Board of Directors Public 10 October
2024
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Bj TB24.25 134 (iii) Appendix B Integrated Performance Report.pdf (26 pages)
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09:30-09:40 7. Improvement Plan Monthly Update

10 min
Note Tim Gold

B TB24.25 136 (i) Improvement Plan Monthly Update.pdf (5 pages)
B TB24.25 136 (i) Improvement Plan Monthly Update.pdf (31 pages)
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Decision Gary Price

B TB24.25 137 Ambulatory Expansion Project.pdf (4 pages)
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10 min
Decision Lynn Greenhalgh

BEj TB24.25 138 (i) Medical Appraisal and Revalidation Annual Report 2023-24.pdf (7 pages)
Bj TB24.25 138 (ii) Medical Appraisal and Revalidation Annual Report 2023-24.pdf (27 pages)

10:00-10:10 10. Self-Assessment Review Document Approval for Submission to NHS
omin England
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By TB24.25 139 (i) Self-Assessment Review Document Approval for Submission to NHS England.pdf (4 pages)
B TB24.25 139 (ii) Self-Assessment Review Document Approval for Submission to NHS England.pdf (62 pages)

10:10-10:20 11. Bi-Annual Safe Staffing
10 min
Assurance Dianne Brown

Bj TB24.25 140 Bi-Annual Staffing (January - June 2024).pdf (23 pages)

10:20-10:30 12. Maternity Incentive Scheme Year 6

10 min
Assurance Dianne Brown

Bj TB24.25 141 (i) Maternity Incentive Scheme Year 6.pdf (17 pages)
Bj TB24.25 141 (ii) Perinatal Quality Surveillance Safety Dashboard.pdf (8 pages)
Bj TB24.25 141 (iii) Neonatal Safe Staffing.pdf (18 pages)

10:30-10:40 13. NHS University Hospitals Liverpool Group Governance

10 min
Decision Hollie Holding

Bj TB24.25 142 (i) University Hospitals of Liverpool Group Mobilisation.pdf (14 pages)

B TB24.25 142 (ii) Appendix A - PCA and TOR University Hospitals of Liverpool.pdf (66 pages)

Bj TB24.25 142 (iii) Appendix B Summary of Changes to LWH Constitution.pdf (1 pages)

B TB24.25 142 (iv) Appendix C - DRAFT UHL Group Joint Committee Trust Board Cycle of Business 2024-2025.pdf (5

pages)
B TB24.25 142 (v) Appendix D - Statutory Roles within an NHS FT.pdf (4 pages)
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1omin - Collaboration Agreement

Decision Hollie Holding

Bj TB24.25 143 (i) Liverpool Acute and Specialist Providers Joint Committee.pdf (2 pages)
BEs TB24.25_143 (ii) Joint Working Agreement and Terms of Reference.pdf (26 pages)
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5 min

10:55-10:55
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10:55-10:55
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10:55-10:57
2 min

10:57 -10:59
2 min

10:59 - 11:00
1 min

Decision Hollie Holding

B TB24.25 144 (i) Nominations and Remuneration Committee Terms of Reference.pdf (2 pages)
Bi TB24.25 144 (ii) DRAFT LWH Nominations & Remuneration Committee Terms of Reference September 2024.pdf (7

pages)

16. Committee Chair’s Reports

Note Committee Chair's

B TB24.25 145 (i) Committee Chair's Cover Sheet.pdf (1 pages)
Bj TB24.25 145 (ii) Appendix 1 Finance, Performance and Business Development Committee Assurance Report.pdf (2

pages)

17. Emergency Preparedness, Resilience and Response Core Standards
Annual Submission

Note Gary Price

B5 TB24.25 146 (i) Emergency Preparedness, Resilience and Response Core Standards Annual Submission.pdf (2 pages)
Bj TB24.25 146 (ii) Core Standards Appendix 1pdf.pdf (13 pages)
B5 TB24.25 146 (iii) Action Plan Appendix 2.pdf (2 pages)

18. Review of risk impacts of items discussed

Note David Flory

19. Any other business & Review of meeting

Note David Flory

20. Jargon Buster

Note David Flory
Bj TB24.25 149 Jargon Buster.pdf (13 pages)
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NHS

Liverpool Women'’s
NHS Foundation Trust

Board of Directors

Location The June Henfrey Suite, Blackburne House
Date 10 October 2024
Time 09.00 - 11.00
AGENDA
Title of item Objectives/ Process Item
desired presenter
outcome
PRELIMINARY BUSINESS
130 Introduc_tlon, Apologies & Note Verbal
Declaration of Interest
Minutes of the Board of Directors .
131 | held on 12 September 2024 Approve Written Chair 00:00
132 Action Log Note Written
133 Any Urgent Matters Arising Note Written
PERFORMANCE
Chief Executive Officer’s Report
e People Pulse Survey Results :
e Integrated Perf Report Chief
134 negraled reriormance Repo Assurance Written Executive 09:05
o Executive Risk and Assurance :
Officer
Group (verbal)
Finance Performance: Month 5 . Chief Finance .
135 2024/25 Note Written Officer 09:20
Improvement Plan Monthly Update Chief
136 Note Written | Transformation | 09:30
Officer
FINANCE
Ambulatory Expansion Project Chief
137 Approval Written Operating 09:40
Officer
QUALITY, SAFETY & EFFECTIVENESS
Annual Appraisal and Revalidation . .
138 Report Approval Written Medical 09:50
Self-Assessment Review Document Director
139 | Approval for Submission to NHS Approval Written 10:00
England
149 | Bi-Annual Safe Staffing Assurance Written 10:10
Maternity Incentive Scheme Year 6
e September 2024 Compliance Chief Nurse
141 Update (including Perinatal Assurance Written 10:20
Dashboard)
e Bi-annual neonatal staffing report
GOVERNANCE
142 NHS University Hospitals Liverpool Approval Written A.ssomate 10:30
Group Governance Director of
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Liverpool Adult Acute and Specialist Corporate 10:40
143 Services Programme Working Approval Written Governance )
Collaboration Agreement
Nomination and Remuneration . .
144 Committee Terms of Reference Approval Written 10:50
CONSENT AGENDA

All these items have been read by Board Members and the minutes will reflect recommendations, unless an item has been requested to come

off the consent agenda for debate; in this instance, any such items will be made clear at the start of the meeting.

Committee Chair’s Reports ;
145 Note Written | COmmittee
Chairs
Emergency Preparedness, Chief
146 Resilience and Response Core Note Written Operating
Standards Annual Submission Officer
CONCLUDING BUSINESS
Review of risk impacts of items Identify any
147 discussed new risk Verbal
impacts
Any other business & Review of Consider any .
148 | meeting urgent items of | Verbal Chair 10.55
other business
149 Jargon Buster For reference Written
Finish Time: 11.00
3/430
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NHS

Liverpool Women'’s
NHS Foundation Trust

UNCONFIRMED

Meeting of the Board of Directors in Public
Thursday 12 September 2024
June Henfrey Suite at Blackburne House

Non-Executive Directors present:

Executive Directors present:

David Flory

James Sumner, Chief Executive Officer

Zia Chaudhry Dianne Brown, Chief Nurse

Jackie Bird Matt Connor, Chief Digital and Information Officer
Mike Eastwood Tim Gold, Chief Transformation Officer

Tracy Ellery Lynn Greenhalgh, Chief Medical Officer

Louise Kenny

Jenny Hannon, Chief Finance Officer and Deputy CEO

Sarah Walker

Gary Price, Chief Operating Officer

Thomas Walley

Daniel Scheffer, Director of Corporate Affairs/Company
Secretary

Michelle Turner, Chief People Officer

Apologies for absence:

Geoffrey Appleton (Non-Executive Director)
David Gilburt (Non-Executive Director)
Gloria Hyatt (Non-Executive Director)

In attendance:

Louise Florensa, Deputy Trust Secretary

Hollie Holding, Associate Director of Corporate Governance

Michelle Rushby, Head of Patient Involvement and Experience

Nicola Pittaway, Freedom to Speak Up Guardian (to present agenda item 114)

In attendance to observe:
Lesley Mahmood, Public

Felicity Dowling, Public

Teresa Williamson, Public (virtual)

Gordon Lorimer, Regional Director, Altera Digital Health (virtual)

Attendance 2024/25 May Jul Sept Oct Nov Dec Jan Feb Mar

Directors
David Flory

James Sumner

Geoffrey Appleton

Jackie Bird

Dianne Brown

Zia Chaudhry

Te|e|e | v

Matt Connor

Mike Eastwood

Tracy Ellery

David Gilburt

Lynn Greenhalgh

Tim Gold

Jenny Hannon

Gloria Hyatt

Louise Kenny

Gary Price

Daniel Scheffer

Michelle Turner
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Sarah Walker
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R — Representative / A — Apologies
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103

Introduction, Apologies & Declaration of Interest

David Flory welcomed everyone to the meeting, noting this was the first meeting
of the Board with the two new Non-Executive Directors in attendance. Apologies
were received from Geoffrey Appleton (Non-Executive Director), David Gilburt
(Non-Executive Director) and Gloria Hyatt (Non-Executive Director)

The Board passed its thanks to Louise Kenny (Non-Executive Director) for her
invaluable leadership at the Board as part of her long history serving Liverpool as
a city.

One declaration of interest was brought to the attention of the Board by the Chief
Operating Officer (COO), who is also the COO at The Walton Centre NHS
Foundation Trust. It was confirmed that any interests would be dealt with as they
arose.

104

Patient Engagement and Activity

Dianne Brown presented the Patient Engagement and Activity Update. The update
provided an overview of the work undertaken across all aspects of patient
engagement and activity over the previous 12 to 18 months. The Head of Patient
Involvement and Experience outlined the key areas within the update for the
attention of the Board, highlighting that the aim was to build trust and form
relationships with communities.

Sarah Walker joined the meeting.

The Board heard that a stakeholder map had been developed; a significant number
of engagement opportunities led by the patient experience team had taken place.
Details of community listening events that the Trust had been involved in with
patients and families were shared with the Board noting that there was a wide range
of activities the Trust was involved in. Events highlighted included:

Severa and Kumba Imani coffee mornings

Bereaved fathers, Honeysuckle FC / LFC Foundation

Asylum Link and Refugee Health events

Baby Well refugee group

Severa International women’s event

Severa men’s event — honour based crime and health

Antenatal birth clinics

Numerous listening events across baby groups and children’s centres
15 Steps events at the Fetal Medicine Unit and Delivery Suite.

The Board was also informed of action that had been taken to address feedback
that had been received through various channels. Areas included:

Maternity base
e overnight visiting for partners and accompanying bed cards, contracts and
bedside posters
screens to neonatal resus bays
provision of fresh fruit and juice
bay curtain posters
improved signage
improved staffing information
improved postnatal information on the website.

Maternity Assessment Unit (MAU)
e Birmingham Symptom Specific Obstetric Triage System (BSOTS)
implementation including ‘Welcome to MAU’ posters
e increased selection in the waiting room vending machine
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Maternity Quick Reference guide

Additional high-backed chairs in the waiting room
reception desk made wheelchair accessible
boxes to store urine samples in MAU

staff room door closed during handovers
monthly infection control audits

waiting room reassurance when alarms sound.

Neonatal Unit
e provision of meals for parents
¢ improved signage for the feeding room.

Induction of Labour
o |eaflets in appropriate language
¢ videos for information
e development of an App.

Communities

e invested in Interpreter on Wheels with specific targeted recruitment for
language line led by patient experience

e arranged for direct access to women within Asylum system and education
on sexual health

¢ focused and targeted recruitment of volunteers from local community

e introduction of bi-lingual volunteers, roll out to staff, bi- lingual volunteers
qualifications

e introduced Faith Walks for Staff led by local Faith Leader

e qualifications for both volunteer and staff to be offered working with
Blackburn House.

The Board also learned that a multi-faith booklet had been introduced to help staff
to care for people of all faiths, including those with no faith. Additionally, the Trust
had engaged with the Chief Operating Officer from the local Mosque to ensure the
faith rooms met the needs of the local community accessing it to pray.

The Trust continued to work to improve digital support for patients and their families,
including enhancing accessibility to services, streamlining processes and providing
personalised care.

The Board heard about Citizens Advice on Prescription (CAoP) which was a city-
wide welfare (anti-poverty) service for front-line health in primary and secondary
care. It targeted referrals from front-line health staff working with patients who have
poor health and disadvantage, with the service expanded to include a children and
families programme with a focus on the perinatal pathway, which was a service for
pregnant woman or families with a child under 1 year. Several referrals had already
been made, with the Trust continuing to work with system partners across the city.

Details about the refurbished and redesigned Patient Advice and Liaison Service
(PALS) were shared with the Board, highlighting that a Help Hub had been
introduced in January 2024, as well as a Happy to Help poster in 24 languages and
an Interpreter on Wheels procured for the Hub. A Mersey Internal Audit Agency
(MIAA) audit reported substantial assurance in September 2024 concerning the
complaints process.

The Board noted that the improvements seen were encouraging and acknowledged
the work with system partners to continue to improve the patient journey and
experience.
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A query was raised relating to access to women in the asylum community to build
trust and how the Trust approached that. It was confirmed that there were existing
relationships in place, although it was recognised that the level of that relationship
differed for every woman. Barriers remained in some areas such as unmet need,
reluctance to access health services, reluctance to share details given the
perceived linked to the Home Office. A commitment had been made by the Trust
and local MPs to see if there was anything further that could be done to support the
provision of care for patients in an asylum position.

The Board raised a question concerning the work on the App and whether it was
the intention to give access through the App to maternity health records. It was
confirmed that this was the case.

The Board passed their thanks onto all involved.

Michelle Rushby left the meeting.

105

Minutes of the Board of Directors held on12 July 2024

The Board noted one amendment to be made about the Guardian of Safe Working
report but, subject to that change, approved the minutes of the meeting held on 12
July 2024 as a true and accurate record.

The Board noted that an update given at the last meeting highlighted the number
of out-of-date policies within the Trust, with a reduction from 60 to 13. A query on
whether that work had been completed was raised. It was confirmed that the
reduction in out-of-date policies continued on the same trajectory but the number
left outstanding could not be confirmed.

ACTION: Confirm the number of out-of-date policies that remained following
the targeted work to reduce them (James Sumner).

106

Action Log and Any Urgent Matters Arising.
The Board received the Action Log and noted the associated updates.

There were no urgent matters arising.

The Board noted that a Chair’s Log had previously been introduced as a way of
escalating a log of issues from each Committee, with consideration to be given to
how issues that link with more than one area or Committee would be monitored
once the Chair’s Log was no longer used. It was agreed that this would be
explored outside of the meeting.

ACTION: Explore a suitable mechanism for monitoring issues that would
previously have been included in the Chair’s Log (Hollie Holding).

107

Chief Executive Officer Report
James Sumner presented the Chief Executive Officer Update which set out details
of key issues and activities since the last update in July 2024.

The Board was informed that the most recent Executive Risk and Assurance Group
had highlighted the need to ensure that the risk methodology was being consistently
applied. However, it was noted that there was good traction from the Divisions
using their risk registers. Mersey Internal Audit Agency (MIAA) would be
undertaking an audit to give assurance.

The Board discussed Never Events, noting the consistent links between the three
previously discussed and the actions and learning being taken from each. Detail of
a further Never Event was shared from the neonatal unit, with the team reviewing
policies and procedures for learning. It was acknowledged that Never Events were
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not a definitive measure of the safety culture in the Trust, however, there was a
requirement to understand what had happened, in order to avoid them happening
again.

A summary of the Integrated Performance Report (IPR) was shared, highlighting
that the waiting list continued to reduce further, evidencing positive actions taken in
line with the Improvement Plan. Cancer remained a challenge nationally with the
Trust continuing to be monitored through national Tier 1 performance oversight.
However, the Board noted that the Trust was moving up the table against national
comparators. A visit was undertaken by the National Cancer Team in early
September, with the National Clinical Director for Cancer commending the work
already progressed.

The Board noted a reference to new ways of managing clinical challenges and risks,
particularly relating to the procurement of a robot blood transfusion solution as part
of the Trust’s improvement programme and the challenges that had faced due to
issues with the company and its manufacturing arm. It was reiterated that the
solution remained viable with due diligence underway following a visit to the
company. It was hoped that the order would be placed in September for delivery in
October.

The Board was informed that the first meeting of the Liverpool Adult Acute and
Specialist Providers (LAASP) Joint Committee would take place on 19 September.
The Integrated Care Board (ICB) would also meet in September.

The Board passed its thanks to Louise Shepherd as she moved to a regional role.

The Board noted the update.

108

Finance and Performance (Month 4)
Jenny Hanlon presented the Finance and Performance update, which detailed the
Month 4 position.

The Board heard that, at Month 4, the Trust reported a £10.2m deficit, which was
in line with plan. The Trust continued to forecast delivery of its plan of £28.5m
deficit by year-end.

The Board was reminded of the Cost Improvement Programme (CIP) target of
£5.9m (3.2% of expenditure), phased towards the end of the year. At Month 4 the
Trust had delivered £1.5m of CIP (of which £0.6m was non-recurrent), leading to a
favourable variance against plan of £0.2m. The Trust had fully identified it's £5.9m
target for 2024/25, however, it was noted that the majority was non-recurrent. The
Trust had further strengthened focus on recurrent CIP identification and delivery
during this period by establishing a CIP Portfolio Board, meeting fortnightly.

The Trust was on track to spend the capital allocation for 2024/25 with the year-to-
date spend £1.1m behind plan, predominantly due to phasing of the capital plan in
Month 4, in relation to a particular piece of equipment.

A query relating to the cash flow position was raised, with concern that there was
no system or mechanism in place across the System to address the ongoing
challenges. It was highlighted to the Board that the LAASP presented an
opportunity for the five Adult Acute and Specialist Providers on the Joint Committee
to explore this in detail, but difficulties remained in determining the most appropriate
way forward across the city.

The Board noted the update.
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109

Ambulatory Programme Capital Spend
Gary Price presented the Ambulatory Programme Capital Spend.

The Board heard that additional capital costs in relation to the expansion of the
ambulatory service provision were reported to the Executive Risk and Assurance
Group (ERAG) 7 August 2024, however these were deemed manageable across
the Trust’'s multi-year capital program. It was proposed that a paper be circulated
to the Board outside of the meeting to highlight how any pressure may be
mitigated.

The Board noted the update.

ACTION: a paper to be circulated to the Board outside of the meeting (Gary
Price)

110

Improvement Plan Monthly Update
Tim Gold presented the Improvement Plan Monthly Update.

The Board learned that examples of improvement were being seen across several
areas including NEWS scores, overall size of the waiting list and cancer. There
was a drop on the faster diagnosis standards against the stretch target but this did
remain on the trajectory of 70%.

An update was provided about the self-assessment the Trust had undertaken
against the National Oversight Framework, with progress made against the 11 exit
criteria, with eight overall rated green, two rated amber and one red, which was
Cancer. It was outlined that this was largely due to the nuances of the tier system
as opposed to the Trust being off track with the trajectory. A formal exit date had
not yet been agreed with the ICB but the Trust continued to work towards the end
of the financial year.

The Board questioned whether the areas of work that had been closed down had
been shared with the ICB. It was outlined that there would be a review of the exit
criteria in November, whether those programmes highlighted as green would be
proposed for closure, seeking agreement from the ICB.

A query related to the use of RAG ratings was highlighted, with the example of the
financial projects that were showing as green but relied heavily on the delivery of
CIP given. A similar query was raised in relation to Pharmacy and Medicines
Management where the Improvement Plan update was green but the detail shared
elsewhere gave a different picture. Assurance was given that, although a specific
project or risk may show as red or amber, the impact on the overall programme was
not significant enough to alter the overall RAG rating.

The Board sought assurance that Anaesthetics was being worked through given
the unique nature of the specialty at the Trust. A previous piece of work in
collaboration with the Royal Liverpool Hospital was highlighted, where the intention
was to explore a hosted service, allowing ringfencing of Obstetric Anaesthetics.
This had stalled due to concerns related to staff who were not familiar with the site
and service being used to deliver a service there. It was acknowledged that this
work needed to be stepped up again to address the issues. In addition, training of
Obstetric Anaesthetists was an ongoing challenge given that trainees were in situ
for three months before moving onto their next placement. It was suggested that
there would be more opportunity to explore this in detail within the Group model
being progressed.

Thomas Walley left the meeting.

The Board noted the update.
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112

Maternity Incentive Scheme Year 6 — August 2024 Compliance Update
Dianne Brown presented the Maternity Incentive Scheme Year 6 — August 2024
Compliance Update.

The Board learned that NHS Resolution (NHSr) operates year six of the Maternity
Incentive Scheme for Trust (MIS) to support the delivery of safer maternity care.
The maternity incentive scheme applies to all acute Trusts that deliver maternity
services and are members of the Clinical Negligence Scheme for Trusts (CNST).
Detail on the year 6 scheme progress was shared, with confirmation that those
areas highlighted as amber would remain as such until the scheme period ended
and all evidence could be collated and validated.

It was highlighted to the Board that the Company Secretary would be meeting with
NHS Resolution (NHSR) in the coming weeks to bring them up-to-date with the
ongoing work in the city related to the Group model.

A question was put forward in relation to the Quality Committee and how, once that
meeting was closed down, assurance would be provided against the areas to be
evidenced for the MIS. It was outlined that the work of the Non-Executive Director
Maternity Safety Champion would be key, as well as ensuring that maternity
remains a focus within the governance and assurance framework.

The Board noted the update.

Bi-Annual Maternity Staffing Report
Dianne Brown presented the Bi-Annual Maternity Staffing Report, highlighting the
following areas (January — June 2024):

e LWH midwifery and MSW budgeted posts for financial year 2024/25
equates to 353.53wte, demonstrating compliance with outcomes of Birth
Rate+ audit 2023

e budgeted posts were inclusive of 23% headroom for midwives and 21.4%
uplift for MSW

e nil vacancy rate for midwives in month 3 (FY24/25)

e sickness absence rate in June 2024 was 6.43% which was above the Trust
target rate of 4.50%

o Midwife: Birth ratio in June 2024 was 1:23 against a BR+ audit
recommendation of 1:23

o there were 268 midwifery red flags reported between January-June 2024
which was an increase of 56 from the previous reporting period (July-
December 2023) where 212 red flags were reported

e the majority of the red flags related to delays in ongoing induction of labour,
owing to capacity and demand. An induction of labour Quality Improvement
project was ongoing with estates work scheduled to be completed in July to
create a separate area consisting of five rooms. This would help to improve
patient flow on Delivery Suite to be able to expedite patients to continue the
process whilst also improving the patient experience

e supernumerary shift co-ordinator on Delivery Suite was maintained at 100%
for the past six months

e 1:1 care in labour achieved a compliance rate of 99.56% - 100% in the
reporting period, against a standard of 100%.

The Board queried the meaning of headroom within budgeted posts within the
report. It was confirmed that, as the workforce was very clinical, it was part of
national and best practice to have enough staff to allow for training, with a
discretionary amount of days between 21-25%. It was also noted that there would
be an increase in training requirements for midwifery staff as part of the outcomes
from the Ockenden review, so the requirement for headroom was justified.
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The Board noted the update.

113

Guardian of Safe Working Hours, Quarter 1 2024/25
Lynn Greenhalgh presented the Guardian of Safe Working Hours, Quarter 1
2024/25, highlighting the following

e rota establishment continued to fluctuate throughout the year with
processes in place to mitigate the use of high-cost agency locums wherever
possible by using internal bank, doctors in training and ANNPs, with 289
shifts being put out for cover in all three specialities out of hours

¢ nine exception reports were submitted relating to difference in hours of work
and patterns of work. Two educational exception reports were submitted
and one relating to service support available to doctors. This was a
decrease compared to Q4 of 2023-2024

e although the hours and templates of rotas were safe and compliant in each
service and in line with the Junior Doctor contract, there remined work to fo
ensure rota gaps were covered.

The Board noted the update.

114

Learning From Deaths Quarterly Report

Lynn Greenhalgh presented the Learning from Deaths Quarterly Update which
provided an overview of the Trust’s mortality data including crude mortality, Hospital
Standardised Mortality Ratio (HSMR) and Summary Hospital-level Mortality
Indicator (SHMI) throughout the reporting period.

The Board was informed that a Perinatal Mortality Review Tool (PMRT) review of
stillbirths in Q4 reported one case where care issues were identified that could have
made a difference to the outcome. This case proceeded to a Patient Safety Incident
Investigation (PSIl) with learning and actions taken. The PMRT review of neonatal
deaths identified learning but there were no neonatal care issues identified for the
Trust that were likely to have made a difference to the outcome.

The Board of Directors noted the update.

Nicola Pittaway joined the meeting.

115

Whistleblowing Bi-Annual Report/ Freedom to Speak Up Guardian
Nicola Pittaway presented the Whistleblowing Bi-Annual Report/ Freedom to Speak
Up Guardian.

The Board’s attention was drawn to the detail within the report outlining that the
Guardian service received a total of 42 concerns during the reporting period, which
was an increase of 25 from the equivalent period in 2022/23. Concerns throughout
the first half of the year were raised by a wide variety of staff of all grades and from
all services. The trend data indicated that staff continued to feel confident to raise
concerns by identifying themselves to the Guardian but were reluctant for their
details to be shared further. Work was ongoing to highlight to all those who came
forward that confidentiality would be maintained.

The increase in concerns raised was noted by the Board, recognising that this could
be seen as a positive if correlating with the Care Quality Commission (CQC)
whistleblowing process. It was noted that several of the concerns raised were HR
related and having the Guardian involved in the process had given confidence to
those raising issues.

The Board requested that future reports include thematic data on what was being
raised by staff, to aid in understanding whether the increase in reports was an
indicator of a positive culture or not.

11/430



9/9

ACTION: Include thematic data on areas being reported to the Guardian
Service in future reports to provide assurance that any increase was due to a
positive culture shift as opposed to a negative culture (Nicola Pittaway).

The Board was informed that a safe space had been developed to provide a space
for people to feel psychologically safe, with the space nearing completion.

The Board noted the update.

116

Committee Chair’s Reports

Audit Committee

Tracy Ellery gave an overview of the Audit Committee, highlighting that a Mersey
Internal Audit Agency (MIAA) audit had returned limited assurance on quality spot
checks, which was referred to the Quality Committee.

It was also highlighted that there was no central record of external inspections and
visits, which was requested by the Committee. It was proposed that this move to
the Executive Directors for monitoring.

Quality Committee
Sarah Walker gave an overview from the Committee, outlining that much of the
agenda that was discussed at the meeting had been discussed elsewhere within
the Board agenda.

The Board noted the updates received.

117/118

Consent Agenda
The following items were presented with the recommendations contained in the
reports adopted without debate:

e Sustainability Annual Report Green Plan
e Senior Independent Director Appointment

119

Review of risk impacts of items discussed
No new risk items were identified.

120

Chair’s Log
There was nothing to note under the Chair’s Log.

121

Any other business & Review of meeting
There was no other business to note.

122

Jargon Buster
The Jargon Buster was noted.
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Action Log
Trust Board - Public
10 October 2024

Meeting
Date

Ref

Agenda Item

Action Point

Key

Action
Deadline

NHS

Liverpool Women'’s

NHS Foundation Trust

On track

Risks
identified but
on track

RAG

Open/Closed

Comments / Update

12 24/25/105 | Minutes of the Previous Confirm the number of out- | James October At the 3 October 2024
September Meeting of-date policies that | Sumner 2024 25 policies were out of
2024 remained following the date, reduced by 19
targeted work to reduce since 12 September
them. 2024. Work was
ongoing to reduce
further.
12 24/25/106 | Action Log Explore a suitable | Hollie November The item is on track for
September mechanism for monitoring | Holding 2024 completion for
2024 issues that would previously November 2024.
have been included in the
Chair’s Log.
12 24/25/109 | Ambulatory  Programme | Report to be circulated to the | Gary October The item is on the
September Capital Spend Board outside of the meeting | Price 2024 agenda for decision at
TB24/25_136.
12 24/25/115 | Whistleblowing Bi-Annual | Include thematic data on | Nicola March On track The item is on track for
September Report/Freedom to Speak | areas being reported to the | Pittaway 2025 completion for March
2024 Up Guardian Guardian Service in future 2024.
reports to provide assurance
that any increase was due to
a positive culture shift as
opposed to a negative
culture.
11 April 24/25/005 | Chief Executive Report To arrange a Board training | TS June-2024 On track Opportunity to hold this
2024 session on Making Data September in September owing to
Count. 2024 the availability of the
NHSE Team
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8 February | 23/24/250 | Maternity Staffing report
2024 1st July- 31st December
2023

For future midwifery staffing
reports to include
benchmarking on operative
rates including assisted
delivery.

Chief
Nurse

September
2024

Chair’s Log

Received Meeting
/ Date
Delegated

None received or delegated.

Issue and Lead Officer

Receiving /
Delegating

Body

Action
Deadline

RAG
Open/Closed

NHS

Liverpool Women'’s

NHS Foundation Trust

Agenda ltem
24/25/112b.

Six monthly midwifery
staffing report scheduled
for September 2024

Board.

Comments / Update
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NHS

Liverpool Women'’s
NHS Foundation Trust

Board of Directors

COVER SHEET
Meeting Date Thursday, 10 October 2024 Item Reference | TB24/25_134
Report Title Chief Executive’s Report
Author James Sumner, Chief Executive Officer

Louise Hope, Assistant Trust Secretary

Responsible Director James Sumner, Chief Executive Officer

Purpose of Report To provide the Board of Directors with details of key activities and issues
from the Chief Executive since the last update in September 2024.

Executive Summary The report sets out details of key issues the Board need to be appraised
of, and activity which the Chief Executive has been involved since
September 2024.

Key Areas of Concern No areas of concern noted.

Trust Strategy and The Chief Executive Report provides the Board with crucial updates and

System Impact highlights the Chief Executive’s activities since September 2024, aligning

with the Trust's strategy and NHS Cheshire and Merseyside system
priorities by addressing health and wellbeing, service quality, and resource
efficiency. It ensures compliance with the ‘triple aim’ by considering
impacts on health inequalities, service benefits, and sustainability.

Links to Board o
Assurance Framework

Links to Corporate Risk -
Register (scoring 10+)

Assurance Level SUBSTANTIAL - Good system of internal control applied to meet existing
objectives
QCtiO(;‘l Required by the | The Board of Directors is asked to:
oar e note the content of the report
e note the Integrated Performance Report
REPORT DEVELOPMENT:

Committee or meeting Date Lead Outcome

report considered at:
N/A
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MAIN REPORT

1. NHS England Enforcement Undertakings

The Trust submitted evidence to NHS England (NHSE) highlighting the improvements delivered across
a range of areas. The improvements were reviewed by NHSE Quality and Maternity Leads who have
supported proposal not to progress enforcement undertakings.

NHSE commended the Trust on the work undertaken during 2024 to rectify the requirements set out by
the Care Quality Committee (CQC) highlighting the clear focus given to sustainability and reliability of
ongoing actions. At the same time, the CQC Warning Notice has also been lifted and enhanced oversight
and monitoring from the Regional Maternity Team have been stood down.

The focused work undertaken by staff within the Trust through the Improvement Programme have
delivered benefits to our patients which we will continue to monitor at the Board of Directors.

2. Adult Acute and Specialist Services in Liverpool

On 29t July 2024 it was announced that the five adult acute and specialist hospital trusts in Liverpool
had agreed to form a joint committee that would allow us to work more closely together to continue to
deliver previously agreed recommendations from the Liverpool Clinical Services Review. This focused
on improving the health of our population through collaborative working and reducing fragmentation of
clinical services.

The shadow joint committee — which includes the chairs and chief executives of the five trusts — met for
the first time on 19" September 2024. We discussed the scope of the joint committee’s work and the
wider Liverpool Adult Acute and Specialist Providers (LAASP) programme. This included the joint working
agreement and the committee’s terms of reference outlining how the trusts will deliver this programme.

Since then, the proposals have been going to all our individual trust boards for review and subsequent
approved by Liverpool Heart and Chest, The Clatterbridge Cancer Centre, and Liverpool University
Hospitals board meetings at the end of September. The Walton Centre board received the documents in
early October.

The joint working agreement and terms of reference cover how we will seek to:

» Design, develop and implement decision-making arrangements to act as one on decisions that
affect us all.

* Develop a case for change to support the development of a five-year plan to deliver the
opportunities identified in the Liverpool Clinical Services Review for how we can deliver the best
for our patients. It will include clinical services, research and innovation, workforce, digital and how
we can get the best from estates, infrastructure, and corporate services.

+ Manage financial planning, resources and risk as one, including a shared financial plan for 2025/26.

» Deliver efficient and effective corporate and support services, with transformation plans to achieve
an average cost across different trusts.

The plans will also take into account the fact that all five trusts provide specialist services for a much
wider geographical area than Liverpool and, in many cases, wider than Cheshire and Merseyside.

The joint committee is chaired by David Flory CBE, the Chair of Liverpool University Hospitals (LUHFT)
and Liverpool Women’s (LWH). It will meet at least monthly and will be accountable to each trust board,
with minutes going to trust boards.

The next step is for the joint committee to begin to develop plans setting out how we aim to deliver this

programme working with patients, colleagues, and partners in the coming months. A verbal update will
be provided from the most recent meeting which took place on 7 October.
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3. Women’s Hospital Services in Liverpool Programme: Improving hospital gynaecology
and maternity services in Liverpool

On Wednesday 9 October 2024, NHS Cheshire and Merseyside Integrated Care Board (ICB) were
presented with a case for change document describing the risks facing hospital-based gynaecology and
maternity services in Liverpool.

Subiject to the board’s approval of the document, a six-week period of public engagement will begin on
15 October 2024, giving people an opportunity to share their views about the issues it sets out.

Although some of the challenges outlined in the case for change have been discussed in the past (some
of you will have previously known this as Future Generations), this is a new process which will focus on
the situation as it stands today. The case for change doesn’t set out proposals or potential solutions —
these will be explored with partners, stakeholders, patients, and the public later in the programme of work
— and no decisions have yet been made.

The case for change was published with the NHS Cheshire and Merseyside board papers on 1 October
2024, which are available here:: https://www.cheshireandmerseyside.nhs.uk/get-involved/upcoming-
meetings-and-events/extraordinary-board-meeting-women-s-hospital-services-in-liverpool/

Subject to NHS Cheshire and Merseyside’s board approving the case for change, a period of public
engagement will take place from 15 October to 26 November 2024. Further details about this and how
patients, staff, and the public can get involved, will be shared after 9 October.

4. Refugee Women Connect

During last month’s Board of Directors, | referenced a recent meeting with Refuge Women Connect
services. It was extremely difficult to hear the experiences of women within the asylum system and their
experience of care here at the Trust. Following the meeting, we have agreed to the

e Development of an onsite garden of reflection.

¢ Review of information provided to women who access care as part of the asylum system.

¢ Consideration how we support women financially to attend appointments, working with system
partners to understand our role in the accessing of benefits and support.

e Review of our translation services.

¢ Consideration of the approach to routine enquiry from a domestic abuse perspective.

The issues were discussed recently with local members of Parliament especially those of relocating
women within the asylum system and a further meeting has been arranged in November.

5. Flu and Covid Vaccination Plan 2024/25

Provider Trusts are required to have a vaccination offer for the health and social care workforce. Based
on the evidence that flu vaccine’s effectiveness can wane over time in adults JCVI have advised moving
the start of the programme for most adults to the beginning of October. This is on the understanding that
the majority of the vaccinations will be completed by the end of November, closer to the time that the flu
season commonly starts. It is preferable to vaccinate individuals closer to the time when the flu virus is
likely to circulate (which typically peaks in December or January), as this will provide optimal protection
during the highest risk period.

Key considerations and actions for the LWH Campaign are as follows:

e Weekly meetings established commencing 26" September to mobilise campaign attending by
Heads of Nursing and Midwifery.

¢ All frontline health care workers, including both clinical and non-clinical staff who have contact
with patients, should be offered flu vaccine from October.
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e The trust has received additional funding to fully resource staff vaccinators and staff trained to
provide vaccinations will do so via walkarounds across the clinical areas.

e Regular Covid and Flu drop-in clinics will be arranged at LWH.

e A wide range of communications will be issued, with positive messages about the importance
of vaccination led by the Chief Nurse and Medical Director.

e Reporting on vaccine take up will be done via power Bl and a report will be issued every Monday
comparing performance by division and department.

6. Our People Pulse Results and the NHS Staff Survey

The Trust received an excellent response to the recent People Pulse Survey that ran for the month of
July 2024. A positive 80% increase in responses compared to the People Pulse Survey in July 2023.
The People Pulse Survey helps the Trust to check in with our colleagues and look at how we are feeling
in that moment. We are extremely pleased to see that there has been a positive response to each of the
3-core metrics. It's great to know what is going well, how we can sustain that and understand what we
need to do to make LWH an even better place to work.

The National NHS Staff Survey was launched on Friday 4" October 2024. The NHS Staff Survey is run
independently (LWH’s provider is IQVIA) and gives staff the opportunity to share - anonymously and in
confidence - what it is like for them working in the NHS. The national survey is incredibly important as it
informs the Trust of staff experiences and views as colleagues at a local level, enables us to benchmark
our results against other Trusts to see how we compare within our region and at a national level it informs
key priorities and actions for the NHS People Promise, providing an accurate picture of what it’s like now
and where more change is needed.

Last year the Trust received a response rate of 50.9%, and this year we will be aiming for at least 65-
70%. All people managers have been asked to support staff to allocate time when safe and reasonable
to complete their survey.

The Pulse Survey Results is included at Appendix A.

7. Listening Sessions for Staff with the Anthony Walker Foundation

At Liverpool Women’s we are on a journey to become an actively anti-racist organisation. We know
racism exists in society and in organisations. We need to call it out to eliminate it. Zero Tolerance for us
at Liverpool Women's means that if we hear about racism in the organisation, we will do something about
it.

The NHS national Staff Survey told us that 24% of global majority staff who responded had experienced
racism from staff and 11% from patients. We are committed to changing these experiences and we are
therefore working with an independent partner the Anthony Walker Foundation. The Anthony Walker
Foundation has a track record of delivering successful projects which promote anti-racism, provide
education support victims of racism and hate crime.

Colleagues from the Anthony Walker Foundation will be holding Listening Sessions which are
confidential, open to all staff regardless of location, and will provide a safe space to talk about their
experiences working at Liverpool Women'’s (positive or negative) in relation to race and racism. Anthony
Walker Foundation will use the information to make recommendations on how we can do better at
eliminating discrimination and promoting equality at LWH.

8. Performance

The Executive Team with the Informatics Team have undertaken a review of Key Performance Indicators
(KPI) for 2024/25. The updated Board integrated performance report includes additional metrics and
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makes better use of statistical process control (SPC) and benchmarking to improve the understanding
and escalation of these metrics.

All Key performance metrics have been through all Trust Executive Groups for review. Below are the key
metrics/areas where statistical variation has been noted and were escalated for further oversight and
assurance.

Operational Performance

Overall size of the waiting list — The waiting list continues to achieve against target and shows a
statistical improving trend, reducing month on month. The Trust continues to utilise additional capacity
from the Independent Sector to reduce waiting times and reduce the number of patients on the waiting
list.

Elective Recovery — 65+ weeks continue to demonstrate statistical improvement with reductions
ongoing and one of the lowest figures in Cheshire & Merseyside. There will be circa 10 patients above
65+ weeks by the end of M6 as a result of patient choice and clinical complexity. The Trust has made
significant reductions in the number of patients waiting >52 weeks, with statistical reduction month on
month since March 2024 demonstrating a >50% reduction overall. Actions will continue through the
Trusts Improvement Plan to reduce even further.

Cancer — All metrics showed deterioration in July, as expected, due to continued recovery actions being
taken as a result of the external decontamination supplier issues experienced in May. Significant volumes
of additional activity have taken place through Months 4-6 to support this recovery. Deteriorating
Histology Turnaround Times (TATs) have impacted delivery of the 28 Day Faster Diagnosis Standard
over the summer period, but the Trust is seeing significant improvements of these in M6 which should
improve the position from M7 onwards. 28 Day FDS is showing an improvement in M6 following recovery
actions taken. The Trust continues to be monitored through national Tier 1 performance oversight. The
Trust is working with the Elective Care Intensive Support Team who visited the Trust on 11t September
to observe the Trust MDT and performance meetings. Whilst final report is due early October, initial
feedback was overwhelmingly positive. The Cancer Improvement Plan continues to be monitored and
actions delivered to make continued improvements to patient pathways and access.

Quality

Never Events — There are currently 4 ongoing Never Event investigations. No new ones have arisen in
since June 2024. All investigations are being progressed and in accordance with the Trust governance
processes. The Never Events reflect special cause variation of a concerning nature and therefore is
reflective of the cluster of Never Events had over a short period of time within a rolling 12-month
timeframe. Progression of actions from the Never Events is monitored via the Regulatory compliance
working group.

Number of Open PSlls — 24 open with investigations ongoing, reflecting no significant change in
assurance, however high numbers of variation noted will decrease when a review of PSIRF is completed
early Q3 - work is ongoing with consideration given to the NHSE PSIRF framework for Maternity. All
PSII have been reported to the ICB and received an initial target date of completion.

Number of PSII (rolling) - the position reflects the cumulative number of PSlls declared since launching
PSIRF in September 2023. The number of incidents declared as PSlIs has reduced since March with
ongoing PSIRF tools being used for incident management such as After Action Reviews, swarm huddles
and trends analysis.

FFT A&E Percentage Positive — September FFT position for A&E of 70.89% and continues to be under
target with a special cause variation of a concerning nature. The divisional senior leadership team are
well sighted on themes which include waiting times and satisfaction with care; the GED improvement
plan will draw together and continue to monitor progress to meet the target and sustain position when
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met. The Medinet contract has been extended until year end to support medical resource and increased
capacity to address waiting times concerns.

FFT Maternity Percentage positive - Maternity has continued to improve, with current satisfaction at
91.26% (previously 86.17%); however with ongoing efforts to improve the response to displeased
comments, currently at 25% with a target of 50%. A key theme of consistency of community midwifery
service provision was noted; and for postnatal ward pain relief delays.

3rd and 4t Degree Tears - The reported tear rates have previously been much lower than the national
average and Maternity have had a good culture for using the Obstetric and Sphincter Injury (OASI) bundle
and access to Episcissors (adapted surgical scissors used for episiotomy). Due to the increase in rates,
and the limitations of learning from reviewing individual cases, a thematic analysis has been
commissioned to be undertaken by the Consultant Midwife and an Obstetric Trainee that will provide
clinician level detail to support continuous understanding of the position and support any recommended
improvements, including supportive training — this report is expected to be presented to division in
October. Overall, the Trust’s performance remains below the 7.8% target, with August rate at 5.33%.

Workforce

Clinical Mandatory Training — This figure has remained relatively static over the preceding 12 months
and stands at 88.7%. A new senior clinical role is now in place in the practice education team which is
expected to deliver an improvement in the planning and delivery of mandatory training and opportunities
cross-division and cross-speciality maximised.

Sickness Absence -Sickness remained static in month at 5.8%, which is comparable to last year's
rates. Return to work conversations are a matter for concern at 58% and additional measures have been
implemented by the roster team to aid recording. Wellbeing Conversations had seen a positive increase
of 5% to 75% following a number of ‘train the trainer’ sessions for N&M leadership.

PDR Rate - PDR compliance remained a concern with an overall Trust performance of 86.2% against
target of 90%. Introduction of group PDRs and a revised PDR form have both received positive feedback
but require further promotion to increase uptake.

The Integrated Performance Report is included at Appendix B.

Equality, Diversity & Inclusion Implications

Not applicable

Quality, Financial or Workforce implications

Not applicable

RECOMMENDATION
The Board of Directors is asked to:

¢ note the content of the report
¢ note the Integrated Performance Report.

SUPPORTING DOCUMENTS

Appendix A — Pulse Survey Results
Appendix B — Integrated Performance Report
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P e o I e Liverpool W!yng

NHS Foundation Trust

P U L S E results

80% RESPONSE INCREASE

Listening to you in July 2024: 229 Responses = suce w202

We are safe and healthy
My organisation is proactively supporting my health and wellbeing: +

July 2024 . 19.2% 14.8%

uly 2023

Strongly agree / agree:‘ Neither agree nor disagree: . Strongly disagree / disagree: .

We are a team %
In my team we support each other +
July 2024 80.3% 14% 6.79

July 2023

Strongly agree / agree: . Neither agree nor disagree: . Strongly disagree / disagree: .

We are compassionate and inclusive I
| feel well informed about important changes taking place in my organisation
July 2023 57.2% 14% 28.8%

Strongly agree / agree: ' Neither agree nor disagree: . Strongly disagree / disagree: .

Colleague Mood Drivers of Positive Mood +

When asked how they were feeling today,
just over 69.9% of colleagues reported
a positive emotion (i.e. calm, coping,
happy). With 30.1% feeling negatively
(i.e. stressed, demotivated).

The below areas indicate why our colleagues are
feeling positive about LWH, and results show marked
improvement in each of the five areas since July
2023.

My organisation is proactively
supporting my health and

@ Positive B Negative welloeing

I feel well informed about
impartant changes taking place
in my organisation

I am able to make suggestions
Neg ative [30 1 %] PR to improve the work of my team

/ department

Care of patients / service users

is my organisation's ftop priority

L positive [69.9%]

I am enthusiastic about my job

a'voice that \;i;:feays we work
a voice tha A 4
counts learning flexibly

We ai
compassmnate
andinclusive

We are

we are recognised safe and
urewar%ed healthy
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Liverpool Women'’s
e o NHS Foundation Trust

PUL S E results

Listening to you in July 2024

Why do you feel this way? - Positive mood

Respondents were asked to explain why they feel the way they do, in their own words.

