initial discussion with Mrs Hibbert – Commercial Director should be held first. The planned days for work was sufficient.

Resolved

The Committee noted the work plan for 2013/14.

Anti-Fraud Annual Report 2012/13

Mr McNamara summarised the annual report and reported the agreed work plan had been delivered. Actions identified for 2013/14 would be taken forward by RSM Tenon. 


Resolved


The Committee approved the report. 

Counter Fraud plan 2013/14


Mr Ball summarised the Counter Fraud Plan for 2013/14. Two proactive exercises are planned for Overseas visitors and Whistleblowing. As new internal auditors to the Trust, RSM Tenon had met with the finance team and with Mersey Internal Audit Agency to identify actions due. Progress and proactive reports would be presented to this Committee. 


Resolved


The Committee noted the Counter Fraud work plan for 2013/14.

National Patient Safety Agency (NPSA) CAS Compliance 


Mr Sachs – Head of Governance updated the Committee on Trust NPSA CAS compliance. New areas of non-compliance had been identified and work towards demonstrating compliance had commenced. A concerning mixed level of compliance with the WHO checklist was highlighted to the Committee’s attention.


The Committee were advised that the Clinical Governance Committee would be responsible for achieving actions set to raise compliance and the Governance & Clinical Assurance Committee would be responsible for monitoring and risk assessing compliance. A decision to be made to include in the next Monitor quarterly report to be made as a result of these discussions by end July 2013. A further update would be provided to the Audit Committee after the above Committee discussions had taken place. 

Resolved


The Committee noted the update and reporting arrangements for monitoring compliance going forward.





		13/14/15

13/14/16  


13/14/17

13/14/18

13/14/19   


13/14/20   


13/14/21

13/14/22  


13/14/23     


13/14/24  


13/14/25



		Serious Untoward Incident confidentiality breach

The Head of Governance agreed to address this issue online with the Committee.



Resolved

The Committee agreed this process.

Follow up of internal audit opinion 2012/13 

Mrs Riley had met with the new internal auditors of RSM Tenon and discussed the actions in respect to the internal audit opinion 2012/13. 


Resolved 


The Committee noted progress.

Follow up of external audit recommendations 

Mrs Riley advised that outstanding actions had been completed or updated. 


Resolved


The Committee noted progress.


 Bribery Act Compliance 

 The Committee noted progress against the Bribery Act action plan. 

 Resolved

 The Committee noted progress made. 

 Audit Committee Annual Report 2012/13

The Committee agreed the annual report provided an accurate representation of Committee business during 2012/13. 

 Resolved


 The Committee approved the report.


 Minutes of Board Committees 


 Governance & Clinical Assurance Committee 25th April 2013


Noted for information


Finance, Performance & Business Development Committee 30 April 2013


 Noted for information

 Any Other Business 


 There were no items of any other business. 


 Review of risk impacts of items discussed


 No new risk impacts were identified.


Agreement of Actions and recommendations to Board of Directors for Friday 24th May 2013


The Committee agreed that the Annual Report and accounts, including the Annual Governance Statement and Quality Account for 2012/13, be recommended for approval to the Board of Directors. 


Date and time of next meeting


Tuesday 17th September 2013 14:00 in the Boardroom, Liverpool Women’s NHS Foundation Trust.


 All attendees left the meeting.


Private discussion with Auditors
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Board of Directors


Minutes of a meeting held in public on Friday 24 May 2013 at 1500

in the Board Room, Liverpool Women’s Hospital

		PRESENT


IN ATTENDANCE

		Mr Ken Morris, Chair 

Mr Allan Bickerstaffe, Non-Executive Director

Mrs Vanessa Harris, Director of Finance 

Mr Ian Haythornthwaite, Non-Executive Director 

Mr Jonathan Herod, Medical Director 

Dr Pauleen Lane, Non-Executive Director


Mrs Gail Naylor, Director of Nursing, Midwifery and Operations

Mrs Kathryn Thomson, Chief Executive 

Mrs Michelle Turner, Director of Human Resources and 


  Organisational Development

Mrs Jenny Hannon, Financial Controller (for item 13/14/69)

Ms Rachel McIlwraith, PricewaterhouseCoopers LLP, Partner (for 


  item 13/14/69)

Ms Julie McMorran, Trust Secretary





		13/14/58



		Apologies


Ms Liz Cross, Non-Executive Director



		13/14/59

		Meeting guidance notes


Directors received and noted the meeting guidance notes.