General positivity
Have had a break / About to have a break | 17%
My workload is manageablc [N, 3%
Negative themes |, 3%
tenjoy my job / work | N, 1%
I feel overworked / tired [ 0
Opportunities for training / development _ 10%
Positive changes / improvements _ 10%
| feel productive / accomplished / on top of things _ 7%
Just coping / Just getting by |G -
My wellbeing is prioritised / my stress levels are ... [ NN -
| have supportive management _ 6%
I'm able to provide satisfactory care for patients _ 6%
Due to my personal life ( lifestyle _ 4%
| feel motivated / engaged _ 4%
The working environment is calm / quiet / relaxing [ N NN -
| have a supportive team / colleagues _ 3%
I've started a new role / New people starting in ... _ 3%
Ideas are coming to fruition / specific projects ... _ 3%
| generally feel supported - 1%
I've had a productive / encouraging meeting [ 125
Personal issues and/or iliness - 1%
staff shortages [ 12+

The results of the General Election - 1%

18%

Why do you feel this way? - Negative mood

Respondents were asked to explain why they feel the way they do, in their own words.

Having 2 high work oad / compeling demand | | ¢

being overworked

| am under stress / burnt out / my mental health is _ 248

suffering due to work
Management / other staff are not supportive or are _ 18%
difficult to work with
Being short staffed | NEEEG_G— G-
Communication is poor _ 12%
Lack of respect / Bullying / Not being appreciated _ 10%
Too many changes / changes that | do not agree _ 10%

with / do not understand

Morale / motivation is generally low _ 8%
Due to personal issues _ 6%

| am unable to provide satisfactory patient care / _ 6%
Unhappy patients

Not enough time to complete work - 4%
Poor equipment / technology is making my job o
harder than it needs to be - 4%

Processes / systems are making my job harder a
than it needs to be - 4%

| feel unable to take annual leave - 2%
Lack of training and career development [l 2%
Low pay / Lack of pay rises / Financial concerns - 2%

The general situation in / the state of the NHS [l 2%

Listening to you

We are committed to ensuring that every colleague has a voice that counts. It is important that we ‘continlle
to make improvements as an employer and as a service, so that our colleagues and patients have a fantastic
experience. Here are a few of the things we have put in place to work towards being a Great Place to Work:

» Staff Support Service ¢ Set staff pay dates

* Amended PDRs, tailored to you * Wagestream — Flexible Loans

* Walk About Wednesday (Exec visits to clinical areas) * Listening sessions (Anthony Walker Foundation)
* Interview skills Sessions * Endometrioses Support & Menopause Café

* People Promise Support — Career Progression ¢ Staff Pantry
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NHS

Liverpool Women'’s
NHS Foundation Trust
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Performance Report
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NHS
Integrated Performance Report O Romtion el

Contents

Section 1: Statistical Variation Trust Summary
Section 2: Quality & Safety Indicators
Section 3: People Indicators
Section 4: Operational Indicators
Section 5: Financial Duty Indicators
Appendix 1: Assurance & Variation Icons Descriptions
Appendix 2: Assurance Category Descriptions

Appendix 3: Benchmarking Guidance
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Section 1: Statistical Variation Summary

The indicators included in this report, have been stratified based on the level of assurance to be derived and using the NHSEI categorisation within ‘Making Data Count’.

Positive Higher or Lower Variation

KPI

18 Week RTT: Incomplete Pathway > 52
Weeks

P AV

762 @ @

18 Week RTT: Incomplete Pathway > 65
Weeks

OO

18 Week RTT: Incomplete Pathway = 78
Weeks

Cancer: 28 Day Faster Diagnosis

Friends & Family Test: Maternity % positive

”
46.11% O @
91.06%

GM staff in leadership roles (B7 or above)
Mandatory Training (Clinical)

Overall size of active patient waiting list

9.44% @
93.22% Q @
16466 @

QOverall Staff Vacancies WTE

Sickness Absence Rate

3/26

31.88 @
OO

KPI

Common Cause Previously Concerning

Target

P

A

WV

Concerning Higher or Lower Variation

KPI
Y
Jrd and 4th Degree Tears

Never Events (Rolling 12 Months)

Number of Open Patient Safety Incident
Investigations

Total Number of Patient Safety Incident
Investigations (Rolling)

P AV

3.28% @@
4
“ @
2

Turnover Rate

11.42% @
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LWH Quality & Safety Indicators Summary

Domain Date Target Performance Assurance Variation Assurance Trend
<or> Category
Governance
Never Events (Rolling 12 Months) August 2024 <= 4 @ Take Action /_/_/_
N
NHSE / NHSI Safety Alerts Outstanding May 2024 <= 0 @ Celebrate
Number of Open Patient Safety Incident Investigations August 2024 <= 24 T @ Take Action /
Total Number of Patient Safety Incident Investigations (Rolling) ~ August 2024 <= 24 @ Take Action /f
Infection Control
Infection Control: Clostridium Difficile August 2024 <= 0 @ Celebrate
Infection Control: MRSA August 2024 == 0 @ Celebrate
Patient Experience
Complaints: Number Received August 2024 <= 2 @ Celebrate W\/"JW
Friends & Family Test: A&E % positive August 2024 >= 83.33% @ Take Action M\/\/\/
Friends & Family Test: In-patient/Daycase % positive August 2024  >= 93.37% @ @ Watch W
Friends 8 Family Test: Maternity % positive August 2024 >= 91.06% @ Take Action /_\/w
Patient Safety
Venous Thromboembaolism (VTE) August 2024  >= 96.69% @ @ Watch M

5/26
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LWH Quality & Safety Indicators Summary

Domain Date Target Performance Assurance Variation Assurance Trend
<or> Category

Maternity Signals Chart

3rd and 4th Degree Tears August 2024 <= 3.28% @  Take Action /_\W
Hypoxic Encephalopathy (Grade 2,3) August 2024 <= 1 77N Watch J\_/\/H/\
S N AN
S

Wateh \/\/\/\/\/\,’\/’\/
__EEEF__Hu,H/ﬂmvf*—ﬂwﬁhuf\xﬂxﬁxh/ﬁh—

Inborn term babies admitted to NICU August 2024 <= 4.14% T

Number of births August 2024  N/A 607 7N

Number of stillbirths per 1,000 total births August 2024 <= 9.88 T

PPH > 1500 (per 1000) August 2024 == 396 T

OO
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Never Events (Rolling 12 Manths) - Medical Director

Assurance  Variation
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Complaints: Number Received - Chief Nurse
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Infection Contral; Clostridium Difficile - Chief Nurse
Assurance  Varialion
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Infection Control: MRSA - Chief Nurse
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LWH Integrated Performance Report - People Indicators Summary

Domain Date Target Performance Assurance Variation Assurance Trend
<or> Category

Take Action /v_\/—’_\—\_/’

Workforce Development
PDR Rate August 2024  >= 86.20%

®

Workforce Planning

Overall Staff Vacancies WTE January == 31.88 L @ Celebrate \/‘
2024 e

Workforce Retention

Engagement Pulse survey response rate July 2024 N/A 229 Unsure

GM staff in leadership roles (B7 or above) August 2024  >= 9.44% Yy @ Celebrate N

Number of staff leaving within 12 months August 2024 N/A 19 @ @ Watch /

Turnover August 2024 <= 11.42% @ Take Action M
Workforce Training

Face to Face Inclusion & Anti Racism training completed by staff August 2024  >= 77.95% @ Watch /

Mandatory Training August 2024  >= 93.20% @ Celebrate /\//xw

Mandatory Training (Clinical) August 2024  >= 93.22% @ @ Celebrate _’\//~_‘/\//
Workforce Wellbeing

Prevention of Il Health: February >= 40.88% @ Take Action N

Flu Vaccine Front Line Clinical Staff 2024

Sickness August 2024 = 5.81% @ Take Action /\/\W
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Mandatary Training - Chief People Officer Mandatary Training (Clinical) - Chief People Officer
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Prevention of Il Health: Flu Vaccine Front Line Clinical Staff - Chief People Officer Sickness - Chief People Officer
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LWH Integrated Performance Report - Operational Indicators Summary

Domain Date Target Performance Assurance Variation Assurance Trend
<or> Category
Cancer
Cancer: 28 Day Faster Diagnosis July 2024 >= 46.11% @ @ Celebrate w
Cancer: 31 Day decision to treat to treatment July 2024 >= 79.49% @ @ Watch /M/
Cancer: 62 Day referral to Treatment July 2024 >= 18.60% @ Watch W
Planned Care
18 Week RTT: Incomplete Pathway > 52 Weeks August 2024 <= 762 @ Celebrate /_‘\_MK
18 Week RTT: Incomplete Pathway > 65 Weeks August 2024 <= 24 @ Celebrate /\_/\/\,-\
18 Week RTT: Incomplete Pathway > 78 Weeks August 2024 <= 0 @ @ Celebrate /\
Diagnostic Tests: 6 Week Wait August 2024  >= 90.82% @ Take Action \/‘/‘—"\—/“’\f\
Overall size of active patient waiting list August 2024 <= 16466 @ Celebrate ’_\’\/f\_,\_’\
Urgent Care
A&E Maximum waiting time of 4 hours from arrival to August 2024  >= 88.28% @ @ Watch \/\W
admission, transfer or discharge
MAU - Arrival to Triage within 15 Mins August 2024  >= 96.75% @ Watch /_\v/‘/-/ T —
MAU - Arrival to Triage within 30 Mins August 2024  >= 99.94% @ Celebrate /—\-/7
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Cancer: 28 Day Faster Diagnosis - Chief Operating Officer
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18 Week RTT: Incomplete Pathway > 78 Weeks - Chief Operating Officer
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Assurance  Variatlion
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Appendix 1: Assurance & Variation lcons Descriptions

Technical Description

Common causevariaion, NO SIGNIFICANT CHANGE.

Special cause variation of an CONCERNING naturewhere
the measure is significantly HIGHER.

Special cause variation of an CONCERNING naturewhere
the measure is significantly LOWER.

Special cause variation of an IMPROVING nature where
the measure is significantly HIGHER.

Special causevariation of an IMPROVING nature where
the measure is significantly LOWER.

Special causevariation of an increasing naturewhere UP
is not necessarily improving nor concerning.

Special cause variation of an increasing naturewhere
DOWN is not necessarily improving nor concerning.

Technical Description

This processwill not consistently HIT OR MISS thetarget
as thetarget liesbetweenthe process limits.

This processis not capable and will consistently FAIL to
meetthe target.

This processiscapable andwill consigently PASS the
target if nothing changes

What does this mean?

This system or process is currently not changing significantly. It showsthe level of
natural variaion you can expect from the process or system itself.

Something’s going on! Your aimisto have low numbers but you have somehigh
numbers—something one-off, or a continued trend or shift of high numbers.

Something’s going on! Your aimisto have high numbers but you have some low
numbers- something one-off, or a continued trend or shift of low numbers.

Something good is happening! Your aim is high numbers and you have some- either
something one-off, or a continued trend or shift of low numbers. Welldone!

Something good is happening! Your aim islow numbers and you have some - either
something one-off, or a continued trend or shift of low numbers. Well done!

Something’s going on! This system or process is currently showing an unexpected
level of varigion —something one-off, or a continued trend or shift of high numbers.

Something’sgoing on! Thissystem or processiscurrently showing an unexpected
level of variation —something one-off, or a continuedtrend or shift of low numbers.

What does this mean?

The process limits on SPC charts indicatethe normal range of numbersyoucan
expect of your system or process If atarget lieswithin those limitsthen weknow
that the target may or may not be achieved. Thecloser thetarget line liesto the
mean linethemore likely it isthat thetarget willbe achieved or missed at random.

The process limits on SPC charts indicatethe normal range ofnumbersyoucan
expect of your system or process If atarget lies outside of those limits in the wrong
direction then you knowthat thetarget cannot be achieved.

The process limits on SPC charts indicatethe normal range of numbersyoucan
expect of your system or process If atarget lies outside of those limits in the right
direction then you knowthat thetarget canconsisgtently be achieved.

Variation/Performance lcons

What should we do?

Consider if the level/range of variation is acceptable. Ifthe processlimitsarefar apart
you maywant to change something to reduce thevariation in performance.

Investigate to find out what is happening/ happened.
Is itaone off event that you can explain?
Or do you need to change something?

Find out what is happening/ happened.
Celebrate the improvement or success.
Is therelearning that can be shared to other areas?

Investigate to find out what is happening/ happened.
Is itaoneoff event that you can explain?

Do you need to change something?

Or can you celebrate a success or improvement?

Assurance lcons

What should we do?

Consider whether thisis acceptable and ifnot, youwill needto change something in
the systemor process

You need to change something in the system or process if you want to meet the
target. The naturalvariation inthedataistelling you that youwillnot meet thetarget
unlesssomethingchanges.

Celebrate the achievement. Understand whether thisisbydesgn (!) and consider
whether thetarget is stillappropriate; should be stretched, or whether resourcecanbe
directed elsewhere without riskingthe ongoing achievement ofthistarget.
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Assurance

Excellent

*  This metric isimproving.

*  Youraimis high numbersand you havesome.

* You are consistently achieving the target because the cumrent
range of performance is above the target

Celebrate and Learn

Excellent Celebrate and Learn
*  This metric isimproving.

Your aim is low numbers and you have some.
*  You are consistently achieving the target because the cumrent

range of performanceis below thetarget

Good Celebrate and Understand

* This metric iscurrently not changing significantly.

* |t shows the level of natural variation you can expect tosee.

* HOWEVER you are consistently achieving the target because
the current range of performance exceeds the target.

Concerning

* This metric isdeteriorating.

* Youraimis low numbersand you have some high numbers.

* HOWEVER you are consistently achieving the target because
the current range of perfformance is belowthe target.

Investigate and Understand

Concerning

* This metric isdeteriorating.

* Your aim is high numbers and you have some low numbers.

* HOWEVER you are consistently achieving the target because
the current range of perfformance is abovethetarget

Investigate and Understand

Appendix 2: Assurance Category Descriptions
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Good

* This metric isimproving.

* Your aim is high numbers and you have some.

*  Your target lieswithinthe process limits so we knowthatthe
target may or maynot be achieved.

Celebrate and Understand

Good

* This metric isimproving.

* Your aim is low numbers and you have some.

*  Yourtarget lieswithinthe process limits so we knowthatthe
target may or maynot be achieved.

Celebrate and Understand

Average Investigate and Understand

*  This metric is currently not changing significantly.

*  |tshows the level of natural variation you can expect tosee.

*  Your target lieswithinthe process limits so we knowthatthe
target may or maynot be achieved.

Concerning

* This metric isdeteriorating.

*  Youraim is low numbers and you have some high numbers.

*  Yourtarget lieswithinthe process limits so we knowthatthe
target may or maynot be missed.

Investigate and Take Action

Concerning

* This metric isdeteriorating.

*  Your aim is high numbers and you have some low numbers.

* Yourtarget lieswithinthe process limits so we knowthatthe
target may or maynot be missed.

Investigate and Take Action

Cancerning Celebrate but Take Action

*  This metric isimproving.

*  Your aim is high numbersand you havesome.

*  HOWEVER your target lies above the current process limitsso
we know thatthe target will not be achieved withoutchange.

Concerning Celebrate but Take Action

* This metric isimproving.

* Your aim is low numbers and you have some.

*  HOWEVER your target lies below the current process limits so
we know thatthetarget will not be achieved without change.

Concerning Investigate and Take Action

*  This metric iscurrently not changing significantly.

*  |tshows the level of natural variation you can expect tosee.

* HOWEVER your target lies outside the current process limits
and the target will not be achieved without change.

Very Conceming

*  This metric isdeteriorating.

* Youraimis low numbers and you have some high numbers.

*  Yourtarget liesbelow the current process limits sowe know
that the argetwill not be achieved without change

Investigate and Take Action

Very Conceming

*  This metric isdeteriorating.

*  Your aim is high numbers and you have some low numbers.

* Your target liesabove the curent process limits sowe know
that the targetwill not be achieved without change

Investigate and Take Action

Excellent Celebrate
* This metric isimproving.

*  Your aim is high numbers and you have some.

* There is curently notarget setfor this metric.

Excellent Celebrate
*  This metric isimproving.

*  Your aim is low numbers and you have some.

* There is curently notarget setfor this metric.

Average Understand

*  This metric is currently not changing significantly.
*  |tshows the level of natural variationyou can expect tosee.
* There is cumrently notarget setfor this metric.

Concerning Investigate
* This metric isdeteriorating.
* Your aim is low numbers and you have some high numbers.

* There is curently notarget setfor this metric.

Concerning Investigate
* This metric isdeteriorating.
*  Your aim is high numbers and you have some low numbers.

* There is curently notarget setfor thismetric.

Unsure Investigate and Understand

* This metric is showing a statistically significant variation.

* There hasbeen aoneoff event above the upper process
limits; a continued upward trend or shift sbove the mean.

* There is no target set for thismetric.

Unsure Investigate and Understand

* This metric is showing a statistically significant variation.

* There hasbeen aoneoff event below the lower process
limits; a continued downward trend or shift below the mean.

* There is no targetset for thismetric.

Unknown Watch and Learn

* There is insufficientdatatocreatea SPC chart.

* Atthe moment wecannot determine either specialor
commaon cause.

* There is curently notarget setfor this metric
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Appendix 3: Benchmarking Guidance

Overview

Benchmarking data is incorporated within the report for specific KPls. This will increase to all KPIs where national data is available. The
benchmarking data is visualised as a bar chart and can be seen underneath the charts for these specific KPIs. Each of the bars represents an
organisation with Liverpool Women's highlighted in pink, Cheshire & Merseyside organisations in yellow, and all other Trusts in blue.

Rules are applied to each KPI to identify relevant organisations and activity to benchmark against LWH. The following rules have been applied
within this report:

Cancer

28 Day Faster Diagnosis: Speciality is Gynaecology and organisations have 200 or more reported within the most recent months data.
31 day decision to treat to treatment: Speciality is Gynaecology and organisations have 20 or more treatments within the most recent months
data.

62 day referral to treatment: Speciality is Gynaecology and organisations have 7 or more treatments within the most recent months data.
Referral to Treatment KPIs

For all metrics related to RTT standards only Gynaecology is included and organisations with 3000 or more incomplete pathways within the most
recent months data.

6 Week Diagnostics
Only organisations in the North West are included.

Maternity Signals

The data is sourced from NHS Maternity Statistic Publication. Data is usually 2-3 months behind. Trusts with 500 or more births within the
reporting month are included.
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NHS

Liverpool Women'’s
NHS Foundation Trust

Board of Directors

COVER SHEET
Meeting Date Thursday, 10 October 2024 Item Reference TB24/25 135
Report Title Finance Performance Report - Month 5
Author Claire Butler, Head of Strategic Finance

Jen Huyton, Deputy Chief Finance Officer / Deputy Director of Strategy

Responsible Director Jenny Hannon, Chief Finance Officer / Deputy Chief Executive Officer
Purpose of Report The report presents the financial position at Month 5.
Executive Summary The Trust has an approved plan for 2024/25 of £28.5m deficit. At Month 5

the Trust reported an £11.8m deficit, which represents a £1.0m favourable
variance against plan. The Trust is forecasting to deliver its plan of £28.5m
deficit by year end. This position has been reported to the Cheshire and
Merseyside Integrated Care Board (C&M ICB).

£2.9m of Cost Improvement Programme (CIP) savings have been delivered
to date, resulting in a £1.2m favourable variance to the CIP target of £1.7m.

The cash balance was £0.9m at the end of Month 5.

Key Areas of Concern None

Trust Strategy and This links to the sustainable and efficient use of resources by both the
System Impact Trust and other relevant bodies.

Links to Board BAF Risk 4 — Financial Sustainability 10

Assurance Framework

Links to Corporate Risk N/A -
Register (scoring 10+)

Assurance Level SUBSTANTIAL - Good system of internal control applied to meet existing
objectives

Action Required by the The Board is asked to note the Month 5 position
Board of Directors

REPORT DEVELOPMENT:
Committee or meeting

report considered at:

Finance and Performance 24/09/24 | Deputy Chief The financial position was received and noted.
Executive Group Finance Officer

Finance, Performance, and 02/10/24 | Chief Finance The financial position was noted.

Business Development Officer

Committee
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NHS

Liverpool Women'’s
NHS Foundation Trust

MAIN REPORT
1. Summary Financial Position
Plan Actual Variance  RAG R A G

Surplus/(Deficit) YTD -£12.8m| -£11.8m £1.0m 5 >10% off plan Plan Plan or better
I&E Forecast M5 -£28.5m| -£28.5m £0.0m >10% off plan Plan Plan or better
Cash £7.0m £0.9m -£6.1m <flm £Im-£4.5m £4.5m+
Total CIP Achievement YTD £1.7m £2.9m £1.2m >10% off plan Plan Plan or better
Recurrent CIP Achievement YTD £1.4m £0.9m -£0.4m >10% off plan Plan Plan or better
Aligned Payment Incentive 108% 114% 6% >10% off plan <10% off plan - plan |Plan or better
Capital Spend YTD £2.4m £1.3m -£1.0m >10% off plan Plan Plan or better

At Month 5 the Trust reported an £11.8m deficit, which represents a £1.0m favourable variance against the
year to date (YTD) plan. This is due to early delivery of non-recurrent CIP (Cost Improvement Programme)
against the phased plan. At Month 5 the Trust is forecasting delivery of its £28.5m deficit plan.

The Cost Improvement Programme has delivered £2.9m of savings YTD (of which £0.9m is recurrent),
which represents a £1.2m favourable variance against plan.

This position has been reported to the Cheshire and Merseyside Integrated Care Board (C&M ICB).

2. Drivers of the Position

After exclusion of services treated as ‘pass through’ (where income matches expenditure), the key drivers
of the underlying year to date position are:

¢ Income £1.5m favourable variance to plan, driven by early achievement of CIP (out of area income),
and over delivery of Aligned Payment and Incentive (API) income.

o Pay £0.2m favourable variance to plan, driven by vacancies in the Neonatal unit and slippage against
investment to address immediate quality and safety issues, offset against increased bank usage
across Maternity and Theatres.

¢ Non-pay £0.7m adverse variance to plan, driven primarily by increased drug and clinical supplies
costs.

Industrial action took place across Month 3 and Month 4 with an income loss of approximately £0.1m,
however despite this the Trust remains on target for APl overall. The total net cost of industrial action,
including pay cost impact, is estimated to be £0.3m. The Trust will receive £0.1m of additional income in
respect of industrial action, which is expected to be received in Month 6.

3. Workforce

Whole Time Equivalents (WTEs) are shown in Appendix 1 and are an area of regional and national focus
for 2024/25. There is an expectation that Trusts will work to actively reduce non-clinical and non-patient
facing WTEs.

At Month 5 WTEs totalled 1,748, compared to 1,703 at Month 1, and 1,687 at M12 2023/24. These increases
are in line with plan and are driven by resident doctor recruitment, the August post-graduate doctor rotation,

and recruitment of other clinical posts in line with budget.

The favourable variance of 26 WTEs compared to plan is driven by the Liverpool Neonatal Partnership and
therefore has a nil financial impact (as income is received to match expenditure in this service).

2/4 50/430



NHS

Liverpool Women'’s
NHS Foundation Trust

Enhanced controls remain in place regarding agency spend and there is a favourable variance against the
Trust plan (£0.3m YTD) and against the national cap of 3.2% of total pay bill (£1.2m).

4, Cost Improvement Programme (CIP)
The Trust has a cost improvement programme target of £5.9m, phased towards the end of the year. At

Month 5 the Trust has delivered £2.9m of CIP (of which £0.9m is recurrent), leading to a favourable a
variance against plan of £1.2m. This is driven by earlier than anticipated achievement of income schemes
and identification of non-recurrent pay underspends across corporate teams. Full delivery of the CIP target
is forecast. The Trust is placing significant focus on conversion of non-recurrent to recurrent delivery.

5. Cash and Borrowings

The Trust’s cash and bank balance at the end of Month 5 was £0.9m. The total forecast cash requirement
for 2024/25 is £23.9m.

The Trust applied for £7.0m cash support in September, which was approved and received. It was
subsequently confirmed that the Trust will receive £16.9m of additional non-recurrent, cash-backed deficit
support. The Trust will receive £9.9m in October and £1.4m each month thereafter until March 2025.
Together with the £7.0m received in September, this totals £23.9m (equivalent to the total forecast cash
requirement for 2024/25).

Trust income and expenditure plans for 2024/25 will be amended from Month 6 to reflect the additional
income, resulting in a revised deficit plan of £11.6m for Liverpool Women'’s, and a breakeven plan for the
C&M ICS.

The Trust will continue to monitor cash carefully throughout the remainder of the financial year, maintaining
all stringent cash control measures implemented to date.

6. Capital Expenditure

Capital expenditure is £1.0m behind plan at Month 5, due to delays in a small number of high value schemes.
The Trust expects to fully expend the capital plan of £9.8m by 31 March 2025.

7. Virements

Nine virements were transacted in Month 5, five of which are over £0.1m and require reporting to the Board
in line with SFls. Details can be seen in Appendix 1.

8. Board Assurance Framework (BAF) Risk

There are no proposed changes to the BAF score this period, which remains at 11 (Likelihood 4, Impact 4,
Control 3). This will remain under close review as the efficiency programme further develops.

9. Conclusion & Recommendation

The Trust has delivered a deficit of £11.8m at Month 5, which represents a £1.0m favourable variance
against plan. There is a favourable variance of £1.2m against the Trust’'s CIP target. The Trust is forecasting
delivery of its £28.5m deficit plan.
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The cash position has improved following receipt of £7.0m of national cash support in September, and
agreement of an additional £16.9m of deficit support during the remainder of the year.

The Board is asked to note this position.

Appendices

Appendix 1 — Board Finance Pack, Month 5
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
FINANCE REPORT: M5

YEAR ENDING 31 MARCH 2025
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
INCOME & EXPENDITURE: M5

YEAR ENDING 31 MARCH 2025

INCOME & EXPENDITURE MONTH 5 YTD FULL YEAR
£'000 Budget Actual Variance Budget Actual Variance Budget Actual Variance

Income
Clinical Income (11,783) (12,710) 927  (58,789) (59,605) 815 (141,491) (144,287) 2,797
Non-Clinical Income (614) (598) (16) (3,066) (2,954) (112) (7,365) (7,143) (222)
Total Income (12,398)  (13,308) 911 (61,856) (62,559) 703 (148,856) (151,431) 2,575
Expenditure
Pay Costs 8,956 8,745 211 44,702 43,815 886 106,647 108,268 (1,621)
Non-Pay Costs 3,328 3,449 (121) 16,663 17,401 (738) 38,898 39,973 (1,075)
CNST 1,897 1,844 52 9,483 9,284 200 22,760 22,283 477
Total Expenditure 14,180 14,038 142
EBITDA 1,782 730 1,053 8,992 7,941 1,052 19,450 19,094 356
Technical Items
Depreciation 564 557 7 2,820 2,892 (72) 6,768 6,795 (27)
Interest Payable 2 1 1 9 3 6 21 18 3
Interest Receivable (17) (30) 13 (85) (197) 112 (203) (255) 52
PDC Dividend 210 335 (125) 1,048 1,190 (142) 2,516 2,900 (384)
Profit/Loss on Disposal or Transfer Absorption 0 0 0 0 0 0 0 0 0

Total Technical Items 759 863 (104) 3,793 3,888 (96) 9,102 9,458 (356

(Surplus) / Deficit 2,541 1,592 949 12,785 11,829 956 28,552 28,552 (0))

Remove capital donations/grants/peppercorn lease I&E impact (2) (2) 0
Adjusted financial performance (Surplus) / Deficit 2,539 1,590

(10) (11) 1
12,775 11,818 957

(23) (24)

28,529 28,529
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
WTE: M5
YEAR ENDING 31 MARCH 2025

Movement Movement

DESCRIPTION M4 - M5 M12 - M5

SUBSTANTIVE  REGISTERED NURSING, MIDWIFERY & HEALTH VISITING STAFF 664.88 665.08 657.66 650.24 654.19 656.22 2.03 (8.66)
ALLIED HEALTH PROFESSIONALS 83.29 84.23 84.95 87.65 90.10 85.34 (4.76) 2.05
OTHER REGISTERED SCIENTIFIC, THERAPEUTIC & TECHNICAL STAFF 11.31 12.31 15.31 16.22 16.22 16.22 0.00 491
REGISTERED HEALTH CARE SCIENTISTS 61.48 59.39 58.39 57.99 59.19 61.39 2.20 (0.09)
HCA & SUPPORT TO CLINICAL STAFF 229.76 233,51 233.87 233.59 226.11 233.49 7.38 3.73
MANAGERS & SENIOR MANAGERS 61.19 65.53 70.13 70.83 74.63 71.91 (2.72) 10.72
ADMIN AND ESTATES STAFF 13.00 13.00 13.00 14.00 14.00 14.00 0.00 1.00
OTHER INFRASTRUCTURE & SUPPORT STAFF 285.33 280.55 284.68 286.83 286.70 287.57 0.87 2.24
MEDICAL AND DENTAL 195.69 189.96 186.91 196.11 198.08 217.63 19.55 21.94
ANY OTHER STAFF 13.50 13.50 13.00 13.00 12.00 11.50 (0.50) (2.00)

SUBSTANTIVE TOTAL

BANK REGISTERED NURSING, MIDWIFERY & HEALTH VISITING STAFF 28.56 37.21 39.69 38.66 31.76 35.08 3.32 6.52
ALLIED HEALTH PROFESSIONALS 10.18 11.79 13.57 13.38 9.24 6.83 (2.41) (3.35)
OTHER REGISTERED SCIENTIFIC, THERAPEUTIC & TECHNICAL STAFF - - - - - - 0.00 0.00
REGISTERED HEALTH CARE SCIENTISTS 0.15 - 0.01 0.11 0.85 0.84 (0.01) 0.69
HCA & SUPPORT TO CLINICAL STAFF 14.05 23.32 25.03 26.35 21.20 25.64 4.44 11.59
MANAGERS & SENIOR MANAGERS - - - - - - 0.00 0.00
ADMIN AND ESTATES STAFF 0.23 - 0.10 0.80 1.32 1.48 0.16 1.25
OTHER INFRASTRUCTURE & SUPPORT STAFF 8.84 6.97 10.75 1.46 5.87 6.44 0.57 (2.40)
MEDICAL AND DENTAL 1.44 1.41 1.80 1.80 1.69 0.61 (1.08) (0.83)
ANY OTHER STAFF - - - - - - 0.00 0.00

BANK TOTAL

AGENCY REGISTERED NURSING, MIDWIFERY & HEALTH VISITING STAFF - - - 0.38 - 1.35 1.35 1.35
ALLIED HEALTH PROFESSIONALS 3.87 3.93 4.50 4.50 8.71 10.16 1.45 6.29
OTHER REGISTERED SCIENTIFIC, THERAPEUTIC & TECHNICAL STAFF - - - - - - 0.00 0.00
REGISTERED HEALTH CARE SCIENTISTS - - - - - - 0.00 0.00
HCA & SUPPORT TO CLINICAL STAFF - - - - - - 0.00 0.00
MANAGERS & SENIOR MANAGERS - - - - - - 0.00 0.00
ADMIN AND ESTATES STAFF - - - - - - 0.00 0.00
OTHER INFRASTRUCTURE & SUPPORT STAFF - - - - 0.14 0.77 0.63 0.77
MEDICAL AND DENTAL - 1.00 4.40 2.90 2.90 3.21 0.31 3.21
ANY OTHER STAFF - - - - - - 0.00 0.00

AGENCY TOTAL

TRUST TOTAL 1,686.75 1,702.69 1,717.75 1,716.80 1,714.90 1,747.68

LNP SUBSTANTIVE 40.18 38.99 42.18 41.62 41.62 42.15
BANK - 0 0 0 0 0
AGENCY - 0 0 0 0 0

TRUST TOTAL exc LNP 1,646.57 1,663.70 1,675.57 1,675.18 1,673.28 1,705.53
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST

WTE PLAN: M5
YEAR ENDING 31 MARCH 2025

WTE Plan
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Note:WTE figures include bank and agency
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST

INCOME & EXPENDITURE RUN RATE: M5
YEAR ENDING 31 MARCH 2025

Income & Expenditure Run Rate
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Note: Non-recurrent items have been removed from the figures above

6/12 58/430



7/12

LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
CIP: M5

YEAR ENDING 31 MARCH 2025

1. Total Efficiencies

GBP

Status

Pay

Non-Pay

Income

Total Recurrent Schemes

Pay

Non-Pay

Income

Total Non-Recurrent Schemes

2. Total Efficiencies by scheme

Status by scheme

Target
85
163
49
297
51

48

Month 5

Actual

27

28

257

312

150

70

837

Month 5
Actual

Variance
(58)
(135)
208

Variance

YTD
Actual

Actual

Variance

Variance

NHS |

Liverpool Women’s
NHS Foundation Trust

Forecast
Target Actual Variance
2,213 206 (2,007)
1,690 647 (1,043)
655 1,116 460
4,558 1,969 (2,589)
617 1,005 389
723 963 240
6 1,967 1,961

5,904 5,904

Pay - Service re-design

Pay - Corporate services transformation

Pay - Bank - increase bank supply

Pay - Establishment Reviews

Pay - Agency - reduce the reliance on agency
Pay - Pay - Other
Total Pay Schemes

Non-Pay - Medicines efficiencies
Non-Pay - Procurement (excl drugs) - non-clinical direq
Non-Pay - Procurement (excl drugs) - non-clinical thro
Non-Pay - Estates and Premises transformation
Non-Pay - Service re-design

Total Non-Pay Schemes

Income - Non-Patient Care
Income - Overseas Visitors
Income - Private Patient
Income - Income - Other
Total Income Schemes

Total CIP

3. Efficiency Plan Risk

Total CIP

4. Efficiency Plan Status

Fully Developed - In Delivery

Plans in progress
Opportunity
Unidentified
Total CIP

57
65

40
0
15
177
1
59

(10)
13

40
(2)

41

(1)
(146)

617
11
585

417
1,013

Forecast
Target Actual Variance
1,391 487 (904)
929 376 (554)
200 0 (200)
109 170 61
20 0 (20)
180 178 (2)
1,211 (1,618)
13 (13)
1,210 974 (236)
0 0 0
0 556 556
67 (1,2110)
1,610 (803)
396 332 (64)
15 22 7
247 17 (230)
3 2,712 2,709

Forecast
Actual

Forecast
Actual
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
CASHFLOW STATEMENT: M5
YEAR ENDING 31 MARCH 2025

CASHFLOW STATEMENT

£'000

Cash flows from operating activities
Depreciation and amortisation
Impairments and reversals

Movement in working capital
Net cash generated from / (used in) operations

Interest received

Net cash generated from/(used in) investing activities

PDC distressed funding received
PDC Capital Programme Funding - received
Loans from Department of Health - repaid
Interest paid
PDC dividend (paid)/refunded
Net cash generated from/(used in) financing activities

Increase/(decrease) in cash and cash equivalents

Cash and cash equivalents at start of period
Cash and cash equivalents at end of period

Income recognised in respect of capital donations (cash and non-cash)

Purchase of property, plant and equipment, ROU and intangible assets
Proceeds from sales of property, plant and equipment and intangible assets

Actual

(10,833)
2,892

8
_____(25630)
0
0
0
0
0
0|

NHS

Liverpool Women’s
NHS Foundation Trust

Finance Support

2023/24
Year

0 00]0)

Alder Hey cash support 0 4,623 0 0 0 4,623
Alder Hey deferred income movement 0 (1,156) (1,156) (1,156) (1,156) (4,623)
National cash support 20,100 0 7,000 0 0 7,000
Non-recurrent revenue support 0 0 0 12,671 4,224 16,895
DH Loan repayment 612 0 306 0 - 306
DH Loan outstanding at year end 301 0

2024/25 2024/25 2024/25 2024/25 2024/25
Q1 Q2 Q3 Q4
ACTUAL PLAN PLAN PLAN
£000 £000 £000 £000 £000

Total
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
CASHFLOW ROLLING FORECAST: M5
YEAR ENDING 31 MARCH 2025

Opening cash
Income flows
NHS England*
ICB income
NHS Trust/FT**
Private patients
Overseas
ICR/RTA scheme
Non-NHS (Wales/Man)
R&D
Other
Bank interest
Total operating inflows
Expenditure flows
Wages and salaries
HMRC
Pensions
CNST - cash movement
Other expenditure (ex depn)***
VAT recovery
PDC/Loan (inc Ambulatory PDC)
Interest payable
Capital plan (inc movement on creditors)
Total operating outflows
Other cash in/outflows
National/local distressed finance support
National payroll
Accrued/Deferred income (forecast only) **
NHS Resolution MIS****
TOTAL CASH IN GBS ACCOUNT
Barclays, bank rec and cash in hand

TOTAL CASH HOLDING

*the split of income direct from NHS England and paid via the ICB has changed since prior year
**in April the Trust received an advance payment from Alder Hey for the 2024/25 contract and in May they paid the residual 2023/24 contract payment
***other expenditure payments include LUHFT payments in M1, and delays in MWL NHS FT junior doctor payments in M2 which were settled in M3

****¥NHS Resolution repaid Maternity Incentive Scheme payments in May, earlier in the year than initially anticipated

Actual
Apr-24
£000
1,948

1,669
10,153
611
313

104
35
126
33

(4,308)
(2,081)
(1,241)
(2,476)
(4,543)

465

Actual
May-24
£000
4,776

438
10,123
1,765
443

10

195
104
245

36

(4,358)
(1,944)
(1,250)
(2,476)
(2,743)
0

0

(1)
(803)
(13,575)

Actual
Jun-24
£000
6,984

430
10,058
283
428

204
84
23
49

(4,346)
(1,958)
(1,270)
(2,476)
(4,978)
202

0

(1)
(300)
(15,127)

o O O o

Actual
Jul-24
£000
3,424

2,071
10,098
554
356

10

118
42
35
44

(4,384)
(1,978)
(1,271)
(2,476)
(5,074)
176

0

(2)
(100)
(15,109)

Actual
Aug-24
£000
1,647

337
10,197
1,424
341

102
82
91
38

(4,390)
(1,972)
(1,260)
(2,477)
(4,393)
1,054

0

(2)
(100)
(13,540)

o O O o

337
10,144
714
440
10

234
33
11
21

(4,564)
(1,946)
(1,271)
(2,477)
(6,599)
707
(1,713)
(2)
(1,100)
(18,965)

NHS

Liverpool Women’s
NHS Foundation Trust

2,000
10,749
693
310

10

258
28
54
20

(6,245)
(2,050)
(1,350)
(2,476)
(4,187)
84

500

(1)
(1,006)
(16,731)

337
10,239
603
391

10

258
133
28
20

(4,587)
(2,845)
(1,849)
(2,477)
(4,104)
81

500

(1)
(1,295)
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NHS

Liverpool Women's
NHS Foundation Trust

LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
CAPITAL EXPENDITURE: M5
YEAR ENDING 31 MARCH 2025

Year To Date Full Year
Funding Source NHSE Ref Capital Scheme Actual Variance Plan Forecast Variance
£000 £000 £000 £000 £000

CDEL Estates backlog NHSE Scheme 4 0 0 0 751 751 0
CDEL Medical equip - ultrasound NHSE Scheme 7 535 535 0 535 535 0
CDEL Medical equipment - general NHSE Scheme 6 424 82 (342) 651 651 0
CDEL Medical equip - transfusion on site NHSE Scheme 8 0 9 9 300 300 0
CDEL Medical equip - fluoroscopy NHSE Scheme 9 400 0 (400) 400 400 0
CDEL Other building NHSE Scheme 10 205 50 (155) 205 205 0
CDEL Digital tangible NHSE Scheme 2 67 187 120 245 245 0
CDEL Digital intangible NHSE Scheme 3 651 406 (245) 1,948 1,948 0
CDEL Total 0]
NON CDEL FUNDED PROJECTS Ambulatory NHSE Scheme 1 100 34 (66) 4,751 4,751 0
NON CDEL FUNDED PROJECTS CAMRIN NHSE Scheme 5 0 0 0 56 56 0
NON CDEL FUNDED PROJECTS Charitable funded schemes New capital schemes 0 37 37 0 188 188

NON CDEL FUNDED PROJECTS Total

Grand Total
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NHS |

Liverpool Women’s
NHS Foundation Trust

LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
AGENCY USAGE: M5

YEAR ENDING 31 MARCH 2025

MONTH 5
Division Directorate Actual Variance
15

FULL YEAR

Budget Actual Variance Budget FOT Variance
Family Health Maternity 0 (15) - 54 (54) - 68 (68)
Gynaecology Gynaecology 0 21 (21) - 56 (56) - 100 (100)
Gynaecology HFC 0 0 0 - 2 (2) - 7 (7)
CSS Theatres 0 11 (112) - 64 (64) - 167 (167)
CSS Imaging 0 16 (16) - 77 (77) - 154 (154)
Corporate All Corporate Directorates 5 (2) 117 551 1,374 1,352

Total Agency 1,374 856
Performance against cap 286 61 225 1,428 275 1,153 3,427 518 2,909

Note that the agency premium budget is held centrally.
The Trust is reporting performance against the NHSE cap of 3.2% of total pay bill.
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST
VIREMENTS: M5

YEAR ENDING 31 MARCH 2024

Directorate

Account Code/Type

Genetics Pay

CSS CIP Non-Pay
Theatres Pay
Gynaecology Pay
Maternity Pay
Maternity Pay
Maternity Non-Pay
Maternity Non-Pay
Maternity Non-Pay
Maternity Non-Pay
Maternity Non-Pay
Maternity Non-Pay
Medical Director Pay
Neonates Pay
Covid Non-Pay
Maternity Non-Pay
CSS Non-Pay
Gynaecology Income
Gynaecology Pay
Gynaecology Non-Pay
Gynaecology Non-Pay

Total

GBP Total

(109,424)
109,424
163,491

(163,491)
579,927

(579,927)

14,583
(14,583)
279,560

(279,560)
200,806

(200,806)

75,000
(75,000)
(8,408)
4,204
4,204
(15,500)
(50,000)
(33,250)
98,750

NHS!

Liverpool Women'’s
NHS Foundation Trust

WTE Total Description

0.00 Identification of non-recurrent CIP scheme approved at QIA Committee

0.00 Identification of non-recurrent CIP scheme approved at QIA Committee

2.64 Movement of surgical first assistants from Gynaecology into Theatres
-2.64 Movement of surgical first assistants from Gynaecology into Theatres
10.91 Realignment of pay budgets in line with Brith Rate Plus recommendations

-10.91 Realignment of pay budgets in line with Brith Rate Plus recommendations

0.00 Identification of CIP scheme approved at QIA Committee

0.00 Identification of CIP scheme approved at QIA Committee

0.00 Realignment of drugs budgets between services within Maternity

0.00 Realignment of drugs budgets between services within Maternity

0.00 Realignment of non-pay budgets

0.00 Realignment of non-pay budgets

0.50 Removal of non-clinical research allocation from service to medical director budget
-0.50 Removal of non-clinical research allocation from service to medical director budget

0.00 Realignment of fit mask testing budget from covid into Maternity and CSS

0.00 Realignment of fit mask testing budget from covid into Maternity and CSS

0.00 Realignment of fit mask testing budget from covid into Maternity and CSS

0.00 Identification of CIP scheme approved at QIA Committee

0.00 Identification of CIP scheme approved at QIA Committee

0.00 Identification of CIP scheme approved at QIA Committee

0.00 Identification of CIP scheme approved at QIA Committee

0.00

Note: Where CIP virements take place, the opposite entry is transacted centrally to maintain the overall Trust budget in line with the submitted plan.
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Board of Directors

COVER SHEET

NHS

Liverpool Women'’s
NHS Foundation Trust

Meeting Date Thursday, 10 October 2024 Item Reference TB24/25 136
Report Title Improvement Plan Highlight Report 4
Author Tim Gold, Chief Transformation Officer

Responsible Director

Tim Gold, Chief Transformation Officer

Purpose of Report

To provide a delivery progress update on the Trust’s Improvement Plan.

Executive Summary

The Trust’'s Improvement Plan focuses on addressing clinical challenges
and risks while embedding a culture of continuous improvement and safety.

Key Areas of Concern

Overall, the plan is progressing well and is scored as ‘yellow’ on the RAYG
rating system. There is currently one ‘high’ (12+) risk identified and one ‘red
rated issue. The first is a long-standing issue relating to the Trust being
challenged to recruit consultant anaesthetists to create 24/7 cover. The
second, relates to the issues first reported to the Board in September 2024
relating to the supplier of the Blood Transfusion Robot. Further detail is
provided in the main body of the report.

Trust Strategy and
System Impact

The Improvement Plan aligns with the Trust Strategy and the triple aim by
focusing on enhancing health and wellbeing, improving service quality, and
promoting sustainable, efficient resource use. This alignment ensures that
the Improvement Plan not only supports the Trust's strategic goals but also
contributes to the broader objectives of the NHS. By prioritising these areas,
the Trust can foster equity, better health outcomes, and operational
efficiency, which are essential for meeting the needs of the community it
serves.

Links to Board All -
Assurance Framework
Links to Corporate Risk N/A -
Register (scoring 10+)

Assurance Level

MODERATE - Adequate system of internal control applied to meet existing
objectives

Action Required by the
Board of Directors

The Board of Directors is asked to note the Improvement Plan Highlight
Report.

REPORT DEVELOPMENT:
Committee or meeting

report considered at:
Improvement Plan Portfolio Board

Outcome

09.10.2024 | CTO Any emerging issues to be highlighted verbally at the meeting.
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MAIN REPORT

INTRODUCTION

The Trust has developed its Improvement Plan to provide a clear direction of travel for 2024/25, with a
focus on making improvements in some key priority areas, particularly where we have clinical challenges
and risks. The vision for Our Improvement Plan is to:

Embed a culture of continuous improvement and safety for all, minimising risks and ensuring high-quality,
sustainable services through collaboration, challenge, and openness.

Our Improvement Plan is not a long-term strategy for the Trust but a roadmap for the short-medium term.
Focussing on the immediate priorities for the Trust will allow us to then look at a longer-term strategy for
the next 3-5 years. This report provides an overview of the progress made since the previous update
(September 2024) and outlines the key areas of focus for the next period.

The Improvement Plan Highlight Report provides supplementary detail and relevant key performance
indicators for the Improvement Plan and can be found in Appendix A.

PROGRESS TO DATE
Overall, the plan continues to progress and is scored as ‘yellow’ on the RAYG rating system.

Since the last update in September 2024, the Transformation Delivery Unit (TDU) has maintained its focus
on ensuring robust quality assurance across all projects. As the projects have been operational since June
2024, the TDU will now prioritise assessing whether early indicators suggest that the projects are making
progress towards the identified key performance indicators (KPIs) and delivering the expected benefits.
Should these early assessments reveal that the intended impact is not being achieved, the TDU will
collaborate with Senior Responsible Owners to evaluate whether project plans need to be adjusted.

Key points to note from the respective programmes and projects:

KEY FOCUS LAST PERIOD KEY FOCUS THIS PERIOD

Quality and Safety

Deteriorating Patient Collaborative

Progress was made towards developing the Medical
Emergency Team (MET) and High Dependency Unit (HDU)
model of delivery. A Task & Finish (T&F) group has been
actively working on collaborative options, with a workshop
planned to assess risks associated with various models.
CQC/MSSP Action Plan

Develop options appraisal for the MET and HDU service
model and establish governance for the digital platform work.

Weekly task and finish group established in mid-September
2024 to undertake deep dives on issues that emerged from | during the previous deep dives and check and challenge
the CQC action plan check and challenge sessions. sessions, particularly regarding medicines management,

pharmacy, and medical devices.
Clinical Effectiveness

Enhanced Workforce for Acute Workload

The focus for this period is on managing actions identified

2/5

Work progressed to ensure that the Obstetrics on-call room
met the necessary requirements for consultant obstetricians,
including updates and the installation of air conditioning.

Due to pending contract changes and necessary job plan
approvals for 22 consultants, the commencement of 24/7
obstetric cover is now projected for 1 November 2024,
contingent on the completion of necessary updates to the on-
call room. Finalising job plans and the on-call room remain key
priorities.
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The ACP appointments have changed from six in maternity
and four in gynaecology to seven in maternity and one in
gynaecology, with two more expected in Spring 2025. This
necessitates enhanced leadership and oversight and has
prompted the need for a leadership review.

Acute Gynaecology Services

The focus was on finalising the business case for the 7-day
Early Pregnancy Assessment Unit (EPAU), which passed
divisional review. Findings from a visit to Birmingham
Women's Hospital were also reviewed to identify and
implement best practices.

This period will focus on finalising the EPAU business case
and submitting it through the appropriate governance
processes for approval.

LWH Transfusion Lab

The focus in the last period has been to actively work to clarify
the situation with the procurement of the robot and assess the
level of assurance currently available.

Liverpool Clinical Laboratories is taking legal advice regarding
next steps and the TDU will work with the Project Lead to
determine the impact on the project plan as likely outcomes
and timeframes emerge.

Medicine Safety

A comprehensive paper documenting service delivery gaps
and risks, along with a resourcing ask, was submitted for
review to the Executive Directors Group for consideration.

Operational

Cancer Improvement

Reducing the number of patients >62 days on the PTL has
been a key focus in the last period and this has resulted in a
significant reduction, from 133 to 88 in 4 weeks, a reduction of
34%. The overall PTL size has also reduced by 26% in the
same time period.

The development of supporting PIDs for proposed projects
under the medicine safety improvement plan is underway.

Performance

Additional capacity for Hysteroscopy, funded by Tier 1 monies,
will be progressed with the independent sector to reduce
waiting times further and reduce burden on Trust workforce for
delivery. Objective for lists to be mobilised by end of October.

Reduced Waiting List

In September, patients waiting over 65 weeks decreased from
38 to 15, and those waiting over 52 weeks fell from 712 to 536,
showing progress. However, the overall waiting list has
stagnated and fluctuated, likely due to increased post-August
referrals.

Safety Culture

The literature review has been completed, and a preliminary
review of the findings is underway. Focus groups with staff on
Matbase have been conducted to discuss culture and safety
issues.

Project groups are identifying further improvements, with the
booking and scheduling group reviewing processes and
clinics to maximise utilisation. Clinic template reviews are
progressing quickly, supported by CSS and Gynaecology.
Discussions on expanding the CLPN menopause pilot to
Sefton will begin soon, with a workshop scheduled for 28th
October 2024.

This period will focus on further analysing the top five clinical
incidents to better understand causation and develop
improvement measures. A communications plan will be
created to share updates and engage hospital staff

Actively Anti-Racist Organisation

Efforts continue to integrate anti-racism into clinical education
and organisational policies, with ongoing development of
support resources and reporting mechanisms.

Delivering the Three-year financial plan

A mechanism for achieving the £18.5 million target has been
proposed and is under review, with finalisation expected
imminently. A meeting between the LAASPFG CFOs and
Chief People Officers (CPOs) took place to explore where the
workstreams could align with existing HR initiatives.

An audit of inclusive recruitment practices will be conducted,
and the competencies for the Anti-Racism Action Learning Set
have been agreed

Developing an action plan to respond to the PwC

recommendations (ICB commissioned report).
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24/25 CIP Delivery

During the last reporting period, the team concentrated on the | Preparations for the mid-year review are underway, with plans
review and approval of Quality Impact Assessments (QIA) | to enhance communication and streamline the collection of
milestones. A significant emphasis was placed on ensuring | necessary information from scheme leads

that all outstanding items were processed in preparation for
the upcoming QIA committee meeting scheduled for the 15
October 2024.

Programme now closed.

RISK & ISSUE PROFILE

It is worth noting that the risk scores in the heatmap relate to risks to project delivery only and therefore
may not reflect the overall risk profile for the Trust on that issue or theme.

There remains one 12+ risk which relates to the ability of the Trust to recruit consultant anaesthetists. To
address the long-standing risk of recruiting consultant anaesthetists, several initiatives are underway
(noted in September 2024 update). Efforts are now underway to understand the timescales and the actions
required to move forward with these mitigations.

A new risk (scored as 10/15) has been added to the CQC/MSSP Action Plan project relating to resource
challenges in the central governance team owing to key vacancies. These vacancies have been appointed
to and it is expected that this risk score will reduce and/or close over the next two months.

The issue rating for the LWH Transfusion Lab remains marked as ‘red,” because of the procurement
challenges that emerged from the end of August 2024 (reported to the Board in September 2024) i.e. the
Trust is not currently in a position to progress procurement with the original identified supplier. The
challenges specifically relate to the patent status for the functioning of the robotic arm and the viability of
an identified alternative supplier. The Trust and its partner, Liverpool Clinical Laboratories, are currently
seeking legal advice and the impact on project delivery remains currently indeterminate. A task has been
undertaken by the TDU to review project milestones to assess what milestones may need to be re-profiled.

Whilst not identified as a risk or issue at this point, there has been a significant change to the appointments
of Advanced Clinical Practitioners (ACPs) — part of the Enhanced Workforce for Acute Workload project.
While the original plan was for six appointments in maternity and four in gynaecology, this has been
revised. Now, seven ACPs have been appointed for maternity, one for gynaecology, with two further
appointments for gynaecology expected in Spring 2025. This shift underscores the need for enhanced
leadership and oversight of the ACP workforce at the Trust to ensure appropriate support and management
going forward. A review of ACP leadership will now take place to inform next steps.

There has been a long-standing risk to the safety culture risk relating to resources. Additional resource
has been secured in the reporting period and therefore it is likely that this will be reduced following review.

BENEFITS PROFILE
Key points to note in this period:
e Deteriorating Patient Collaborative - A target of 90% for benefits data (observation metrics) has

been agreed, and work is underway to add Key Performance Indicators (KPIs) related to ‘2222’
calls and baby transfers from Maternity to NICU onto Power Bl.
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e Acute Gynae Services - A key focus for the upcoming period will be to assess when improvements
to the attendant metrics will be seen (they are currently showing either stagnation or slight
deterioration).

e Cancer Improvement - Recovery of the Hysteroscopy position has shown significant improvement
in dating of patients with >50% now being dated within 2 weeks of being waitlisted and <5 patients
undated as at end of September.

e Cancer Improvement - Reducing the number of patients >62 days on the PTL has been a key focus
in the last period and this has resulted in a significant reduction, from 133 to 88 in 4 weeks, a
reduction of 34%. The overall PTL size has also reduced by 26% in the same time period.

e Reduced Waiting List - Throughout September, the number of patients waiting over 65 weeks for
treatment has significantly decreased, dropping from 38 to 15. Additionally, the number of patients
waiting over 52 weeks has reduced from 712 to 536, showing significant progress. However, this
month, the overall reduction in the size of the waiting list has stagnated and fluctuated, possibly
due to an increase in referrals post-August.

e Actively Anti-Racist Organisation - 80% of staff have completed face-to-face training, (80% target
by March 2025).

e Additional data for the Actively Anti-Racist Organisation will be available for the next report as this
started to be collected from September 2024.

e Outstanding metrics aligned to the People and Culture Programme will be available in the next
iteration of the report. The data started to be collected for the month of September 2024.

SYSTEM OVERSIGHT GROUP MEETING - NOVEMBER 2024

Preparations are underway for the full review of the Trust's progress against the National Oversight
Framework Segment 3 Exit Criteria, which is scheduled for November 2024 through a System Oversight
Group meeting. The key areas of delivery risk relate to financial recovery and exiting NHSE’s Cancer Tier
2 process. The Improvement Plan Portfolio Board (IPPB) will work to assess the Trust’s progress and
determine if the respective project plans require adjustment or refocus to support delivery. The check and
challenge sessions into the Trust’s CQC action plan compliance has also highlighted areas that require
further assurance, and this will be factored into the deliberations of the IPPB.

The outputs from the System Oversight Group meeting in November 2024 will report to the next available
Board meeting.

Equality, Diversity & Inclusion Implications

N/A

Quality, Financial or Workforce implications

N/A

RECOMMENDATION
The Board of Directors is asked to note the Improvement Plan Highlight Report.

SUPPORTING DOCUMENTS

Appendix A - LWH Improvement Plan Highlight Report
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TRUST IMPROVEMENT PLAN SUMMARY UPDATE

Embed a culture of continuous improvement and safety for all, minimising risks and ensuring high-quality, sustainable services through collaboration, challenge, and * ‘

openness

Since the last update in September 2024, the Transformation Delivery Unit (TDU) has maintained its focus on ensuring robust
quality assurance across all projects. As the projects have been operational since June 2024, the TDU will now prioritise
assessing whether early indicators suggest that the projects are making progress towards the identified key performance
indicators (KPls) and delivering the expeded benefits. Should these early assessments reveal that the intended impact is not

being achieved, the TDU will collaborate with Senior Responsible Owners to evaluate whether project plans need to be adjusted.

Key points to note from the respective programmes:

Quality and Safety

Deteriorating Patient Collaborative: Progressed MET/HDU model, collaborative options in development.
CQC/MSSP Action Plan: Established task and finish groups to address medicines, pharmacy, and devices issues.

Clinical Effectiveness
Enhanced Workforce: On-call room continues to be progressed, and ACP appointments reviewed.

Acute Gynaecology: Finalised EPAU business case and reviewed best practices.
LWH Transfusion Lab: Procurement issues for the robot continued to be assessed
Medicine Safety: Submitted gap analysis and resourcing requests.

Operational Performance
Reducing the number of patients =62 days on the PTL has been a key focus in the last period

People and Culture
Safety Culture: Completed literature review and focus groups on safety issues.

Anti-Racist Organisation: Progressed integration into clinical education and policies.

Financial Sustainability
Three-year Plan: Mechanism for £18.5 million target proposed, workstreams aligned with HR initiatives.

24/25 CIP Delivery: Reviewed and approved QIA milestones for the upcoming committee.

Quality and Safety - The focus is on developing the options appraisal
for the MET/HDU service model, establishing digital govemance, and
managing actions from the CQC action plan deep dives into
medicines, pharmacy, and medical devices.

Clinical Effectiveness - This period will prioritise finalising job plans
and on-call room updates for obstetrics, submitting the EPAU
business case, continuing legal discussions for the Transfusion Lab,
and developing medicine safety PIDs.

Operational Performance - Efforts will concentrate on maximising
clinic utilisation, expanding the CLPN menopause pilot, and
mobilising additional Hysteroscopy capacity to reduce waiting times
by the end of October.

People and Culture - The key focus is further analysing clinical
incidents for safety improvements and conducting an inclusive
recruitment audit, while finalising anti-racism competencies.

Financial Sustainability - This period will involve developing an action
plan based on PwC recommendations and preparing for the mid-year
CIP review with improved communication from scheme leads.

In the next period, there will be a focus on benefits and
Programmes/Projects will be asked to reflect if the progress being
made against the identified benefits in the respective PIDs/Project
Charters is on track.
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TRUST IMPROVEMENT PLAN SUMMARY UPDATE

Embed a culture of continuous improvement and safety for all, minimising risks and ensuring high-quality, sustainable services through collaboration, challenge, and

openness

There remains one 12+ risk which relates to the ability of the Trust to recruit consultant
anaesthetists. To address the long-standing risk of recruiting consultant anaesthetists, several
initiatives are underway (noted in September 2024 update). Efforts are now underway to
understand the timescales and the actions required to move forward with these mitigations.

A new risk (scored as 10/15) has been added to the CQC/MSSP Action Plan project relating to
resource challenges in the central governance team owing to key vacancies. These vacancies
have been appointed to and it is expected that this risk score will reduce and/or close over the
next two months.

The issue rating for the LWH Transfusion Lab remains marked as ‘red, because of the
procurement challenges that emerged from the end of August 2024 (reported to the Board in
September 2024) ie. the Trust is not currently in a position to progress procurement with the
original identified supplier. The challenges specifically relate to the patent status for the
functioning of the robotic arm and the viability of an identified alternative supplier. The Trust and
its partner, Liverpool Clinical Laboratories, are currently seeking legal advice and the impact on
project delivery remains currently indeterminate. A task has been undertaken by the TDU to
review project milestones to assess what milestones may need to be reprofiled.

Whilst not identified as a risk or issue at this point, there has been a significant change to the
appointments of Advanced Clinical Practitioners (ACPs) — part of the Enhanced Workforce for
Acute Workload project. While the criginal plan was for six appointments in matemity and four
in gynaecology, this has been revised. Now, seven ACPs have been appointed for matemnity,
one for gynaecology, with two further appointments for gynaecology expected in Spring 2025.
This shift underscores the need for enhanced leadership and oversight of the ACP workforce
at the Trust to ensure appropriate support and management going forward. A review of ACP
leadership will now take place to inform next steps.

There has been a long-standing risk to the safety culture risk relating to resources. Additional
resource has been secured in the reporting period and therefore it is likely that this will be
reduced following review.
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Key points to note this period:

Deteriorating Patient Collaborative - A target of 90% for benefits data (observation metrics) has
been agreed, and work is underway to add Key Performance Indicators (KPIs) related to ‘2222
calls and baby transfers from Maternity to NICU onto Power BI.

Acute Gynae Services - A key focus for the upcoming period will be to assess when
improvements to the attendant metrics will be seen (they are currently showing either stagnation
or slight deterioration).

Cancer Improvement - Recovery of the Hysteroscopy position has shown significant improvement
in dating of patients with =50% now being dated within 2 weeks of being waitlisted and <5
patients undated as at end of September.

Cancer Improvement - Reducing the number of patients =62 days on the PTL has been a key
focus in the last period and this has resulted in a significant reduction, from 133 to 88 in 4 weeks,
a reduction of 34%. The overall PTL size has also reduced by 26% in the same time period.

Reduced Waiting List - Throughout September, the number of patients waiting over 65 weeks for
treatment has significantly decreased, dropping from 38 to 15. Additionally, the number of patients
waiting over 52 weeks has reduced from 712 to 536, showing significant progress. However, this
month, the overall reduction in the size of the waiting list has stagnated and fluctuated, possibly
due to an increase in referrals post-August.

Actively Anti-Racist Organisation - 80% of staff have completed face-to-face training, (80% target
by March 2025). Outstanding metrics aligned to the People and Culture Programme will be
available in the next iteration of the report. The data started to be collected for the month of
September 2024.

SUSTAINABILITY e
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TRUST IMPROVEMENT PLAN SUMMARY UPDATE SIGNIFICANT RISKS & ISSUES (>= 12/15) ‘0.

.
L 4

ID Project Name Description Score Controls in Place Manager
v
2842 2.1 Enhanced Insufficient available consultant anaesthetists to recruit to cover for delivery suite and unable to agree hours of 12 I fififives 2 TRy s e Christopher
Workforce for Acute work. long-standing issue of recruiting consultant Dewhurst
Workload anaesthetists.
* Collaboration with the anaesthetic

department to define needs and
develop a strategic recruitment plan.
Addressing concerns about workload
overlaps with other trusts.

Exploring broader collaboration to
share resources, particularly in
obstetric anaesthesia.

Focus on identifying and supporting
fragile services within the anaesthetic
specialty to maintain staffing levels.
Continuous monitoring and
adjustment of recruitment strategies
to ensure sustainability and
effectiveness of anaesthetic services.
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Quality & Safety Programme Update

To minimise risks, optimise on site safety and deliver high quality care.

Organisation Overall

Overall
DoT

Plan Plan DoT Benefits

Benefits Issues Issues
DoT DoT

LWH

Risk

Risk DoT Resource Resource Stake Stake
DoT holders holders
DoT

1. Quality and Safety
1.1 Deteriorating Patient Collaborative
1.2 CQC and MSSP Actions

Key Focus Last Period

Deteriorating Patient Collaborative

During the previous period, progress was made towards developing the Medical
Emergency Team (MET) and High Dependency Unit (HDU) model of delivery. A
Task & Finish (T&F) group has been actively working on collaborative options, with
a workshop planned to assess risks associated with various models. The final
decision on the preferred option is anticipated following the session scheduled for
8 October 2024. The escalation process mapping has been completed and shared
with the MET T&F group. Meanwhile, the Digital T&F group has started drafting
‘mini—Project Initiation Documents’ (PIDs) to drive progress, and planning for a
learning session event is underway with attendees being gathered. Clinical areas
have been supported by the Quality Improvement (Ql) team and through walk
rounds as each area continues testing change ideas using PDSA cycles.

Additionally, a target of 90% for benefits data has been agreed, and work is
underway to add Key Performance Indicators (KPls) related to 2222 calls and baby
transfers from Maternity to NICU onto Power BI.

CQC/MSSP Action Plans

In the previocus period, the focus was on maintaining readiness for CQC standards
following the recent CQC check and challenge meeting. Divisions reviewed
evidence and compliance in preparation for follow-up sessions as part of the
CQC's oversight during September. The Associate Director of Governance and
Quality coordinated this, with senior governance colleagues overseeing divisional
efforts. Support was provided for self-assessments, evidence submissions, and
continuous review processes. Deep dives and check and challenge sessions
focused particularly on medicines management, pharmacy, and medical devices,
with necessary escalations made to the Executive team. A weekly task and finish
group was formed, meeting first on 17 September to address ongoing actions.

6/31
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Key Focus Next Period

Deteriorating Patient Collaborative

The MET/HDU Task & Finish group continues to work on finalising collaborative options,
with the decision to be made after the workshop on 8 October. Learning Session 2, held
on 27 September, saw each collaborative area present their feedback on tests of change,
followed by the development of plans for Action Period 2. Walk round activities will
continue to support these efforts and to further develop tests of change within
collaborative areas.

The MET/HDU and Digital T&F groups are progressing, with mini PIDs expected to be
signed off by the end of October. Data from 2222 calls is now available via Power BI, but
several other data milestones are overdue. The Bl team and digital nurses/midwives are
working closely with clinical teams to address this and ensure milestones are met.

Planning has also begun for the HCA away day, scheduled for 27 November 2024.

CQC/MSSP Action Plans

The focus for this period is on managing actions identified during the previous deep dives
and check and challenge sessions, particularly regarding medicines management,
pharmacy, and medical devices. These actions will continue to be monitored by the
weekly task and finish group. Residual risks will be reviewed and escalated as necessary
through the relevant committees and the Executive Risk Assurance Group (ERAG).
Collaboration with LMNS continues to arrange a peer review of evidence for the closure
of CQC actions, ensuring full compliance and verification.

QUALITY |
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Key Points to Note

Deteriorating Patient Collaborative
Some data milestones are overdue; work is in progress by the Bl team
and digital nurses/midwives to address this.

There are two risks scoring 11 that relate to staff engagement and data
availability/quality respectively.

CQC/MSSP Action Plans

New risk added relating to resourcing in the corporate governance
team. New staff due to start over the next couple of months which will
reduce this risk.

Progress is expected following the formal regulatory compliance
meeting on 9 October 2024.

All
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Quality & Safety Significant Risks & Issues

To minimise risks, optimise on site safety and deliver high quality care.

2826 1.1 Deteriorating Staff engagement
Patient Collaborative

1:Prevent-Not Yet Tested-Quality improvement walk Jayne Doyle
around;2:Prevent-Not Yet Tested-Improvement plan

Condition: Potential lack of engagement,resistance to change and Clinical Demand of staff across the Trust communication strategy (plan);3:Detect-Not Yet Tested-

within the deteriorating patient collaborative. Regular monitoring of buy-in

Cause: Due to workload, resistance and insufficient clinical engagement

Consequence: This may impact the effectiveness of the work of the collaborative and fail to deliver on the

expected quality and safety outcomes

2879 1.1 Deteriorating Condition: 1:Detect-Not Yet Tested-(Gynaecology) - Monthly Jayne Doyle
Patient Collaborative SEPSIS (validation process led by HDU and GED

There is a risk that the outcomes of NEWS (National Early Warning Score), MEWS (Modified Early Warning nursing through divisional governance) and NEWS

Score), SEPSIS monitoring and medical reviews are not being accurately and robustly recorded within Trust audits (POWER BI - from audits completed by

clinical systems. Managers and Matrons), twice daily report flagging
patients with NEWS 4+ and triggering SEPSIS for

Cause: review. Twice Daily huddles 7 days per week
(retrospective 24 hour review of NEWS

Trust digital systems do not interface to allow information flow and maintain patient safety. Inaccurate and invalid completed);2:Detect-Not Yet Tested-(Maternity) -

data may necessitate additional reviews, checks and audits, leading to inefficiencies and increased workload for Monthly MEWS audits by ward managers. Quarterly

clinical and administrative staff. Digital systems are immature in that they have not been developed over time to (fresh eyes) overarching MEWS audit (Mat Base)

align and support clinical practice which significantly impacts upon the integrity of the data. reported to MAT RISK. MEWS audits are discussed at
the Senior Midwifery Leadership group meeting (occurs

Consequence: 3 times per month) Weekly mat base oversight meeting
reviewing 50 sets of case notes. Retrospective SEPSIS

Patient Safety and Harm: Incomplete or inaccurate recording may lead to delays or omissions in necessary (Consultant Led) audit monthly reported to Mat / clinical

medical interventions for patients with deteriorating conditions or sepsis, potentially compromising patient safety risk meeting.

and care quality, by leading to delays or omissions in necessary medical interventions.

Clinical Decision-Making: Inadequate documentation can hinder clinicians' ability to make informed decisions,
impacting the overall treatment plan and patient outcomes, particularly for patients at risk of sepsis.
Compliance and Reporting: Failure to accurately record NEWS/MEWS/SEPSIS outcomes can result in non-
compliance with clinical guidelines and regulatory requirements

Reputation: Persistent issues with documentation may damage the reputation of the healthcare facility, affecting
trust and confidence among patients and stakeholders.
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Quality & Safety Benefits Update

To minimise risks, optimise on site safety and deliver high quality care.

Project Name Date Target < or > Performance Assurance Variation
-~
=] 1.1 Deteriorating Patient Collaborative
% of MEWS Scores within time September >= 57.68% ("\I
2024 N
% of NEWS Scores within time September >= 90.04% I/'\I
2024 N
= 1.2 €QC and MSSP Actions
BBAS - % of areas rated as Good or Outstanding August >= 100.00%
2024
BBAS - Number of areas which have had an accreditation (rolling number each month) August >= " @ @
2024
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Clinical Effectiveness Programme Update

To strengthen healthcare delivery through an enhanced workforce for acute services, with a strong focus on Medicine Safety, and establishing a Blood Transfusion Laboratory on site.

Organisation Overall

DoT

Overall

C R
'
| W 4

Plan Plan DoT  Benefits Benefits Issues lssues Risk Risk DoT Resource Resource Stake Stake
DoT DoT DoT holders holders
DoT

¥

LWH

¥
¥

L 2

2. Clinical Effectiveness
2.1 Enhanced Workforce for Acute Workload
2.2 Acute Gynae Services
2.3 LWH Transfusion Lab
2.4 Medicines Safety

YL dd
) H H ’

Key Focus Last Period

.
Enhanced Workforce for Acute Workload

During the last period, efforts were concenirated on ensuring that the Obstetrics on-call
room met the necessary reguirements for consultant obstetricians, including updates
and the installation of air conditioning. Discussions with anassthefic leads continued,
focusing on future workforce models. The team also reviewed candidates from the
gynaecology oncology recruitment round to assess potential for other roles. Recruitment
efforts led to the appointment of nine candidates for anaesthetic PGD positions, with six
already in post, two expected in September, and one anticipated in January 2025.

Acute Gynaecology Services

During the last period, work continued on the five key work sireams, with no significant
risks identified. The focus was on finalising the business case for the 7-day Early
FPregnancy Assessment Linit (EPAU), which progressed through divisional review:
Additionally, findings from the recent visit to Birmingham Women's Hospital were
reviewed, with the intention of identifying and implementing areas of best practice within
fhe division.

LYWH Transfusion Lab

The focus in the last period has been to actively worlk to clarify the situation with the
procurement of the robot and assess the level of assurance currently available. Officers
from the Trust and LCL visited the new supplier wic 2 September 2024 and reported
back to the Executive Team. Legal advice has heen sought and a letter issued to the
prospective supplier requesting assurance that procurement can proceed.

Medicine Safety

The project identified risks within pharmacy services and medication provision, with
interviews with relevant staff now complete. Risks continue to be entered into the
Ulysses nisk register to guide future planning. Scoping continued across wards and
clinics, focusing on high-risk areas and Service Level Agreements (SLAS) in
procurement, clinical governance, and feriility services.
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Key Focus Next Period

Enhanced Workforce for Acute Workload
The focus this period will be on progressing the necessary updates to the
Chbstetrics on-call room to ensure it is ready for use by consultant obstefricians,
with the aim of supporiing the planned shift to 24/7 obstetnics. Ongoing
discussions with anaesthetic leads regarding workforce models will continue,
along with the review of additional candidates from the gynaecology oncology
recruitment round. Further, attention will be given to the onboarding process for
fhe newly appointed anaesthetic PGD candidates, ensuring a smooth transition
for ihose expected o arrive in the coming months.

Acute Gynaecology Services

This period will focus on finalising the EPAL business case and submitting it
fhrough the appropriate governance processes for approval. Efforts will
continue to integrate hest practices identified during the Birmingham Women's
Hospital visit into ongoing work streams, ensuring that improvements align with
divisional goals and objectives.

L'WH Transfusion Lab

Since engaging with the engineering firm, the previous supplier has sent a
letter to LCL, stating that they will take legal action if procurement continues.
LCL is taking legal advice regarding next steps and the TOU will work with the
Project Lead to determine the impact on the project plan as likely outcomes
and timeframes emerge.

Medicine Safety

Acomprehensive paper documenting service delivery gaps and risks, along
with a resourcing ask, was submitted for review to the Executive Directors
Group for consideration. The development of supporting FlDs for proposed
projects under the medicine safety improvement plan is underway.
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Key Points to Note

F Y

Enhanced Workforce for Acute Workload

Due to pending coniract changes and necessary job plan approvals for 22 consultants, the
commencement of 247 ohstefric cover is now projected for 1 November, contingent on
the completion of necessary updates fo the on-call room.

Additionally, a significant change has occurred in the appointments of Advanced Clinical
Practitioners (ACPs). While the original plan was for six appointments in maternity and
four in gynaecology, this has been revised. Mow, seven ACPs have been appointed for
maternity, one for gynaecology, with two further appointments for gynaecology expected in
Spring 2025. This shift underscores the need for enhanced leadership and oversight of the
ACP workforce at LWH to ensure appropriate support and management going forward. A
review of ACP leadership at LUHFT will now take place to inform next steps.

Acute Gynae Sernvices
A key focus for the upcoming period will be to assess when improvements to the attendant
metrics will be seen.

L'WH Transfusion Lab

Work is ongoing between Project Lead/Project Management Support with key
stakeholders to map out updated timescales for project milestones to ensure these are in
place if legal issues - as siated above - are rectified. Forinightly Task & Finish Group
meetings remain ongoing.

Medicine Safety
The overall rigk of capacity in pharmacy services to deliver on the medicines agenda is to
be escalated to the Executive Risk and Assurance Group for review. This risk is likely to
be added to the risk register, with actions including the diagnostic and population of a gap
analysis report. There is an urgent need o finalise the scoping of the medicine safety
improvement plan to ensure compliance and address any highlighted issues.
All
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Clinical Effectiveness Programme Significant Risks & Issues

To strengthen healthcare delivery through an enhanced workforce for acute services, with a strong focus on Medicine Safety, and establishing a Blood Transfusion Laboratory on site.

2842

2844

2839

2845

2878

2885

10/31

2.1 Enhanced
Workforce for Acute
Workload

2.2 Acute Gynae
Services

2.1 Enhanced
Workforce for Acute
Workload

2.3 LWH Transfusion
Lab

2.1 Enhanced
Workforce for Acute
Workload

2.3 LWH Transfusion
Lab

Insufficient available consultant anaesthetists to recruit to cover for delivery suite and unable to agree hours of
work.

1:Prevent-Not Yet Tested-Resource;2:Contingency-Not
Yet Tested-Adapting rotas
Utilising specialist doctors rather than consultants

There is a risk the proposed changes to job planned hours will not be agreed by consultant gynaecologists
leading to project failure.

Risk that consultants from other areas i.e. not obstetricians, request the same or similar terms and conditions for
those working on a 24/7 consultant present rota.

1:Detect-Not Yet Tested-Stakeholder;2:Prevent-Not Yet
Tested-Designated SME of member of staff from LCL in
ongoing contact with MHRA consultant for guidance.

Risk that suitable room for obstetric consultant will not be prepared by mid August 2024, resulting in delays to the ' 1:Prevent-Not Effective-Suitable room identified but

There is a risk that the MHRA approval required for the Blood Transfusion robot will not be achieved in a timely
manner leading to project delays and a delay in project benefits

commencement of 24/7 obstetric cover on 02/09/24. requires preparation before ready for use.;2:Prevent--
Issues with room temperature control - this is a red line
for agreement.

Mitigations in place - but unlikely to sufficiently control
temperature.

1:Prevent-Effective-Robust project management and
project governance in place, including detailed project
plan. Oversight by relevant forums and divisional
managers and executive team.

Preliminary feasibility activity in place - digital
interoperability and suitable estates agreed.
Provisional timeline and delivery date confirmed with
supplier.

Failure to deliver laboratory services and associated costs savings and improved patient safety via Diabots
solution, due to delays to progress of project and installation date.

SAFETY | QUALITY | SUSTAINABILITY
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Clinical Effectiveness Benefits

To strengthen healthcare delivery through an enhanced workforce for acute services, with a strong focus on Medicine Safety, and establishing a Blood Transfusion Laboratory on site.

Project Name Date Target < or > Performance  Assurance Variation
rFs
=] 2.1 Enhanced Workforce for Acute Workload
Hypoxic Encephalopathy (Grade 2,3) August <= 1
2024
Number of emergency admissions from Matbase to NICU August >= 13
2024
Reduction in Obestetric Adverse Events on Delivery Suite Septembe <= 0
r 2024
=] 2.2 Acute Gynae Services
EPAU patients seen within 24 hours of referral Septembe >= 11.46% @
r 2024
GED 15 Minutes to Triage Septembe >= 49.96%
r2024
GED 4 hours from arrival to admission, transfer or discharge Septembe >= 81.26%
r 2024
GED Decrease in Time Taken to Treat Septembe <= 158
r 2024
GED Increased patient satisfaction (Friends & Family Scores) Septembe >= 68.75%
r 2024
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Operational Performance Programme Update

Improve the Trust's Elective & Cancer Performance to reduce the amount of time patients are waiting for diagnosis and treatment

Overall Plan
DoT

Organisation Overall

Plan DoT Benefits

Benefits Issues
DoT DoT

LWH

Issues Risk

Risk DoT Resource Resource Stake Stake
DoT holders holders
DoT

> >
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3. Operational Performance
3.2 Reduced Waiting List
3.1 Cancer Improvement

@@5 ¥
4
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Key Focus Last Period Key Focus Next Period Key Points to Note
v A N

Cancer Improvement

Two visits from NHS England National Cancer Team and Elective Care IST took place in September with feedback
from both overwhelmingly positive on the work being carried out on the Cancer Improvement Plan with particular focus
on function of the MDT and PTL meetings. Feedback given on both visits was the recognition that there are system
wide challenges impacting LWH performance and this requires system support to make further improvements.

Recovery of the Hysteroscopy position has shown significant improvement in dating of patients with >50% now being
dated within 2 weeks of being waitlisted and <5 patients undated as at end of September. Work is continuing to
increase numbers dated within 2 weeks which will help to sustain delivery of the 28 Day FDS standard.

Reducing the number of patients >62 days on the PTL has been a key focus in the last period and this has resulted in
a significant reduction, from 133 to 88 in 4 weeks, a reduction of 34%. The overall PTL size has also reduced by 26%
in the same time period.

Reduced Waiting List

Throughout September, the number of patients waiting over 65 weeks for treatment has significantly decreased,
dropping from 38 to 15. Additionally, the number of patients waiting over 52 weeks has reduced from 712 to 536,
showing significant progress.

However, this month, the overall reduction in the size of the waiting list has stagnated and fluctuated, possibly due to
an increase in referrals post-August.

As a result, project groups have been tasked with identifying further areas for improvement. The booking and
scheduling group is reviewing their booking processes and identifying additional clinics to maximize utilisation. Clinic
template reviews are progressing rapidly, with collaboration between CSS and Gynaecology to implement planned
activities in this workstream. Discussions are set to begin on expanding the successful CLPN menopause pilot to
Sefton, with ongoing efforts to understand its further impact on reducing the waiting list. A workshop is scheduled for
28th October 2024.
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Cancer Improvement

CT/MR Pathway T&F group is now established, and
key actions are being delivered to improve time
taken for scan request to delivery. Focus through
this period will be to bring turnaround times down for
Vetting to Reporting, so that wait times are reduced
from >21 days to <10 days.

Additional capacity for Hysteroscopy, funded by Tier
1 monies, will be progressed with the independent
sector to reduce waiting times further and reduce
burden on Trust workforce for delivery. Objective for
lists to be mobilised by end of October.

Reduced Waiting List
Further reduction in overdue follow-ups

Menopause clinic template review

Pre-op clinic template review

Physio clinic template review

Genetics clinic template review

Booking and scheduling, booking out process
review

Detailed review of clinic utilisation, introduction of
whiteboard monitoring to maximise clinics.

SUSTAINABILITY
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Cancer Improvement

Histology TATs with LCL have impacted performance of 28 Day FDS from
July — September. Over the last period the Trust has seen improvements
being made however performance will still be lower than target. Increase in
Hysteroscopy activity through recovery actions is impacting this though
and this should be noted.

Through Tier 1 meetings, challenges re: Warrington referrals have been
raised on numerous occasions. Warrington have now appointed a lead
Cancer Gynaecologist who commenced in the summer period and the
SMDT is already starting to feel the benefit of this appointment. The Trust
will be working with this individual to provide training and mentorship to
enable Warrington to become a local Cancer Unit which will help LWH in
management of these patients, reducing pressures on our own service.
This process will likely take up to 12 months but is a positive step forward.

Reduced Waiting List

The ongoing pre-assessment work remains unchanged, but productivity
will be re-evaluated. The workstream will continue to follow the actions
outlined in the further faster guidelines incorporated into the project plan.

New milestones will be added to the project plan to identify actions aimed

at further reducing the overall waiting list. This is especially due to the
efforts of the booking and scheduling project group as mentioned earlier.
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Operational Performance Benefits Summary - Cancer Improvement

Improve the Trust's Elective & Cancer Performance to reduce the amount of time patients are waiting for diagnosis and treatment

iroject Name Date Target <or> Performance  Assurance Variation

= 3.1 Cancer Improvement
Cancer: 28 Day Faster Diagnosis July 2024 >= 46.11% @
Cancer: 28 Day Faster Diagnosis Benchmarked Percentile July 2024 >= 8.57% @)
Cancer: 31 Day decision to treat to treatment July 2024 >= 79.49% @
Cancer: 31 Day decision to treat to treatment Benchmarked Percentile July 2024 >= 13.73% &)
Cancer: 62 Day referral to Treatment July 2024 >= 18.60% @)
Cancer: 62 Day referral to Treatment Benchmarked Percentile July 2024 >= 9.81% )
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Operational Performance Benefits Summary - Reduced Waiting List

Improve the Trust's Elective & Cancer Performance to reduce the amount of time patients are waiting for diagnosis and treatment

Project Name Date Target <or > Performance Assurance Variation
r s
=] 3.2 Reduced Waiting List
1st Appointment Waiting Times September <= 146
2024
Capped Theatre Utilisation rate September >= 70.30%
2024 S N
Moved or discharged outpatient attendances to PIFU pathways August 2024 >= 2.34% @
Number overdue follow up appointments September <= 9631 _
2024 N/
Overall size of active patient waiting list August 2024 <= 16466 @
(>
Overall size of the Inpatient Waiting List September <= 3167
2024
Uncapped Theatre Utilisation rate September >= 77.04%
2024 S 7
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People & Culture Programme Update

To drive a truly inclusive culture, underpinned by shared values and respect for diversity, with strong leadership and teamwork, and an openness to learning in a psychologically safe setting.

Organisation Overall Overall Plan Plan DoT Benefits Benefits Issues Issues Risk Risk DoT Resource Resource Stake Stake
DoT DoT DoT DoT holders holders
DoT
LW 3 5 B 5
4. People and Culture > > >
4.1 Safety Culture . A BB > >
4.2 Actively Anti-Racist Organisation = > “ >

Key Focus Last Period Key Focus Next Period Key Points to Note
-~

Safety Culture Safety Culture Safety Culture
The literature review has been completed, and a preliminary review of the This period will focus on further analysing the top five clinical The plan remains overdue primarily because of milestones
findings is underway. Focus groups with staff on Matbase have been incidents to better understand causation and develop relating to controlled drugs element being overdue.
conducted to discuss culture and safety issues. An engagement event with improvement measures. A communications plan will be Resources for this are being reviewed to support timely
medical staff took place on 26 July 2024, resulting in the appointment of a created to share updates and engage hospital staff. delivery.
medical lead. Additionally, a Controlled Drugs improvement plan is in Continued engagement with the project team stakeholders is
progress, aligning with the overall efforts to enhance safety culture within planned to update actions and perform further data analysis, Actively Anti-Racist Organisation
the organization. These activities are key to defining and implementing aiming to establish a broader baseline for safety culture Currently, 80% of staff have completed the mandatory EDI
effective improvement measures. across the hospital. training. The Anti-Racism Hub continues its activities, and
four Anthony Walker Foundation Listening Sessions have
Actively Anti-racist organisation Actively Anti-Racist Organisation been held.
A race reporting tool has been launched on the website, with QR codes During this period, evidence packs and reference
available for staff, patients, and visitors. The Anthony Walker Foundation is documentation for the Anti-Racism Framework will be
engaged to conduct staff listening events, with dates and content confirmed. compiled. An audit of inclusive recruitment practices will be
The Anti-Racist Hub (ARH) has been promoted through leaflets, posters, conducted, and the competencies for the Anti-Racism Action
and branding. Additionally, 80% of staff have completed face-to-face Learning Set have been agreed. Band 8A and Equality,
training, (80% target by March 2025). Efforts continue to integrate anti- Diversity, and Inclusion (EDI) objectives have been
racism into clinical education and organisational policies, with ongoing embedded into the Personal Development Reviews (PDRs).
development of support resources and reporting mechanisms. Work towards achieving the Gold standard has also
commenced.
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People & Culture Programme Significant Risks & Issues

To drive a truly inclusive culture, underpinned by shared values and respect for diversity, with strong leadership and teamwork, and an openness to learning in a psychologically safe setting.

ID Project Name Description Score Controls in Place Manager
P

1:Prevent-Not Yet Tested-Demonstrate success, Lisa Shoko
outcomes and sustainability of programme within

reasonable cost envelope

Resource control

2833 4.1 Safety Culture Leader engagement - there is a risk that due to other operational and strategic pressures, senior leaders and 1:Prevent-Effective-Senior leaders across departments
clinical leaders at LWH will not have the capacity or motivation to engage in the project. There is also a identified and confirmed.
communications challenge to convey the key aim of the project which is to understand how cultural and climate
factors (such as leadership or role clarity) impact on patient safety outcomes.

2855 4.2 Actively Anti-Racist  Failure to secure resources for continuation of programme

Organisation

Diane Martin
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People & Culture Programme Update

To drive a truly inclusive culture, underpinned by shared values and respect for diversity, with strong leadership and teamwork, and an openness to learning in a psychologically safe setting.

Project Name
Fs

Date Target < or > Performance Assurance Variation

[F 4.1 Safety Culture

% of safety huddles taking place

KPI in development — to be available in future reports

% of staff completing human factors training

August >= 86.69% {.«"\. @
2024 N

% of staff completing safety culture leadership training

KPI in development —to be available in future reports

BBAS score for questions indicating a positive safety culture

KPI in development — to be available in future reports

[F] 4.2 Actively Anti-Racist Organisation

Anti Racism Action Learning Set completed by Leaders

KPI in development — to be available in future reports

Face to Face Inclusion & Anti Racism training completed by staff August >= 77.95%
2024

GM staff in leadership roles (B7 or above) August >= 0.44% {,f-s\' @
2024 st

No of GM staff enrolled on/completed formal leadership in last 12 months

KPI in development — to be available in future reports

No of patient contacts with Anti Racism Hub

KPl in development — to be available in future reports

No of staff contacts with Anti Racism Hub

KPl in development — to be available in future reports l
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QOverall GM staff in workforce

August N/A 12.74%
2024
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Financial Sustainability Programme Update

Development and delivery of a Three-Year Plan to improve and sustain the financial position of the Trust.

Organisation Overall

Overall

LWH

5. Financial Sustainability
5.1 Delivering the Three Year Financial Plan
5.2 2024/25 CIP Delivery

Delivering the Three-year financial plan

The LAASPFG financial recovery delivery workstreams are now fully
established, with bi-weekly reporting and updates provided to Chief
Financial Officers (CFOs). Long lists have been developed for all five
workstreams, which have been prioritised, and the associated values are
currently being calculated. Liverpool Women's Hospital (LWH) is leading
the shared services workstream, progressing towards initiatives related to
procurement, overseas visitors, and legal shared services, with plans for
digital services to be considered within the current financial year. A
mechanism for achieving the £18.5 million target has been proposed and
is under review, with finalisation expected imminently. A meeting between
the LAASPFG CFOs and Chief People Officers (CPOs) took place to
explore where the workstreams could align with existing HR initiatives.

24/25 CIP Delivery

During the last reporting period, the team concentrated on the review and
approval of Quality Impact Assessments (QIA) milestones. A significant
emphasis was placed on ensuring that all outstanding items were
processed in preparation for the upcoming QIA committee meeting
scheduled for the 15 October 2024. Specific attention was given to
addressing hurdles related to pharmacy and governance non-recurrent
spends, with team members actively working to resolve these issues and
advance the necessary documentation (PID). Additionally, the review of
disseminated opportunities progressed from 50% to 75%, reflecting
positive movement in this area.

18/31
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Plan Plan DoT Benefits Benefits Issues Issues

DoT DoT

Delivering the Three-year financial plan

Efforts are ongoing to identify value against each priority within the
workstreams. Principles for collective reporting between LAASPFG
are being finalised. A further review of the risk-adjusted forecast
and potential stretch targets for the Integrated Care Board (ICB) is
expected by the end of September. Additionally, project milestones
are being reviewed in light of the LAASPFG work.

24/25 CIP Delivery

In the current reporting period, the primary focus remains on
finalising all outstanding QIA items to ensure readiness for the
upcoming committee meeting. The team is also prioritising follow-
ups on critical projects, including the Clinical Negligence Scheme
for Trusts (CNST) and the Rapid Access Clinic (RAC) initiative, to
facilitate timely progress and address any emerging issues.
Furthermore, preparations for the mid-year review are underway,
with plans to enhance communication and streamline the collection
of necessary information from scheme leads.

Key Focus Last Period Key Focus Next Period Key Points to Note
F'S F S N

QUALITY | SUSTAINABILITY

Risk Risk DoT Resource Resource Stake Stake
DoT holders holders

Delivering the Three-year financial plan

Financial values are being developed for the prioritised schemes
within each LAASPFG workstream. The full PwC report will be
shared with Chief Executive Officers (CEOs) and Chief Financial
Officers (CFOs) and was presented to the Integrated Care Board
(ICB) meeting in September. Each organisation is tasked with
developing an action plan to address the PwC recommendations,
which will require Board approval and will be incorporated into a
system-wide recovery plan.