		13/14/60

		Declarations of interests

There were no interests declared.






		13/14/61

		Minutes of previous meeting held on 5 April 2013

The minutes were agreed and signed as a correct record. 





		13/14/62

		Matters arising


None.





		13/13/63

		Chair’s report and announcements


The Chair presented his written report detailing his activities since the Board’s April 2013 meeting.  

He also referred to a round table discussion with the Secretary of State for Health Jeremy Hunt MP, which he was scheduled to attend in June 2013 when he would take the opportunity to raise the issue of the maternity tariff.

Resolved


To receive and note the Chair’s announcements.





		13/14/64

		Chief Executive’s report and announcements

The Board received the written report from the Chief Executive.  She drew particular attention to the report published by the Royal College of Obstetricians and Gynaecologists (RCOG) in May 2013 concerning patterns of maternity care in English NHS hospitals.  The Trust’s clinicians were currently reviewing the report and she proposed that it be considered by the Board’s Governance and Clinical Assurance Committee (GACA).    

GACA Chair NED Allan Bickerstaffe referred to the Committee’s last meeting at which a maternity dashboard had been briefly discussed in the context of its consideration of the Trust’s recent maternity diversions.  Kathy Thomson confirmed that the dashboard was a tool developed by the RCOG and which was being adopted for use within the Trust.  The Chair took the opportunity to advise the Board about discussions he had held in his role as Chair of the national Women’s Alliance with the RCOG and the Royal College of Midwives and the agreement to share cost data about maternity services.  Kathy Thomson added that the use of data to consider clinical outcomes, in support of proposals to consider developing networked women’s services, was underway with Liverpool Clinical Commissioning Group (CCG).

Kathy Thomson drew members’ attention to the Quality Review undertaken by CCG, their report of which had identified no new issues.  The Trust had developed an action plan in response to the Review which had input from the clinical workforce via Trust Management Group and the Medical Staff Committee.  Kathy Thomson proposed that implementation of the action plan be overseen by GACA.  NED Allan Bickerstaffe expressed his surprise that the Review had not been on GACA’s agenda when it met in April 2013.  He also commented that the Review had been prompted via a whistle-blowing contact to the CCG and queried whether the profile of the Senior Independent Director (SID), who had a role in relation to whistle-blowing, was sufficient.  The Director of Human Resources and Organisational Development stated that the Trust’s whistle-blowing policy had recently been updated and approved by the Board’s Putting People First Committee.  A Care Quality Commission tool would be used to alert staff to how they may raise concerns and the supporting materials referred to the role of the SID.

NEDs requested clarification in respect of the process for reviewing and approving Trust policies.

Resolved

a. To receive and note the Chief Executive’s report and announcements

b. That GACA would have oversight of the Trust’s implementation of the action plan prepared in response to the CCG’s Quality Review. 





		13/14/65

		Minutes

a. Governance and Clinical Assurance Committee held 25 April 2013 (draft)


The Board received the draft minutes and the Committee’s Chair referred to its consideration of the draft quality report, the maternity diversions and the role and profile of the SID in relation to whistle-blowing.

b. Finance, Performance and Business Development Committee held 30 April 2013 (draft)


The Board received the draft minutes.






		13/14/66

		Annual Reports 2012/13 


a. Governance and Clinical Assurance Committee


The Board received the Committee’s annual report.  Committee Chair Allan Bickerstaffe commented on the strong team approach he had observed during his first year in the role which sat alongside effective scrutiny and challenge.  He expressed his confidence that the Committee’s development was progressing well.

b. Audit Committee


The Board received the Committee’s annual report.

Resolved


To receive the 2012/13 annual reports and the assurance that the Board’s Governance and Clinical Assurance Committee and its Audit Committee had discharged their responsibilities.