24/25 CIP Delivery

Delays in the delivery of certain projects, some of which have been
pending since before April 2024, are becoming increasingly urgent.
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Financial Sustainability Programme Significant Risks & Issues

Development and delivery of a Three-Year Plan to improve and sustain the financial position of the Trust.

ID Project Name Description Score Controls in Place Manager
v
2849 5.2 2024/25 CIP Traditional CIP opportunities exhausted, leading to inability to identify sufficient level of schemes and non- 1:Contingency--Ensure review and compliance with Helen
Delivery delivery of CIP and financial plan. grip & control checklists and CIP idea logs from Chainey

relevant external parties such as NHSE, HFMA
etc;2:Prevent--Internal and external audit reviews and
recommendations in place with appropriate actions
completed;3:Detect--Regular review of CIP
opportunities through use of Model Hospital, reference
costs etc.;4:Contingency--Regular review of risks and
opportunities/balance sheet items that can be released
to support the position non-recurrently

2848 5.2 2024/25 CIP Capacity constraints due to increasing asks on small teams from system in terms of reporting and administrative 1:Prevent-Effective-Stakeholder control Helen

Delivery requirements. Resource control Chainey

Wider accountability for completion of CIP
documentation and delivery throughout the Trust -
Divisional and department leaders to be held
accountable for delivery by Executive Team through
regular review and reporting/monitoring supported by
TDU.

:2:Prevent-Not Yet Tested-Establish CIP Portfolio Board
to provide opportunity for review, scrutiny and

challenge.
First meeting took place 14/08/24.
2850 5.22024/25 CIP Requirement for operational capacity to focus on productivity improvement 1:Prevent--The Trust has an agreed Improvement Plan Helen
Delivery detailing aligned organisational priorities for the next 12 Chainey

months. This plan focuses capacity on productivity
gains.;2:Detect--Regular review of productivity at the
Finance and Performance Executive Group
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Financial Sustainability Benefits

Development and delivery of a Three-Year Plan to improve and sustain the financial position of the Trust.

Cash Actual vs Plan
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CIP Actual vs Plan
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® Actual ®Plan

193 183

131 136
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Date

Cash actual vs Distressed finance Forecast
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B _
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CIP actual recurrent vs planned recurrent
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Date
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Benefits

90/430


https://app.powerbi.com/groups/me/reports/7c84dc99-66a9-46d9-a363-30d3ef0b81c5/?pbi_source=PowerPoint

Quality & Safety Benefits
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Clinical Effectiveness Benefits

health

EPAL patients seen within 24 hours of referral -
Target Target < or = Performance

= 11.46%

GED & howrs from arrival to admissien, transfer or discharge -
Target Target <or >  Performance

== B1.26%
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Clinical Effectiveness Benefits
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Operational Performance Benefits - Cancer

Improve the Trusts Elective & Cancer Performance to reduce the amount of time patients are waiting for dia is and treatment
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Operational Performance Benefits - Cancer

Improve the Trusts Elective & Cancer Performance to reduce the amount of time patients are wailing for diognosis and treatment
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Operational Performance Benefits
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Appendix 1 - Improvement Plan RAYG Definitions

Delivery Domains

Overall
Delivery Health

Stakeholders

31/31

Green (G)
On Track
4 Points

Portfolio/programme/project is on track across all delivery
areas- no areas assessed as requires intervention.

212

Portfolio/programme/project is delivering to the plan and
milestones set within the Project Initiation Document
and/or approved change request document.

285% ON TRACK

Portfolio/programme/project is on track to deliver (or
delivering) the KPIs defined in the PID. All agreed KPIs are
‘passing’ or are trending in a positive direction.

285% PASSING / POSITIVE TRENDING

Portfolio/programme/project has a weighted average ‘Issue
Score’ of <5

Portfolio/programme/project has a weighted average ‘Risk
Score’ of <5

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘resource’ is <5

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘stakeholders’ is <5

Portfolio/programme/project is slightly off track in some
delivery areas - no more than one area assessed as requires
intervention.

211 <8

Portfolio/programme/project is slightly off track the plan
delivery timeframes set within the Project Initiation
Document and/or approved change request document.

270% <84% ON TRACK

Portfolio/programme/project is on track to deliver (or
delivering) the KPIs defined in the PID. Most agreed KPIs are
‘passing’ or are trending in a positive direction.

270% <84% PASSING / POSITIVE TRENDING

Portfolio/programme/project has a weighted average ‘Issue
Score’ of 26 <9

Portfolio/programme/project has a weighted average ‘Risk
Score’ of 26 <9

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘resource’ is 26 <9

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘stakeholders’ is 26 <9

Portfolio/programme/project is off track in some delivery
areas - no more than one area assessed as requires
intervention.

27 <4

Portfolio/programme/project plan has experienced some
slippage (tolerance breeched) to delivery milestones but
critical path could be maintained with recovery actions.

255% <69% ON TRACK

Portfolio/programme/project is on track to deliver (or
delivering) the KPIs defined in the PID. Some agreed KPIs
are ‘passing’ or are trending in a positive direction.

255% <69% PASSING / POSITIVE TRENDING

Portfolio/programme/project has a weighted average ‘Issue
Score’ of 210 <11

Portfolio/programme/project has a weighted average ‘Risk
Score’ of 210 <11

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘resource’ is 210 <11

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘stakeholders’ is 210 <11

SAFETY | QUALITY | SUSTAINABILITY

Red (R)
Requires Intervention
1 Point

Portfolio/programme/project is significantly off track. Two
or more areas are assessed as requires intervention.
Exception report required.

<3

Portfolio/programme/project plan has breached agreed
tolerances and is unlikely deliver to the current delivery
plan.

<54% ON TRACK

Portfolio/programme/project is on track to deliver (or
delivering) the KPIs defined in the PID. Some agreed KPIs
are ‘passing’ or are trending in a positive direction.

<54% PASSING / POSITIVE TRENDING

Portfolio/programme/project has a weighted average
‘Issue Score’ of 212

Portfolio/programme/project has a weighted average
‘Risk Score’ of 212

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘resource’ is 212

The sum of the Portfolio/programme/project weighted
average ‘Risk Score’ and ‘Issue Score’ for risks/issues
categorised as ‘stakeholders’ is 212
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Board of Directors

COVER SHEET

NHS

Liverpool Women'’s
NHS Foundation Trust

Meeting Date

Thursday, 10 October 2024 Item Reference TB24/25 137

Report Title

Ambulatory Expansion Project

Authors

Joe Downie, Deputy Chief Operating Officer
Jennifer Huyton, Deputy Chief Finance Officer

Responsible Director

Gary Price, Chief Operating Officer

Purpose of Report

To provide an update on increased costs associated with the Ambulatory
Expansion project and support recommendations made.

Executive Summary

The Trust initially secured £5 million from the Targeted Investment Fund
(TIF) to support the re-purposing of the Ambulatory unit. However, as the
project has advanced, the revised capital requirement has increased to
£5.8 million in 2024/25 with a further £0.2m required in 2028/29. This paper
outlines the reasons for the change, options considered and proposal to
mitigate increased costs within the 2024/25 Capital Programme.

Key Areas of Concern

Impact to 2024/25 Capital Programme.

Failure to proceed with additional costs would result in inability to carry on
with expansion.

Reputational damage to Trust if unable to complete programme within TIF
timescales.

Trust Strategy and
System Impact

This links to the sustainable and efficient use of resources by both the Trust
and other relevant bodies.

Links to the Board
Assurance Framework

Risk 2 — Isolated Site

Risk 4 — Financial Sustainability 10

Risk 5 — Cancer Recovery 10

Risk 6 — Waiting Times 10

Risk 7 — Health Inequalities 10
Links to Corporate Risk N/A -
Register (scoring 10+)

Assurance Level

SUBSTANTIAL - Good system of internal control applied to meet existing
objectives

Action Required by the
Board

The Board is asked to:

¢ Note the content of the report.
e Approve the recommendations made by FPBD Committee
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REPORT DEVELOPMENT:

Committee or meeting Date Outcome

report considered at:

Finance, Performance & 02.10.24 | Gary Price, Supported recommendation to proceed with
Business Development Chief Operating | increased capital costs, with mitigations from
Committee Officer reallocation of 24/25 Capital Programme
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MAIN REPORT

1. INTRODUCTION

The Finance, Performance & Business Development Committee received an update on the Ambulatory
Expansion Project which has been in progress since January 2024 when funding was approved by NHS
England (NHSE).

In 2022/23 capital funding was released by NHSE over the course of three years to support the delivery of
additional elective and cancer backlog through the Targeted Investment Fund (TIF). Through the Cheshire
& Mersey Acute and Specialist Trust (CMAST) collaborative, bids were sought to address both admitted
and non-admitted pathways. The Trust was successful in obtaining £5m in capital funding in January 2024
to expand Gynaecology Ambulatory services.

The initial business case for the project was completed in May 2023, with support from CMAST. However,
there was a delay in the NHSE governance process to approve the case, by which time the case was only
then considered in December 2023. The Trust bid was approved, and funding was released in January
2024.

GOVERNANCE ARRANGEMENTS
There is an Ambulatory Programme Board which meets monthly and has a number of workstreams.

The Ambulatory Programme board reports into Safe & Sustainable Environment (SSE) Group and provides
a monthly paper/update on progress. SSE Group reports directly into Finance & Performance Executive
Group (FPEG) and then into Executive Risk & Assurance Group (ERAG).

Key risks are escalated through the programme board and through to the appropriate groups based on the
risk score. Key risks related to costs of the project were escalated through to FPEG.

KEY ISSUES/POINTS

An update of the project was provided to Finance, Performance & Business Development Committee on 2"
October. Key points/issues from the paper are outlined below:

e Programme is progressing well in terms of achievement of key milestones against the programme
plan. Programme is expected to complete all building works by March 2025 in line with NHSE
expectations, with a handover of the completed unit in April 2025 and commencement of clinical
activity in May 2025.

e Significant increase in building/equipment costs identified following market testing and cost plan
review undertaken in June 2024. A redesign of the original layout was completed resulting in a
reduction in increased costs but still above initially allocated budget of £5m.

e Revised costs of an additional £0.8m for 24/25 and a further £0.2m required in 2028/29 to facilitate
opening of 3 treatment room, total of £6m now required.

¢ Following review of the options available, it was determined that the scheme was required to
continue but mitigations for increased costs needed to be sought.

¢ Review of Capital Programme for 2024/25 means that a large proportion of the increased costs can
be managed in year with a residual risk of £0.15m that may be mitigated at year end or would need
to be supported by the 2025/26 Capital Programme.

e There is a small revenue impact as a result of the increased capital costs however the impact is
immaterial in value and the overall revenue assumptions contains a 10% contingency.

The Committee raised concerns about the level of increased costs post original business case approval but
agreed that at this stage, there is no option to stop or pause the project given the noted risks.
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The Committee recommended that a lesson learnt exercise be undertaken as part of the Post
Implementation Review into the project to ensure that appropriate levels of sensitivity are applied to initial
costing estimates for any future projects.

RECOMMENDATION

The Board is asked to approve the recommendation made from Finance, Performance & Business
Development Committee to proceed with the Ambulatory Expansion project noting the revised capital costs
of the project from £5.0m to £6.0m

Ensure a lessons learnt exercise is undertaken as part of post implementation review to ensure any future
projects reduce the risk of increased costs post business case approval.
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NHS

Liverpool Women'’s
NHS Foundation Trust

Board of Directors

COVER SHEET
Meeting Date Thursday, 10 October 2024 Item Reference TB24/25 138
Report Title Medical Appraisal and Revalidation Annual Report 2023/24
Author Janine Elson, Appraisal Lead
Lynn Johnson, Revalidation Support Manager
Responsible Director Lynn Greenhalgh, Chief Medical Officer
Purpose of Report To provide the Medical Appraisal and Revalidation Annual report.
Executive Summary Revalidation and Appraisal continues to work well within the Trust.

Suggested areas for improvement are documented within the paper.

e The Trust Board is asked to receive the report noting it will be shared
with the Higher Level RO.

e Toapprove the ‘2023 2024 Annual Submission to NHS England North
West: Appraisal and Revalidation and Medical Governance
compliance statement’ confirming that the organisation, as a
designated body, is in compliance with the regulations. (Section 4)

Key Areas of Concern None
Trust Strategy and Appraisal and Revalidation supports the health and wellbeing of medical
System Impact staff and helps them with their career progression while providing

assurance that their practice is current and fit for purpose. It drives quality
of service provided by medical staff.

Links to Board Risk 1: Workforce 10
Assurance Framework

Links to Corporate Risk N/A. -
Register (scoring 10+)

Assurance Level HIGH - Strong system of internal control applied to meet existing objectives

Action Required by the The Board of Directors is asked to:

Board of Directors 1. To receive the annual report and note that this will be shared with

the higher Responsible Officer

2. Take assurance that there are effective medical appraisal and
revalidation processes in place

3. To approve the statement of compliance in the 2023-2024 Annual
Submission to NHS England North West: Appraisal and Revalidation
and Medical Governance confirming that the organisation, as a
designated body, is in compliance with the regulations and to note
that this needs CEO signature and Board approval.

REPORT DEVELOPMENT:

Committee or meeting report considered at: Date Outcome
Putting People First Committee Lynn Greenhalgh
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MAIN REPORT

Executive summary - 2023/24 Revalidation and Appraisal annual report and compliance
statement.

Revalidation is the General Medical Council’s (GMC) way of regulating licensed doctors that will give
extra confidence to patients that doctors are up to date and fit to practice.

The GMC requires that the designated body has hominated or appointed a responsible officer in compliance
with the Responsible Officer (RO) Regulations. The RO is a licensed doctor who has been licensed
continuously for the previous five years and continues to be licensed throughout the time they hold the role
of responsible officer.

During this revalidation year April 2023 to March 2024, the team supporting revalidation for the Trust
was:

Dr Lynn Greenhalgh, Responsible Officer (RO),

Dr Janine Elson, Appraisal Lead,

Lynn Johnson Revalidation Support Manager and a team of trained appraisers who each will undertake
between 4-7 appraisals/year. There are currently an adequate number of appraisers to appraise the
doctors within the Trust.

Liverpool Women’s NHS Foundation Trust as a designated body had 117 doctors with a prescribed
connection in the revalidation year April 2023 to March 2024. All doctors but 1 were engaged with the
process and all doctors were accounted for in terms of their participation.

For the time period of this report doctors were expected to have an appraisal and a conversation
regarding wellbeing.

As part of the framework for quality assurance and for the purpose of revalidation, NHS England requests
an Annual Report together with the compliance statement (Section 4 of the Annual report).

The Trust Board receives this paper for approval.

The Trust’s 2023-2024 Annual Submission to NHS England North West: Appraisal and Revalidation and
Medical Governance which includes the compliance statement has been completed and is attached as
Appendix A.

This paper sets out the information usually submitted to the Trust Board within those papers to assure
the Board that the Medical Appraisal and Revalidation processes continue to function well.

Revalidation recommendations:

23 doctors’ revalidation date fell during this year. 17 received a positive recommendation.
6 recommendations were deferred due to the RO having insufficient evidence.

1 referral for none engaging with the appraisal and revalidation process was made and this doctor was
supported to re-engage. and the process is now complete.
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Governance and Quality Assurance:

The Responsible Officer has provided quarterly assurance paper to the Putting People First Committee
and this annual report to NHS England to demonstrate compliance with the Framework of Quality
assurance for Responsible Officers and Revalidation.

Appraisal update training

All new appraisers attend formal new appraiser training with update training being delivered twice yearly
in house.

Internal quality assurance is performed by a peer review of a random sample of 10% of completed
appraisals. For the year 2023/24 this was done using the NHSE SUPPORT tool. This provides not only
feedback to individual appraisers but also a learning and discussion opportunity for the reviewing
appraisers. All appraisers are expected to attend at least one peer review session a year.

All appraisees complete a feedback questionnaire about the quality of their appraisal; this is included in
an annual report to the appraisers to be included and discussed at their own appraisal.

The Appraisal Lead observes the quality of the appraisers undertaking an appraisal, at least once every
5 years. This information is used to provide evidence to the RO and designated body about the quality
of the appraisal and used for feedback to the appraiser.

The 2023-2024 Annual Submission to NHS England North West: Appraisal and Revalidation and Medical
Governance has been reviewed at People Organisational development Executive Group before
submission to Board.

Recommendations:

e The Trust Board is asked to receive the report noting it will be shared with the Higher Level RO.

e To approve the ‘2023 2024 Annual Submission to NHS England North West: Appraisal and
Revalidation and Medical Governance compliance statement’ confirming that the organisation,
as a designated body, is in compliance with the regulations. (Section 4)

1. Purpose of the paper

As part of the framework for quality assurance and for the purpose of revalidation, NHS England
requests an Annual Report together with the 2023-2024 Annual Submission to NHS England North
West: Appraisal and Revalidation and Medical Governance compliance statement

The paper is intended to fulfil the above and provide assurance to the Trust Board that, in line with the
self- and external assessments, the Trust is fulfilling all the requirements for revalidation.

2 Background

Revalidation was made statute on 3" December 2012 to strengthen the way that doctors are regulated,
with the aim of improving the quality of care provided to patients, improving public safety and increasing
public trust and confidence in the medical system. All doctors are allocated to a Designated Body through
the GMC. Each Designated Body has a Responsible Officer, who is responsible for implementing
appraisal and revalidation. Doctors in training are in the Deanery designated Body and therefore are not
included in this report.
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The GMC decides whether to revalidate a doctor based on the recommendation made to it by the
Responsible Officer. A positive revalidation decision means the doctor’s license to practice is extended
for five years. Deferral is a neutral recommendation resulting in a new revalidation date being set. It does
not impact on the doctor’s license to practice. Non-engagement indicates a doctor’s license is a risk of
being withdrawn.

Liverpool Women’s NHS Foundation Trust has a statutory duty to support the RO with sufficient funding
and other resources necessary to enable them to discharge their duties under the Responsible Officer
Regulations.

The RO oversees compliance by:
¢ Monitoring the frequency and quality of medical appraisals in their organisations;

e Checking there are effective systems in place for monitoring the conduct and performance of
their doctors; ensuring that accurate records are kept of all relevant information, actions and
decisions

e Ensures that the organisation’s medical revalidation policies and procedures are in
accordance with equality and diversity legislation

¢ Making timely recommendations to the GMC about the fitness to practice of all doctors with a
prescribed connection in accordance with the GMC requirements and the GMC Responsible
Officer Protocol

e Confirming that feedback from patients is sought periodically so that their views can inform
the appraisal and revalidation process for their doctors

3 Governance Arrangements

The current Responsible Officer is Dr Lynn Greenhalgh. The Trust responsible Officer is appraised by
an external appraiser nominated by NHS England. Her 2024 appraisal is booked on the 18™ July 2024.
She took over being RO in April 2021 after a period of 3 months acting as RO in an interim capacity.

The current Appraisal Lead is Dr Janine Elson. She is also currently appraised by an external appraiser
nominated by NHS England. Dr Elson is leaving the Trust and a new Appraisal Lead Dr Astrid Weber
has been appointed and will start in her new role in August 2024.

Lynn Johnson was appointed to the post of Revalidation Support Manager in 2017, with the remit to
provide support and advice to the RO and doctors on matters relating to appraisal and revalidation.

The Trust's Responsible Officer, Appraisal Lead and Revalidation Support Manager attend regular
external Responsible Officer/Appraisal Lead Network meetings with other ROs and representatives from
GMC and NHS England

The RO, Appraisal lead and Revalidation Support Manager meet regularly as a team, several times a
month. Revalidation Team meetings have been established and meet at least twice a year. The purpose
of the meeting is to provide appraiser peer support and to discuss any issues arising relating to the
appraisal systems/processes as well as cascading any information provided but the NHSE/I Responsible
Officer and Appraisal Lead meetings.
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The Medical Appraisal/Revalidation Team reports to the Putting People First Committee and the minutes
are formally recorded and submitted. From April 2024 onward the reporting structures will change and
will be to the People Organisational Development executive Group (PODEG)

NHS England requests an Annual Report together with the compliance statement (Section 4).

There is a process to support the appropriate transfer of information about a doctor’s practice to and from
the doctor’s responsible officer. It is designed to be used to share information with the doctor’s
responsible officer in the following situations:

¢ When a doctor’s prescribed connection changes
¢ When a concern arises about the doctor’s practice in any place where the doctor is practising |

The Trust has an established team and system to record all incidents and complaints through the Risk
and Safety Team.

The Trust also has a dedicated Audit team to assist the doctors and contribute to their clinical
performance.

4 Quality Assurance

All appraisees complete a feedback questionnaire about the quality of their appraisal; this is included in
an annual report to the appraisers to be included and discussed at their own appraisal.

Internal quality assurance is performed by a peer review of a random sample of 10% of completed
appraisals. For the year 2023/24 this will be done using the NHSE SUPPORT tool. This provides not
only feedback to individual appraisers but also a learning and discussion opportunity for the reviewing
appraisers. All appraisers are expected to attend at least one peer review session a year.

All appraisees complete a feedback questionnaire about the quality of their appraisal; this is included in
an annual report to the appraisers to be included and discussed at their own appraisal.

The Appraisal Lead observes the quality of the appraisers undertaking an appraisal, at least once every
5 years. This information is used to provide evidence to the RO and designated body about the quality
of the appraisal and used for feedback to the appraiser.

5 Medical Appraisals
Appraisal and Revalidation Performance Data

The Revalidation Support Manager maintains a database of all appraisal dates. Doctors receive timely
notification and reminder emails with the request to undertake an annual appraisal, in accordance with
NHSE guidance.

The data on the appraisal is shown in the table below.

Total number of appraisals completed 102
Total number of appraisals approved missed 2
Total number of unapproved missed 13
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Reasons for the incomplete/missed appraisal authorised were:

There were 13 approved late appraisals. 11 of these were new starters, one doctor was on sabbatical
and the last doctor missed their appraisal and has now completed it

The overall rate of unauthorised missed/incomplete appraisal is just under 1% which is the same as the
previous 2 years. This will be actively managed by the revalidation team.

The Revalidation team has a reminder letter system which now clarifies that discussion with the GMC
liaison officer takes place regarding possible referral to the GMC as a consequence of unauthorised late
appraisal.

6 Appraiser training

As part of the Revalidation process, every doctor will undergo a formal appraisal process each year
facilitated by a trained appraiser.

The GMC recommends that each appraiser perform a maximum of 8 appraisals, minimum 6 appraisals
per year. Due to our size our appraisers undertake between 4-7 appraisals a year.

All new appraisers attend formal new appraiser training with update training being delivered twice yearly
in house.

7 Appraisee

Doctors upload documentation into a portfolio on RMS (Revalidation Management System) covering the
GMC domains as outlined in Good Medical Practice. RMS requires the completion of pre-appraisal
documentation by doctors regarding their own probity and health. Their PDP and Job plan are part of
the portfolio. This portfolio is submitted to their appraiser prior to their appraisal meeting.

In each revalidation cycle, each doctor is obliged to gather patient and colleague feedback once. There
is a system built into RMS to facilitate this, the feedback is discussed at appraisal, and feeds into the
personal development plans.

Appraisees that are new to the Trust as supported by the Revalidation Manager and the Appraisal Lead
with training on L2P and the expectations of the Trust with regards the supporting information necessary
for appraisal submission.

8 Issues for Board consideration
- The number of doctors with a prescribed connection and requiring appraisal has remained the same
as last year at 117 from 101 in 21/22, and 97 in 20/21.

- The Team have worked hard to maintain the appraiser numbers as trained experienced appraisers
have left the Trust. This is tracked by the Revalidation team.

- Appraiser time is accounted for within job plans with a currency of 0.25 PA. The Appraisal lead
currency is 0.5 PA.

- The Revalidation Support Manager, Appraisal Lead and Appraisers have managed to support
doctors through the appraisal system..
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11 Conclusions

Medical Revalidation is in its second cycle. The Trust has seen a significant improvement in managing
doctors who do not seek approval for late/incomplete appraisals. This is thanks to the efforts of the team
and is reflected in the performance data.

12. Recommendations

1. The Board of Directors is asked to receive the report noting it will be shared with the Higher Level
RO.

2. To approve the ‘2023-2024 Annual Submission to NHS England North West: Appraisal and
Revalidation and Medical Governance compliance statement’ confirming that the organisation,
as a designated body, is in compliance with the regulations and to note that the ‘2022-2023
Annual Submission to NHS England North West: Appraisal and Revalidation and Medical
Governance compliance statement’ needs CEO and Board approval. (Section 4)

Appendix A - 2023-2024 Annual Submission to NHS England North West: Appraisal and
Revalidation and Medical Governance
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NHS

England
North West

Medical Directorate
Professional Standards Team

2023-2024 Annual Submission to
NHS England North West:
Framework for Quality Assurance
and Improvement

This completed document is required to be submitted
electronically to NHS England North West at
england.nw.hlro@nhs.net by 31st October 2024.

As this is a national deadline, failure to submit by this
date will result in a missed submission being
recorded. We are unable to grant any extensions.
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NHS

England
North West

Medical Directorate
Professional Standards Team

2023-2024 Annual Submission to NHS England North West:

Appraisal, Revalidation and Medical Governance

Please complete the tables below:

Name of Organisation:

Liverpool Womens NHS Foundation Trust

What type of services does your
organisation provide?

Medicine.

Obstetric & Gynaecology, Reproductive
Medicine, Neonatology and Genomic

Name

Contact Information

Responsible Officer

Lynn Greenhalgh

0151 702 4417

Medical Director

Lynn Greenhalgh

0151 702 4417

Medical Appraisal Lead

Janine Elson

0151 709 9988

Appraisal and Revalidation Manager

Lynn Johnson

0151 709 9988 ex 4268

Additional Useful Contacts

Service Level Agreement

Do you have a service level agreement for Responsible Officer services?

No

Organisation:

Please describe arrangements for Responsible Officer to report to the Board:

This report will be presented to the Putting People First Committee and then to the Trust Board.

Date of last RO report to the Board: September

2023

Action for next year: Present the Annual

submission to Putting People First and to Trust

Board in a timely manner.
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NHS

England

Annex A

lllustrative designated body annual board report and statement of
compliance

This template sets out the information and metrics that a designated body is
expected to report upwards, to assure their compliance with the regulations and
commitment to continual quality improvement in the delivery of professional
standards.

The content of this template is updated periodically so it is important to review the
current version online at NHS England » Quality assurance before completing.

Section 1 — Qualitative/narrative
Section 2 — Metrics

Section 3 — Summary and
conclusion Section 4 — Statement
of compliance

Section 1: Qualitative/narrative

While some of the statements in this section lend themselves to yes/no answers, the
intent is to prompt a reflection of the state of the item in question, any actions by the
organisation to improve it, and any further plans to move it forward. You are
encouraged therefore to use concise narrative responses in preference to replying
yes/no.

1A — General
The board/executive management team of can confirm that:
1A(i) An appropriately trained licensed medical practitioner is nominated or

appointed as a responsible officer.

To support the Deputy Medical Director once trained to take on

Action from last some RO work.

year:

Deputy Medical Director has received Responsible Officer

Comments: Training and NHSR Case Manager training.

To enable the Deputy Medical Director to take on more

Action for next Responsible Officer work.

year:
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1A(ii) Our organisation provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.

Yes

Action from last None

year:

Comments: L2P is now embedded as the Trust’s Appraisal and

Revalidation System. The Trust also employs a Revalidation
Manager and allocated time for an appraisal lead. All
Appraisers are given an allocation within their job plans.

To maintain the efficiency and effectiveness of the team. The
current appraisal lead will change during this year. So adequate
training and handover for new staff needs to be adequate.

Action for next
year:

1A(iii)An accurate record of all licensed medical practitioners with a
prescribed connection to our responsible officer is always maintained.

Action from last None

year:

Comments: The revalidation manager completes this task which is held
within the appraisal and revalidation system.

Action for next The new Appraisal and Revalidation Officer will be trained to

year: ensure records remain accurate.

1A(iv) All policies in place to support medical revalidation are actively
monitored and regularly reviewed.

None

Action from last
year:

Comments:

The Medical Appraisal and Revalidation policy requires review in
Action for next September 2024.
year:
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1A(v) A peer review has been undertaken (where possible) of our
organisation’s appraisal and revalidation processes.

Action from last
year:

At regional network level there is discussion around the smaller
Comments: specialist Trusts supporting each other in peer review. It is
hoped to progress this in 2024.

To explore peer review of the organisations appraisal and
Action for next revalidation processes with other specialist Trusts
year:

1A(vi) A process is in place to ensure locum or short-term placement doctors
working in our organisation, including those with a prescribed connection to
another organisation, are supported in their induction, continuing professional
development, appraisal, revalidation, and governance.

Action from last
year:

Comments: Short term post graduate doctors who are not under going

ARCP are treated the same as those in long term posts as
regards appraisal and revalidation. The same governance
structure applies. They are added and managed through the
L2P appraisal/revalidation management system. Where this is
not possible due to time constraints their Educational
Supervisor is asked to perform an exit appraisal so that they
have documentation to take forwards to their next placement
and we have evidence of their work at LWH.

Actionfornext  To continue with current processes that allow the Trust to
year support locum and short term placement doctors.

1B — Appraisal
1B(i) Doctors in our organisation have an annual appraisal that covers a
doctor’s whole practice for which they require a General Medical Council
(GMC) licence to practise, which takes account of all relevant information
relating to the doctor’s fitness to practice (for their work carried out in the
organisation and for work carried out for any other body in the appraisal
period), including information about complaints, significant events and
outlying clinical outcomes.
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Action from last
year:

Comments:

Action for next
year:

The review of the full scope of practice of a doctor is reviewed
at appraisal.

A sample of appraisals are peer reviewed as quality
assurance so that appraisers understand what information is
required in a appraisees documentation.

Information on complaints and significant events regarding the
doctor is provided to them by the appraisal and revalidation
manager prior to appraisal for ease of inclusion.

To continue as above.
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1B(ii) Where in question 1B(i) this does not occur, there is full understanding
of the reasons why and suitable action is taken.

Action from last
year:

Appraisers review appraisal documentation prior to the
Comments: appraisal and will ask for this data to be included in the current
appraisal and will defer the appraisal if necessary to ensure
documentation is complete and a high quality appraisal can
take place.
If inadequate documentation is pick up during quality
assurance processes then this is brough to the attention of the
appraiser and appraisee and the information requested in
year, if crucial.

Action for next To continue as above
year:

1B(iii) There is a medical appraisal policy in place that is compliant with
national policy and has received the Board’s approval (or by an equivalent
governance or executive group).

Action from last
year:

Comments: There is a Medical Appraisal and Revalidation Policy in place.

Action for next The Trust will review the Medical Appraisal and Revalidation
year: Policy is in September 2024.

1B(iv) Our organisation has the necessary number of trained appraisers’ to
carry out timely annual medical appraisals for all its licensed medical
practitioners.

Action from last

year:

The Trust does have adequate number of appraisers currently
Comments: but will need more very soon.

All appraisers complete 4-6 appraisals. As the consultant body
Action for next increases in size the number of appraisers required also
year: increases so there is a need to recruit more appraisers over

the coming year.
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* While there is no regulatory stipulation on appraiser/doctor ratios, a useful working
benchmark is that an appraiser will undertake between 5 and 20 appraisals per year.
This strikes a sensible balance between doing sufficient to maintain proficiency and
not doing so many as to unbalance the appraiser’s scope of work.
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1B(v) Medical appraisers participate in ongoing performance review and
training/ development activities, to include attendance at appraisal
network/development events, peer review and calibration of professional
judgements (Quality assurance of medical appraisers or equivalent).

Peer review of appraisal quality is embedded and provides
Action fromlast  good check and challenge and support for appraisers
year:

Comments:

To ensure that these process continue as the individual in the
Action for next role of appraisal lead changes.
year:

1B(vi) The appraisal system in place for the doctors in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group.

. There are regular appraiser update meetings. The appraisal
Actionfromlast |65 has set up a series of peer review sessions where

year: appraisers review the quality of each others appraisals
performance using the SUPPORT tool. In addition 1:1
sessions are given by the appraisal lead for any appraiser who
is identified as needing additional training or support.
Comments:

To ensure that these process continue as the individual in the
Action for next role of appraisal lead changes.
year:

1C — Recommendations to the GMC
1C(i) Recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to our responsible officer, in
accordance with the GMC requirements and responsible officer protocol,
within the expected timescales, or where this does not occur, the reasons are
recorded and understood.

Action from last
year:

Comments: Recommendations are made in a timely manner unless there
are extenuating circumstances.

9/27 120/430


https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/app-syst/

Action for next Continue as above.
year:
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1C(ii) Revalidation recommendations made to the GMC are confirmed
promptly to the doctor and the reasons for the recommendations, particularly
if the recommendation is one of deferral or non-engagement, are discussed
with the doctor before the recommendation is submitted, or where this does
not happen, the reasons are recorded and understood.

Action from last
year:

The Responsible Officer e mails the doctor to let them know
Comments: that they have been recommended for revalidation.
If the doctor’s revalidation is being deferred then the
Responsible Officer will contact the doctor to see if that is
what they would want as in most cases this is due to either the
inability to complete their documentation for appraisal or the
360 degree assessment has not been completed. If the doctor
agrees then a deferral will take place.

If the doctor is not engaging with the appraisal process then
there is an escalation process which includes letters from the
Appraisal and Revalidation manager int eh first instance
followed by contact from the appraisal lead and if engagement
is still not forthcoming then the Responsible Officer will ask to
meet with the doctor. If this does not get the required
response then the Responsible Officer will inform the GMC
that the doctor is not engaging with appraisal and revalidation.
If the doctor is not able to meet with the RO then the reason
for this will be recorded prior to referral to the GMC.
To continue as above

Action for next

year:

1D — Medical governance

1D(i) Our organisation creates an environment which delivers effective clinical
governance for doctors.

Action from last
year:

The Trust creates and environment to deliver effective clinical
governance for doctors by having the following systems in
place.

Comments:

Concerns from patients can be raised through PALS or patient
complaints or direct feedback.

Concerns from colleagues can be made by speaking with the
doctor’s line manager, clinical director or directly to the
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Responsible Officer/Medical Director or Deputy Medical
Director.

Post Graduate doctors can raise concerns via their
educational supervisor and medical students through their
medical supervisor. Medical Students also give feedback via
the University and Post Graduate doctors via the GMC
trainees survey.

The Trust has 2 Freedom to Speak up Guardians, one of
whom is a doctor to help staff to raise concerns.

The Trust uses the Ulysses system for incident reporting and
this can be triangulated with complaints and serious incidents.
Each practitioner is provided with a summary of complaints
and serious incident prior to appraisal.

The Trust manages any issues raised with compassion. The
Trust has adopted a Fair and Just culture which supports a
compassionate response. All practitioners, where a concern
has been raised about their practice, are offered help and
support from Occupational Health and psychological support
from Staff Support Services. If appropriate they are offered a
colleague for peer support.

Significant concerns are discussed with PPA (Practitioner
Performance Association) for independent advice and
guidance.

The Trust endeavours to learn from all clinical incidents in line
with PSIRF which has been implemented in the Trust and is
currently being review to assess its effectiveness.

Action for next To continue as above.
year:

1D(ii) Effective systems are in place for monitoring the conduct and
performance of all doctors working in our organisation.

Action from last
year:

12/27 123/430


https://www.england.nhs.uk/professional-standards/medical-revalidation/appraisers/improving-the-inputs-to-medical-appraisal/

Concerns from patients can be raised through PALS or patient

Comments: complaints or direct feedback.

Concerns from colleagues can be made by speaking with the
doctor’s line manager, clinical director or directly to the
Responsible Officer/Medical Director or Deputy Medical
Director.

Post Graduate doctors can raised concerns via their
educational supervisor and medical students through their
medical supervisor. Medical Students also give feedback via
the University and Post Graduate doctors via the GMC
trainees survey.

The Trust has 2 Freedom to Speak up Guardians, one of
whom is a doctor to help staff to raise concerns.

The Trust uses the Ulysses system for incident reporting and
this can be triangulated with complaints and serious incidents.
Each practitioner is provided with a summary of complaints
and serious incident prior to appraisal.

To continue as above
Action for next
year:
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1D(iii) All relevant information is provided for doctors in a convenient format to
include at their appraisal.

Action from last
year:

Each doctor is sent a Governance report with details of

Comments: relevant complaints and compliments. They are also given
details of research projects and audits they have been
involved. Where performance indicators are available on an
individual doctor these are also provided.

Doctors are expected to provide some of their own information
which may not be available to the Appraisal and Revalidation
Team as not all evidence can be collected centrally. Where it
can be that evidence is given to the doctor.

Action for next
year:

1D(iv) There is a process established for responding to concerns about a
medical practitioner’s fitness to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation
and intervention for capability, conduct, health and fitness to practise
concerns.

Action from last
year:

The Trust’s Policy reflects the national Maintaining High
Comments: Professional Standards in the NHS. The policy when reviewed

this year will also incorporate recent changes to the GMC

publication on Good Medical Practice.

The Trusts Maintaining High Professional Standards Policy
Action for next has a review date of September 2024 so will be reviewed
year: accordingly.

1D(v) The system for responding to concerns about a doctor in our
organisation is subject to a quality assurance process and the findings are
reported to the Board or equivalent governance group. Analysis includes
numbers, type and outcome of concerns, as well as aspects such as
consideration of protected characteristics of the doctors and country of
primary medical qualification.

A quarterly Responsible Officer report is presented to Putting

Action from last People First Committee which is a Board Committee. The
year: above information was included in that report for 2022-23.
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Comments:

This reporting will be continues for 2024-25.
Action for next
year:
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1D(vi) There is a process for transferring information and concerns quickly
and effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to our organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation.

Action from last
year:

MPET forms are used for doctors transferring between
Comments: hospitals.
If concerns are raised regarding a doctor working at the Trust
who works elsewhere then this is shared with the Responsible
Officer of the other organization.
To continue with this work.
Action for next
year:

1D(vii) Safeguards are in place to ensure clinical governance arrangements
for doctors including processes for responding to concerns about a doctor’'s
practice, are fair and free from bias and discrimination (reference GMC
governance handbook).

Action from last
year:

The Trust has adopted a ‘Fair and Just’ culture with training
for this being mandatory across the Trust. The principles of
this are used in responding to concerns about practitioners.

Comments:

The Trust has a ‘Maintaining High Professional Standards’
Policy which clearly defines the governance process for
responding to concerns about a doctors practice.

The Trust has used either external practitioners with protected
characteristics or colleagues within the Trust with protected
characteristics to quality assure processes around responding
to concerns about a practitioner.

Significant concerns are discussed with PPA (Practitioner
Performance Association) for independent advice and
guidance.

PPA are also reporting on the characteristics of those doctors
where we have discussed concerns to them. This data will be
reported to Putting People Fist Committee.
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To continue as above
Action for next
year:

1D(viii) Systems are in place to capture development requirements and
opportunities in relation to governance from the wider system, for example,
from national reviews, reports and enquiries, and integrate these into the
organisation’s policies, procedures and culture (give example(s) where
possible).

Action from last
year:

All national safety alerts are circulated across the Trust.
Comments: All newly issued NICE guidance is reviewed by the deputy
medical director and those applicable to the Trust are applied
and monitored.
Within the maternity service Ockenden and East Kent
requirements and learning is monitored and incorporated into
service developments via the maternity transformation
programme and wider within the Trust via the Safety and
Effectiveness Sub committee.
Learning and actions from the Cumerlegde report was also
monitored via the Safety and Effectiveness Sub committee.
The Trust has taken the opportunity offered to take part in the
Safety and culture review as part of the national maternity
safety program.

To continue as above

Action for next
year:
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1D(ix) Systems are in place to review professional standards arrangements
for all healthcare professionals with actions to make these as consistent as
possible (reference Messenger review).

N/A
Action from last
year:

The Trust works closely with regulators engaging in informal
Comments: dialogue where possible. The Trust shares good practice and
adopts good practice where this is shared.

The Trust strives to ensure consistency of understanding of
organizational goals and values across all professions, for
example, our leadership programmes are multidisciplinary.

To engage with any national or regional learning that is shared
Action for next regarding the Messenger Review.
year:

1E — Employment Checks

1E(i) A system is in place to ensure the appropriate pre-employment
background checks are undertaken to confirm all doctors, including locum
and short-term doctors, have qualifications and are suitably skilled and
knowledgeable to undertake their professional duties.

Action from last
year:
All recruitment undertaken either directly or via agencies is
Comments: fully compliant with the NHS Pre-Employment Checks
Standards.

If all pre-employment checks are not complete at the date of
commencement of a post then a formal written risk
assessment will be completed by the HR Business partner
and saved on file whilst the recruitment team complete the
checks.

To continue as above
Action for next
year:

1F — Organisational Culture

1F(i) A system is in place to ensure that professional standards activities
support an appropriate organisational culture, generating an environment in
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which excellence in clinical care will flourish, and be continually enhanced.

Action from last
year:

The Trust has commenced a number of Trustwide
Comments: improvement plans a number of which are addressing culture.
For example a Trustwide ‘Safety Culture’ and Anti Racism
plan. The Trust is also undertaking a Deteriorating patient
Collaborative to drive higher standard of care and to
understand the blockers to that.
The Trust has signed the Sexual Safety Charter and has
actively had workshops to understand how this will work in
practice.
The Trust has adopted and is embedding quality improvement
methodology.
To support the work as described above.
Action for next
year:
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1F(ii) A system is in place to ensure compassion, fairness, respect, diversity
and inclusivity are proactively promoted within the organisation at all levels.

Action from last
year:

The Trust monitors ED&l data pertaining to workforce primarily

Comments: through the WRES data set which is reported to our People
Committee and Board- medical staff are highlighted as a staff
group within this report. The Trust also has in place a BAME
staff network which is chaired by a clinician. The Trust has
commenced a positive discrimination scheme whereby staff
from BAME backgrounds will be automatically shortlisted if
they meet the essential criteria of the role.

The Trust has adopted and is embedding Fair and Just
Culture methodology. The Trust has 2 Freedom to Speak Up
Guardians one of which is a doctor.
To continue as above

Action for next

year:

1F(iii) A system is in place to ensure that the values and behaviours around
openness, transparency, freedom to speak up (including safeguarding of
whistleblowers) and a learning culture exist and are continually enhanced
within the organisation at all levels.

Action from last
year:

The Trust has adopted and is embedding a fair and Just

Comments: Culture. This is embedded when concerns are raised about a
doctors practice.
The Trust also has 2 Freedom to Speak up Guardians
including one doctor. The Guardians report to Putting People
First on a regular basis.
The Trust has a clear policy on raising concerns which
includes whistleblowing.
The Trust undertakes ‘The Big Conversation’ twice a year
where senior leaders go to all areas of the Trust to seek
feedback on there are of the Trust. What works well and what
does not. The senior leaders tend to visit the same areas of
the Trust each year and feedback on what happened to issues
raised the previous visit.
To continue with the above.

Action for next

year:

1F(iv) Mechanisms exist that support feedback about the organisation’

20/27 131/430



professional standards processes by its connected doctors (including the
existence of a formal complaints procedure).

Action from last

year:
All doctors that undergo a formal disciplinary process are
Comments: assigned a non executive director to whom they can raise
concerns.
Action for next To seek feedback from all doctors that have undergone a
year: formal disciplinary investigation over the last 3 years to help to

improve the process.
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1F(v) Our organisation assesses the level of parity between doctors involved
in concerns and disciplinary processes in terms of country of primary medical
qualification and protected characteristics as defined by the Equality Act.

Action from last
year:

The Trust is working with NHSR to review its data on doctors

Comments: where concerns regarding their practice has been raised as
regards country of primary medical qualification and protected
characteristics as defined by the equality act.

This data will be presented to the Putting People First
Action for next Committee.
year:

1G — Calibration and networking
1G(i) The designated body takes steps to ensure its professional standards
processes are consistent with other organisations through means such as,
but not restricted to, attending network meetings, engaging with higher-
level responsible officer quality review processes, engaging with peer
review programmes.

Action from last
year:

The Responsible Officer, Appraisal Lead and Appraisal and
Comments: Revalidation manager all attend network meetings.

To ensure attendance at Network meetings
Action for next
year:

22/27 133/430


https://www.legislation.gov.uk/ukpga/2010/15/contents

Section 2 — metrics
Year covered by this report and statement: 1 April 2023 to 31 March 2024.

All data points are in reference to this period unless stated otherwise.

2A General

The number of doctors with a prescribed connection to the designated body on the
last day of the year under review. This figure provides the denominator for the
subsequent data points in this report.

Total number of doctors with a prescribed connection on 31 March 117

2B — Appraisal

The numbers of appraisals undertaken, not undertaken and the total number of
agreed exceptions is as recorded in the table below.

Total number of appraisals completed 102

Total number of appraisals approved missed 2

Total number of unapproved missed 13 -11 new
starters
One doctor on
sabbatical

One late appraisal
who has now

completed

2C — Recommendations
Number of recommendations and deferrals in the reporting period.

Total number of recommendations made 23

Total number of late recommendations 2

Total number of positive recommendations 17

Total number of deferrals made 6

Total number of non-engagement referrals 1

Total number of doctors who did not revalidate 5

2D — Governance
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Total number of trained case investigators 5

Total number of trained case managers 2

Total number of new concerns registered 4

Total number of concerns processes completed 3

Longest duration of concerns process of those open on 31 March 14 weeks (from
instigation of
investigation)

Median duration of concerns processes closed 24 weeks (from

instigation of

investigation until

final resolution)
Total number of doctors excluded/suspended 0

Total number of doctors referred to GMC 0

2E — Employment checks

Number of new doctors employed by the organisation and the number whose
employment checks are completed before commencement of employment.

Total number of new doctors joining the organisation 23

Number of new employment checks completed before 22 (1 risk

commencement of employment assessment prior
to
commencement

of employment
whilst awaiting
final information)

2F — Organisational culture

Total number claims made to employment tribunals by doctors 0
Number of these claims upheld 0
Total number of appeals against the designated body’s professional 0
standards processes made by doctors

Number of these appeals upheld 0

24/27 135/430



25/27

Section 3 - Summary and overall commentary

This comments box can be used to provide detail on the headings listed and/or any
other detail not included elsewhere in this report.

General review of actions since last Board report

Good progress has been made and standards of appraisal have been maintained.

Actions still outstanding

Current issues

Change of personnel within the team is anticipated this year. There will need to be a
focus on maintaining standards during handover to the new team.

Actions for next year (replicate list of ‘Actions for next year’ identified in Section 1):
Only new actions are copied below

1A (i) To enable the Deputy Medical Director to take on more Responsible Officer work.

1A (ii) To maintain the efficiency and effectiveness of the team. The current appraisal
lead and Appraisal and Revalidation officer will change during this year. So adequate
training and handover for new staff needs to be adequate.

1A (iv) The Medical Appraisal and Revalidation policy is require review in September
2024.

1A (v) To explore peer review of the organisations appraisal and revalidation processes with
other specialist Trusts

1B (iii) The Trust will review the Medical Appraisal and Revalidation Policy is in
September 2024.

1B (iv) All appraisers complete 4-6 appraisals. As the consultant body increases in size the
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number of appraisers required also increases so there is a need to recruit more appraisers over
the coming year.

1D (ix) To engage with any national or regional learning that is shared regarding the
Messenger Review.

1F (iv) To seek feedback from all doctors that have undergone a formal disciplinary
investigation over the last 3 years to help to improve the process.

1F (v) This data will be presented to the Putting People First Committee.

1G To ensure attendance at Network meetings

Overall concluding comments (consider setting these out in the context of the
organisation’s achievements, challenges and aspirations for the coming year):
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Section 4 — Statement of compliance

The Board/executive management team have reviewed the content of this report and
can confirm the organisation is compliant with The Medical Profession (Responsible
Officers) Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body

[(Chief executive or chairman (or executive if no board exists)]

Official name of the

designated body

Name:
Role:
Signed:

Date:
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Executive Summary

The Quality Framework identifies the standards that organisations are expected to have in
place to provide a quality learning environment for the learners they have responsibility for.
Every organisation is expected to have assessed which standards are fully or partially in place
via the use of an annual self-assessment review (SAR). There is an expectation, via the
Education Funding Agreement (EFA), that organisations will refresh their SAR every year
as good practice.

NHS England (NHSE) expect the governance of clinical education and training to directly
link to the Placement Provider Board given both the importance of ensuring all learners and
educators are fully supported as well as the significant financial investment made by NHSE
each year via the EFA.

The Director of Medical Education is requesting approval of the Board for submission to
NHSE on 315 October 2024.

Report
SAR Report

In line with the previous Health Education England (HEE) national quality framework, all
placement providers are required to complete an annual Self-Assessment Review (SAR).

16. Section 6.27

The learning environment provides suitable educational facilities for both learners and
supervisors, including space and IT facilities, and access to knowledge and library specialists.

We have ongoing challenge by the university of Liverpool that we should provide a protected
undergraduate rest area for medical students. In order to achieve the Medical School quality
requirements for undergraduate medicine in the trust. The MEM and Undergraduate dean have again
asked permission from the trust to convert one of our valuable training rooms into a Medical Students
rest room. This will however put further pressure on rooms available for training. All students listed
above also use either rest rooms in clinical areas or library and conservatory as rest areas.

Submission
The SAR is an online survey. For this to be approved by the Board, we have completed a
word version of the survey for review and signature by the Medical Director our Board level

representative for education.

Please see the report in its entirety presented with this document.
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The board is asked to support the submission of the Self-Assessment Report to Health
Education England.

Glossary of terms and abbreviations used in the
SAR

Abbreviation | Term Explanation
ACP Advanced Care Learners from a nursing or Midwifery
Practitioners background who complete additional
training to work to work at an advanced
level
CPD Continuing Professional | Ongoing learning for qualified staff in the
Development NHS.
CMO Chief Medical Officer Head doctor at an NHS trust
DDON Deputy Director of Has portfolio responsibility for Nursing
Nursing and Midwifery training in the trust on
behalf of the Chief Nurse
DME Director of Medical Responsible for Education across the
Education trust, with a focus on Medical Education.
Chairs Education Governance Group
ED&I Lead | Equality Diversity and Lead person for ED&I in the trust
Inclusion
EFA Education Funding Funding to the trust to support
Agreement educational activity from NHSE. Was
previously Learning Development
Agreement (LDA)
GMC General Medical Council | Responsible for licensing and regulation of
doctors, produce annual survey of training
HEE Health Education Previous title of NHSE education section
England
ICB Integrated Care Board Local organisation responsible for Patient
Care.
HEI Higher Education Unusually a university overseeing training
Institution of students on placement at the trust
Lead for LO | Lead for Learning and Leads Mandatory and Developmental
&D Organisational training across the trust, manages Non-
Development medical training budgets and Nursing and
Midwifery CPD
LTFT Less than full time Students who work or train part time
training (or trainees)
MDT Multi Disciplinary Training involving different professions
Training who work together
MEM Medical Education Supports undergraduate and postgraduate
Manager medical training, manages postgraduate
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study leave budget and Postgraduate
Centre

NHS
England
WT&E
quality team

NHS England Workforce
Training and Education
Team

Oversee the EDA and SAR. Provide
intelligence to NHS England regarding
quality of training

MUT

Making Up Time

A term used locally to describe additional
placement time to allow the student nurse
or midwife to reach the mandated number
of clinical hours usually lost due to
sickness or childcare issues

NETS National Education and | Survey of all learners in the NHS
Training Survey produced by NHS England

PA Practice Assessor Qualified Nurse or Midwife who has been
trained to assess students.

PA Physicians Associate Biomedical postgraduate who has
completed a 2-year course and licensing
exam to enable then to work along side the
medical workforce. They must always be
supervised by a consultant.

PAD Practice Assessment A overarching Document used to record

Documents competency and training in Nursing
PARE Practice Assessment A record used to record training for most
Record and Evaluation Nursing and Midwifery Students

PODEG People and Liverpool Women’s Workforce
Organisational Committee
Development Executive
Board

PSW Professional Support and | Service provided by NHSE to help support
Wellbeing learners with additional needs

RAPP Reasonable Adjustment | This is a plan which outlines adjustments
Placement plan which must be put into place in the

placement to support the learner.

Resident New (to the UK) term for doctors in
training posts. Was previously Post
Graduate Doctors in Training (PGDiT)

SAR Self-Assessment Review | Annual review of quality of training
submitted by all trusts to NHSE
Also referred to as SA in the report

SLEC- LWH | Self Learning The Safe Learning Environment Charter

Environment Charter at
Liverpool Women’s
Hospital

supports the development of positive
safety cultures and continuous learning
across all learning environments in the
NHS.
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NHS England Self-Assessment for

Placement Providers 2024

1.

Introduction

The NHS England Self-Assessment (SA) for Placement Providers is a
process by which providers carry out their own quality evaluation against a
set of standards. Providers are asked to complete this online form
indicating where they have or have not met the standards as set out in the
SA. There is the opportunity under most questions to provide comments to
support your answer.

Completing the Self-Assessment

Your region and trust name has been pre-populated - do not
amend this.

The SA saves your progress at the end of each page - click save
and next page button.

You can amend/change your responses any time prior to
completing the final submission box in section 12 (click save after
any changes).

Anyone completing any part of the SA can do so using the same link
supplied by your regional NHS England WT&E quality team. Only
one person should use the link at any one time. You must close
the weblink for someone else to access the survey to avoid
overwriting previous entries.

To print the SA, prior to/after submission, skip through to the last
page and use the print button. Only questions with responses will
print.

You can move around the SA without being forced to complete
questions/sections before moving to another section. Save each
update even if only partially completed.

All sections are mandatory, please undertake a final check that
every question has been completed prior to submission. If a
guestion/section has not been answered after submission, the SA will
be returned to you for completion.

Where free text comments are available the word or character limits
are shown within each question.
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« The SA does not support the upload of attachments. If we require
any evidence as part of your submission, we will contact you
separately after submission.

**This submission should be completed for the whole
organisation. It’s important that those responsible for each
section feed into and contribute to the response.**

Sections of the Self-Assessment

Section 1: Provide details of (up to) 3 challenges within education and
training that you would like to share with us.

Section 2: Provide details of (up to) 3 achievements or good practice
within education and training that you would like to share with us.

Section 3: Confirm your compliance with the obligations and key
performance indicators of the NHS Education Funding Agreement (EFA).
This should be completed once on behalf of the whole organisation.

Section 4: Confirm your compliance with the Quality, Library, Reporting
Concerns, and Patient Safety training obligations and key performance
indicators of the NHS Education Funding Agreement (EFA). This should be
completed once on behalf of the whole organisation. It is important that
those responsible for these areas feed into this section.

Section 5: Confirm your policies and processes in relation to Equality,
Diversity and Inclusion. Should normally be completed by your placement
provider EDI Lead.

Section 6 - 11: Self-assess your compliance against the Education Quality
Framework and Standards. Each section must be completed once on
behalf of the whole organisation. There are opportunities to share good
practice examples. You are asked to confirm whether you meet the
standard for all professions / learner groups or provide further details where
you do not meet or partially meet the standard(s). Where you are reporting
exceptions, you are asked to provide the professions impacted and a
summary of the challenges you face in meeting the standard.

Section 12: Final sign-off.
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Further Questions

If you have any queries regarding the completion of the SA, please review
the FAQ document. If you still require further information, you can contact
your regional NHS England WT&E quality team.

gion and Provider Selection — Do Not Amend

Please do not amend the region you have been allocated to. If you feel
this is incorrect please continue to complete the SA and email your
regional NHS England WT&E quality team.

East of England

London

Midlands

North East and Yorkshire
v North West

South East
South West

10. Training profession selection

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

2. Please select from the list below those professional groups your
organisation currently train, please select all those which apply.
Please select only one option for each row.

Yes we train in this professional N/A we do NOT train in this
group professional group

Advanced v
Practice

Allied Health v
Professionals

Dental v

Dental v
Undergraduate
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Healthcare
Science

Medical
Associate
Professions

Medicine
Postgraduate

Medicine
Undergraduate

Midwifery
Nursing
Paramedicine

Pharmacy

Psychological
Professions

Social Workers

11. Section 1 - Provider challenges

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to

submission.

This section asks you to provide details of (up to) 3 challenges within education and
training that you would like to share with us. Please consider whether there are any

Yes we train in this professional

v

v’

ANEENEPREENERENEREN

group

N/A we do NOT train in this

v

professional group

challenges which impact your ability to meet the education quality framework

standards. Please select the category which best describes the challenge you are
facing, along with a brief description/narrative of the challenge (the character limit is
set at 1000 characters). In the event you cannot find an appropriate category select
other and add the category at the start of your narrative.

3. Example 1: Please choose the most appropriate category for your

challenge.

Apprenticeships
v~ Burnout / Wellbeing

146/430



5/62

v~ COVID / Post COVID return to norms

Culture

Curricula / Training Standards

Educational Governance & Strategy

Funding - Requirements / Unpredictability / Timeliness

v~ HEI Issues/ Processes

Increase in LTFT / Reasonable Adjustment Requests
IT Systems

NHS England Issues/ Processes

Other

Placement Management / Capacity

Supervisors / Educators (investment)

Supervisors / Educators (recruitment / retention)
Supervisors / Educators (training)

Training affected by service pressures (cannot release staff)
Training Equipment / Systems

Training Space / Facilities

Trust Merger or Reconfiguration

Workforce Challenges (recruitment / retention)

Please provide your narrative in the comments box
Students requiring additional support

Across both nursing students and post graduate doctors we have noted an increase
in those who require increased support for training. For example there has been an
increase in student RAPP’s (6 last academic year to 14 this year), which most of the
time state that the student cannot work nights. Some HEI's share an adequate
amount of information so that we can best support the student when on placement,
whilst other partners just state on their RAPP ‘no nights’ with no supporting
evidence. Within Medical specialities we have seen an impact on Postgraduate
Doctors who were in the final years of training or foundation roles during Covid
require increased pastoral support at ST 2- 4 level. Triggers have included when
Residents have been faced with working again in an acute area such as theatres or
Neonatal ITU. Psychological support has been provided by the trusts in house
psychology service as well as signposting to PSW type services.
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We have also seen a recent increase in unprofessional behaviours on placement
amongst both nursing and midwifery students, these range from lack of
engagement with PARE documentation and assessment processes, inappropriate
use of social media and general poor professional conduct when on shift (bad
language, over familiarity with staff, vaping in clinical areas, uniform policy not
adhered to). This leads to an increase in PEF workload and also future workforce
challenges.

4. Example 2: Please choose the most appropriate category for your
challenge.

Apprenticeships

Burnout / Wellbeing

COVID / Post COVID return to norms

Culture

Curricula / Training Standards

Educational Governance & Strategy

Funding - Requirements / Unpredictability / Timeliness
HEI Issues/ Processes

v Increase in LTFT / Reasonable Adjustment Requests

IT Systems

NHS England Issues/ Processes

Other

Placement Management / Capacity

Supervisors / Educators (investment)
Supervisors / Educators (recruitment / retention)
Supervisors / Educators (training)

v Training affected by service pressures (cannot release staff)

Training Equipment / Systems

v Training Space / Facilities

Trust Merger or Reconfiguration

Workforce Challenges (recruitment / retention)
Please provide your narrative in the comments box

6/62
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Student practice hour deficits and Making Up Time (MUT) placement requests.

Attendance management-student absences from sickness and also booking
holidays in placement blocks seem to be on the increase, this impacts capacity
management and also the students assessments which then have to be managed
accordingly. The number of midwifery students needing to add on months of
placement at the end of 3" year is on the increase, this then impacts the next
academic years capacity. Within nursing we are seeing an increase in requests for
MUT placements at the end of blocks, this are often not accompanied by any
practice assessment documentation (PAD) which leads to students not maintaining
professionalism as they then lack accountability.

5. Example 3: Please choose the most appropriate category for your
challenge.

Apprenticeships
Burnout / Wellbeing
COVID / Post COVID return to norms

Culture

Curricula / Training Standards

ANEANEINEPY

Educational Governance & Strategy

Funding - Requirements / Unpredictability / Timeliness
HEI Issues/ Processes

Increase in LTFT / Reasonable Adjustment Requests
IT Systems

NHS England Issues/ Processes

Other

Placement Management / Capacity

Supervisors / Educators (investment)

Supervisors / Educators (recruitment / retention)
Supervisors / Educators (training)

Training affected by service pressures (cannot release staff)
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Training Equipment / Systems
Training Space / Facilities
Trust Merger or Reconfiguration

Workforce Challenges (recruitment / retention)

Please provide your narrative in the comments box

GMC Survey for GPs

The trust is disappointed with the negative feedback received from GP trainees from
this years GMC survey. This is despite a number of actions being taken including
taking them off nights. The nature of GP trainees means they may have had very
limited experience of O&G prior to coming to LWH making the experience
challenging. However, further feedback was given by trainees in post at that time
and there have been further actions which have been implemented since August.
This includes protected self-development time, an increase in in house educational
teaching opportunities and renewing the mentor system. We also provided
supported induction for a further week after formal induction. We are seeking
feedback from the School of GP regarding how we can continue to work towards
improving their experience. We will continue to monitor this with the NETS and
GMC survey. The DME is also keen to look at whether a longer period of enhanced
induction is needed for GP trainees.

12. Section 2 - Provider achievements and good

practice

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

This section asks you to provide details of (up to) 3 achievements within education
and training that you would like to share with us. Please select the category which
best describes the achievement you wish to share, along with a brief
description/narrative (the word limit is set at 1000 characters). In the event you
cannot find an appropriate category select other and add the category at the start of
your narrative.

6. Example 1: Please choose the most appropriate category for your
achievement.

v~ Collaboration / Partnerships

Covid - Response / Catch up
CPD

Culture
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Development of TEL Provision

Improved Facilities

Increased SIM for Training

Innovative Training / Course Development
Learner / Trainee Support or Wellbeing
Multi-professional Initiatives
New/Improved Strategy or Governance
Other

v~ Placement Capacity / Expansion
v~ Quality - Improvement Initiatives, response to data, positive feedback

Recruitment / Retention Initiatives
Supervisors / Educators (investment)

Supervisors / Educators (training)

Please provide your narrative in the comments box

A trust wide review of training capacity showed an increased number of
Postgraduate Doctors in Training (Residents) were required to enable the trust to
meet its requirement for training (both in house and local essential), mitigate the
changes in service needs and the increase in less than full time working. The CMO
was successful in getting permission from the ICB to increase spending on trust
doctors. These posts are either joint with the University of Liverpool or include an
element of specialist Out of programme experience. The majority of these posts are
in place as of August 24. The trust has also been able to expand its ACP
programme to increase capacity in the work force across both Maternity and
Gynaecology.

We will monitor the impact of these using the staff survey/ NETS and GMC survey
in the next 12 months.

7. Example 2: Please choose the most appropriate category for your
achievement.

v~ Collaboration / Partnerships

Covid - Response / Catch up
CPD

Culture
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Development of TEL Provision

Improved Facilities

Increased SIM for Training

Innovative Training / Course Development

Learner / Trainee Support or Wellbeing

Multi-professional Initiatives

New/Improved Strategy or Governance

Other

Placement Capacity / Expansion

Quality - Improvement Initiatives, response to data, positive feedback

v~ Recruitment / Retention Initiatives
v~ Supervisors / Educators (investment)

Supervisors / Educators (training)
Please provide your narrative in the comments box

We have increased both maternity and nursing capacity over the last few years, and
this has led to new HEI partnerships with Chester (MW) and Liverpool University
(nursing). This will promote LWH as a potential future employer and support
workforce planning.

Over the last year at LWH we have secured a further PEF post which is funded by
the increased student tariff as a result of increasing capacity. This will allow us to
better support students out in practice and ensure quality of placements and
exposures is maintained.

8. Example 3: Please choose the most appropriate category for your
achievement.
Collaboration / Partnerships
Covid - Response / Catch up
CPD
v~ Culture

Development of TEL Provision

Improved Facilities
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Increased SIM for Training

v~ Innovative Training / Course Development

Learner / Trainee Support or Wellbeing

v~ Multi-professional Initiatives

New/Improved Strategy or Governance
Other
Placement Capacity / Expansion

v~ Quality - Improvement Initiatives, response to data, positive feedback

Recruitment / Retention Initiatives
Supervisors / Educators (investment)

Supervisors / Educators (training)

Please provide your narrative in the comments box

There are numerous projects at LWH that continue to run to support student
wellbeing, enhance learning experiences and improve working culture.

SLEC- LWH are a pilot site for this NHSE project which aims to improve learning
environment cultures.

Practice Assessor model within maternity- this allows continuity of assessments for
students and is recognised as gold standard in the region as the small team allows
the process to be quality assured. The quality and quantity of PS feedback has also
improved over the last 12 months following staff training and this also supports
students in recognising their own improvements and also areas needed for
development. We also have a SOP to support this timely submission of feedback.

Yearlong shift templates- midwifery students are provided with their shifts for the
whole academic year so they can plan work life balance/childcare etc. This have
also been incorporated into nursing placements this year so that students have their
whole block of shifts when at LWH.

MDT student teaching sessions- these are ran in house based on assessment
feedback on topics that student’s identify as requiring more exposure to. These
sessions are delivered by the PEFs and also subject matter experts and are offered
to all students at LWH.

13. Section 3 - Contracting and the NHS Education
Funding Agreement
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Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

This section asks you to confirm your compliance with the obligations and key
performance indicators set out in Schedule 3 of the NHS Education Funding
Agreement (2024-27). This should be completed once on behalf of the whole
organisation. Please select only one option for each row. There is an option to
provide additional comments to support your answer, this is restricted to 2000
characters.

9. Please confirm your compliance with the obligations and key
performance indicators set out in Schedule 3 of the NHS Education
Funding Agreement (EFA).

This should be completed once on behalf of the whole organisation.
Please select only one option for each row.

Yes No

There is board v
level

engagement for
education and
training at this
organisation.

The funding v
provided via the
NHS Education
Funding
Agreement
(EFA) to support
and deliver
education and
training is used
explicitly for this
purpose.

We undertake v’
activity in the

NHS Education

Funding

Agreement

which is being

delivered

through a third

party provider.

The Provider or v
its sub-
contractor did
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Yes

not have any
breaches to
report in relation
to the
requirement of
the NHS
Education
Finding
Agreement
(EFA)

We are v
compliant with
all applicable
requirements of
the Data
Protection
Legislation and
with the
requirements of
Schedule 5 of
the NHE
Education
Funding
Agreement.

The Provider did
not have any

health and

safety breaches

that involve a

learner to report

in the last 12

months.

The v
organisation
facilitates a
cross-system

and

collaborative
approach,

engaging the

ICS for system
learning.

We have v
collaborative
relationships

with our

No
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Yes No

stakeholders
(e.g. education
providers) which
provide robust
mechanisms to
deliver agreed
services.

If ‘yes’ please add comments to support your answer; if ‘no’ please provide further
detail:

The trust at board level is active in collaborating with the ICBs review of women’s services
across Liverpool. There has been a recent appointment of joint Chief executive with LUFT.
While LWH remains a separate entity there has been a reorganisation of Board and
Governance structure over the last 6 months within the trust to align with a more streamlined
risk based approach to governance. As such the DME participates in the People Organisational
Development Executive Board as does the LD&O lead. The board retains engagement and
oversight of key documents and intelligence such as the SAR and reports on National surveys.

The funding provided via the NHS Education Funding Agreement (EFA) to support and
deliver education and training is used explicitly for this purpose.

Overall the trust can demonstrate how educational resources are allocated and used. EFA
monies are identified by finance and managed as a separate budget. Reports are received at
Education Governance Group. While some monies can be clearly identified as direct use for
education, such as postgraduate centre funding, Nursing and Midwifery CPD (sits in LD&O) and
undergraduate Educational supervision. Others are allocated to the division supporting the
learners to fund support for education such as postgraduate educational supervision or training
lists. This spending can be less clear; however work is ongoing to improve transparency. The
trust has increased its commitment to Educational supervision over the past year to align with
neighbouring trusts and NHSE’s expectation of 0.25 per trainee and we hope this will be
managed via the medical education budget in the future.

There is some income that has been held centrally from undergraduate nursing and midwifery.
The DDON has ongoing meetings with finance to identify how this money will be spent.

10. Please provide the name and email address of the board named
individual responsible for education and training.

Name Lynn Greenhalgh Medical Director

Email Address | ynn greenhalgh@lwh.nhs.uk

11. Signature

| confirm | have completed this section accurately and can provide evidence to
support my responses if requested by NHS England Workforce, Training and
Education.

Name, email address and role of the person completing this section
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Dr Linda Watkins
Linda.Watkins@Iwh.nhs.uk

Director of Medical Education Liverpool Women’s NHSFT

NB Completed in conjunction with practice educator facilitators Laura Stoddart and
Sarah Parnell.

14. Section 4 - Education Qualit

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

This section asks you to confirm your compliance with the quality, library, reporting
concerns and patient safety training obligations and key performance indicators of
the NHS Education Funding Agreement (EFA). This should be completed once on
behalf of the whole organisation. It is important that those responsible for these
areas are able to feed into this section. There is an option to provide additional
comments to support your answer, this is restricted to 1000 characters.

12. Can you confirm as a provider that you...
Please select only one option for each row.

Yes No N/A

We are aware of
the

requirements

and process for

an education

quality

intervention,
including who is
required to

attend.

We are v
reporting and
engaging with

the

requirements

and process to
escalate issues,

in line with NHS
England’s
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Yes

education
concerns
process.

Have developed
and
implemented a
service
improvement
plan to ensure
progression
through the
Quality and
Improvement
Outcomes
Framework for
NHS Funded
Knowledge and
Library
Services.

Has the provider
been actively
promoting, to all
learners, use of

the national

clinical decision
support tool

funded by NHS
England?

Have a v
Freedom to

Speak Up

Guardian and

they actively
promote the

process for

raising concerns
through them to
their learners.

Have a v
Guardian of

Safe Working (if
postgraduate
doctors in

training are

being trained),

and they

No

N/A
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Yes No N/A

actively promote
the process for
raising concerns
through them to
their learners.

Are aware of the
Safe Learning
Environment
Charter (SLEC)

Are actively v’
implementing

and embedding

the SLEC multi-
professionally.

If ‘yes’ please add comments to support your answer; if ‘no’ please provide further
detail:

Quality and Improvement Outcomes Framework — Implementation Plan

The Librarian and his line manager have developed and implemented a service
improvement plan. Key developments are: updated information on library services
and resources available on the Trust’s new Intranet. Addition of a link to BMJ best
Practice on the Trust’s Electronic Patient Record (Digicare)

BMJ Best Practice

We have a good supply of leaflets and flyers in the library on BMJ Best Practice.
The librarian regularly attends induction sessions for new staff and students on
placement and BMJ Best Practice is always promoted during these sessions. We
also regularly promote BMJ Best Practice through our communications systems.
SLEC- LWH are a pilot site for this NHSE project which aims to improve learning
environment cultures.

We actively use feedback such as NETS, Staff survey and GMC survey as well as
patient feedback to develop ways to improve learning environment and experience.

13. As an organisation, have you been referred to a regulator for
education and training concerns in the last 12 months (with or without
conditions) (e.g., GMC, GDC, HCPC, NMC, etc)

Note: we are not seeking information about the referral of an
individual learner.

v We have not been referred to a regulator

We have been referred to a regulator and the details are shared below.

If you have received conditions from a regulator please provide more details
including the regulator, the profession involved and a brief description
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14. Did you actively promote the National Education and Training
Survey (NETS) to all healthcare learners?

v Yes

No

Please briefly describe your process for encouraging responses including your
organisations response rate for the 2023 NETS.

Reminder emails are sent to all learners along with messages on the Trainees
Teams channel.

15. Have you reviewed, at Board Level, and where appropriate, taken
action on the outcome of the results of the National Education and
Training Survey (NETS).

v~ Yes

No

Please provide a brief description of the action you have taken as a result; if ‘no’
please provide further details including your plans to use the NETS data for quality
improvement activity in the future:

Reviewed the sexual safety charter and implemented information for learners and
new staff at induction.

Increased numbers of Postgraduate doctors to enable more opportunities for non-
service based learning.

Increased Educational supervision time for postgraduate medical training posts and
appointed a new PEF for nursing to increase capacity in the Nursing and midwifery
Practice facilitator team.
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16. 2024's NETS will be open from 1 October 2024 until 26 November
2024. How will your organisation increase their NETS response rate
for 20247

We will continue to promote to all relevant learners. If
NHSE are able to give us ID for non-responders we will
contact them directly to encourage them to complete
the survey if appropriate.

17. Patient Safety and the promotion of a Patient Safety culture is
integral to the Education Quality Framework. Please provide the
following information:

Name and email address
of your Board
representative for Patient
Safety

Dianne Brown dianne.brown@Iwh.nhs.uk

Name and email address o o
of your non executive Jackie Bird Jackie.bird@Ilwh.nhs.uk

director representative for
Patient Safety

Name and email address
of your Patient Safety Deborah Ward Deborah.ward@lwh.nhs.uk
Specialist/s

What percentage of your

staff have completed the

patient safety training for  87.74% of all staff on 22"d Sept 24
level 1 within the

organisation (%)

18. Signature

v~ lconfirm | have completed this section accurately and can provide evidence
to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section
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Dr Linda Watkins
Linda.Watkins@Iwh.nhs.uk

Director of Medical Education Liverpool Women’s NHSFT

15. Section 5 - Equality, Diversity and Inclusion

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

This section asks about your policies and processes in relation to equality, diversity
and inclusion and should normally be completed by your nominated EDI lead. There
is an option to provide additional comments to support your answer, this is restricted
to 1000 characters.

19. Please confirm whether your organisation has an Equality,
Diversity and Inclusion Lead (or equivalent):

v~ Yes

No

If ‘yes’ please add comments to support your answer sharing details of governance
and links with education and training alonside the nominated name of your EDI lead
for education and training; if ‘no’ please provide further detail

Lisa Shoko is the Trust’'s EDI and Anti-Racism Lead
Diane Martin is the Trust’'s Culture and Inclusion Lead

EDI reports are presented at the People and OD Executive Group. Lisa is also
invited to attend the Education Governance Committee.

20. Please confirm that you liaise with your Equality, Diversity and
Inclusion Lead (or equivalent) to...
Please select only one option for each row.

Yes No

Ensure reporting =
mechanisms and

data collection

take learners into
account?
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Yes

Implement v
reasonable
adjustments for
learners with a
disability?

Ensure policies
and procedures

do not negatively
impact learners

who may have a
protected
characteristic(s)?

Ensure v
International
Graduates
(including
International
Medical
Graduates)
receive a specific
induction into
your
organisation?

Ensure policies
and processes

are in place to
manage with
discriminatory
behaviour from
patients?

Ensure a policy v
is in place to

manage Sexual
Harassment in

the Workplace?

Do you have v
initiatives to

support reporting

of sexual
harassment?

Has your v
organisation

signed up to the
NHS England
Sexual Safety in

No
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Yes

Healthcare -
Organisational
Charter?

Does your v
organisation

have a

designated

sexual safety

lead, such as a
Domestic Abuse

No

and Sexual

Violence (DASV)

lead?

If ‘yes’ please add comments to support your answer; if ‘no’ please provide further
detail:

1. Learners are included as “staff’. We currently do not receive ED&l data for learners
attending placements from external HEI's.

2. Where we are aware of adjustments needed, they are implemented. Additionally, the
Culture and Inclusion Lead is introducing a Reasonable Adjustments Passported for
staff which will be added to the Trust’'s onboarding process.

3. ElAs are carried out on all policies to the best of our ability.

4. Internationally educated staff/graduates receive an Induction and a period of shadowing
and supernumerary work. We use the GMC and NHS England resources to support
Internationally educated doctors.

5. FTSUG- Freedom to speak up allows anonymous reporting and we have an ongoing
campaign in the organisation promoting FTSUG.

We have a Ulysses reporting system to report all incidents.
Staff are also encouraged to report incidents to their managers.
ECI/HR support mechanisms are also in place.
6. We have a robust Equality and Human Rights Policy and EIAS.
7. LWH is signed up to the NHS England Sexual Safety in Healthcare-Organisational

Charter and have a Domestic Abuse and Sexual Violence Lead — Deborah Ward
Deborah.ward@Iwh.nhs.uk

21. How does your organisation manage sexual harassment reports?

the trust has implemented a sexual safety referral form where any individual who has
witnessed or been subjected to sexual misconduct can report this and seek support.

The trust is planning to adopt a New Sexual Safety Policy being developed by LUFT which
will be in line with National Guidelines.

Reporters would be offered support in reporting their experience and referral on to external
bodies (such as the police) as needed. They would also be supported in seeking relevant
psychological support.
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Allegations would be investigated by an appropriately trained person appointed by the trust.

If the allegation is against an employee of the trust then the most appropriate Senior
Manager will manage the case with support of HR business partners.

Current relevant trust policies include Resolution policy (replaces Dignity at work and
grievance policies), Health work and wellbeing, Maintaining High professional Standards,
Trust disciplinary Policy and Procedure, Freedom to speak up and Whistle Blowing.

22. Postgraduate Deans and their teams are keen to consider
responses and initiatives and share good practice. Please share
details on EDI initiatives that are specific to or have an impact on
education and training in your organisation and the email address for
someone we can contact to discuss this further.

We have group Induction FTSUG and EDI are presented as part of the programmes.
EDI is mandatory, inclusive, and compassionate leadership is part of our managers
training. Additionally, the Trust delivers 1:1 Anti-Racism Coaching and Action Learning
Sets for Managers and Senior Leaders

3. We have regular ED&I lead Great Days (Trust teaching) these cover various themes
including, Anti-Racism, Asylum Seekers, gender, mental health, maternity race and
Best for Baby Too collaborative (refugees and the NHS).

N —

Lisa.Shoko@Iwh.nhs.uk

Anti.racism.hub@Iwh.nhs.uk

23. For education and training, what are the main successes for EDI in
your organisation?

1. Volunteers to careers a project to encourage members of the local community to work
at Liverpool Women's NHS Foundation Trust

2. Patient & Staff lived experience stories used at board and sub board meetings to
increase awareness of ED&l issues.

3. Supported Internship — a structures workplace study programme for 16-24 year olds
with special educational needs or disability. To build confidence and self-esteem.

4. Diversity interview panels and plans for inclusive recruitment.

5. The Anti-Racism Hub deliver regular training and provide education and awareness
across the Trust for anti-racism.

6. Delivered an actioned an accessible environment audit.
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24. For education and training, what are the main challenges for EDI
in your organisation?

1. Resourcing (i.e. purchasing specialised equipment)

Accessible information standards for all our staff.

25. Signature

v~ | confirm | have completed this section accurately and can provide evidence

to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section

Lisa Shoko lisa.shoko@Iwh.nhs.uk
EDI and Anti-Racism Lead
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16. Section 6 - Assurance Reporting: learning

environment and culture

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

For each standard, please confirm whether you meet the following standards from
the Education Quality Framework. There is an option to provide additional comments
to support your answer, this is restricted to 2000 characters per text box. This
section should be completed once on behalf of the whole organisation,
however it is important that those responsible for these areas are able to feed into
this section.

26. Thinking about the learning environment and culture of your
organisation, we are keen to hear about initiatives and good practice
that are specific to or have an impact on education and training. If you
would like to share any examples, please provide a very brief
description of the initiative/good practice, the professional group(s)
this relates to and the email address for someone we can contact to
discuss this example further.
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Safety Check in meetings are broadcast online weekly on Friday for 20 minutes highlighting
lessons learned to all staff. Recordings are archived and can be accessed by all staff in the
trust.

We have monthly Learning for All half day face to face learning sessions for all staff. Where
practicable clinical sessions are reduced giving as many people as possible an opportunity to
attend. The programmes contain research, audits, interesting cases, Schwartz rounds and
morbidity and mortality reports, this has a multiprofessional approach where everyone across all
specialties can take part.

We run Educational Supervision Workshops twice a year to keep our Education Supervisors
updated annually.

There are numerous projects at LWH that continue to run to support student wellbeing, enhance
learning experiences and improve working culture.

SLEC- LWH are a pilot site for this NHSE project which aims to improve learning environment
cultures.

PA Assessor model within maternity- this allows continuity of assessments for students and is
recognised as gold standard in the region as the small team allows the process to be quality
assured. The quality and quantity of PS feedback has also improved over the last 12 months
following staff training and this also supports students in recognising their own improvements
and also areas needed for development. We also have a SOP to support this timely
submission of feedback.

Yearlong shift templates- midwifery students are provided with their shifts for the whole
academic year so they can plan work life balance/childcare etc. This have also been
incorporated into nursing placements this year so that students have their whole block of shifts
when at LWH.

MDT student teaching sessions- these are ran in house based on assessment feedback on

topics that student’s identify as requiring more exposure to. These sessions are delivered by
the PEFs and also subject matter experts and are offered to all students at LWH.

Laura.Stoddart@Iwh.nhs.uk

Kathy.Smith@Iwh.nhs.uk

27. Quality Framework Domain 1 - Learning environment and culture
Please select only one option for each row.

We meet the standard
for all professions / learner We have exceptions to report
groups we train and provided narrative below

The learning v
environment is
one in which
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education and
training is
valued and
championed.

The learning
environment is
inclusive and
supportive for
learners of all
backgrounds
and from all
professional
groups.

The
organisational
culture is one in
which all staff,
including
learners, are
treated fairly,
with equity,
consistency,
dignity and
respect.

Thereis a
culture of
continuous
learning, where
giving and
receiving
constructive
feedback is
encouraged and
routine.

Learners are in
an environment
that delivers
safe, effective,
compassionate
care and
prioritises a
positive
experience for

We meet the standard
for all professions / learner
groups we train

v

v’

v’

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

patients and
service users.

The v
environment is

one that

ensures the

safety of all

staff, including
learners on
placement.

All staff, v
including

learners, are

able to speak up

if they have any
concerns,

without fear of
negative
consequences.

The v
environment is
sensitive to both

the diversity of
learners and the
population the
organisation

serves.

There are v
opportunities for
learners to take
an active role in
quality
improvement
initiatives,
including
participation in
improving
evidence led
practice
activities and
research and
innovation.

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

There are v
opportunities to
learn
constructively
from the
experience and
outcomes of
patients and
service users,
whether positive
or negative.

The learning
environment
provides
suitable
educational
facilities for both
learners and
supervisors,
including space
and IT facilities,
and access to
knowledge and
library
specialists.

The learning v
environment
promotes multi-
professional

learning
opportunities.

The learning v
environment
encourages
learners to be
proactive and
take a lead in
accessing
learning
opportunities
and take
responsibility for
their own
learning.

We have exceptions to report
and provided narrative below
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28. Areas of exception

From the professional groups you train, please select which
professional group(s) are impacted from the list below.

Where you have multiple sites, if the issue is site specific, please
select 'site specific' and enter the site name in the comments box.
If required you can add the details of the sub professions / specific
specialties in the comments box.

All professions Site specific Dental
Postgraduate
Dental Medicine v Nursing
Undergraduate Postgraduate
v~ Midwifery v~ Allied Health Pharmacy

Professionals

Paramedicine Medical Associate Advanced Practice
Professions

Psychological Healthcare Science v Medicine

Professions Undergraduate

Social Workers

Please provide the details of the learner groups (and site if applicable) in the
comments box e.g. mental health nursing, undergraduate dental training, operating
department practitioners, pathology, dental nurses

Midwifery students

Adult and child nursing students
ODP students

TNA

Paramedic spoke placements
Physio placements

Medical Undergraduate

29. For the exceptions listed above, please provide further details
including; a brief summary of the issues and challenges that are
impacting your ability to meet the standard, any barriers you are
facing and what (if any) support do you need from WT&E.
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We do have excellent library facilities and good access to PCs, with access to Edu roam.
However we struggle for learning space for large group interactive learning. We have one main
lecture theatre and a portacabin that can hold more than 30, being an acute trust we are
required to provide face to face multi professional interactive training to satisfy national
maternity guide lines which is requires to be delivered in a large venue in order to be compliant.

In order to achieve the Medical School quality requirements for undergraduate medicine in the
trust. The MEM and Undergraduate dean have again asked permission from the trust to convert
one of our valuable training rooms into a Medical Students rest room. This will however put
further pressure on rooms available for training.

All students listed above also use either rest rooms in clinical areas or library and conservatory
as rest areas.

30. Signature

v~ | confirm | have completed this section accurately and can provide evidence
to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section

Kathy Smith

Kathy.Smith@LWH.nhs.uk

Medical Education Manager

17. Section 7 - Assurance Reporting: educational

governance and commitment to qualit
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Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

For each standard, please confirm whether the you meet the following standards
from the Education Quality Framework. There is an option to provide additional
comments to support your answer, this is restricted to 250 words per text box. This
section should be completed once on behalf of the whole

organisation, however it is important that those responsible for these areas are able
to feed into this section.

31. Thinking about the educational governance and commitment to
quality of your organisation, we are keen to hear about initiatives and
good practice that are specific to or have an impact on education and
training. If you to would like share any examples, please provide a
very brief description of the initiative/good practice, the professional
group(s) this relates to and the email address for someone we can
contact to discuss this example further.

Introduction of raising concerns SOP for staff with regards to learners- promote open and
honest culture and ensure correct procedures are being followed. Also SOP about expectations
of learners on practice and expectations of practice supervisors, this has been introduced
following learner issues in seeking timely feedback.

MDT student teaching sessions- attended by student nurses, midwives, ODP’s and medical
students, “those whose work together should train together” topics included obstetric
emergency management, medication management, scrubbing in theatre, pharmacy, Human
Factors, PMHT, diabetes and Sepsis to name a few.

We provide all new Trainee doctors prior to joining the Trust access to our Doctors Induction
Teams channel, this contains a virtual tour, training videos, trainees handbook, rota details. This
gives them an opportunity to familiarise themselves with the Trust and our systems before they
have their face to face induction. This channel is always there for them to go back and reflect
on what has been delivered at Induction.

As a Trust we manage the Women and Children’s Advanced Learning Platform, this is a virtual
platform that contains all regional and weekly teaching recordings, for all trainees in the North
West Region in O & G and Paediatrics. If a trainee misses teaching they can always view it
after or during the session(live) on line. The platform records attendance providing evidence of
training.
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32. Quality Framework Domain 2 - Educational governance and
commitment to quality

Please select only one option for each row.

There is clear,
visible and
inclusive senior
educational
leadership, with
responsibility for
all relevant
learner groups,
which is joined
up and
promotes team-
working and
both a multi-

v’

We meet the standard
for all professions / learner

groups we train

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

professional
and, where
appropriate,
inter-
professional
approach to
education and
training.

There is active v
engagement

and ownership

of equality,

diversity and
inclusion in
education and
training at a

senior level.

The governance
arrangements
promote

fairness in
education and
training and
challenge
discrimination.

Educationand
training issues

are fed into,
considered and
represented at

the most senior
level of decision
making.

The provider v
can

demonstrate

how educational
resources

(including

financial) are
allocated and

used.

We have exceptions to report
and provided narrative below
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Educational
governance
arrangements
enable
organisational
self-assessment
of performance
against the
quality
standards, an
active response
when standards
are not being
met, as well as
continuous
quality
improvement of
education and
training.

There is
proactive and
collaborative
working with
other partner
and stakeholder
organisations to
support effective
delivery of
healthcare
education and
training and
spread good
practice.

Consideration is
given to the
potential impact
on education
and training of
service changes
(i.e. service re-
design / service
reconfiguration),
taking into
account the
views of

We meet the standard
for all professions / learner
groups we train

v’

v

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner We have exceptions to report
groups we train and provided narrative below

learners,
supervisors and
key
stakeholders
(including
WT&E and
Education
Providers).

33. Areas of exception
From the professional groups you train, please select which

professional group(s) are impacted from the list below.

Where you have multiple sites, if the issue is site specific, please
select 'site specific' and enter the site name in the comments box.
If required you can add the details of the sub professions / specific
specialties in the comments box.

All professions Site specific Dental Postgraduate
Dental Undergraduate Medicine Postgraduate Nursing
Midwifery Allied Health Pharmacy

Professionals

Paramedicine Medical Associate Advanced Practice
Professions

Psychological Healthcare Science Medicine
Professions Undergraduate

Social Workers

Please provide the details of the learner groups (and site if applicable) in the
comments box e.g. mental health nursing, undergraduate dental training, operating
department practitioners, pathology, dental nurses

34. For the exceptions listed above, please provide further details
including; a brief summary of the issues and challenges that are
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impacting your ability to meet the standard, any barriers you are
facing and what (if any) support do you need from WT&E.

No exceptions

35. Signature

v~ | confirm | have completed this section accurately and can provide evidence to

support my responses if requested by NHS England Workforce, Training and
Education.

Name, email address and role of the person completing this section

Linda Watkins

Linda.Watkins@Ilwh.nhs.uk

DME

18. Section 8 - Assurance Reporting: developing and

supporting learners
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Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

For each standard, please confirm whether you meet the following standards from
the Education Quality Framework. There is an option to provide additional comments
to support your answer, this is restricted to 250 words per text box. This section
should be completed once on behalf of the whole organisation, however it is
important that those responsible for these areas are able to feed into this section.

36. Thinking about how you develop and support learners within your
organisation, we are keen to hear about initiatives and good practice
that are specific to or have an impact on education and training. If you
would like to share any examples, please provide a very brief
description of the initiative/good practice, the professional group(s)
this relates to and the email address for someone we can contact to
discuss this example further.

We are introducing from September 2024 ‘preparation for practice weeks’ for all 15t year
cohorts. This week aims to introduce them to professional elements and specialist services that
they will encounter during their training with the intention of them feeling more prepared for
placement. For example topics that will be covered will include; governance, infection control,
ED&I leads, PMHT, Freedom to Speak up, pharmacy, maternity education team (obstetric
emergency management as 15t years), PMA, bladder care, safeguarding etc.

Introducing 15t year students on the PN ward to spend some time with HCA'’s so they
understand their role and to promote team working. PEF’s to deliver training during HCA
training day so they feel confident to support students. This will have an impact on promoting
positive working culture.

As above examples re team of practice assessors, MDT sessions.

Over recent years have introduced new placements such as leadership week, exposures to
research team, 104 bleep holder, NIPE week, governance, urodyanmics, bereavement,
screening, FMU, twin clinic. These exposures all help students achieve MORA proficiencies
and become better prepared for practice.

In depth induction offered to all midwifery students for their yearlong placements and face to
face inductions recently introduced to nursing students.

As stated above, Learning for All, Safety Check-ins, Trainees Induction Channel, Advanced
Learning Platform.

Medical Student Whatsapp Group allowing us to communicate quickly to keep the students

informed and allowing them a quick response network when required.

Ongoing work as to how best support GP trainees coming in to the trust. Amendments made
during most recent induction.
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Various actions already taken to improve out of hours support in acute areas. Increased
presence in Anaesthetics, Ongoing work to implement resident consultant presence for

obstetrics. Already implemented in Neonatology.

37. Quality Framework Domain 3 - Developing and supporting

learners

Please select only one option for each row.

There is parity
of access to
learning
opportunities for
all learners, with
providers
making
reasonable
adjustments
where required.

The potential for
differences in

v’

We meet the standard
for all professions / learner

groups we train

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

educational
attainment is
recognised and
learners are
supported to
ensure that any
differences do
not relate to
protected
characteristics.

Supervision v
arrangements
enable learners

in difficulty to be
identified and
supported at the
earliest

opportunity.

Learners v
receive clinical
supervision
appropriate to
their level of
experience,
competence and
confidence, and
according to
their scope of
practice.