		13/14/67

		Patient Led Assessments of the Care Environment (PLACE)

The Director of Nursing, Midwifery and Operations introduced the report concerning the new process to assess the environment in which patient care was provided.  It replaced the Patient Environment Action Team (PEAT) process and the Trust’s first PLACE assessment was held on 22 May 2013, the results of which would be available in August or September 2013.

Directors noted that the Trust’s internal and external signage was being replaced over the next three months.


Resolved


To receive and note the report.





		13/14/68

		Performance report

The Board received a report giving details of the seventeen service targets the Trust was not meeting together with an outline of action being taken in respect of each of them.  The Director of Nursing, Midwifery and Operations stated that the reasons for non-compliance with any target would be tested on a weekly basis to ensure they were appropriate.  She added that the operational team was focusing on areas of particular concern including last minute cancellations of surgery, to ensure that adequate capacity was available to meet expected demand.  This would also be built into the job planning process with the medical workforce.  


Gail Naylor added that some of the targets were still being negotiated with the CCG and thus may alter.

Resolved


To receive the update in respect of red rated targets.






		13/14/69

		Working Capital Facility

Directors considered the report setting out a proposal for the Trust to renew its working capital facility of £6.5m for a period of six months at a fee of £13,000.  The Director of Finance explained that without the facility the Trust’s liquidity ratio would be affected and its financial risk rating would deteriorate to 2 which would mean monthly reporting to Monitor.  The facility had thus far not been used and it was not expected to be used in the six month renewal period.

There was produced to the meeting a document containing the commercial terms of a revolving credit facility agreement (the Facility Agreement) from Barclays Bank plc (the Bank) to the Foundation Trust setting out the terms and conditions upon which the Bank is prepared to make available to the Trust a facility (the Facility) in the maximum principal sum of £6,500,000.


Resolved


a. That the borrowing by the Foundation Trust of up to the full amount of the Facility on the terms and conditions set out in the Facility Agreement is in the interests of and for the benefit of the Foundation Trust and is in the interests of and for the benefit of the members as a whole and that such terms and conditions be and are approved and accepted


b. That the Foundation Trust has a prudential borrowing limit, pursuant to section 46 of the NHS Act 2006 and Schedule 5 of the Foundation Trust’s Authorisation of £25,500.000


c. That the Foundation Trust has not used any of its borrowing facilities [as set out in Schedule 5 of its Authorisation], and has the capacity to enter into a revolving credit facility agreement in the maximum principal sum of £6,500,000, which is equal to or more than the Facility


d. That by entering into the Facility, the Foundation Trust will not be in breach of its obligations pursuant to section 44 of the NHS Act 2006, and that the Foundation Trust will not use the Facility in such a way that will cause itself to breach its obligations, pursuant to section 44 of the NHS Act 2006, or any condition of its Authorisation or (following issue by the Regulator) its Licence


e. That K Thomson and V Harris are authorised to sign the Facility Agreement on behalf of the Foundation Trust in their capacity as Board members to indicate acceptance of the terms and conditions


f. That the Bank is authorised to act in all matters concerning the Facility upon instruction from the Foundation Trust signed in accordance with the Bank’s mandate for any of the accounts of the Foundation Trust held with the Bank current from time to time.






		13/14/70

		Annual report and accounts, including quality report, annual governance statement and letter of representation 2012/13

The Board received the draft annual report, financial accounts, quality report and Annual Governance Statement for 2012/13 which had previously been considered in some detail by the Audit Committee.

The annual report and accounts were recommended for approval by the Board subject to minor amendments put forward by the Audit Committee and any minor amendments required prior to submission.


NED Steve Burnett stated that at the Audit Committee he had advised of GACA’s previous review of the quality report, when he had asked that some items be clarified or tested.  He did not think the version before the Board reflected the issues he had raised.  As a result the Audit Committee recommended that the Board approve the quality report subject to GACA’s members reaching a position of comfort before the date of its submission to Monitor as a part of the annual report.  Given that this was two working days away the Board was asked to delegate authority to the Chair and Chief Executive to give final approval in respect of the quality report.  As the accountable officer the Chief Executive advised she would offer approval only following assurance from the Medical Director, who had executive leadership in respect of the quality report, that the data included in it was robust and that the report had been updated to GACA members’ satisfaction.