Learners v
receive the
educational
supervision and
support to be
able to
demonstrate
what is
expected in their
curriculum or
professional
standards to
achieve the
learning

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

outcomes
required.

Learners are v
supported to
complete
appropriate
summative
and/or formative
assessments to
evidence that
they are
meeting their
curriculum,
professional and
regulatory
standards, and
learning
outcomes.

Learners are v
valued members
of the
healthcare
teams within
which they are
placed and
enabled to
contribute to the
work of those
teams.

Learners v
receive an
appropriate,

effective and

timely induction

and introduction

into the clinical
learning

environment.

Learners v
understand their
role and the

context of their
placement in
relation to care

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

pathways,
journeys and
expected
outcomes of
patients and
service users.

Learners are v
supported, and
developed, to
undertake
supervision
responsibilities

with more junior
staff as

appropriate.

Learners are v
encouraged to
access
resources to
support their
physical and
mental health
and wellbeing
as a critical
foundation for
effective
learning.

38. Areas of exception

We have exceptions to report
and provided narrative below

From the professional groups you train, please select which

professional group(s) are impacted from the list below.

Where you have multiple sites, if the issue is site specific, please
select 'site specific' and enter the site name in the comments box.
If required you can add the details of the sub professions / specific

specialties in the comments box.

All professions Site specific

Dental Postgraduate

Allied Health
Professionals

Midwifery

Medicine Postgraduate

Dental
Undergraduate

Nursing

Pharmacy
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Paramedicine Medical Associate Advanced Practice
Professions

Psychological Healthcare Science Medicine
Professions Undergraduate

Social Workers

Please provide the details of the learner groups (and site if applicable) in the
comments box e.g. mental health nursing, undergraduate dental training, operating
department practitioners, pathology, dental nurses

39. For the exceptions listed above, please provide further details
including; a brief summary of the issues and challenges that are
impacting your ability to meet the standard, any barriers you are
facing and what (if any) support do you need from WT&E.
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No exceptions

40. Signature

v~ | confirm | have completed this section accurately and can provide evidence

to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section

Linda Watkins

Linda.Watkins@Ilwh.nhs.uk

DME

19. Section 9 - Assurance reporting: developing and

supporting supervisors
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Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

For each standard, please confirm whether you meet the following standards from
the Education Quality Framework. There is an option to provide additional comments
to support your answer, this is restricted to 250 words per text box. This section
should be completed once on behalf of the whole organisation, however it is
important that those responsible for these areas are able to feed into this section.

41. Thinking about how you develop and support supervisors within
your organisation, we are keen to hear about initiatives and good
practice that are specific to or have an impact on education and
training. If you would like to share any examples, please provide a
very brief description of the initiative/good practice, the professional
group(s) this relates to and the email address for someone we can
contact to discuss this example further.

As stated above we provide twice yearly Educational Supervisors Workshops to support the
development of our Educational Supervisors.

The undergraduate dean hold a bimonthly drop in session for undergraduate educational
supervisors.

All educational supervisors are invited to the bimonthly medical education faculty meeting
where all issues relating to undergraduate and postgraduate training are discussed and
monitored.

Below comments relate to Practice Supervisors who support learners at LWH.

At LWH we have continued with the annual supervision update for all staff, this is part of their
mandatory training and is led by the PEF’s. This is delivered on CCMT so combines RM’s and
RN’s, AHP’s also have updates.

Bi-Monthly drop in sessions for PEF support for supervisors.

6 hour Supervision workshop for all NQ staff in how to better support students on practice and
raise concerns etc.

Trust leadership, coaching and Mentoring courses are also available to members of staff
wishing to develop these skills.

187/430



46/62

42. Quality Framework Domain 4 - Developing and supporting

supervisors

Please select only one option for each row.

Formally
recognised
supervisors are
appropriately
supported, with
allocated time in
job plans/ job
descriptions, to
undertake their
roles.

Those
undertaking
formal
supervision
roles are
appropriately
trained as
defined by the
relevant
regulator and/or
professional
body and in line
with any other
standards and
expectations of
partner
organisations
(e.g. Education
Provider,
WT&E).

Clinical
Supervisors
understand the
scope of
practice and
expected
competence of
those they are
supervising.

We meet the standard
for all professions / learner
groups we train

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

Educational v
Supervisors are
familiar with,
understand and
are up-to-date
with the
curricula of the
learners they
are supporting.
They also
understand their
role in the
context of
learners’
programmes
and career
pathways,
enhancing their
ability to support
learners’
progression.

Clinical v
supervisors are
supported to
understand the
education,

training and any
other support

needs of their
learners.

Supervisor v
performance is
assessed
through
appraisals or
other
appropriate
mechanisms,
with constructive
feedback and
support
provided for
continued
professional
development

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

and role
progression
and/or when
they may be
experiencing
difficulties and
challenges.

Supervisors can | "
easily access
resources to

support their

physical and

mental health

and wellbeing.

43. Areas of exception

We have exceptions to report
and provided narrative below

From the professional groups you train, please select which

professional group(s) are impacted from the list below.

Where you have multiple sites, if the issue is site specific, please
select 'site specific' and enter the site name in the comments box.
If required you can add the details of the sub professions / specific

specialties in the comments box.

All professions Site specific

Dental Postgraduate

Allied Health
Professionals

Midwifery

Paramedicine
Professions

Psychological
Professions

Social Workers

Medicine Postgraduate

Medical Associate

Healthcare Science

Dental
Undergraduate

Nursing

Pharmacy

Advanced Practice

Medicine
Undergraduate

Please provide the details of the learner groups (and site if applicable) in the
comments box e.g. mental health nursing, undergraduate dental training, operating

department practitioners, pathology, dental nurses
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44. For the exceptions listed above, please provide further details
including; a brief summary of the issues and challenges that are
impacting your ability to meet the standard, any barriers you are
facing and what (if any) support do you need from WT&E.

No exceptions

45. Thinking about the Educator Workforce Strategy, please confirm
that your organisation
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Yes No

Is aware of the v
Educator Workforce
Strategy.

Ensures v

educators/supervisors
undertake a skills gap
/ learning
development needs
analysis for this role.

Ensures v
educators/supervisors
have formal

development to

undertake this role.

Considers the v
educator workforce in
wider clinical

workforce planning.

If ‘yes’ please add comments to support your answer; if ‘no’ please provide further
detail:

All Practice Supervisors attend annual updates to ensure they are trained at appropriate level,
as PEF’s we oversee placement capacity and utilisation and ensure this is maximised each year
to meet future workforce needs.

Undergraduate and Postgraduate Medical educators have annual educational appraisal within
their Annual appraisal as a separate section. Biannual educator update workshops are run by
the trust although educators can also attend CPD held by the University of Liverpool, Medical
Education Leaders UK and NHSENW.

Educational supervision funding is included in Trust Doctors and Physicians Associates posts
and is also needed in ACP roles. Specific funding for this is not available for ACPS and has to
be found from divisional budgets. There is an expectation that supervision should be from
consultants for all these learner groups.

It should be borne in mind that there has been an increase in less than full time postgraduate
doctors. The subsequent need to increase trust doctors roles also increases the amount of time
that should be provided for educational supervision. New consultant posts almost all have
educational supervision included, however demand for supervision currently exceeds supply as
there is limited capacity and reduced willingness to take on additional programmed activities by
consultants above 10 PA. As a small trust many consultants already have other additional roles.

46. Implementation of the Educator Workforce Strateqgy

We have fully implemented the recommendations of the Educator
Workforce Strategy.
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v We have partially implemented the recommendations of the Educator
Workforce Strategy.

We have not yet started implementation of the recommendations of the
Educator Workforce Strategy.

47. Signature

v | confirm | have completed this section accurately and can provide evidence
to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section

Linda Watkins

Linda.Watkins@Ilwh.nhs.uk

DME

20. Section 10 - Assurance reporting: delivering

programmes and curricula

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

For each standard, please confirm whether you meet the following standards from
the Education Quality Framework. There is an option to provide additional comments
to support your answer, this is restricted to 250 words per text box. This section
should be completed once on behalf of the whole organisation, however it is
important that those responsible for these areas are able to feed into this section.

48. Thinking about how you deliver programmes and curricula to
support training within your organisation, we are keen to hear about
initiatives and good practice that are specific to or have an impact on
education and training. If you would like to share any examples,
please provide a very brief description of the initiative/good practice,
the professional group(s) this relates to and the email address for
someone we can contact to discuss this example further.
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For undergraduate midwifery learners we match the yearlong placement planners with the
expectations laid out in the MORA document to ensure that students have the opportunity to
meet the expectations of the programme when on practice. This includes placements such as
NIPE, Leadership etc.

PEF’s sit on programme boards at universities to ensure we have some oversight of curriculum
delivery within HEI's and the timings of this across the 3 years. The O&G curriculum lead for
UoL is a LWH Consultant and the Undergraduate team participate in curricula review and
attend regular meetings.

Specialty tutors and educational supervisors attend a regular Med ED faculty meeting where
issues such as curricular delivery are discussed.

See comments above regarding the significant increase in trust doctor roles within the trust to
enable access to training opportunities and reduce impact of service provision. Business case
can be provided on enquiry from Rachel.London@Iwh.nhs.uk

49. Quality Framework Domain 5 - Delivering programmes and
curricula
Please select only one option for each row.

We meet the standard
for all professions / learner We have exceptions to report
groups we train and provided narrative below

Practice v
placements

must enable the
delivery of

relevant parts of
curricula and
contribute as
expected to
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We meet the standard
for all professions / learner
groups we train

training
programmes.

Placement v
providers work

in partnership

with programme
leads in

planning and

delivery of

curricula and
assessments.

Placement v
providers
collaborate with
professional
bodies,
curriculum/
programme
leads and key
stakeholders to
help to shape
curricula,
assessments
and
programmes to
ensure their
content is
responsive to
changes in
treatments,
technologies
and care
delivery models,
as well as a
focus on health
promotion and
disease
prevention.

Placement v
providers

proactively seek

to develop new

and innovative
methods of

We have exceptions to report
and provided narrative below
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We meet the standard
for all professions / learner
groups we train

education
delivery,
including multi-
professional
approaches.

The involvement "
of patients and
service users,

and also

learners, in the
development of
education

delivery is
encouraged.

Timetables, v
rotas and
workload enable
learners to
attend planned/
timetabled
education
sessions
needed to meet
curriculum
requirements.

50. Areas of exception

We have exceptions to report
and provided narrative below

From the professional groups you train, please select which

professional group(s) are impacted from the list below.

Where you have multiple sites, if the issue is site specific, please
select 'site specific' and enter the site name in the comments box.
If required you can add the details of the sub professions / specific

specialties in the comments box.

All professions Site specific
Dental Undergraduate

Allied Health
Professionals

Midwifery

Paramedicine
Professions

Medicine Postgraduate

Medical Associate

Dental Postgraduate
Nursing

Pharmacy

Advanced Practice
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Psychological Healthcare Science Medicine
Professions Undergraduate

Social Workers

Please provide the details of the learner groups (and site if applicable) in the
comments box e.g. mental health nursing, undergraduate dental training, operating
department practitioners, pathology, dental nurses

51. For the exceptions listed above, please provide further details
including; a brief summary of the issues and challenges that are
impacting your ability to meet the standard, any barriers you are
facing and what (if any) support do you need from WT&E.

No exceptions
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52. Signature

v~ | confirm | have completed this section accurately and can provide evidence
to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section

Linda Watkins

Linda.Watkins@Iwh.nhs.uk

DME

21. Section 11 - Assurance reporting: developing a

sustainable workforce

Please remember to save your progress using the save button at the bottom of this
page. You can come back and amend this page (and re-save) at anytime prior to
submission.

For each standard, please confirm whether you meet the following standards from
the Education Quality Framework. There is an option to provide additional comments
to support your answer, this is restricted to 250 words per text box. This section
should be completed once on behalf of the whole organisation, however it is
important that those responsible for these areas are able to feed into this section.

53. Thinking about developing a sustainable workforce within your
organisation, we are keen to hear about initiatives and good practice
that are specific to or have an impact on education and training. If you
would like to share any examples, please provide a very brief
description of the initiative/good practice, the professional group(s)
this relates to and the email address for someone we can contact to
discuss this example further.

198/430


mailto:Linda.Watkins@lwh.nhs.uk

57/62

Increased PEF team from 2 to 2.6 WTE with recent addition of Associate PEF to support
nursing and AHP students

Trust has a well-established preceptor team with a two week induction programme for Newly
appointed Midwifes. They also provide a longer supernumerary period for International
Graduates.

Link in with preceptorship team for final year students so they are supported when newly
qualified

Laura.Stoddart@Iwh.nhs.uk

We continue to offer taster weeks to foundation trainees interested in O&G as well as protected
elective placements to Local Medical students.

Kathy.Smith@Iwh.nhs.uk

54. Quality Framework Domain 6 - Developing a sustainable workforce
Please select only one option for each row.

We meet the standard
for all professions / learner We have exceptions to report
groups we train and provided narrative below

Placement v
providers work

with other
organisations to
mitigate

avoidable

learner attrition

from

programmes.

Does the v
provider provide
opportunities for
learners to
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We meet the standard
for all professions / learner
groups we train

We have exceptions to report
and provided narrative below

receive
appropriate
careers advice
from colleagues

The provider v
engages in local
workforce
planning to
ensure it
supports the
development of
learners who
have the skills,
knowledge and
behaviours to
meet the
changing needs
of patients and
service.

Transition from
a healthcare
education
programme to
employment
and/or, where
appropriate,
career
progression, is
underpinned by
a clear process
of support
developed and
delivered in
partnership with
the learner.

55. Areas of exception

From the professional groups you train, please select which
professional group(s) are impacted from the list below.

Where you have multiple sites, if the issue is site specific, please
select 'site specific' and enter the site name in the comments box.
If required you can add the details of the sub professions / specific
specialties in the comments box.
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All professions
Dental Undergraduate

Midwifery

Paramedicine

Site specific
Medicine Postgraduate

Allied Health
Professionals

Medical Associate

Dental
Nursing

Pharmacy

Advanced Practice

Professions

Medicine
Undergraduate

Psychological Healthcare Science

Professions

Social Workers

Please provide the details of the learner groups (and site if applicable) in the
comments box e.g. mental health nursing, undergraduate dental training, operating
department practitioners, pathology, dental nurses

56. For the exceptions listed above, please provide further details
including; a brief summary of the issues and challenges that are
impacting your ability to meet the standard, any barriers you are
facing and what (if any) support do you need from WT&E.
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No exceptions

57. Signature

v~ lconfirm | have completed this section accurately and can provide evidence

to support my responses if requested by NHS England Workforce, Training
and Education.

Name, email address and role of the person completing this section

Linda Watkins

Linda.Watkins@Ilwh.nhs.uk

DME

22. Section 12 - Final Submission

Please remember to save your progress using the save button at the bottom of this

page. You can come back and amend this page (and re-save) at anytime prior to
submission.
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Before completing your final submission please ensure you have:
1. Completed all questions within the Self-Assessment (including the free text

sections)
2. Received Board level sign off for your submission

58. Board level sign-off (Premises, Learning Environment, Facilities,
and Equipment)

| confirm that our premises, learning environments, facilities and equipment
are: suitable for the performance of the Services; accessible, safe and
secure; comply with any applicable Health and Safety Legislation, any other
Applicable Law, Guidance, appropriate risk management clinical guidance,
good healthcare practice and the requirements of any relevant Regulator; and
are sufficient to enable the Services to be provided at all times and, in all
respects, in accordance with the NHS Education Funding Agreement.

59. Board level sign-off

| confirm that the responses in this SA have been signed off at board level
Name, email address and role of Board representative for education and training

60. Please confirm the date that board level sign off was received:

61. Final Submission (please only tick this box when you ready to
submit your self-assessment)

| confirm that all sections of this self-assessment have been completed and that
this is the final version for submission

23. Thank you for your time

Thank you for your time on the NHS England Self-Assessment for
Placement Providers
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You can continue to update this self-assessment using the link supplied to your by
your regional NHS England WT&E education quality team.

If you would like to print a version of your draft submission at any time, please use
the print button on the next page (note that you will only print those sections
currently completed)

Once you have completed all sections in full of this self-assessment please ensure
that you complete section 12 final submission and tick the box Complete
Submission. At which point your final response will be sent to your regional NHS
England WT&E education quality team.
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NHS

Liverpool Women's
NHS Foundation Trust

Board of Directors

COVER SHEET
Meeting Date Thursday, 10 October 2024 Item Reference TB24/25 140
Report Title Bi-Annual staffing paper January 2024 — June 2024 (Q4 & Q1)
Author Nashaba Ellahi, Deputy Chief Nurse
Responsible Director Dianne Brown, Chief Nurse
Purpose of Report The Board of Directors is asked to note the contents of the paper and take

assurance from the actions undertaken to effectively manage and provide
safe staffing within Nursing, Midwifery and AHP to support the delivery of
safe care.

Executive Summary The bi-annual staffing paper triangulates information from evidence-based
tools, Nurse sensitive indicators (such as complaints and clinical incidents)
and professional judgement with the main areas of reporting between
January 2024 — June 2024 summarised as:

e Demand for Bank and Agency has reduced with agency fill rates
decreasing significantly.

e Maternity leave has reduced.

e Sickness is above threshold yet reduced from previous reporting at
6.29% in June 2024.

e Turnover is above threshold in HCA and AHP staff (June 2024); NMC
below threshold

e Age profile has marginally shifted due to continued recruitment activity
in divisions. Staff who may retire now or in the next five years is within
normal variation limits.

e All areas saw a reduction in staffing related incidents except for
Gynaecology who saw an increase.

e There were 8 Patient Safety Incident Investigations, 3 Never Events and
1 reportable MNSI case.

e Friends and Family Test — reduction in comments received on where ‘we
could have done better’ relating to staffing numbers or staff shortages

e Complaints — 35 formal complaints with no complaint category noting
staffing as a specific issue.

Key Areas of Concern The following areas are worthy of noting and monitoring closely to support
discussions for improvement:

e Vacancy rate (June 2024) has increased to 12.36% (137.51wte) largely
due to Neonatal vacancies (62.22wte) which includes vacancies for the
Liverpool Neonatal Partnership is a potential concern if active
recruitment doesn'’t yield the desired volume of staff.

e No staff group achieved PDR compliance for 6 months. June 2024
reflects no staff groups achieved LMT or CMT and MT achieved only by
AHP staff group.

e Red Flag events (268) were all reported from Maternity services and
reflect an increase of 56 red flags, majority relating to delay of >12 hours
during ongoing induction of labour (218).

Trust Strategy and The report links to the requirement that NHS organisations have a
System Impact responsibility to undertake an annual comprehensive Nursing and Midwifery
skill mix review to ensure that there are safe care staffing levels to provide
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assurance to the Board of Directors and stakeholders that the organisation
is safe to provide high quality care with the right staff, with the right skills, in
the right place at the right time (National Quality Board (NQB), 2016) through
effective staffing (NICE, 2014; NICE, 2015; NHSI, 2018).

Furthermore, the paper and content support the ‘triple aim’ to improve
quality and value and several of the Trusts Strategic aims including to
‘deliver safe services’ and ‘deliver the best possible experience for patients
and staff’.

The bi-annual Nursing and Midwifery staffing report details the Trusts
position against the requirements of NICE guidance for adult wards (2014);
NICE Guidance for maternity settings (2015), NQB Safer Staffing Guidance
(2016) and NHSI, Developing Workforce Safeguards (2018).

Links to Board Risk 1 — Workforce 10
Assurance Framework If the Trust is unable to address staffing challenges and EDI
inequalities, it may fail to deliver safe, high-quality care, meet
organisational objectives, and engage effectively with patients
and staff. This can lead to reduced patient trust, lower staff
morale, legal consequences, and failure to recruit, promote, and
retain diverse talent.

Links to Corporate Risk All the below risks relate to NMAHP staffing and are reported in
Register (scoring 10+) detail through ERAG by division:

Pharmacy: Staffing for Safe service delivery (12). Gap analysis
undertaken and in line with Trust priorities an external review of
service is underway.

Imaging: Workforce (10). Focus on management of sickness,
Use of Bank and Agency for shortfalls, active recruitment, use of
student sonographers where possible, offering retention
premium.

10

Maternity Base: BR+ assessment for PN care potential under- 10
provision of staff on PN ward (combined within Estates related
risk, score 10). Mitigation for staffing in place with increased
daily shift assignment count for the area. Ward manager
appointed, Matron secondment covering substantive Matron
and 2 deputy ward managers recruited.

Assurance Level SUBSTANTIAL - Good system of internal control applied to meet existing
objectives

Action Required by the The Board of Directors is asked to receive assurance that NMAHP staffing
Board of Directors is well managed through a series of actions, escalations, and mitigations to
support safe patient care.

REPORT DEVELOPMENT:
Committee or meeting Date Lead Outcome

report considered at:
N/A
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EXECUTIVE SUMMARY

The bi-annual Nursing, Midwifery and Allied Health Professional (AHP) staffing report is provided to the Board
of Directors through the Putting People First (PPF) Committee. The report sets out the Liverpool Women'’s
NHS Foundation Trust (LWH) position in the context of the National Nursing, Midwifery and AHP workforce
challenges. This report covers the period from January 2024 to June 2024 (Quarter 4 and Quarter 1). The
report provides assurance that there are robust systems and processes in place throughout the year to
monitor and manage Nursing, Midwifery and AHP staffing requirements. The report will demonstrate the
adoption of a triangulated approach to the bi-annual staffing report and therefore includes discussion of
evidence-based tools, professional judgement, and outcomes (e.g., complaints, incidents) to support
understanding.

Adoption of principles within National Quality Board (2016), NICE Guidance (2014;2015) and Delivering
Workforce Safeguards (2018) to support workforce planning, care hours per patient per day (CHPPD)
requirements and the operational oversight of staffing and acuity-based care is embedded in the Trust.

The report presented highlights the following areas for discussion and noting (January 2024 — June 2024).

¢ Demand for Bank and Agency has reduced by 12% throughout Q4/Q1 2024 with demand for the six-
month period compared to year on year decreasing by 14% which is likely due to substantive staff in post
and lower sickness rates than seen in previous reporting period and good roster management. Bank fill
rates have increased by 8% year on year with agency fill rates decreasing significantly (97% reduction
year on year) due to tighter controls in place and overall lower maternity leave rates.

e Vacancy rate (June 2024) has increased to 12.36% (137.51wte) largely due to Neonatal vacancies
(62.22wte) that are those for the Liverpool Neonatal Partnership.

e Maternity leave in June 2024 is 36.61wte across all NMAHP staff groups which reflects 3.72% of total
NMAHP staff and a reduction from previously reported period where December 2024 saw 49.12wte on
maternity leave.

o Sickness has been above target of 4.5% with a combined NMAHP sickness position of 6.29% in June
2024. This is above threshold, however, is an improvement from previous reporting period where
sickness for NMAHP groups in December 2023 was at 8.64%.

o Long-term sickness (LTS) rates (28 calendar days or more) continue to remain the greatest challenge
with high levels of LTS noted across all staff groups, however it must be noted that AHPS are a smaller
cohort, therefore the LTS appears disproportionately elevated. June 2024 LTS reflects NMC, 55.39%;
HCA, 63.41% and AHP, 62.28%.

e Turnover in June 2024 for NMAHP staff groups reflects NMC group remains under the Trust threshold of
13% however, HCA turnover is 16.25% and AHP turnover is 13.65%.

e Age profile has marginally shifted due to continued recruitment activity in divisions. There remains a risk
in Nursing and Midwifery (NMC/HCA) to those who may retire now or in the next five years, however this
is within normal variation limits.

e Staff Training and Personal Development Review performance measures have fluctuated over the
reporting period with no staff group achieving PDR compliance at any point within the 6-month reporting
period. In June 2024 MT was only achieved by AHP staff group and no staff groups achieved LMT or
CMT in June 2024.

e 244 clinical incidents related to staffing or staff sickness were noted compared to 245 in previous reporting
period, with highest seen in Maternity Services (113) closely followed by Gynaecology including Hewitt
Fertility Centre (111), CSS (17) and Neonatal (3). All areas saw a reduction in staffing related incidents
except for Gynaecology who saw an increase.

¢ Red Flag events (268) were all reported from Maternity services and reflect an increase of 56 red flags,
majority relating to delay of >12 hours during ongoing induction of labour (218).

e There were 8 Patient Safety Incident Investigations, 3 Never Events and 1 reportable MNSI case.

e Friends and Family Test — 8 comments received from 443 where patients noted being ‘displeased’. 21
comments (from 5162) related to the Trust question “please tell us anything we could have done better”
also related to staffing numbers or staff shortages, which is a reduction from previous report (27
comments from 4027). Most of the comments related to Gynaecology services (17), followed by Maternity
(4).

e Complaints — 35 formal complaints received highlighting a reduction of 1 from previous reporting period,
with no complaint category noting staffing as a specific issue. 35 PALS+ recorded with none noting
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staffing in the issue raised and no PALS cases noted staff shortages in issues raised. 44 Compliments
were received, which reflect a decrease of 7 from previous reporting.

o Staff experience — 26 reported violence and aggression incidents (previously 29), all relating to non-
physical violence or aggression towards staff. No themes or trends identified across incidents.

¢ Recruitment and Retention — ongoing recruitment across the Trust continued with successful recruitment
and commencement of staff. No further International Recruitment (IR) required. People Promise
Manager in post and working on an accelerator programme as part of a wider retention strategy.

All Divisions receive locally owned data which is reported as divisional staffing papers through Divisional
Boards and are therefore no longer reported directly through PPF or Trust Board.
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MAIN REPORT

1.0 Introduction

To provide the Board of Directors with a six-monthly update of the 2024/2025 staffing establishment reviews
in relation to the Nursing, Midwifery and Allied Health Professional (AHP) workforce requirements. To report
against the workforce requirements identified in 2024/2025 to achieve safe staffing across services within the
Trust.

2.0 Background

NHS organisations have a responsibility to undertake an annual comprehensive Nursing and Midwifery skill
mix review to ensure that there are safe care staffing levels to provide assurance to the Trust Board and
stakeholders that the organisation is safe to provide high quality care.

The annual Nursing and Midwifery staffing establishment review considers relevant guidance and resources
available to support NHS providers to deliver the right staff, with the right skills, in the right place at the right
time (National Quality Board (NQB), 2016) through effective staffing (NICE, 2014; NICE, 2015; NHSI, 2018).

The annual comprehensive Nursing and Midwifery workforce planning skill mix review is undertaken in
Quarter 4 each year, ahead of budget setting to effectively inform any changes which are divisionally led and
signed off as agreed by Ward Manager, Matrons and Heads of Nursing, Midwifery and AHP. All staffing
establishments are reviewed and signed off by the Chief Nurse and Trust Board each year.

The bi-annual Nursing and Midwifery staffing report details the Trusts position against the requirements of
NICE guidance for adult wards (2014); NICE Guidance for maternity settings (2015), NQB Safer Staffing
Guidance (2016) and NHSI, Developing Workforce Safeguards (2018).

The Trust Board via the Putting People First Committee receives twice-yearly staffing review papers; one
which confirms a complete Nursing and Midwifery establishment review was undertaken reported through
Divisional overviews (reported into Divisional Boards) and a further comprehensive staffing report to ensure
workforce plans are still appropriate across the clinical workforce, allowing for seasonal variance to be
captured and reviewed appropriately.

Additionally, separate twice-yearly Midwifery staffing oversight reports are presented to Trust Board that
update on staffing/safety issues, as a requirement for the Maternity Incentive Scheme, Year Six, Safety Action
5. Neonatal services report staffing to Trust Board yearly in line with Clinical Negligence Scheme for Trusts
(CNST) requirements.

Each month the Trust Board receive an overview of the Nursing and Midwifery staffing including fill rates,
attendance/absence, vacancies, red flags, and bed occupancy. The information is presented within the
Integrated Performance Report.

Developing Workforce Safeguards (NHSI, 2018) additionally recommends:

e Adoption of the principles of safe staffing utilising a ‘triangulated’ approach to staffing, utilising
evidence-based tools, and data, where available, professional judgement and outcomes (e.g., nurse
sensitive indicators, complaints, incidents)

¢ implementation of care hours per patient day (CHPPD) as a metric as recommended by Lord Carter’'s
review of NHS productivity, however with the caution that it should not be used in isolation.
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Safe, Effective, Caring, Responsive and Well Led Care

Measure and Improve
-patient outcomes, people productivity and financial sustainability-
-report investigate and act on incidents (including red flags) -
-patient, carer and staff feedback-

-implement Care Hours per Patient Day (CHPPD)
- develop local quality dashboard for safe sustainable staffing

Expectation 1 Expectation 2 Expectation 3
Right Staff Right Skills Right Place and Time
1.1 evidence based 2.1 mandatory training, 3.1 productive working and
workforce planning developmentand education eliminating waste
1.2 professional judgement 2.2 working as a multi- 3.2 efficient deployment
1.3 compare staffing with professional team and flexibility
peers 2.3 recruitment and 3.3 efficient employment
retention and minimising agency

Table 1: National Quality Board (2016)

3.0 Workforce planning - Setting evidenced based establishments

Evidence based workforce planning is supported using available tools such as Safer Nursing Care Tool
(SNCT, 2014) developed to assist NHS hospitals measure patient acuity and dependency on adult inpatient
areas and Emergency Departments to inform decision making on staffing and workforce as part of a
triangulated approach. SNCT is not suitable for day-case patients.

The Safer Nursing Care Tool within Gynaecology in-patient areas is adopted for use. After LWH contributed
to beta-testing the revised SNCT: Adult Inpatient Wards in Acute Hospitals during 2023. The revised tool
including refreshed levels of care has since been adopted and in use. In May 2024 a repeat audit was
undertaken in Gynaecology using the revised SNCT (2023) over a 4-week period (30 days) with the results
reflecting that ward level care was mostly level O (recognising patients require hospitalisation and ward level
care). Over 2024/25 the Trust priorities includes a Task and Finish group leading a review of the HDU
requirements of the Trust with support of the Critical Care Network and partners from LUHFT. All SNCT
reviews for HDU in Gynaecology will be considered alongside other data to inform the model of HDU care
across Gynaecology and Maternity in the future.

National guidance (Intensive Care Society, 2019) supports staffing recommendations in Level 2 care facilities
(High Dependency Units) as a registered nurse/patient ratio of a minimum of 1:2 to deliver direct care,
therefore supporting the need for a thorough diagnostic and recommendations with the critical care network
involvement and support, before any decisions of a proposed model of care is supported by Executive
Directors.

Maternity Services are assessed using Birthrate Plus®. The Birthrate Plus® methodology is based on an
assessment of clinical risk and the needs of women and their babies during labour, delivery, and the
immediate post-delivery period. Birthrate Plus® utilises the accepted standards of one midwife to one woman
to determine the total midwife hours and therefore the staffing required to deliver midwifery care to women
across the whole maternity pathway using NICE guidance (2015) and acknowledged best practice (RCM,
2018). A Birthrate Plus® refresh audit was completed in April 2023 with report received in May 2023 and
reflected that the Maternity budgeted establishment in 2023/24 was 5.35wte below the audit recommendation
which Maternity addressed and are now fully compliant with current Birthrate Plus® establishment. The Birth
Rate plus ward acuity tool has been introduced into maternity services and is completed 6 hourly and
calculates the care hours required in the next 6-hour period. In the updated tool, babies are assigned a
separate category using a care needs matrix, whilst the care needs of the birthing person are determined
using either an antenatal or postnatal care matrix. Compliance in use of the tool in June 2024 is at 36.61%
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and slowly improving, with an aim to achieve 80% consistently. Oversight to ensure improvements
divisionally is in place.

British Association of Perinatal Medicine (BAPM) standards have been utilised to provide the benchmark for
staffing within the Neonatal Unit.

Theatre staffing is based on the Association for Perioperative Practice (AfPP) guidance. This methodology
adopted supports efficient management of elective and scheduled operating sessions by effective use of
resources and clinical efficiency in operating departments.

3.1 Care Hours Per Patient Per Day (CHPPD) and Actual versus Planned Care

From April 2016, following the Carter Review all Trusts were required to publish staffing fill rates of RN/RM
and Care Staff by hours and percentages (Actual versus Planned) and CHPPD via the Strategic Data
Collection Service (SDCS), run by NHS Digital. A summary of the submission is uploaded onto the Trust
website each month. Appendix 1 highlights data submitted from January 2024 — June 2024.

CHPPD relates only to hospital wards where patients stay overnight and is calculated by taking all the shift
hours worked over the 24-hour period by Registered nurses/ midwives and nursing assistants and dividing
this by the number of patients occupying a bed at midnight. The data is aggregated each day over the month.
In maternity mothers and babies are included in the census.

It is important to note that the use of CHPPD will only capture the care hours provided to each bed and does
not capture all the activity on the ward such as the turnover of patients through that bed within the 24-hour
period or recognise the acuity of the patient receiving the care.

By itself, CHPPD does not reflect the total amount of care provided on a ward nor does it directly show
whether care is safe, effective, or responsive. It should therefore be reviewed alongside patient acuity and
dependency data as CHPPD is not a metric to either determine registered nurse/ midwife requirements nor
provide assurance for safe staffing.

CHPPD data does not routinely capture; part shifts worked by staff, supervisory ward managers and the
flexible use of staff across a service pathway, such as a staff member moving to another ward for a shift/part
of shift. These staffing strategies, along with factors such as, the acuity/dependency of the patients on the
ward, and if there are any empty beds, allow the Matrons to risk assess staffing provision on a shift-by-shift
basis to maintain safe staffing levels.

Trustwide CHPPD in Q4 and Q1 (Appendix 1) has shown overall higher rates when compared to that in Q2
and Q3, and when triangulated against fill rates and professional judgement does not raise a cause for
concern. When CHPPD is reviewed on Model Hospital (June 2024 latest published data) it reflects LWH
provider value is 9.5 (Quartile 4), and most likely reflects effective rosters and productive wards, however if
much higher could reflect the reverse. When LWH CHPPD is compared, it highlights that it is higher than
‘My Region’ peer median of 8.7 (Quartile 3). When compared further to Birmingham Womens and Children’s
NHS Foundation Trust (My Peer) it highlights that LWH CHPPD value of 9.5 is lower than ‘My Peer’ with
Birmingham Womens and Children’s having a peer median of 13.0 (Quartile 4). Although it can be worthwhile
comparing data on Model Hospital as very high rates of CHPPD may suggest an organisation has several
unproductive wards or inefficient staff rostering processes, it is important to be mindful of comparing different
types of wards and Trusts.

4.0 Operational oversight of staffing and acuity-based care

A series of actions implemented in the Trust are undertaken on a monthly, weekly, and daily basis to manage
safe and effective staffing and optimise care for women and babies across services and divisions. This is
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captured as:

e Monthly rosters sign off meetings undertaken by Heads of Nursing, Midwifery and AHP (NMAHPS)
across all divisions, where roster effectiveness is challenged against roster compliance KPls. Final
roster approvals are signed off by Heads of NMAHPs.

e Weekly forward view of staffing overseen by Heads of NMAHP and Matrons.

e Maternity and Neonatal services provide information for staffing on a weekly basis to NHS Gold
command.

o Staffing reported to Bronze (staffing meetings) twice daily (Mon-Fri) and recorded on Power Bl (RAG
rated). Any identification of risk is addressed and where not resolved escalated to Silver (daily huddle)
for resolution. First on call manages staffing at weekends and bank holidays with support from site
managers.

o RAG rated staffing matrix in place for Neonatal and Maternity. Acuity and activity review is undertaken
at 10am/10pm and 12am/12pm each day with MDT jointly in NNU and Maternity; focusing on staffing,
activity, dependency, and ability to take women and babies recorded.

o Maternity operational oversight (104 bleep holder) completes 4 hourly oversight reviews of acuity,
dependency and staffing to determine appropriate midwifery care across all areas. Helicopter role
oversees and supports staff moves, staff breaks and care ratios.

¢ Neonatal services adhere to national reporting to Cot Bureau three times daily.

o Silver (daily huddle) informed of staffing position forecasted as they arise, into the following shift and
ahead of a weekend.

4.1 Temporary Staffing

NHS Professionals (NHSP) service is contracted and used within the Trust. Operational oversight on a
weekly basis continues and allows early resolution to issues arising. Early commencement of actions to
reduce agency expenditure are in place.

The ongoing focus on recruitment and retention further aims to reduce the reliance on agency usage
alongside the following actions:

o NHSP attendance at twice daily staffing meetings to support priority shift allocation.

o NHSP team proactively manage agencies and cancellations and source more cost-effective agencies
where possible, adhering to framework and caps.

¢ Review and agree competitive incentives through NHSP Operational Group to support increase in fill
rate.

o Facilitating block booking requirements with bank

¢ NHSP Recruitment Team who will support with Bank Only recruitment.

NHSP continue to focus efforts on Bank recruitment. The following is a summary of activity during Q4/Q1:

e Weekly updates on agency spend provided to directorates/divisions.

o Weekly engagement ward walks from NHSP local team and weekly drop-in sessions in alternate
departments across the trust to support substantive sign up and queries.

¢ National campaigns to engage and reward bank- Share the love hamper winner, Easter hamper
winner, and a GEM (going the extra mile) award winner. In addition, the local team reach out and
celebrate Bank members who book consistently or receive feedback from managers/ colleagues.

e Attendance at university jobs fairs with LMJU to promote the Bank and Trust

o Weekly/monthly engagement meetings with each ward to drill down on fill figures and booking
practices.

¢ Monthly manager newsletter with review of previous month and key dates for the future

¢ Continued support with health roster compliance — 99%

e Continued within Northwest region to promote LWH to current bank staff registered with NHSP.
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e Bank adverts out for key roles and ad hoc for roles as requested, shared with trust communications
for further reach.

¢ Central team providing support to fill AHP placements.

o Review of payrates to ensure in line with AFC and bench marking across the C&M region.

¢ Monitoring bank member compliance in line with MIAA instruction- ID badge verification quarterly spot
checks

All new starters broken down by role and recruitment type from January — June 2024 are noted in Table
2. The figures reflect the new starters in the reporting period who have joined the bank, which equates to 79
new bank staff, of which 38 are substantive staff in LWH (multi-post holders) and 41 are bank only or bank
exclusive (so may have joined for another Trust but added LWH as a place to work OR joined primarily to
work at LWH).

HCAs Band 2&3 21 6 27
Midwives 1 29 30
Nurses 5 9 14
Theatres 1 4 5
Sonographer 0 1 1
Embryologist 1 0 1
Pharmacist 1 0 1
Total 30 49 79

Table 2: Number of individuals added new to NHSP Bank between January-June 2024
The performance of bank and agency demand and fill rate by directorate/division is reflected in Appendix 2.

The graphs (Appendix 2, Trustwide graph) reflect that overall demand has decreased throughout Q4/1 by
12% from Jan 2024 — June 2024. Demand for the 6-month period compared to year on year has decreased
by 14% (16,336 hours).

Bank fill year on year has increased by 8%. This has led to an average bank fill for Q4/Q1 of 77.3% compared
to 61.5% for the same period in the previous year (2023). Agency fill has reduced significantly by 97% year
on year with average usage at 0.1% for the Q4/1 period (a cost saving of £95,757).

5.0 Trustwide Nursing, Midwifery and AHP Workforce Measures (January 2024-June 2024 data; Q4 &
Q1 position)

5.1 Vacancy position

The data highlights the vacancy position in June 2024 (Table 3) for Nursing, Midwifery and AHP of 137.51wte,
an increase from the previous reporting period (50.67wte in December 2023). This demonstrates a vacancy
rate of 12.36%. The increase in vacancy rate is primarily due to the large number of vacancies within the
Family Health Division, specifically the neonatal workforce required for the Liverpool Neonatal Partnership
and recruited through LWH.

Of the 137.51wte vacancies, the largest is in Family Health Division with 84.30wte (Neonatal, 62.22wte and
Maternity, 22.08wte), followed by CSS Division with 34.93wte and Gynaecology Division including Hewitt
Fertility Centre 18.28wte.

All divisions are actively recruiting to their vacancy positions.
Sum of Wte Budget Sum of Wte Contracted Sum of Vacancy

1111.67 974.16 137.51
Table 3: December 2023 Trustwide NMAHP vacancy position
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5.2 Maternity Leave

Table 4 highlights the rolling position of staff on maternity leave across each staff group and Trustwide. The
group of staff with the largest maternity leave are those who are registered midwifes or nurses. HCA group
remains relatively static, AHP group has no staff on maternity leave since April 2024. Overall, within this
reporting period less staff are currently on maternity leave than previous reporting period. When directly
comparing June 2024 (36.61wte) with December 2023 (49.12wte) it is a difference of 12.51wte. The
36.61wte combined across all NMAHP staff groups reflects 3.72% of staff (December 20023 was 5.03%).

Jan-24 Feb-24 Mar-24 Aor-24 May-24 Jun-24

F:,g‘frels basedon 3 afigoupewthin o e e |k | e | e | ha | ne | ap | woa | e | ae | Hoa | e | e | | owe | e
clinical areas
Overall Maternity of All3Sta GroupWIE | 77 | 308¢ | 220 | 77 [ 3076 | 200 | 77 [ oves | o0 | a6 [ osus [ om | 726 [ 2s3t [ om0 [ : | se | om

4031 01 36.02 .55 3647 3661

Table 4: Maternity leave

When looking at maternity leave through a statistical process chart (SPC), Chart 1, it reflects that maternity
leave sits within normal variation in this reporting period, whereas the previous reporting period highlighted
maternity leave was outside of the normal process limits.

Maternity Leawve - Clinical Staff (3 Groups) - Trustwide -
Target Target < or > Performance Assurance Variation

A 36.61

Statistical Process Chart 1: Maternity Leave
5.3 Sickness absence

The combined sickness absence of NMAHP staff groups over the reported six-month period (Table 5) has
remained high and above the Trust threshold of 4.50%, currently at 6.29% in June 2024, which is a reduction
from previous sickness reported at 8.64% in December 2023.

The lowest combined overall sickness rate was seen in May 2024 (6.23%) in the last six months, which is
below the lowest reported period of sickness in the previous reporting period of 6.66%.

Covid-19 related sickness remains at less than 1% and as expected.

The overall percentage of sickness across the 3 staff groups June 2024 is 6.29% with further breakdown of
this illustrating the following:

e 6.18% was all non-covid related sickness.
e 0.11% was covid-19 related sickness.
o 0% was covid -19 special leave (this is not calculated in the sickness recorded).
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Jan-24 Feb-24 Mar-24 Apr-24 May-24 Jun-24
HCA | NMC | AHP HCA | NMC | AHP HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC ‘ AHP

Sickness 1236% | 7.36% | 9.40% | 11.32% | 6.16% | 2.68% | 1169% | 6.00% | 3.56% | 8.00% | 6.00% | 440% | 8.44% | 558% | 435% | 10.18% | 5.19%  5.05%
Overall Absence of All 3 Staff Group 8.62% 7.46% 7.17% 6.38% 6.23% 6.29%

COVID Sickness 004% | 007% | 000% | 0.01% | 00a% | 000w | 003% | 001% | 000% | 0.00% | 0.00% | ooow | ooow | 002% | 000% | 0.27% | 0o6% | 000w
Overall Absence of All 3 Staff Group 0.06% 0.03% 0.02% 0.00% 0.02% 0.11%

Sickness WITHOUT COVID Sickness | 12.32% | 7.29% | 9.40% | 11.31% | 6.12% | 8.68% | 1066% | 5.99% | 356% | 8.02% | 6.01% | 4.40% | 84a% | 556% | 435% | 9.91% | 513% | 5.05%
Overall Absence of All 3 Staff Group 8.56% 743% 1.15% 6.38% 6.21% 6.18%

COVID Special Leave 000% | 0.00% | 000% | 0.00% | 0.00% | 000w | 000% | 000% | 000% | 0.00% | 0.00% | coow | ooo% | 000% | 0.00% | 0.00% | ooo% | 000w
Overall Absence of All 3 Staff Group 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%

Trust Target 4.50%

Table 5: All sickness absence
5.4 Long-term and short-term sickness

Sickness over the reporting period reflects that long-term sickness (LTS) continues to remain the greatest
challenge across all staff groups and has been for over 12 months, with one exception in July 2023 in the
NMC staff group, when LTS was at 49.68%. The data (Table 6) reflects June 2024 has the lowest long-term
sickness rate at 55.39% for NMC staff group with April 2024 reflecting the highest levels of long-term sickness
at64.19%. The HCA group reflects the lowest long-term sickness recorded in May 2024 at 55.55% with the
highest rate recorded at 78.10% in February 2024. AHPs generally reflect significantly higher levels of long-
term sickness when compared to other professional groups which is reflective of AHP’s being a relatively
small cohort of staff, which skews the data to appear disproportionately elevated when reviewing. February
2024 saw long-term sickness at its highest in the reporting period at 95.61%, this is significantly higher than
the highest long-term sickness reported in the previous six months (88.35% in December 2023).

The Divisions all undertake long term sickness review meetings with HR Business Partners, Managers and
Matrons with oversight from Heads of NMAHP to ensure actions are in line with policy and appetite for
alternative considerations to support earlier returns is considered.

Jan-24 Feb-24 Mar-24 Apr-24 May-24 Jun-24
ShortTerm | longTerm | ShortTerm | longTerm | ShortTerm | lomgTerm | ShortTerm | lomgTerm | ShortTerm | longTerm | ShortTerm | LongTerm
NMC Staff Group Trust Total 42.79% 51.21% 19.71% 60.29% 37.56% 62.44% 3.81% 64.19% 39.72% 60.28% 44.61% 95.3%%
HCA Staff Group Trust Total 28.91% 71.09% 21.90% 718.10% 37.49% 62.51% 36.31% 63.60% 4.45% 95.55% 36.59% 63.41%
AHP Staff Group Trust Total 2961% 70.3% 4.30% 93.61% 18.08% 81.92% 4183% 8.17% 3.70% 66.30% 37% 62.28%

Table 6: Long-term and short-term sickness proportions
5.5 Turnover

The Trust turnover threshold is 13%. The position over the last six months (Table 7) reflects that NMC group
has remained under the Trust threshold, AHP groups have remained under threshold except for June 2024
when turnover for AHPs was 13.65%. However, the HCA staff group has been above threshold for five out
of six months during the reporting period.

Jan-24 Feb-24 Mar-24 Apr-24 May-24 Jun-24
HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP
Staff Group Trust Total 173 | 948% | 863% | 15.07% | 934% | &73% | 1552% | 10.37% | 1085% | 1550% | 965% | 940% | 146%% | 934% | 1170% | 16.25% | 935% | 136%%
Trugt Target 13%

Table 7: Turnover

5.6 Age profile
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Table 8 reflects the position overall across all NMAHP staff groups. The age profile in the staff groups overall
have marginally shifted over most of the age bands, with recruitment having seen an increase in NMC filled
posts within 21-25 and 26-30 age bands. There remains a risk in Nursing and Midwifery (NMC/HCA) to those
who may retire now or in the next five years. As a percentage of the NMAHP workforce this is represented
as 9.46% within 56-60 age bands and 5.96% within 61-65 age bands in June 2024.

d Jan-24 Feb-24 Mar-24 Apr-24 May-24 Jun-24
Headcount HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP | HCA | NMC | AHP
=20 Years 4 0 0 4 0 0 4 0 0 4 0 0 4 0 0 1 0 0
2125 27 76 3 77 85 3 27 & 2 28 85 1 26 85 1 23 &3 1
26.30 31 | 104 8 3| 105 8 | m 8 0 | 11 7 30 | 108 7 3| 109 5
3135 5 | 4 | 17 6 | 14 | 16 W | 146 | 16 5 | 17 | 1 v | 18 | 1 B | 42 | 1
3640 31 a0 7 31 o3 7 3 % 7 35 | 101 7 36| 104 7 33 | 11 9
4145 3 | 01 | 11 3 | 100 | 10 33 9 8 24 o7 10 34 07 10 33 9 10
4650 23 &9 8 13 &7 8 23 67 8 23 68 B n 63 7 2 68 7
51.55 0 77 10 20 77 10 3 75 1 34 73 1 2 73 11 2 74 1
56-60 %6 76 3 27 76 3 27 76 3 27 76 3 29 77 3 29 76 3
6165 2 B 3 1) IE 3 2 R 3 P 13 3 2 43 3 21 7] 3
86-70 9 7 0 9 3 0 8 5 0 8 5 0 5 5 0 8 5 0
>=71 Years 1 1 0 1 1 0 1 1 0 1 1 0 1 1 0 1 1 0
Total 265 | 785 | 70 | 267 | 794 | 68 | 262 | 79 | 66 | 271 | 87 | &5 | 271 | 89 | &3 | 267 | 81 | 63
Total of all 3 Staff Groups 1120 1129 1122 1143 1143 1141

Table 8: NMAHP age profile data

When reviewing the age profiles through Statistical Process Charts (SPC 2-5) this helps to further understand
the variation and if the information is reflecting an improvement, concern or normal variation. The below
charts reflect the following:

SPC 2 - reflects the active recruitment of newly qualified staff (age 21-25 years) across a variety of roles, but
mostly midwifery and where there have been larger historical vacancies. It shows since September 2023
recruitment has been improving and outside of normal variation which is a positive shift and continued
expected variance.

SPC 3 - reflects ages 26-40 years and the active recruitment and retention across divisions to reduce
vacancies with the increased variance reflecting a positive shift above upper control limit as this age group
may also reflect longer NHS employment and experience.

SPC 4 - is reflective of a downward shift which is expected given the active recruitment across other age
bands and remains within normal variation.

SPC 5 - positive decreasing position which reflects that staff who can retire now or in the next 5 years are
within the normal variation limits.

Age Profile - Nursing 8: Midwifery Staff - 21 - 25 Years -
Target Target = or > Performance Assurance “ariation

NAA 10.232%6 ( : )

Statistical Process Chart 2: Age profile 21-25 years
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Age Profile - Nursing 8« Midwifery Staff - 26 - 40 Years -
Target Target = or > Performance Assurance wariation

(TN 44 .64% @

Statistical Process Chart 3: Age profile 26-40 years

Age Profile - Nursing & Midwifery Staff - 41 - 50 Years -
Target Target < or > Performance Assurance WVariation

[NTEN 20.a7% @

Statistical Process Chart 4: Age profile 41-50 years

Age Profile - Pursing S PIchwiTer w Staff - 51 - 65 Years -
Target Target < or = FPardformance Assurance Wariation

[SFFN =23 s=2ee @

Statistical Process Chart 5: Age profile 51-65 years

6.0 Trustwide Nursing, Midwifery and AHP Training and Personal Development Review (January 2024-
June 2024)

Across all staff groups it can be seen (Table 9) that the achievement and performance of training (MT, CMT,
LMT) and Personal Development Reviews (PDRs) has been a fluctuating position across the six-months.
Trust thresholds for indicators are as follows:

e Core Mandatory Training (CMT) — 95%
e Local Mandatory Training (LMT) — 95%
e Mandatory Training (MT) — 95%

e PDR-90%

Over the reporting period it is evident that compliance has not been achieved in CMT, LMT, however AHPs
achieved compliance in MT across the full reporting period. HCAs met MT compliance in January 2024 only
and NMC staff groups have remained under target for MT for full reporting period. No staff groups achieved
PDR target.
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In June 2024 the following indicator has been achieved:
e MT —in AHP staff group, (also achieved across the whole reporting period)

When comparing June 2024 position across all four indicators and across all staff groups with previous
reporting position (December 2023) the below is established:

o 1 area of compliance (as above)

e 4 individual indicators have improved since December 2023, although not achieving target

e 6 indicators are performing worse than December 2023, across all staff groups, however one
indicator did meet target, although this reduced from the previous reporting position.

The below data does not reflect where small teams in divisions may have met all targets within the reported
periods. Divisional updates reported through staffing papers presented at Divisional Boards reflect
compliance within division and continued actions being taken to support a focus on improvement.

a4 Felkt Mar-24 A4 May-24 Jun-4
(MT | IMT | MT | PR | CMT | IMT | MT | POR | CMT | IMT | MT | POR | CMT | IMT | MT | POR ) CMT | IMT | MT | POR | CNT | IMT | MT | PR
0.10% | 919%% | 3145 | 85.53% | 83.03% | 91.30% | 5.70% | 85045 | S0.5%% | 5068k | $3.00% | 87.80% | SL08% | S100% | 53.00% | B2 | 5038k | SL35% | %05 | 8547 | 8573 | SL63% | A5k | BB.adk
L0% | 90.75% | %5500 | 6.46% | 30.63% | 85000 | S4.00% | 83.64% | 910 | 89.9%% | S447% | B0.18% | S0.5d% | 5133 | S484% | 8350% | SLAGK | G000k | ST | T30 | 8930 | BRI | .1l | §7.16%
045% | 91385 | %5940 | 86.00% | 88.76% | B8.90% | %% | T4.%% | K03 | 5003 | 97.67% | B070% | S3.00% | BR.A%% | %6.55% | BR6L% | S3.10% | S0.99% | %6.09% | 77.1% | G908 | BLY5% | %5.30% | BRA0%

NMC St Group Trust Total
HCA Staft Group Trust Total
AHP Staf Group Trust Total

POR Trust Target 0%

e

e

oy

(therTraning Trust Target 05%
Table 9: Training and PDR data

7.0 Measurement of Quality of Care
7.1 Clinical Incident Reporting

The Trust has a local incident reporting system (Ulysses) that staff access to report any patient safety incident
that is unintended or unexpected which could have (near miss) or did lead to harm, allowing the organisation
to investigate, learn and take action to prevent re-occurrence. Incidents related to staffing levels are an
example of incidents reported. The caveat to all incidents exists that validation and possible re-categorisation
of cause groups may alter from when an incident was initially reported. This occurs following the review and
closing of the incident by the division and merging subsequent upload to the National Reporting and Learning
System (NRLS) by the Corporate Governance Team, therefore the data presented is still subject to potential
minor changes, however, reflects an accurate record when downloaded.

The number of Trustwide clinical incidents reported within the last six months (January 2024 - June 2024)
can be seen in Table 10. The data highlights the incidents related to staffing levels and/or staff sickness
affecting staffing levels and is drawn from the overall incidents reported within the timeframe.

Since previous reporting period (July 2023 — December 2023) a static position of clinical incidents related to
staffing is noted with 244 incidents reported across in this reporting period across divisions compared to 245
previously.

Of the total clinical incidents related to staffing across divisions, Family Health Division had the largest volume
of 116; (Maternity, 113; Neonatal, 3), Clinical Support Services (CSS) Division reported 17 and Gynaecology
Division reported 111. All areas have seen a reduction in staffing related clinical incidents except for
Gynaecology who have seen an increase from previous reporting period.
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Reporting Period January 2024 — June 2024
Total clinical incidents reported = 3568 (previous reporting period = 4718)

Total staffing levels/staff sickness incidents reported related to clinical incidents (combined divisions) =
244
(previous reporting period = 245)

Table 10: Trustwide overview of incidents
7.2 Red Flag Events

NICE guidance (2014, 2015) recommends that the Trust have a mechanism to capture “red flag” events
(Appendix 3). The Trust has incorporated the reporting of red flag events into the Trust incident reporting
system. Incidents can be triangulated against acuity and dependency and planned versus actual staffing
levels for the day. Triangulation of data assists with informed decision making related to staffing.

There were no nursing red flags reported in the reporting period, therefore all red flags reported are midwifery
red flags within Maternity services. Table 11 reflects the 6-month position of midwifery red flags highlighting
those that contribute to the overall midwifery red flags. There were 268 red flags reported between January
2024—June 2024 which is an increase of 56 from previous reporting period (July 2023 — December 2023)
where 212 red flags were reported.

On closer analysis of reported red flags in Maternity between January 2024 — June 2024, the 3 highest
reported red flags following appropriate review and validation are related to delay of >12 hours during ongoing
induction of labour (218, previously 195), >2 hour delay in admission to induction of labour (36, previously
30) and delay of 30 minutes or more between presentation and triage (7, which has reduced from previous
reporting of 12).

To ensure patient safety, all women waiting for a bed on delivery suite or for an available midwife to provide
1:1 care in labour receive care as per Induction of Labour Guidelines (v10). This means that women are
cared for in an induction of labour bay with care overseen by a midwife. Women waiting for transfer to delivery
suite for ongoing induction of labour are subject to a twice daily multi-disciplinary review to prioritise case-
based need. The Maternity bleep holder and the Multi-Disciplinary Team review inductions of labour women
who are scheduled to come in the following day to identify and pre-empt any areas of challenge. All red flags
are reviewed in Maternity Clinical Risk meeting.

Divisional oversight of Red Flags is reported into the Trust Integrated Performance Report each month.

Grand

Midwifery Red Flags Jan Feb Mar Apr May Jun Total

Any Occasion When 1 Midwife Is Not Able To Provide Continuous 1-1 Care 1 2 3
Delay Of 2 Hours Or More Between Admission For Induction & Beginning 9 11 11 5 36
Delay Of 30 Mins Or More Between Presentation And Triage 5 1 1 7
Delay Over 12 Hours During Ongoing Induction Of Labour 4 48 54 47 34 31 218
Missed Or Delayed Care (Eg Delay 60mins Or More In Washing & Suturing) 1 1 1 1 4
Grand Total 9 58 67 59 43 32 268

Table 11: Midwifery Red Flags
7.3 Serious Incidents/Patient Safety Incident Investigations

From September 2023 the Trust launched the Patient Safety Incident Response Framework (PSIRF) under
the NHS Standard Contract. As part of the NHS Patient Safety Strategy (NHSE/I, 2019) the Trust is now
seeing PSIRF replace the previous Serious Incident Framework (NHSE, 2015).
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There was a total of eight Patient Safety Incident Investigations (PSII) reported in the Trust and an additional
three Never Events and one MNSI case between January 2024 - June 2024. This is a reduction from the
previous reporting period where the Trust had twenty-three combined Sis and PSlls, one Never Event and
two HSIB (now MNSI) cases. The reduction in PSlls is likely a reflection of the increased PSIRF criteria
knowledge in staff and Trust appetite in triggering a PSIl. Of the overall incidents PSlls, the following is the
breakdown:

Maternity services with one PSII; one Never Event (retained Tampon) and one MNSI case (cooled baby).
Neonates had one PSII, and one Never Event (insertion of a longline and guidewire left in place).
Gynaecology Division had five PSlIs related to clinical care, clinical practice, and delayed treatment. CSS
division had one PSII reported and one Never Events (retained Tampon post procedure).

Actions from all PSlIs will be implemented and shared for lessons learned when completed.

7.4 Patient Experience - Friends and Family Test (FFT)

The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental principle that
people who use NHS services should have the opportunity to provide feedback on their experience. Guidance
sets out the requirement of FFT under the NHS Standard Contract for organisations (NHSE/I, 2019).

A total of 7192 “Overall Experience” comments were received during the period January 2024 to June 2024
from the overall 7737 FFT responses received.

Of these 443 (6%) comments were received by patients noting themselves as “displeased”. Of these
displeased comments 4 in Maternity and 4 in Gynaecology/Hewitt Fertility Centre mentioned staffing
numbers/shortages in their description of their experience. The common theme of these continues to be a
lack of support on the ward or areas which the patients attributed to being understaffed.

The FFT asks patients “please tell us anything we could have done better”. In the period from January 2024
to June 2024, 5162 comments were left in this section covering both Pleased and Displeased results. Of
these 21 (0.4%) identified staffing numbers/shortages as something that needed to be improved, this is a
reduced volume to that reported in the previous reporting period. The majority of these related to
Gynaecology services (17), followed by Maternity (4).

Main Gynaecology themes were:

e Waiting times in GED

Maternity and Gynaecology have Quality Improvement projects underway from previous reporting period to
support the improvement work to address the themes noted now and previously.

7.5 Complaints, Concerns and Compliments

There were 35 formal complaints received in the Trust during January 2024 — June 2024 which was a
decrease of one from previous six months (36). The breakdown reflects: Gynaecology 23 (14 of these were
Hewitt), Family Health 11 (Maternity 10 and Neonatal 1) and CSS (Theatres and Anaesthetic) 1.

These contained 158 individual categories of concerns that required investigation within these 35 complaints,
a decrease of 60 individual concerns from the previous reporting period. An average of 5 categories of
concerns raised per complaint (previously 5). Response rates for complaints answered in timeframe agreed
with the complainants during this reporting period reflects 100% compliance (previously 100%). There was
no complaint category where staffing levels was raised specifically.

There were 35 PALS+ recorded during the reporting timeframe (the same number as the last reporting period)
with no cases noting staffing in the issue raised. There were 1162 PALS cases noted within January 2024-
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June 2024 which is a decrease from the previous reporting period (1364 reported). There were no PALS
cases noted where shortages of staff were highlighted as the issue raised (0 in previous reporting period).

There was a total of 44 compliments Trustwide received (via PALS) within the timeframe which broadly
covered general satisfaction of the service provided, which includes staff groups and individuals. Compared
to the previous reporting period this is a decrease of 7 compliments. Of the 44 compliments the clinical
divisions breakdown is: Gynaecology, 23; Maternity, 14; Neonatal, 1; and CSS, 1; Patient Experience, 3 and
Patient Administration Service 2. All compliments, where possible when individuals are identified, are shared
with the individual and their manager/leaders.

7.6 Staff Experience

We recognise safe staffing is the single most important determinant of employee morale, closely followed by
supportive line management. Improving staff wellbeing and experience remains a key priority. Key actions
taken over the reporting period include:

Health and Wellbeing — The LWH Staff Support Service led by a Consultant Psychologist, and supported by
a psychologist and wellbeing coach continues to receive an average of 25 referrals per month. Prevention of
PTSD is a key focus of the service, and this training is being rolled out to clinical staff in acute areas, with
shift leaders and medical staff training having taken place. Closer working and supervision between the Staff
Support team, PMAs, PNAs and Mental health first aiders has been established. Wellbeing conversation
training is being refreshed and rolled out to managers, recognising the value of a good quality wellbeing
conversation. Physical health will be a focus for the next 12 months, with the health and wellbeing coach
offering tailored programmes to staff to support weight management and nutrition and physiotherapy
colleague providing tailored MSK interventions.

Leadership and Management - Every NMAHP leader (alongside other professionals) are invited to
undertake one of 3 programmes, which are accredited by the Chartered Management Institute. Over 200
staff have either completed or are currently engaged on a programme.
e Aspiring leaders — Colleagues at the start of their leadership journey or considering leadership in
their future career (anyone).
o First Line Emerging Leaders — New leaders or existing leaders who need to further skills and
knowledge and learn the fundamentals of leadership.
e Middle to Senior Leaders — Senior established Leaders looking to progress into more senior
leadership roles.

People Promise - The People Promise Manager has started in post and is working with colleagues in Nursing
& Midwifery to deliver 3 key projects:

e Launch of a career development and enrichment programme for ‘mid-career’ nurses, midwives and
AHPS

e Further rolling out flexible working for clinical staff, noting the beneficial impact of ‘unlimited roster
requests’ within maternity

o Empowering managers to have meaningful conversations about retention.

Communications and engagement - The Trust continues to facilitate Trust forums designed to support staff
or enable them to share their views including the Great Place to Work Group and Schwartz Rounds, however
there is a continued need to achieve greater presence from NMAHP groups. A focus on improved internal
communication has taken place with the launch of ‘3 key messages’, a mix of Trust, divisional and local
communications which is disseminated to staff through huddles and handover. Staff Survey action plans
focus on 3 key areas of improvement and are tracked through Divisional Boards. ‘Big Conversations’ take
place 2 or 3 times a year and is an opportunity for colleagues in all areas to have a voice and be part of
making positive changes. Local newsletters, walkarounds and drop ins with managers are all in place to
foster good channels of internal communication.
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Flexible Working — Unlimited requests are now in place and working well in several departments including
maternity and gynaecology and ‘later career’ registrants are benefiting from changes to pension rules
meaning they can reduce their hours without having a break in service.

Breaks Audits - Breaks continue to be closely monitored, with a programme of ongoing audits and feedback
on progress at Professional Forum.

7.7 Staff reported incidents (Violence and Aggression)

During January 2024 — June 2024 the number of reported incidents related to verbal or physical acts of
violence or aggression against NMAHP staff is recorded as 26 (previously 29 reported). This is broken down
further as Maternity 14, Neonatal 1 and Gynaecology 9 and CSS 2. Several incidents of visitor verbal abuse
towards staff are attributed to the smoking rules denying visitors readmission to the Maternity Base after 2200
hours should they leave for the purpose of smoking; overall verbal assault towards staff from visitors to
Maternity Base in this period totalled 10.

Not included in the data are 2 incidents of physical assault linked to post operative confusion. These
incidents, whilst reported as violence and aggression, are non-intentional, therefore, we would not pursue as
violence towards a member of staff. Assurance is given that the staff members involved received appropriate
support and no injuries were sustained.

There is continued emphasis on hearing staff views to make improvements on the experience of health and
wellbeing as we recognise the relatively low reporting may reflect under-reporting rather than simply limited
violence and aggression incidents in the Trust.

8.0 Attraction, Recruitment and Retention

The Learning and Development Facilitator in the Trust supports the Trust attraction, recruitment, and
retention plans. They do this through Widening Participation, Acorns and Cadets, Work Experience,
Apprenticeships, Recruitment Fairs and Careers Events. In June 2024 the Trust participated in the NHSE
week-long career event aimed at Year 10 students who cannot do work experience in the clinical areas due
to their age. At this event professionals attended to showcase the variety of professions in the NHS at Hope
University where approximately 270 pupils from Liverpool attended. A particular focus on Midwifery and
Neonatal Nursing careers was facilitated.

The Trust also engages through wider teams an ambition to increasing diversity of new entrants across roles
and salary bands as a priority. LWH has recently introduced a positive recruitment scheme based on race.
It has been agreed that volunteers identified as part of a talent pool will be guaranteed interviews for support
worker roles within clinical services. NHS Professionals, now emulate this scheme.

Three volunteers from the Volunteers to Careers (VtC) programme have gained employment in support roles
within Neonatal, Gynae and Maternity Services, a further two have been offered MSW posts. HR are
integrating volunteering in recruitment campaigns and into workforce and people plans and providing career
support to volunteers signposted by the volunteer service.

LWH has completed its International Theatre Nurse recruitment, through Cheshire International Recruitment
Collaborative (CIRC). A total of 22 Internationally educated recruits arrived to LWH since recruitment
commenced (11 in Theatre, with one leaver; 11 in Midwifery, with one leaver). The current position reflects
that during January 2024 — June 2024, the final midwife arrived and commenced in the Trust, 17" February
2024, with nurse vacancies successfully recruited and completed as of September 2023.

The Trust continued to provide pastoral support to new international recruits from the moment they
onboarded, including access to an applicant landing page, which enabled them access to training and
pastoral support materials, prior to their UK Arrival. On arrival to LWH all International Recruits received a
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full onboarding programme and take part in an internal Mentoring and Coaching programme, as part of a
development initiative.

Following successful international recruitment within theatres and midwifery, supported by a programme of
onboarding and pastoral care with consideration to vacancy levels and skill mix, no further international
recruitment is being undertaken at this juncture. However ongoing recruitment of newly qualified nurses
and midwives continues as students qualify and in line with vacancy position across all divisions.

9.0 Actions and recommendations:
The following actions are proposed during next six months (July 2024-December 2024):

e Succession planning across all divisions in line with business planning cycle.

e Continued focus to recruiting to vacancy position.

e Divisions to continue to review trajectories of improvement in Training and PDRs to be reviewed
through monthly Divisional Performance Reviews

o Continued focus on the nursing and midwifery self-assessment tool/retention improvement and action
plan.

e Focus on accelerator career development programme for staff in conjunction with the People Promise
Manager

e Following a successful joint bid with LUHFT for the NHSE Global Majority Pilot Programme, plan to
recruit 3 participants from LWH and LUHFT and provide individuals with an agreed pathway of
development, coaching and support, access to Elevate programme and mock applications and
interviews to enable them to gain confidence to apply and gain future roles.

10.0 Conclusions

The Board of Directors are asked to recognise that managing Nursing, Midwifery and AHP staffing is not
without risk (as noted on the CRR), however this is effectively managed by utilising a triangulated approach
and through a series of actions, escalations, and mitigations to support delivery of safe patient care.

The Board of Directors are requested to agree and support the actions and recommendations highlighted in
Section 9.0 of the report.

Furthermore, the Board of Directors are requested to gain assurance that the divisional level staffing reviews
are written and received in Divisional Board and that this further supports divisional level oversight, actions
to address areas of challenge and responsibilities to ensure safe staffing. In addition, noting that Maternity
services report staffing twice yearly directly to Trust Board to fulfil requirements as outlined by The Maternity
Incentive Scheme (MIS) Year 6, Safety Action 5. Neonatal services provide Board of Directors with a yearly
Clinical Negligence Scheme for Trusts (CNST) compliance report.
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Appendix 1 — CHPPD and Actual versus Planned Fill Rates

The NHS Digital Return via Strategic Data Collection Service (SDCS) - Safe Staffing Fill Rate each month
are noted as per below from January 2024—June 2024. The data is presented monthly to Trust Board via the
Integrated Performance Report, supported by a detailed narrative and triangulation of information from the
Heads of Nursing and Midwifery.

January 2024 February 2024
Fill Rate | Fill Rate | Fill Rate | Fill Rate Fill Rate | Fill Rate | Fill Rate | Fill Rate
WARD Day% Day % Night % Night % D Day% Day % Night % | Night %
RN/RM Care staff | RN/RM Care staff RN/RM Care RN/RM Care
staff staff
Gynae Ward | 85% 70% 147% 89% Gynae Ward 84% 77% 148% | 98%
Induction & Induction & 0 0 o 9
Delivery 88(y0 81 % 770/0 58% Delive Suites 80 /0 83 /0 84 /0 97 /0
: ry
Matority & Maternity & 180% | 106% |84% | 97%
[) o) (o) o) Jeffcoate
Jeffcoate 80% 97% 87% 98% - - - -
MLU 80% 79% 82% 76%
MLU 90% 79% 77% 90%
Neonates Neonates 91% 81% 88% 95%
(EXTC) 91 o/0 79% 900/0 85% (EXTC.).
Transitional TranSItlonaI 520/0 1 31 % 620/0 1 1 7%
Care 42% 119% 68% 87% Care
March 2024 April 2024
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Appendix 2: NHSP January 2024- June 2024 Bank and Agency demand and fill rates by Division and

Trustwide
CSs
Gynae
5,000
5,000
4,500
4,000 4,000
3,500
3,000 3,000
2,500
2,000
2,000
1,000 1,500
1,000
0 .
500
Jan Feb Mar Apr May Jun
0
Gynae Demand 23 = Gynae Demand 24 lan Feb Mar Apr May Jun
------ Gynae Bank Fill 23 Gynae Bank Fill 24 CS5SDemand 25 e CSSDemand24 «sssss CSSBankFill 23
------ Gynae Agency Fill 23 Gynae Agency Fill 24 CSSBankFill 24  «sss«+ CS5SAgency Fill23 CSS Agency Fill24
Maternity Neonates
14,000 4,500
12,000 3,000
10,000 2,500
8,000 2,000
6,000 . 1,500
4,000 1,000
2,000 500
0 o
Jan Feb Mar Apr May Jun Jan Feb Mar Apr May Jun
MatDemand 23 o MatDemand 24 sesess Mat Bank Fill 23 Demand 23  mmmmmm Demand 24  =ssses Bank Fill23
— MatBank Fill 24  sesees Mat Agency Fill 23 e Mat Agency Fill 24 —— Bank Fill24 ssssss APENCY Fill 23 m—Agency Fill 24
All Directorates
25,000
20,000
15,000
e asBEEE R
srsasy
.
10,000 Treresaea,,
5,000
0 B T sesssEmsEEEE B

Jan Feb Mar Apr May Jun

Demand 23 mm Demand 24 sss+sss Bank Fill23 e Bank Fill24 s++s++ Agency Fill 23 Agency Fill 24

21/23 225/430



Appendix 3: NICE Guidance on Red Flag Events

Midwifery Red Flag Events (NICE NG54-Safe midwifery staffing for maternity settings, 2015)

A midwifery red flag event is a warning sign that something may be wrong with midwifery staffing. If a
midwifery red flag event occurs, the midwife in charge of the service should be notified. The midwife in charge
should determine whether midwifery staffing is the cause, and the action that is needed.

o Delayed or cancelled time critical activity.
e Missed or delayed care (for example, delay of 60 minutes or more in washing and suturing).

e Missed medication during an admission to hospital or midwifery-led unit (for example, diabetes
medication).

e Delay of more than 30 minutes in providing pain relief.

o Delay of 30 minutes or more between presentation and triage.

o Full clinical examination not carried out when presenting in labour.

e Delay of 2 hours or more between admission for induction and beginning of process.

o Delayed recognition of and action on abnormal vital signs (for example, sepsis or urine output).

e Any occasion when 1 midwife is not able to provide continuous one-to-one care and support to a
woman during established labour.

Other midwifery red flags may be agreed locally.

Nursing Red Flag Events (Nice SG1 — Safe staffing for nursing in adult inpatient wards in acute hospitals,

2014)

A nursing red flag event is a warning sign that something may be wrong with nurse staffing. If a red flag event
occurs, the nurse in charge of the service should be notified. The nurse in charge should determine whether
nurse staffing is the cause, and the action that is needed.

e Unplanned omission in providing patient medications.
o Delay of more than 30 minutes in providing pain relief.
e Patient vital signs not assessed or recorded as outlined in the care plan.

o Delay or omission of regular checks on patients to ensure that their fundamental care needs are
met as outlined in the care plan. Carrying out these checks is often referred to as 'intentional
rounding' and covers aspects of care such as:

o Pain: asking patients to describe their level of pain level using the local pain assessment tool.

o Personal needs: such as scheduling patient visits to the toilet or bathroom to avoid risk of falls
and providing hydration.

o Placement: making sure that the items a patient needs are within easy reach.

o Positioning: making sure that the patient is comfortable, and the risk of pressure ulcers is
assessed and minimised.

e A shortfall of more than 8 hours or 25% (whichever is reached first) of registered nurse time
available compared with the actual requirement for the shift. For example, if a shift requires 40
hours of registered nurse time, a red flag event would occur if less than 32 hours of registered
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nurse time is available for that shift. If a shift requires 15 hours of registered nurse time, a red flag
event would occur if 11 hours or less of registered nurse time is available for that shift (which is
the loss of more than 25% of the required registered nurse time).

e Less than 2 registered nurses present on a ward during any shift.

Other nursing red flag events may be agreed locally.
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Board of Directors

COVER SHEET

NHS

Liverpool Women'’s
NHS Foundation Trust

Meeting Date

Thursday, 10 October 2024 Item Reference TB24/25 141

Report Title Maternity Incentive Scheme Year 6 — Sept/October 2024 Compliance
Update
Author Angela Winstanley — Quality & Safety Matron Maternity

Yana Richens — Director of Midwifery

Responsible Director

Dianne Brown — Chief Nurse

Purpose of Report

This paper outlines the progress updates in relation to the defined 10 safety
actions and standards of the Maternity Incentive Scheme Year 6. The
paper also provides a position statement for all standards and clarity on
Board reporting for the forthcoming year.

Executive Summary

This paper presents the requirements and progress required to achieve
compliance with the ten safety actions and their associated standards for
the Maternity Incentive Scheme Year 6. It is a requirement of the scheme
that the Quality Committee and Trust Board receive regular reports
highlighting progress against the 10 Safety Standards and that they ensure
appropriate oversight, scrutiny, and support to ensure full compliance by
the scheme sign off on 03.03.2025.

Key Areas of Concern

Update on previously identified risk: The previously identified risk in relation
to deliverance and attendance at PROMPT training has been resolved
since the announcement that no further medical industrial action is
planned.

Trust Strategy and
System Impact

The report aligns with the Trust's strategy by promoting quality
improvement, patient safety, and workforce development. It supports the
triple aim by enhancing patient outcomes, improving population health, and
ensuring cost-effective, high-quality maternity care, ultimately contributing
to overall healthcare excellence.

Links to Board None -
Assurance Framework
Links to Corporate Risk NA -
Register (scoring 10+)

Assurance Level

SUBSTANTIAL - Good system of internal control applied to meet existing
objectives

Action Required by the
Board of Directors

The Board of Directors is asked to:

* Note the current position in relation to the recently published
Maternity Incentive Scheme Year 6.

» Take assurance that the Family Health Division has clear oversight
and management of the scheme requirements.
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¢ Note the compliance with the requirements for the Neonatal
Nursing Staffing Review, the Board is asked that this is noted in the
Board Minutes.

REPORT DEVELOPMENT:

Committee or meeting Outcome

report considered at:

Divisional CNST Oversight | Twice Director of Weekly progress updates from scheme

Committee Monthly Midwifery safety action leads.

Family Health Divisional September | Clinical Director | Accepted and approved for submission to

Board 2024 for Family October 2024 Trust Board
Health

LMNS Oversight Quarterly | Head of Quarterly Oversight and Improvement
Midwifery Meeting in relation to Safety Action 6.
Quality & Safety
Matron
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MAIN REPORT

INTRODUCTION

NHS Resolution (NHSr) is operating year six of the Maternity Incentive Scheme for Trust (MIS) to support
the delivery of safer maternity care. The maternity incentive scheme applies to all acute Trusts that
deliver maternity services and are members of the Clinical Negligence Scheme for Trusts (CNST).

As in previous years, members will contribute an additional 10% of the CNST maternity premium to the
scheme creating the CNST maternity incentive fund. As in all previous years, the scheme incentivises
the completion and embedding of ten maternity and neonatal safety actions.

Trusts that can demonstrate they have achieved all ten safety actions and will recover the element of
their contribution relating to the CNST maternity incentive fund and will receive a share of any unallocated
funds. Since 2021, successful compliance of Maternity Incentive Schemes, NHSr has returned monies
of over £5.5million to Liverpool Women's NHS Foundation Trust.

Trusts that do not meet the ten-out-of-ten threshold will not recover their contribution to the maternity
incentive (CNST) fund but may be eligible for a small discretionary payment from the scheme to help
them to make progress against actions they have not achieved.

The Trust Board must also be aware of the conditions of the scheme and are detailed in the April 2024
release (Appendix 3). These are as follows:

e Trusts must achieve all ten maternity safety actions.

e The declaration form must be submitted to Trust Board with an accompanying joint presentation
detailing position and progress with maternity safety actions by the Head of Midwifery, Director of
Midwifery and Clinical Director for Maternity Services

= The Board Declaration Form must be sent to NHS Resolution via email between 17t February
2025 and 34 March 2025 at 12 Noon.

e The Board declaration form must be signed and dated by the Trust's Chief Executive Officer
(CEO).

Family Health Division Scheme Management and Leadership

On 02.04.2024, NHSr published scheme guidance relating to Year 6 of the Maternity Incentive Scheme.
The guidance contains the same ten safety actions, with reduction of some evidential requirements in
comparison to year 5.

Each of the 10 safety actions has been allocated a senior lead who is responsible for ensuring their
progress and delivery. Any risks to delivery are presented and overseen by the FHD MIS Progress and
Escalation Group. This bimonthly meeting is chaired by the Director of Midwifery and the Quality & Safety
Matron who will provide updates and assurance to the FHD Board, with regular reporting to Quality
Committee and Trust Board as per schedule.

Regular meetings are held between the Trust leadership teams and the Local Maternity Neonatal System
(LMNS) who act as oversight and scrutiny on behalf of the ICB. The meetings provide scrutiny and
challenge, and as required eventual sign off, including evidence and data review.

ANALYSIS

10 Safety Actions — Current Position in relation to MIS Year 6 guidance
An updated table of MIS year 6 scheme progress can be found below:
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Table 1 Current Position MIS for Year 6 — September 2024.

RAG Rating Guidance

Description

All workstreams/safety actions on target. Evidence collated to demonstrate compliance.

Workstreams ongoing, forecasted compliance expected.

Risk of Non-Compliance/Safety Action requiring escalation/No evidence to support compliance.

Safety Action
Point &
Description

Required Standard

Status and Actions Required.

SA.1 Are you
using the National
Perinatal
Mortality Review
Tool to review
perinatal deaths
to the required
standard?

All eligible births and deaths (born and died at LWH), must meet the following conditions:

A. All deaths have been reported to MBRRACE within the seven working day timeframe with 100% of deaths having
surveillance completed within one month to date from 08.12.2024 until 30.11.2024.

Sept 2024 - This standard is on target to be
achieved.

100% Compliance — 32 Deaths eligible for
notification, at this time, all reported within the
time frame required.

B. 95% of all the deaths of babies in your Trust eligible for PMRT review, parents should have their perspectives of care and any

questions they have sought from 08.12.2023 onwards.

- Parental perspectives of care and questions have continued to be collated by the Honeysuckle Team

and incorporated into the PMRT reports — 100%

Sept 2024 - This standard is on target to be
achieved.

100% Compliance — Of 32 cases reported, that
are eligible for full PMRT review, all 32 families
have been informed and perspectives of care
sought.

C. For deaths of babies who were born and died in your Trust multi-disciplinary reviews using the PMRT should be carried out from

08.12.2023.

a) 95% of reviews should be started within two months of the death.

-100% Cases started within two months — 32 Cases all have had PMRT Reviews commenced.

b) 60% of multi-disciplinary reviews should be completed and published within six months.

16 Cases - Fully published within six months —100% Compliance

D) Quarterly reports submitted to Trust Executive Board from 08.12.2023.

Learning from Perinatal Deaths Reports

Quarter Received by Quality Committee | Received by Trust Board
Q2 2023 -2024 | January 2024 February 2024

Q3 2023 -2024 | April 2024 April 2024

Q42023 -2024 | June 2024 July 2024

Q12024 -2025 | July 2024 Sept 2024
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Safety Action
Point &
Description

Required Standard

SA.2 Are you
submitting data
to the Maternity
Services Data Set
(MSDS) to the
required
standard?

Trust Boards to assure themselves that at least 10 out of 11 Clinical Quality Improvement Metrics (CQIMs) have passed the
associated data quality criteria in the “Clinical Negligence Scheme for Trusts: Scorecard” in the Maternity Services Monthly
Statistics publication series for data submissions relating to activity in July 2024. Final data for July 2024 will be published during
October 2024

July 2024 data contained valid ethnic category (Mother) for at least 90% of women booked in the month. Not stated, missing
and not known are not included as valid records for this assessment as they are only expected to be used in exceptional
circumstances. (MSD001)

SA.3 Can you
demonstrate that
you have
transitional care
services to
support the
recommendations
made in the
Avoiding Term
Admissions into
Neonatal units
Programme?

Pathways of care into transitional care (TC) have been jointly approved by maternity and neonatal teams with a focus on
minimising separation of mothers and babies. Neonatal teams are involved in decision making and planning care for all babies
in transitional care.

Drawing on the insights from the themes identified from any term admissions to the neonatal unit, undertake at least one quality
improvement initiative to decrease admissions and/or length of stay. Progress on initiatives must be shared with the Safety
Champions and the LMNS

Evidence Required:
- By 6 months into MIS Year 6, register the QI project with local Trust quality/service improvement team.
- By end of the reporting period, present an update to the LMNS and Safety Champions regarding development and any
progress.

5/17
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Safety Action | Required Standard Status and Actions Required.
Point &
Description
SA.4 Can | Obstetric Medical Workforce Sept 2024 - The FH Division needs to undertake
demonstrate an 1. NHS Trusts/organisations should ensure that the following criteria are met for employing short-term (2 weeks or less) locum | additional actions to achieve this standard.
effective system doctors in Obstetrics and Gynaecology on tier 2 or 3 (middle grade) rotas:
of clinical - A) currently work in their unit on the tier 2 or 3 rota 1. The Temporary Staffing Policy addresses
workforce or the requirements of this safety action.
planning to the - B) have worked in their unit within the last 5 years on the tier 2 or 3 (middle grade) rota as a postgraduate doctor in Audit to be completed after 6 months of
required training and remain in the training programme with satisfactory Annual Review of Competency Progressions (ARCP) activity in November 2024.
standard? or
- C) hold an Royal College of Obstetrics and Gynaecology (RCOG) certificate of eligibility to undertake short-term locums
Evidence Required:
Trusts/organisations should audit their compliance via Medical Human Resources.
Sept 2024 - The FH Division needs to undertake
2. Trusts/organisations should implement the RCOG guidance on engagement of long-term locums and provide assurance that | additional actions to achieve this standard.
they have evidence of compliance to the Trust Board, Trust Board level safety champions and LMNS meetings. Audit to be completed, using the monitoring
and effectiveness tool, after 6 months of
Evidence Required: activity. Audit findings to FFP if required, QC and
Trusts should use the monitoring/effectiveness tool contained within the RCOG guidance to audit their compliance, using 6 | Trust Board in November 2024.
months of activity from 02.04.2024 to 30.11.2024
This action will remain amber until such time
the scheme period ends and all evidence
collated and validated.
3. Trusts/organisations should implement RCOG guidance on compensatory rest where consultants and senior Speciality and

Specialist (SAS) doctors are working as non-resident on-call out of hours and do not have sufficient rest to undertake their
normal working duties the following day. While this will not be measured in Safety Action 4 this year, it remains important for
services to develop action plans to address this guidance.

Evidence Required:

Trusts/organisations should be working towards developing standard operating procedures, to assure Boards that
consultants/senior SAS doctors working as non-resident on-call out of hours are not undertaking clinical duties following busy
night on-calls disrupting sleep, without adequate rest. This is to ensure patient safety as fatigue and tiredness following a busy
night on-call can affect performance and decision-making.

Evidence of compliance could also be demonstrated by obtaining feedback from consultants and senior SAS doctors about their
ability to take appropriate compensatory rest in such situations
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https://intranet.liverpoolwomens.nhs.uk/plugins/extranet/widgets/policies/uploads/2023-6422c0ea935434.48113945.pdf
https://intranet.liverpoolwomens.nhs.uk/plugins/extranet/widgets/policies/uploads/2023-6422c0ea935434.48113945.pdf
https://intranet.liverpoolwomens.nhs.uk/plugins/extranet/widgets/policies/uploads/2023-6422c0ea935434.48113945.pdf

Safety Action | Required Standard Status and Actions Required.
Point &
Description

Trusts/organisations should monitor their compliance of consultant attendance for the clinical situations 27 listed in the RCOG
workforce document: ‘Roles and responsibilities of the consultant providing acute care in obstetrics and gynaecology’ into their
service when a consultant is required to attend in person. Episodes where attendance has not been possible should be reviewed
at unit level as an opportunity for departmental learning with agreed strategies and action plans implemented to prevent further
non-attendance.

Evidence Required: Trust positions with the requirements should be shared with the Trust Board, the Board-level safety
champions as well as the LMNS.

Anaesthetic Medical Workforce

1.

A duty anaesthetist is immediately available for the obstetric unit 24 hours a day and should always have clear lines of
communication to the supervising anaesthetic consultant. Where the duty anaesthetist has other responsibilities, they should
be able to delegate care of their non-obstetric patients in order to be able to attend immediately to obstetric patients.
(Anaesthesia Clinical Services Accreditation (ACSA) standard 1.7.2.1)

Evidence Required:
The rota should be used to evidence compliance with ACSA standard 1.7.2.1, Trusts to evidence position by 30t November 2024.

Sept 2024 - The CSS Division needs to
undertake additional actions to achieve this
standard.

A six-month period of anaesthetic rotas will be
reviewed to assure there are no gaps in service
provision. It is not anticipated there will be any
gaps as the obstetric unit currently has 24/7
unit obstetric anaesthetic cover. This will be
completed in October 2024.
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Safety Action | Required Standard Status and Actions Required.

Point &

Description
This action will remain amber until such time
the scheme period ends and all evidence
collated and validated.

Neonatal Medical Workforce Sept 2024 - The FH Division needs to undertake
1. The neonatal unit meets the relevant British Association of Perinatal Medicine (BAPM) national standards of medical staffing or | additional actions to achieve this standard.

if the standards are not met, there is an action plan with progress against any previously developed action plans.

The Neonatal Unit at LWH complied with the

Evidence Required: requirements of BAPM and was evidenced in

Trust is required to formally record in Trust Board minutes whether it meets the relevant BAPM recommendations of the | scheme year 5 with a medical workforce review.

neonatal medical workforce.

If the requirements are not met, Trust Board should agree an action plan and evidence progress against any action plan | An updated position and report will be provided

developed previously to address deficiencies. to Trust Board in November 2024 and detailed

A copy of the action plan, outlining progress against each of the actions, should be submitted to the LMNS and Neonatal | minutes should be made available.

Operational Delivery Network (ODN).

A review should be undertaken of any 6-month period between 02.04.2024 and 30.11.2024, in a time frame 6 months post April. | This action will remain amber until such time
the scheme period ends and all evidence
collated and validated.

Neonatal Nursing Workforce
1. The neonatal unit meets the BAPM neonatal nursing standards or if the standards are not met, there’s an action plan with

progress against any previously developed action plan.

Evidence Required:

The Trust is required to formally record to the Trust Board minutes compliance to BAPM Nurse staffing standards annually using

the Neonatal Nursing Workforce Calculator (2020).

For units that do not meet the standard, the Trust Board should agree an action plan and evidence progress against any action

plan previously developed to address deficiencies.

A copy of the action plan, outlining progress against each of the actions, should be submitted to the LMNS and Neonatal

Operational Delivery Network (ODN).

SA.5 Can A. A systematic, evidence-based process to calculate midwifery staffing establishment is completed.

demonstrate an

effective system B. Trust Board to evidence midwifery staffing budget reflects establishment as calculated in a) above.

of midwifery

workforce C. The midwifery coordinator in charge of labour ward must have supernumerary status; (defined as having rostered, planned
planning to the supernumerary co-ordinator and an actual supernumerary coordinator at the start of every shift) to ensure there is an oversight

8/17
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Safety Action | Required Standard
Point &
Description
required of all birth activity within the service. An escalation plan should be available and must include the process for providing substitute
standard? co-ordinator in situations where there is no co-ordinator available at the start of a shift.
D. All women in active labour receive one-to-one midwifery care.
E. Submit a midwifery staffing oversight report that covers staffing/safety issues to the Board every 6 months, during the maternity
incentive scheme year five reporting period.
SA.6 Can you 1. Provide assurance to the Trust Board and ICB that you are on track to achieve compliance with all six elements of SBLCV3 through
demonstrate quarterly quality improvement discussions with the ICB.

compliance with
all five elements
of the Saving
Babies’ Lives Care
Bundle Version 2?

Evidence Required:

Trusts should be able to demonstrate that at least two (and up to three) quarterly quality improvement discussions have been held
between the ICB (as commissioner) and the Trust. These discussions should include the following:
¢ Details of element specific improvement work being undertaken including evidence of generating and using the process and
outcome metrics for each element.
® Progress against locally agreed improvement aims.
¢ Evidence of sustained improvement where high levels of reliability have already been achieved.
¢ Regular review of local themes and trends with regard to potential harms in each of the six elements.
¢ Sharing of examples and evidence of continuous learning by individual Trusts with their local ICB, neighbouring Trusts and NHS
Futures where appropriate.

The Three-Year Delivery Plan for Maternity and Neonatal Services set out that providers should fully implement Saving Babies Lives
Version Three by March 2024. However, where full implementation is not in place, compliance can still be achieved if the ICB
confirms it is assured that all best endeavours —and sufficient progress — have been made towards full implementation, in line with
the locally agreed improvement trajectory.