The Medical Director commented that the quality report was similar to what had been prepared in previous years.  It had been audited each year and no concerns had been raised in respect of any of the data items included.

The Chair commented on the standard of the commentaries and analysis offered in the quality report and asked that this be considered for the following year’s report.   

Kathy Thomson expressed concern that the Board was unable to approve the quality report given that it had been previously considered in draft form at GACA.  She stated that GACA’s minutes did not indicate any significant concern merely that the Head of Governance was to clarify some of the data items.  NED Ian Haythornthwaite, as Chair of the Audit Committee, indicated that the Committee had been unable to establish the disconnect when it had considered the draft quality report.  Steve Burnett commented that he wanted to be assured that the comments made at GACA had been taken into account in preparing the final draft quality report.

It was agreed that in respect of the 2013/14 quality report, GACA would consider its content and audience in good time prior to submission.

Rachel McIlwraith from PricewaterhouseCoopers LLP (PwC) reported on the outcome of their year-end audit work.  She stated that they were poised to sign off the financial statements and quality report and confirmed that no issues had arisen as a result of their testing of the quality report indicators, save for final clarification on one of the indicator calculations.  The auditors’ work on financial testing was substantially complete but they needed to ensure final amendments were properly included.  

Rachel McIlwraith commented on the difficulties PwC had experienced in obtaining information from Capita, to whom the Trust’s recruitment and payroll functions were outsourced.  PwC had had to use alternative procedures on payroll testing but needed some remaining information from Capita.  If this information was not forthcoming PwC would be placed in a difficult position and may have to issue a qualified audit report.


Ian Haythornthwaite commented that this matter had been discussed in some detail by the Audit Committee in relation to the nature of the contract with Capita.  The Committee would seek assurance about the arrangements in place, the escalation process and the position the Trust had been placed in as a part of the year-end audit.  The Director of Human Resources and Organisational Development stated that report would come before the Board in July 2013, reviewing the first year of the Capital contract.  She added that every North West Trust in contract with Capita had written to them setting out that they all faced being issued with a qualified audit report because of their inability to provide information.


Finally, Rachel McIlwraith stated that the audit process had been very good and PwC had witnessed a strong level of improvement in terms of financial controls and the wC had witnessed aeen very  also looked at the Trust'.heo them setting out that they all faced being issued with a qualifiedquality of information year on year.  Ian Haythornthwaite added that the Trust’s finance staff had done a good job in respect of the financial accounts.

Resolved

a. To approve and adopt the annual report and accounts, including annual governance statement for 2012/13, subject to any further minor amendments required prior to submission


b. To delegate authority to approve and adopt the quality report for 2012/13 to the Chair and Chief Executive.  Their approval on behalf of the Board of Directors to be subject to: 

· Any additions or amendments as requested by members of GACA


· Assurance received by the Chief Executive from the Medical Director that the data included in the quality report was robust and that the report had been updated to GACA’s satisfaction

· Any other further minor amendments required prior to submission and to include stakeholder comments

c. To approve the letter of representation on financial accounts

d. To delegate approval of the letter of representation on the quality report to the Chair and Chief Executive.





		13/14/71

		Review of risk impacts 

The Board agreed that the Trust’s Capita contract currently sat below the level of risk for inclusion on the Board Assurance Framework (BAF).  However it was decided that the risk ought to be added to the BAF given the risk of the Trust receiving a qualified report on its financial accounts because of its lack of response to Trust and auditor requests.





		13/14/72

		Any other business 

None.






		13/14/73

		Review of meeting 

Directors briefly reviewed the meeting.





		13/14/74

		Date, time and place of next meeting


Friday 5 July 2013 at 1230 in the Board Room, Liverpool Women’s Hospital.
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		Agenda item no:

		13/14/98





		Meeting:

		Board of Directors





		Date:

		5 July 2013





		Title:

		Chair’s report and announcements





		Report to be considered in public or private?

		Public





		Purpose - what question does this report seek to answer?

		What have been the Chair’s activities since the last Board meeting, and what announcements are there that are not covered elsewhere on the Board agenda?





		Where else has this report been considered and when?

		N/A





		Reference/s:

		· Health and Social Care Act 2012

· NHS Act 2006





		Resource impact:

		-





		What action is required at this meeting?

		To receive and note





		Presented by:

		Ken Morris, Chair





		Prepared by:

		Julie McMorran, Trust Secretary





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable and motivated workforce

		(



		To be efficient and make best use of available resources

		(



		To deliver safe services

		(



		To deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		NHS constitution

		

		Integrated business plan

		





		Which standard/s does this issue relate to:



		Care Quality Commission

		-



		Clinical Negligence Scheme for Trusts

		-



		NHS Litigation Authority

		-





		Publication of this report (tick one):



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

		(



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

		



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

		



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

		



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

		





1. Activities May – June 2013 


During May and June 2013 I attended the following meetings and events:

· 1 May – Foundation Trust Network Board


· 9 May – Attended Living with Environmental Change Research Theme briefing

· 10 May - Attended Social Value, Care for the Future Event

· Charitable Funds Committee

· 22 May – Foundation Trust Network


· 24 May – Board Nominations Committee


·  Board of Directors meeting


· 5 June – NHS Confederation Conference 


· 7 June – Board Development Session


·  Remuneration Committee 


· 12 June – Foundation Trust Network Board

· Secretary of State round table discussion


· 13 June - Liverpool Health Partners: Excellence through collaboration event

· 19 June – Visit to Kirkby Community Centre, Maple Community Midwives Team

· 26 June – NHS Women’s Service’s Provider Alliance meeting

2. The NHS Women’s Services Provider Alliance


The NHS Women’s Services Provider Alliance (the Women’s Alliance) met on 26 June 2013 and I will give an update on its work at the Board meeting.

3. Governor elections


Elections began in May 2013 in respect of current and upcoming vacancies on our Council of Governors.  They are in respect of six public seats (South Liverpool, North Liverpool, Knowsley, Sefton and two seats for the rest of England and Wales) and two staff seats (Midwives and Doctors).


Two nominations were received, one in respect of the public seat of South Liverpool and the other in respect of the staff Doctors seats.  Both nominations are in the process of being validated.  A bi election will be organised in respect of the seats for which no nominations were received.


4. Launch of new Panel for Advising Governors

Monitor’s new Panel for Advising Governors, as introduced by the Health and Social Care Act 2012, is now operational.


The Panel will answer questions raised by NHS Foundation Trust Governors as to whether a Trust has failed or is failing to act in accordance with its constitution, or to act in accordance with Chapter 5 of the NHS Act 2006.  It is chaired by Linda Nash, previously Chair of Somerset Partnership NHS Foundation Trust.  Sixteen further members of the Panel have also been appointed, four of whom are current NHS Foundation Trust Governors.  The Chair will convene small groups of the Panel’s members to discuss questions raised, according to the type of experience needed to answer the questions.

The Panel will operate independently of Monitor and will publish answers to questions it has addressed on the Monitor website. 
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Meeting attendees’ guidance, May 2012

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 (the amount of time allocated for each agenda item can be used to guide your preparation)


· Submit any reports scheduled for consideration at least 10 days before the meeting to the meeting administrator (using the standard report template)


· 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 off 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 help move the meeting forward


· 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


· 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 all meetings and at least 75% of all meetings held each year


After the meeting


· Follow up on actions


· Inform colleagues appropriately of the issues discussed


Standards


· All documentation will be prepared using the standard Trust templates.  A named person will oversee the administrative arrangements for each meeting


· Agenda and reports will be issued 7 days before the meeting


· An action schedule will be prepared and circulated to all members 5 days after the meeting


· The minutes will be available at the next meeting 


Also under the guidance of the Chair, members are also responsible for the committee/ subcommittee’s compliance with relevant legislation and Trust policies, up-to-date versions of which are available on the Trust’s website or via the Head of Governance or Trust Secretary.
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