Trusts should be able to provide a signed declaration from the Executive Medical Director declaring that Saving Babies’ Lives Care
Bundle, Version 3 is fully / will be in place as agreed with the ICB.

9/17
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Safety Action | Required Standard
Point &
Description

Status and Actions Required.

Implementation Progress

implemented

Element Progress
Status (LMNS
Validated)

Partially

Partially
implemented

Element Progress % of Interventions
Status (Self Fully Implemented
Intervention Elements Description assessment) (Self assessment)
Partially
Element 1 Smoking in pregnancy implemented
Element 2 Fetal growth restriction 100%
Element 3 Reduced fetal movements 100%
Partially
Element 4 Fetal monitoring in labour implemented
Partially
Flement 5 Preterm birth implemented
Partially
Element 6 Diabetes implemented
Partially
All Elements TOTAL implemented

November/December 2024 update.

implemented
e |
implemented
implemented

Table 1: September 2024: Compliance with SBLCBV3 position as per LMNS validation. Next compliance position will be available in

Partially

Partially

Partially

% of Interventions NHS Resolution
Fully Implemented | Maternity Incentive
(LMNS Validated) Scheme
80% CNST Met
95% CNST Met
100% CNST Met
60% CNST Met
100% CNST Met
83% CNST Met
91% CNST Met
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Safety Action | Required Standard Status and Actions Required.

Point &

Description

SA.7 Can you 1. Trusts should work with their LMNS/ICB to ensure a funded, user-led Maternity and Neonatal Voices Partnership (MNVP) is in
demonstrate that place which is in line with the Delivery Plan and MNVP Guidance (published November 2023) including supporting:

you have a

mechanism for a. Engagement and listening to families.

gathering service b. Strategic influence and decision-making.

user feedback, c. Infrastructure.

and that you work

with service users 2. Ensure an action plan is coproduced with the MNVP following annual CQC Maternity Survey data publication (due each January),
through your including joint analysis of free text data, and progress monitored regularly by safety champions and LMNS Board.

Maternity Voices
Partnership
(MNVP) to
coproduce local
maternity
services?
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Safety Action | Required Standard Status and Actions Required.

Point &

Description

SA.8 Can you Requirements that 90% of attendance in each relevant staff group at: Sept 2024 - The FH Division and CSS Division

evidence that at
least 90% of each
maternity unit
staff group
attendance an ‘in-
house’ multi-
professional
maternity
emergencies
training session
within the last
year.

1. Fetal monitoring training

2. multi-professional maternity emergencies training

3. Neonatal Life Support Training See technical guidance for full details of relevant staff groups.
ALL staff working in maternity should attend annual training. A 90% minimum compliance is required for MIS. It is important for units to
continue to implement all six core modules of the Core Competency Framework, but this will not be measured in Safety Action 8.

Evidence Required:
- Monitoring of attendance at each of the three training days using local held records or ESR
- Time period 01.12.2023 to 30.11.2024

need to undertake additional actions to

achieve this standard.

The Trust have invested in the PROMPT model
of MDT training within Family Health. PROMPT
provides training for maternity units, helping
midwives, maternity  support  workers,
obstetricians, anaesthetists and other members
of the maternity team to provide safe and
effective obstetric care to women and babies.
Table 2 outlines the current training
compliance, up to 01.10.2024 with MPMET,
Fetal Surveillance Day and New-born Life
support.

The Anaesthetic attendance and compliance
have been escalated to the CSS Divisional
Manager. CSS Division have planned and
assured that all new anaesthetic medical
starters to the Trust in November will be
scheduled to attend MPMET.

This action will remain amber until such time
the scheme period ends and all evidence
collated and validated.
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Monitoring of attendance at each of the three training days using local held records or ESR.

Table 2 (Above) — September 2024 Updated MPMET/PROMPT and associated training attendance.

Safety Action | Required Standard Status and Actions Required.
Point &
Description
CNST 5A8 Staff Group Mar 24 Apr24 | May24 | Jun 24 Jul 24 [Aug 24 Sep 24 Oct 24 Nowv 24
MNotes
i . a6% Q3% Q4% Q0% 899% 87% 91% .ﬂl! midwives Dnn(_e:‘ over G remaining
Midwives sessions of 2024, before end of November
. 82% 80% Q2% 88% 899% 84% 0% All HCAs bnnked_ovsr 6 remaining sessions
Maternity HCA of 2024, before end of November
- 87% T4% 50% 64% 599% A5%, 77% All Fonsultaﬁts boofe:l over & remaining
Cons Obstetrician sessions of 2024, before end of November
SA 8b. i . 87% 919 939 ape; 849 399, 539 New rotation 7" August. All obs trainees
MPMET [Trainee Obstetrician have been rostered to 6 remaining dates.
100% 87% 829% 829% 76% 76% 71% Decrease noted —x2 cons. attended in last 2|
months that had not yet expired. X1 DNA -
Cons Anaesthetist rebooked. All have booked onto remaining
dates.
. . AT% 53% 28% 24% 35% 25% A2% Mew rotation E\.‘sr',' 3 months. 10 new
[Trainee Anaesthetist starters 6" Nov will be split to attend 5"
and 22" sessions.
. . Q1% Q7% 93% 92% 94% 94% 94% All midwives booked over 5 remaining
Midwives sessions of 2024, before end of Nov
81% B8% 50% 72% 72% 77% 75% Al Dook_edoveri remaining sessions of
2024, before end of Nov. Decrease noted
SA 8Bc. Cons Obstetrician due to 1 consultant only in attendance on
Fetal Surveillance most recent FSSD
4%, a3%, 939 a0% 919% 339% 63% New rotation 7" August. All obs trainees
Mrainee Obstetrician have been rostered to 5 remaining dates by
Claire Potter.
Midui a6% a93%, 4%, a0% 899% 87% 91% As above — delivered on PROMPT
idwives
Cons Neonatologist 100% 90% 100% 100% 100% 100% 100%
SA 8d.
e [Trainee Neonatologist 100% 100% 100% 100% 100% 100% 100%
lANNPS 93% 97% 97% 100% 100% 100% 100%
Q3% Q3% 100% Q7% 95% 98% 999 Remaining member of staff booked for
Neonatal Nurses training

SA.9 Can you
demonstrate that
there are robust
processes in place
to provide

A)  All Trust requirements of the Perinatal Quality Surveillance Model must be fully embedded.

B) The expectation is that discussions regarding safety intelligence take place at the Trust Board (or at an appropriate sub-committee
with delegated responsibility), as they are responsible and accountable for effective patient safety incident management and shared
learning in their organisation. These discussions must include ongoing monitoring of services and trends over a longer time frame;

Sept 2024 - The FH Division needs to undertake
additional actions to achieve this standard.

The Quality Committee and Trust Board receive
the Perinatal Quality Surveillance Dashboard,
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Safety Action

Required Standard

Status and Actions Required.

Maternity and
neonatal safety
and quality
issues?

meetings.

Evidence Required for Point A and B
=  Evidence that a non-executive director (NED) has been appointed and is working with the BSC to develop trusting
relationships between staff, the frontline maternity, neonatal and obstetric safety champions, the perinatal leadership
team ‘Quad’, and the Trust Board to understand, communicate and champion learning, challenges, and best practice.

=  Evidence that a review of maternity and neonatal quality and safety is undertaken by the Trust Board (or an appropriate
Trust committee with delegated responsibility) using a minimum data set at every meeting. This should be presented by
a member of the perinatal leadership team to provide supporting context. This must include a review of thematic learning
informed by PSIRF, themes and progress with plans following cultural surveys or equivalent, training compliance, minimum
staffing in maternity and neonatal units, and service user voice feedback.

=  Evidence of collaboration with the LMNS/ICB lead, showing evidence of shared learning and how Trust-level intelligence is
being escalated to ensure early action and support for areas of concern or need, in line with the PQSM.

=  Evidence of ongoing engagement sessions with staff as per year 5 of the scheme. Progress with actioning named concerns
from staff engagement sessions are visible to both maternity and neonatal staff and reflects action and progress made on
identified concerns raised by staff and service users from no later than July 2024.

=  Evidence that in addition to the regular Trust Board/sub-committee review of maternity and neonatal quality as described
above, the Trust’s claims scorecard is reviewed alongside incident and complaint data and discussed by the maternity,
neonatal and Trust Board level Safety Champions at a Trust level (Board or directorate) meeting. Scorecard data is used to
agree targeted interventions aimed at improving patient safety and reflected in the Trusts Patient Safety Incident Response
Plan. These quarterly discussions must be held at least twice in the MIS reporting period at a Board or directorate level
quality meeting.

Point &

Description

assurance to the concerns raised by staff and service users; progress and actions relating to a local improvement plan utilising the Patient Safety | and Integrated Governance paper detailing,
Board on Incident Response Framework (PSIRF). With evidence of reporting/escalation to the LMNS/ICB/ Local & Regional Learning System | themes and trends in relation to PSII, Ulysses

Incidents, Complaints and legal updates.

This must continue in order to provide
assurance of oversight of Maternity Services at
divisional and Trust Board level.

The Family Health Division, with the LMNS
Team, attend shared meetings where trust and
system level intelligence are shared. The newly
introduced Maternity Safety Oversight Group,
Saving Babies Lives Oversight Meeting, Quality
Safety Surveillance Group and LMNS Touch
Point Meetings are examples of meetings that
members of the FHD attend.

The Trust meets regularly with our partners in
the LMNS and NHSE at a monthly oversight
meeting.

The Safety Champions and MNVP undertake
monthly walkarounds and engage with staff.
Details of safety escalations discussed and
logged at the Safety Champions Meeting and
feedback to staff is completed through a wide
variety of comms channels.

The Annual Legal Claims Scorecard is regularly
reviewed, and all closed, ongoing and settled
legal claims are regular reviewed at both the
Maternity Risk & Governance meeting in
addition to the Family Health Divisional Board.
Details of learning from Legal Claims are
regularly communicated to staff via a number of
routes and local MPMET/PROMPT training is
based on locally identified cases.

14/17
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Safety
Point
Description

Action
&

Required Standard

Status and Actions Required.

The Quality & Safety Matron is developing a
report that will outline the key trust level
principles of the PQSM, with embedded
evidence to assure that the Trust and Division
are meeting the requirements. This will be
tabled at FHDB in October 2024 with onwards
sharing where required.

Q)

All Trusts must have a visible Maternity and Neonatal Board Safety Champion (BSC) who is able to support the perinatal leadership
team in their work to better understand and craft local cultures.

Evidence Required:
Evidence that the Maternity and Neonatal Board Level Safety Champions (BLSC) are supporting the perinatal quadrumvirate in their

work to better understand and craft local cultures, including identifying and escalating safety and quality concerns and offering
relevant support where required.

Sept 2024 - The HoM and DM, both integral part
of the perinatal quadrumvirate team, attend
the monthly Safety Champions Meeting, where
the BLSC is in attendance.

This action will remain amber until such time
the scheme period ends and all evidence
collated and validated.

MNSI  and

Notification
scheme?

SA.10 Have you
reported 100% of
qualifying cases to

NHS

Resolution's Early

(EN)

A) Reporting of all qualifying cases to MNSI from 08.12.2023 to 30.11.2024
B) Reporting of all qualifying EN cases to NHS Resolution's Early Notification (EN) Scheme from 08.12.2023 to 30.11.2024

C) For all qualifying cases which have occurred during the period 08.12.2023 to 30.11.2024, the Trust Board are assured that:
i. the family have received information on the role of MNSI and NHS Resolution’s EN scheme;
and
ii. there has been compliance, where required, with Regulation 20 of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 in respect of the duty of candour.

Sept 2024 - The FH Division needs to undertake
additional actions to achieve this standard.

There have five cases reported MNSI at the time
of this report, all of whom have been informed
of NHSr and EN scheme requirements in the
duty of candour process.

An update of compliance will be maintained
through the scheme year within this update
report and full breakdown of MNSI, NHSr and
Duty of Candour information will be provided in
December 2024.

The Division must continue to report all cases
that meet the criteria for MNSI and EN and
continue to work closely with out legal
colleagues to ensure that all updates are
reported to the CR Wizard.
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Safety
Point
Description

Action
&

Required Standard

Status and Actions Required.

This action will remain amber until such time
the scheme period ends and all evidence
collated and validated.
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Liverpool Women'’s
NHS Foundation Trust

Equality, Diversity & Inclusion Implications

The Maternity Incentive Scheme and its ten safety actions, aim to reduce variation in the provision of
care in NHS Maternity Care. The safety actions are designed to enable Trusts to develop robust
assurance processes in relation to clinical care and its delivery. It is designed to have a positive impact
on pregnant women and their families. Upon review of the whole Maternity Incentive Scheme, it’s clear
that the safety actions are designed to be inclusive, span across a wide range of disciplines, staff and
service users groups. It mandates Trusts to ensure that there are clear strides being taken to reduce
inequalities and therefore improve access to and provision of maternity care.

There do not appear to be any negative impacts on the protected characteristics.

Quality, Financial or Workforce implications

Failure to comply with all 10 safety standards within the scheme, can pose a risk to the deliverance of
safe and effective maternity & neonatal care and as such invite increased oversight from external
regulators and stakeholders. As outlined in the introduction, failure to comply with all 10 safety actions
will lead to a non-re-imbursement of 10% of the Trusts annual contribution to the CNST premium.

RECOMMENDATION

The Board of Directors is asked to:

¢ Note the current position in relation to the recently published Maternity Incentive Scheme Year
6.

o Take assurance that the Family Health Division has clear oversight and management of the
scheme requirements.

¢ Note the compliance with the requirements for the Neonatal Nursing Staffing Review, the Board
is asked that this is noted in the Board Minutes.

SUPPORTING DOCUMENTS

¢ Neonatal Staffing Paper
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Board of Directors

COVER SHEET

NHS

Liverpool Women's
NHS Foundation Trust

Meeting Date

Thursday, 10 October 2024 Item Reference TB24/25 141

Report Title

Perinatal Quality Surveillance & Safety Dashboard

Author

Clare-Louise Murray, Lead Governance Manager Family Health Division

Heledd Jones, Head of Midwifery

Responsible Director

Dianne Brown, Chief Nurse

Purpose of Report

This report will:

Inform the Quality Committee of key quality & safety KPIS as outlined in the
NHS England Perinatal Quality Surveillance Framework.

Provide evidence of compliance with interventions as detailed within MIS
Year 6, Safety Action 9, where evidence that a review of maternity and
neonatal quality and safety is undertaken by the Trust Board (or an
appropriate Trust committee with delegated responsibility) using a minimum
data set at every meeting.

Executive Summary

The dashboard includes the minimum dataset as described within the NHS
England framework and as mandated by the Maternity Incentive Scheme
(MIS), in addition to local insights, operational activity, and workforce.

Key Areas of Concern

Induction of Labour KPIs and Red Flags remain under scrutiny within the
Division, with data showing some minimal improvements.

Trust Strategy and
System Impact

To deliver safe services

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

Links to Board Assurance
Framework

N/A -

Links to Corporate Risk
Register (scoring 10+)

Assurance Level

HIGH - Strong system of internal control applied to meet existing objectives

Action Required by the
Board of Directors

The Board of Directors is asked to receive this paper and seek assurance
that perinatal quality surveillance and safety is a key Divisional priority, and
evidence of ongoing progress and compliance with the implementation of a
Perinatal Quality Dashboard and Framework.

REPORT DEVELOPMENT:

Committee or meeting
report considered at:

Date Lead Outcome
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MAIN REPORT

INTRODUCTION

In December 2020, following the publication of the Ockenden Report, Trusts were mandated to plan and
implement a new quality surveillance model.

implementing-a-revised-perinatal-quality-surveillance-model.pdf (england.nhs.uk)

This model proactively seeks to identify trusts that require support before serious issues arise.
Implementation of a new quality surveillance model seeks to provide for consistent and methodical oversight
of all services, specifically including maternity services. The model has also been developed to gather
ongoing learning and insight, to inform improvements in the delivery of perinatal services. Provider Trusts
and their Boards, supported by the senior maternity and neonatal triumvirate and the board-level perinatal
safety champion at its centre, ultimately remain responsible for the quality of the services provided and for
ongoing improvement to these. As part of the guidance, the development of a locally agreed dashboard was
mandated to include, as a minimum, the measures set out within the screenshot below. This enables the
drawing out of locally collected intelligence to monitor maternity and neonatal safety at board meetings. This
dashboard should form part of the discussion held at Board Level with respect to maternity and neonatal
safety issues, as set out within the national guidance.

The Year 4, Maternity Incentive Scheme (MIS) introduced the perinatal surveillance dashboard reporting to
Trust Board as a mandatory element of the scheme.

The MIS Year 6 Scheme details the Trust Board and Maternity & Neonatal Service requirements within
safety Action 9.

“Evidence that a review of maternity and neonatal quality and safety is undertaken by the Trust Board (or
an appropriate Trust committee with delegated responsibility) using a minimum data set at every meeting.
This should be presented by a member of the perinatal leadership team to provide supporting context. This
must include a review of thematic learning informed by PSIRF, themes and progress with plans following
cultural surveys or equivalent, training compliance, minimum staffing in maternity and neonatal units, and
service user voice feedback”.

In all NHS Trusts who provide Maternity & Neonatal Care, in order to comply with MIS Year 6 Scheme are
mandated for this to continue, therefore this report is produced in line with the Perinatal Quality Surveillance
Model designed by NHS England to support sharing safety intelligence Board to Frontline / Frontline to
Board. The dashboard includes the minimum dataset as described within Maternity Incentive Scheme (MIS)
and the NHSE perinatal quality surveillance model, in addition to local insights, operational activity, and
workforce.
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Perinatal Safety Surveillance Dashboard - Data to August 2024.

The table below, demonstrates key safety KPIs (key performance indicators), as recommended by NHS
England in the perinatal quality surveillance model (see link document on page 3) to be reported to Trust
Board. In order to achieve standardisation of reporting across the LMNS, the Division have requested further
information from our collaborative partners at the LMNS (Local Maternity and Neonatal System) and WHaM
(Women'’s Health and Maternity) to consider co production of a standard set of quality and safety KPIs for

the Cheshire and Mersey system to ensure uniformity across all providers.

In Q4 23/24 the stillbirth rate was 1.1% per 1,000, demonstrates a downward trend in our SB rate, with rates
now lower than we saw in pre-covid years for two consecutive months.

A QI project has been launched as part of saving babies lives care bundle to reduce term admissions to

NNU.
Metric Natizt:anldSi:/dard Dec-23 Jan-24 Feb-24 Mar-24 Apr-24 May-24 Jun-24 Jul-24 Aug-24
Stillbirth Number >24 weeks (Adjusted) ’:::Z;r 2 1 1 0 2 3 2 2 1
Stillbirth Adjusted % per 1,000 Birth 5.10% 5.20% 1.72% 3.40% 3.40% 0.00% 4.63% 3.24% 1.65%
Apgar <7 @ 5 Minutes (>37wks) <1.6%
Term Admission to NICU <6%
Women in receipt of COC No standard 18.80% | 16.96% | 20.92% | 19.52% | 19.57% | 17.06% | 22.87% | 17.45% | 20.35%
BAME in receipt of COC No standard 39.60% | 32.22% | 43.68% | 37.00% | 33.70% | 37.62% | 42.57% | 27.50% | 35.21%
Social Depravation of CoC No standard 20.62% 18.69% 20.92% 22.06% 24.32% 17.36% 22.87% 20.12% 21.74%
anaesthetist after request for an epidural >=90% 89.32% 89.26%
within 60 minutes
Coroner Reg 28 Made to Trust Actual Number 0 0 0 0 0 0 0 0 0
MNSI Referals Accepted Actual Number 1 0 0 1 0 0 0 2 0
MNSI Completed Reports Returned Actual Number
Supernumary Shift Leader 100% CNST
Worlforce Midwifery Sickness % of Workforce
<=5%
Midwifery Vacancy % of Workforce
Rostered Cons Hrs on DS >60
Number of Formal Complaints Actual Number
Feedback Number ‘Lfv':'ra;:r;‘::s' ncidents Actual Number 26 2 a5 28 43 43 43 43 52
Number of PALS/PALS + Actual Number 43 43 36 29 0 36 36 38 38
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Perinatal Quality Surveillance & Safety Narrative — August 2024.

Midwifery
Red Flags:

34 red flags were reported during August 2024, a significant decrease from the 94 reported in July 2024. The delays pertain to three specific
categories:

Reason Number
IOL>12 hours 31
30-minute triage 1
IOL >2 hours of arrival 1

The Midwifery red flags reported in August were the lowest numbers of reported delays seen this year. No harm was reported for each of the
delays.

March April May June July August
Total IOL=190 | Total IOL =190 | Total IOL=178 | Total IOL =178 | Total IOL =235 | Total IOL = 231
(46 delays >12 | (46 delays >12 | (58 delays >12 | (20 delays > 12 | (70 delays > 12 | (31 delays > 12
hrs) hrs) hrs) hrs) hrs) hrs)
Approximately | Approximately | Approximately | Approximately | Approximately | Approximately
24% 24% ﬂ 11 % 5.19%

There are several QI projects ongoing within Maternity services to address IOL delays. A dedicated midwifery improvement lead has been
appointed into post and a multidisciplinary task and finish group improvement approach has been adopted. A number of key interventions have
been introduced: including but not limited to, updated IOL Guidance co-produced with the MNVP, estates reconfiguration in relation to IOL Suite
to improve environment and enhance patient experience when delays occur, which in turn has created an additional bay within Intrapartum Area.
Additionally we have introduced alternative methods of IOL for non-hormonal induction, pre-labour aromatherapy and acupressure clinics. A real
time Induction of labour interactive whiteboard is currently ‘under development’ which will allow Family Health Division to respond to delays in
induction of labour prospectively and this will also be discussed on twice daily staffing huddles.

The remaining red flag was in relation to a delay in suturing.

Midwifery red flags are reported on the Trust Board Bi-Annual Staffing Reports, of which the Trust Board and Quality Committee are expected
to receive later in the year.

MNSI
Referral
Details:

There were no cases which required external reporting to MNSI throughout August 2024.

Five cases are currently under investigation by MNSI. All cases are on track and progressing within the allotted timeframes set out by MNSI.
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Maternity There were no PSlls declared in August 2024 for the Maternity Division.

Serious
Safety There are 52 incidents that remain open 30 days after they were reported onto the system, all incidents are in the process of being reviewed,
Incidents triaged and investigated further where required. The Division continues to support managerial and lead clinician and staff to ensure timely review

and closure of clinical incidents.

All incidents are reviewed daily (Monday to Friday) at the Trust daily huddle where any issues for escalation are highlighted. There are currently
2 staff members providing focused support for reviewing and investigating the incidents in the web holding file.

The Divisional Governance Team provide support and guidance for any member of staff that needs assistance in updating or closing incidents.

A breakdown of the Web Holding File is presented to the Family Health Divisional Board for oversight and assurance.

Perinatal Number of Stillbirth Perinatal Deaths in August 2024: 1
Mortality.
Number of Neonatal Perinatal Deaths in August 2024: 7

All cases have been reported to MBRRACE and parental support continues to be provided by the Honeysuckle Team. The process
for reporting PMRT cases has been reviewed and strengthened, particularly in Neonatal, to ensure all timeframes are met and reviews are
held in a timely manner.

The annual stillbirth rate for 2023/2024 has demonstrated a decrease in the stillbirth rate, now at 1.1%. In comparison with pre-covid rates,
of the 2019/2020 of 1.7%. This is a significant improvement and is the lowest stillbirth rate LWH have reported for 6 years.

The Neonatal teams are reporting all deaths within the unit on the Ulysses system for oversight and understanding of the numbers.

FHD Risk All maternity risks are monitored at the Family Health Divisional Board and at the Liverpool Neonatal Partnership) LNP Operational Programme
Register. Board, to demonstrate mitigation and provide assurance that risks remain on track.

Family Health Division have a total of 45 open risks on the Risk Register, with Maternity services holding 36 of the risks and Neonatal holding
8.

All Risk Status have been reviewed and are in date, with risk owners using protected time with the Governance Managers to monitor and
updates risks, actions and controls where necessary.
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Family A Safety Champions walkaround took place on 14 August 2024 with the Quality and Safety Matron and Board Level NED Safety
Health Champion. Meetings have been booked until April 2025 and include an out of hours walkabout to engage as many staff as possible.
Safety
Champions. | The Divisional Manager and Head of Midwifery attend the monthly safety champions meeting, where updates on the perinatal quadrumvirate
programme are provided.

Capacity and demand of elective caesarean sections within the Trust was discussed at August’s meeting, which included the risks with the
rising demand for caesarean sections rising by 50% from 2019-2024. It was noted that the results had caused an overspill of resources
including out of hours cover, theatre staffing and anaesthetist time. Two risks were submitted to the risk register for out of hours on call support
and delays in transfer to obstetric theatres.

Mitigating the risk had included CSS and Family Health recommending three controls which included:

. Introduce all day Sunday theatre list.
. Create an intelligible, criteria for out of hours emergency caesarean section.
. Improve productivity through the Theatre Workstream as part of the Improvement Plan by March 2025.

It was noted that the overall births in the Trust had decreased but the co-morbidities of woman had increased. Concluding that the Trust did
not have the staff capacity or bed capacity on Maternity Base for a third theatre if introduced, and the overall analysis was down to Estates,
Time, and Cost.

After a deep dive of the data into category three caesarean sections, it was noted that some out of hours deliveries were done due to capacity
and not emergency.

MNVP Meetings are held on a fortnightly basis. A 15 steps review was undertaken in Delivery suite with positive feedback and some actions.
Feedback. highlighted, and an action plan formulated by Midwifery Manager and Matron. Key messages have been fed back to FHDB and Staff

Quarter 2 meeting has been arranged for 9 September.

The MNVP have met with the HoM and DoM to discuss the annual co-production workplan and the CQC Patient Survey SMART

Action Plan, a key element of Safety Action 7 in the MIS Year 6 scheme.

Workforce | Sickness across the division increased slightly from 6.9% in July to 7.1% in August. There was an increasing trend across all clinical areas of
the trust. The weighting of short term and long term in remained the same at 44% short term to 55% long term. For Neonates absence remained
Midwifery increased by 0.5% and there was a further shift towards long term at 75% and short term at 24%. The HR team are working closely with line
Sickness managers to support staff back from long term absence

Reasons for absence remained the same in maternity. For Neonates there is a prevalence of absence for musculoskeletal.
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Return to work compliance in Maternity remained static at 45% a deep dive of compliance was conducted in August and there is assurance that
return to work meetings are taking place but there is a lag in the recording of the meeting. This has been addressed with line managers to
ensure timely recording. Compliance for return to works for Neonates increased to 83%.

Sickness in the Obstetric Medical Teams remained at 2.7% No absence to report in the neonatal medical team.

Midwife.ry Vacancies at 2.8%, 21 WTE Newly Qualified Midwives are starting 7 October 2024. Temporary contracts have been provided to ensure backfill
Vacancies for maternity leave, which currently stands at 12.37 WTE.

Saving Babies The SBCBv3 Team have received a validated Q2 2024-2025 implementation compliance status from the LMNS. Current compliance sits at
Lives 91% overall, with every element achieving >90% completion, post validation of all evidence submitted to support our positive position. Further
work will be carried out within the Division to improve diabetic clinic provision at ACWH, ensuring women with pre-existing diabetes and
gestational diabetes are seen separately, fetal surveillance competency testing and obstetric training in relation to smoking in pregnancy also
will be subject to improvement measures.

The Implementation Tool info graph can be found in the MIS Year 6 Update paper.
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RECOMMENDATION

The Board of Directors is asked to receive this paper and seek assurance of ongoing compliance and

progress with the implementation of a perinatal quality dashboard and framework.
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Board of Directors

COVER SHEET

Meeting Date Thursday, 10 October 2024 Item Reference TB24/25_141

Report Title Bi-annual Neonatal Staffing paper update, January — June (Q1-Q2) 2024

Author Susan O’Neill DHoN

Responsible Director Dianne Brown — Chief Nurse

Purpose of Report To provide an overview of Neonatal Services workforce from January to
June 2024.

Executive Summary The Board of Directors is asked to note the contents of the paper and take

assurance of the actions undertaken to effectively manage and provide safe
staffing within Nursing, Midwifery and AHP to support the delivery of safe

care.

Key Areas of Concern N/A

Trust Strategy and e To deliver safe services

System Impact o To deliver the best possible experience for patients and staff
Links to Board None -

Assurance Framework

Links to Corporate Risk N/A -
Register (scoring 10+)

Assurance Level SUBSTANTIAL - Good system of internal control applied to meet existing
objectives

Action Required by the The Board of Directors is asked to:

Board of Directors * Note the contents of the report.

REPORT DEVELOPMENT:

Committee or meeting Date Lead Outcome
report considered at:
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MAIN REPORT

1. Introduction

This paper is to provide assurance to the Board of Directors that the Neonatal Services workforce is
safe and sustainable and is capable of delivering services now and into the future.The paper will
provide assurance that nursing within NICU meets safer standards of nursing (BAPM) with an action
in place to address any gaps in compliance and that NWNODN and specialist's commissioner are
aware of increased intensive care activity and the impact this has on nursing standards.

2. Background

2.1 Nursing

The workforce with the Neonatal Intensive Care Unit (NICU) comprises of both registered and non-
registered nurses. The registered staff are made up of Advanced Neonatal Nurse Practitioners
(ANNP) and Nurses from a background Adult, Children, and midwifery training. Over 70% of the
nurses on the unit have completed a speciality course in the care the preterm and sick babies this
allows them to be registered as nurses who are qualified in speciality (QIS).

Currently, we have a small number of non-registered staff who work within the low dependency (LD)
nursery and the transitional care unit (TC). They are responsible for most of the delivery of care to
the babies within these areas with the only limitation being the inability to give certain medications.
LWH has a standalone TC with its own budget and staffing.

Neonatal Community Outreach is also supported by the TC team. This is provided 7 days a week
for babies from both the Neonatal Unit and Transitional Care, this allows for earlier and a smooth
and confident transition home. This service is supported by the LD team in addition to the funded
establishment due to demand on the service.

At LWH we continue to be very successful in the recruitment of staff .The age profile of the unit has
reduced year on year, and we have had great success with internal recruitment embedding our talent
pool into our recruitment process (internal candidates). Turnover increased in 2023/24 compared
to previous years, with the recruitment of staff into newly created posts required for the opening of
the new Neonatal Surgical Intensive Care unit at Alder Hey Hospital leading to vacancy on both
Alder Hey and LWH sites. Rolling annual turnover at the end of Q1 Reduced to 11.51 %.

Newly qualified staff or those appointed without previous neonatal experience yare enrolled on the
Neonatal Induction Programme, this is run jointly with  NWNODN. Following a 12-month
consolidation period, staff are then progressed on to the Neonatal Qualification in Speciality course
(QIS) to enhance their knowledge and skills. This is run at LWH and validated by Liverpool John
Moore’s University at Level 6, and it is a requirement that at least 70% of our staff hold this
qualification. (DoH, 2009, Toolkit for High Quality Neonatal Services).
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Nurses on NICU are also responsible for the delivery of the IV antibiotics and BCG immunisations
for all eligible babies born at Liverpool Women'’s.

47 Nurses at band 5,6 and 7 have been recruited to date to work on the new surgical intensive care
unit at Alder Hey as part of the Liverpool Neontal Partnership . These posts were funded fom
commissioned funding for the LNP and are not part of LWH or AH establishment.They currently work
across both LWH and Alder Hey sites to gain the necessary skills and experience required to care
for infants who require intensive care for a surgical condition. A training and education programme
has been developed for these staff requiring them to be able to work on both sites and to facilitate
the staff on the Alder Hey site to rotate to LWH for ITU upskilling experience which is required on a
supernumerary basis.

2.2 Advanced Clinical Practice (ACP)
The role of the ANNP is an integral part of safe and effective care delivery at LWH.

Currently there are 27.96 wte ANNPs. Funding for posts is from LWH and the LNP. The team is well
established with levels of experience within the existing team of ANNPs ranging from new to post to
26 years post qualification. The team has been led by a Team of 8b Lead ANNP’s. Seven 8b lead
ANNPs (6.28 WTE), with the Nurse Consultant undertaking the Deputy Head of Nursing post. This
reflects the ambition of the new national framework for ACP.

Recruitment to vacancy of trained ANNPs has been challenging in the last 6-12 months, with more
options now available at higher banding elsewhere. There has been a slight drift in retention. ANNPs
working at tier 2 level across the northwest neonatal operational delivery network are being paid at
band 8b, at LWH they are at 8a.

Therefore to remain competitive and attractive to external applicants , some band 8a vacancy was
converted to band 8b. This was an integral piece of work to ensure safer staffing at ANNP level and
to ensure the safe practice and care of neonates across the partnership.

Two internal candidates were successful in being recruited to these vacancies. The remaining
vacancy was advertised to senior registrars, 4 of whom were successfully recruited as clinical
fellowes The remaining 2 vacancies were advertised and appointed to with clinical fellowes . The
remaining vacancy of 4.0 WTE is to be advertised in September 2024.

The British Association of Perinatal Medicine acknowledges that ANNPS work at both Tier 1 and
Tier 2 level. Tier 2 ANNPs work at registrar level ( ST 3-8 ) undertaking senior responsibilities both
day and night. Tier 1 ANNPs work at ST 1-3 level, working under direct supervision of a tier 2 ANNP
or doctor.

The current ANNP team at LWH comprises.
Band 8b — 8.48 wte ( LWH Funded Posts 11.6 WTE funded )

Band 8a — 15.64wte ( 5.8 Funded LWH 10 funded LNP)
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Band 7 — 3.84wte ( LNP Funded ) Will increase to band 8a upon completion of competency
assessment after 12 months post qualification probationary experience. )

The team have been awarded HEE funding for a further 4 trainee ANNP funding for course to start
in Jan 2025. These posts are funded from LNP commissioned funding for the medical staffing model,
but will work across both LWH and Alder Hey sites.

British Association of Perinatal Medicine ( BAPM) acknowledges that ANNPS work at both Tier 1
and Tier 2 level. Tier 2 ANNPs work at registrar level (ST 3-8) undertaking senior responsibilities
both day and night. Tier 1 ANNPs work at ST 1-3 level, working under direct supervision of a tier 2
ANNP or doctor.

Transport

ANNPS currently provide medical cover (1.0 WTE) for out of hours emergency transport for connect
NW the northwest ODN Neonatal Transport team. The service went off site in May 2024 to a large
new base in Warrington, due to the large footprint coverage of the team requirements. This has
been agreed through the network and commissioners, therefore LWH is supporting this service
through 1wte Tier 1 ANP on a rotational basis for 6 month blocks.

3. Workforce planning - Setting evidenced based establishments

Neonatal Nursing has become one of the most prescribed areas of nursing over the last years. In
line with other intensive care specialities BAPM has set clear standards around the minimum number
of nurses required to care for our client group. This is set in the national specification for neonatal
care and is clearly defined by the specialist commissioners in hospital contracts. BAPM standards
can be reviewed in the link below;

http://www.bapm.org/publications/documents/quidelines/BAPM Standards Final Aug2010.pdf

Neonatal Units have also seen the introduction of the safer staffing guidance for Neonatal services,
this reflects the requirements of the BAPM guidance but also addresses ways in which professional
judgement should be used to ensure safer staffing on units. This way of working has been in use on
the NICU since early 2017 and has helped ensure we maintain safe and appropriate levels of
staffing.

https://improvement.nhs.uk/resources/safe-staffing-neonatal-care-and-children-and-young-
peoples-services/

There is also a requirement to have quality roles extra to the establishment; these include education,
breast feeding, infection control, development care. BAPM recommends that nurses are ldentified
to be champions for the quality of practice within each unit and should have protected time and
responsibility in the following areas:

* Infant feeding
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* Family care.
» Developmental care.

* Ql in perinatal optimisation.

« Safeguarding children.

» Bereavement support and palliative care.
+ Discharge planning and outreach nursing.
* Risk, governance and patient safety.

* Infection control.
» Education and practice development

The above requirements were highlighted with some provision in the Neonatal staffing budgets for
23/24, however have not been approved as roles within the budgeted establishment. They will form
part of budget setting for 24/25 budgets. At LWH Budgets are rota based and time is allocated from
the nursing rotas to support these roles as reviewed and agreed by the Head of Neonates and the
Deputy Chief Nurse.

3.1 Staffing Tool

The CRG Workforce Calculator (2020) is used by commissioners to define staffing establishments
in line with activity for NICU across England. It is intended to support neonatal nurse managers and
their colleagues by providing a consistent method for the calculation of nursing establishment
requirements which meet national standards i.e. NHSI (2018); NHSE Neonatal Service Specification
e08 (2015); DH (2009); BAPM (2010); NICE (2010). There is a mandatory annual review by the
NWNODN and it is a requirement of CNST that the CRG tool is used. Below are the figures for this
period of reporting.

CRG calculator calculations have identified the following in relation to the Neonatal Service at LWH
for the last 6 months. ( Jan- June )

Table 1 CRG Neonatal Workforce tool Calculator Jan-June 2024
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Activity (HRG 2016)

For calculations Cots required . _
to meet Variance:
0 f declared cot
Activity 80% of dail WTE | Declared cots | ooV O activity at eclaren ot
© y (6.07/ period 80% against
activity ] average required
BAPM) occupancy
HRG 1 3,778 12.9 6.07 12 86.26% 13 -1
HRG 2 3,538 12.1 3.04 12 80.78% 13 -1
HRG 3 6,924 23.7 1.52 20 04.85% 23 -3
Total 14,240 44 88.67% 49 -5

Nursing workforce (WTE) DIRECT PATIENT CARE ONLY

6/18

NB total nurse staffing required to staff declared cots = 145.68, of which 101.98 (70%) should be QIS

Current position Required to Variance: Variance: in
meet activity at budget against | post against
Budget In post avere;ii 80% required required

Total nursing staff 154.32 119.61 157.36 -3.04 -37.75

Total reg nurses 134.00 103.88 146.57 -12.57 -42.69

Total QIS 98.00 79.54 121.38 -23.38 -41.84

Total non-QIS 36.00 24.34 25.19 10.81 -0.85

Total non-reg 20.32 15.73 10.80 9.52 4.93
Reg nurses as % nursing staff 86.8% 86.8% 93.1%
QIS as % reg nurses 73.1% 76.6% 82.8%

Based on the activity and acuity over the 6 month period

+ 86.8 % of our workforce are registered nurses, this needs to increase to 93.1%

e 76.6 % are Qualified in speciality needs to increase to 81.4%.

e The tool does not highlight, the need for quality roles within the service. Therefore, often to
support some of the quality roles cotside nurses are used when acuity and occupancy allow.
This includes bereavement, FiCare, ROP, infant feeding etc. It is also not reflective of Transitional
care or neonatal community outreach activity.

LWH activity over the last 2 years and appears to be constant, to date this activity has been
supported with increased use of bank staff. There has been no agency staff used. The NWNODN
and specialist commissioners have recognised this activity in year and have supported this
financially. While the NWNODN and specialist commissioners did not believe that this increase in
activity would continue in long term, what we can see now is that this higher level of intensive care

continued for a prolonged period through to May 2024 with a slight drop in June 2024.

The team have reviewed quality roles and agreed that within these roles there are some essential
roles and should be removed from cotside numbers, these include FICare, ROP screening, breast
feeding, clinic support. The team had hoped to fund a palliative care nurse through either operational

258/430



planning or national critical care monies; however, this was not supported, and can currently only
be supported by 15 hrs a week from nursing establishment. Funding was obtained for one year for
a full time Band 6 palliative care nurse in 2022. This role had a huge impact on families and staff
and they led on family support, staff support and agency liaison. The role helped support nursing
staff in end of life and bereavement training and delivered the national Bereavement Care pathway.
They supported staff in the delivery of high quality end of life care and supported parents during
difficult conversations with consultants when end of life care was being discussed. Consultants felt
that the role added to the communication in difficult circumstances as it was the only point of
consistency. The role contributed practically to the PMRT process and helped support parents
though this process. The role led to agency involvement with the three different Childrens hospices
that serve our parents and acted as a conduit for each of them. Since the role has gone from a full
time role to one of 15 hours we have noticed a difference in our family support and consistency of
information delivery. Medical (consultants) and nursing staff have commented on how much they
miss the full time role.

A proportion of the families supported were on the unit for over 4 months and many are discharged
on to other areas of care with ongoing complex needs. 40 of these families had a baby who died in
our care/shortly after transfer to home or hospice for end if life care.

When the post was in full time hours the role supported 113 families and had amazing feedback
from families post bereavement All quality roles are 0.2wte or less 0.5wte.

An ask in operational planning was requested for 3 band 7 roles to support palliative care, FiCare
and education.

Funding toward governance nurse and education (1.5wte) had been awarded through the NCCR
and these posts are now filled. It is anticipated that there will be input from the neonatal network to
support supernumerary time for nurses working in the ROP clinics at some point in the future.

For the 2024/25 rota / establishment review, the team have highlighted that the priority is to recruit
to the quality roles in order to free up band 6 clinical nursing time to provide a supernumerary shift
leader on each side of the neonatal unit. Currently 1 shift leader oversees both sides of the unit
covering 8 rooms and up to 44 babies on each shift. Feedback from staff has been included in the
planning for these roles, the staff have identified that there are times when the shift leader is pulled
in too many directions and unable to provide support to all areas.

Staff also identified that the band 4 role in the low dependency area in the last 2 years has been a
welcome addition to the team. 2 additional band 4 staff were added to the establishment in 2023.
Band 4 staff including 2 TNAs are able to care for babies requiring a higher level of care that includes
caring for babies on non invasive respiratory support and IV fluids by band 4 support staff which will
free up the registered staff who are caring for the babies requiring this category of care currently.

Staff feedback is welcomed and a significant number of queries and has come from PNA sessions
provided by 6 nurses who have trained as PNAs over the last 2 years. Developing the PNA team is
a key priority particularly in light of the after effects of the Lucy Letby case, and the ongoing enquiry
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requiring our staff to be interviewed by police. The team plans to prepare a business plan to fund a
lead for PNA at band 7.

Establishment is reviewed and discussed with network throughout the year. Recruitment and training
plans are in place to continue to develop and support all roles within the Liverpool neonatal
partnership.

3.2 Care Hours Per Patient Per Day (CHPPD) and Actual versus Planned Care

CHPPD hours are recorded monthly as per national requirements and are used as a tool to help
ensure safer staffing. This numbers have been consistent and review monthly throughout the year.
They are reflective of the occupancy and acuity of the unit.

4. Operational oversight of staffing and acuity-based care

A series of actions are taken on a yearly, monthly, weekly, and daily basis to manage safe and
effective staffing and optimise care for women, babies across services and divisions. This is
captured as:

e Yearly oversight by the Northwest Neonatal Operational Deliver Network (NWNODN) using
the CRG Nursing calculator

¢ Monthly rosters sign off meetings undertaken by the Head of Nursing/Deputy Head of Nursing
across all rotas where roster effectiveness is challenged against roster compliance KPIs.
Final roster approvals are signed off by Heads of Nursing (HoN).

o Weekly forward view of staffing overseen by Matron and Ward Manager.

¢ Neonatal services provide information for staffing on a weekly basis to NHS Gold command.

o Staffing reported to Bronze (staffing meetings) twice daily (Mon-Fri) and recorded on Power
Bl (RAG rated). Any identification of risk is addressed and where not resolved escalated to
Silver (daily huddle) for resolution. First on call manage staffing at weekends and bank
holidays.

e RAG rated staffing matrix in place for NICU. Acuity and activity review is undertaken at
10am/10pm and 12am/12pm each day with MDT jointly in NNU and Maternity; focusing on
staffing, activity, dependency, and ability to take women and babies recorded.

¢ Neonatal services adhere to national reporting to Cot Bureau three times daily

o Silver (daily huddle) informed of staffing forecasts position as they arise, into the following
shift and ahead of a weekend.

4.1 Temporary Staffing

The neonatal service use NHSP for any shifts that have not been filled due to vacancy, sickness,
maternity leave and special leave. Due to increased vacancy from recruitment to LNP and an
increase in sickness, activity and acuity we can see below the levels of bank staff required to ensure
safer staffing. All shifts were covered by staff on substantive contract or staff who were previously
employed on the unit. No agency staff were used. Specialised commissioners recognised the
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increased activity in 2023 and £1.3 was added to support those extra costs. The specialised
commissioners are fully aware of the continued increase in acuity and activity and the relevant
business partners are discussing how those financial needs are met.

Table 2. Bank requirements

December January February

cc Subj TED AT e March 2024 | Apr-24 May-24 Jun-24
945010-Necnatal Icu 209500-85 Qualified Bank Nurse 23,815 23,986 28,787 27,963 22,739 17,292 15,431
945010-Neonatal Icu 209600-86 Qualified Bank Nurse 10,711 259,058 29,771 24,199 27,635 19,137 11,168
945010-Neonatal Icu 2809700-87 Qualified Bank Nurse 2,450 2,081 7770 5,468 6,857 3,723 5,603
945010-Neonatal Icu 2115850-85 Qualified Bank Midwives 405 - - - 1,050
945010-Neonatal Icu 825000-Admin & Clerical Bank Staff (Non Medii 645 201 265 356 474 113 -18
945010-Neonatal Icu 827000-Support Staff Bank 2,267 5,258 6,778 7,003 7,365 4,225 4,585
945010-Neonatal Icu 827200-B2 Support Staff - - - - 531 302 271
945015-Neonatal Transitional Care |809500-B5 Qualified Bank Nurse - 531 803 - 763 191 255

¥ |[945015-Neonatal Transitional Care |827000-Support Staff Bank - - 199 - 332 145

| (945020-Neonatal Med Staff 825000-Admin & Clerical Bank Staff (Non Medi - - - 7 412 73

! |945020-Neonatal Med Staff 827200-B2 Support Staff - 216 135

3 |945110-Neonatal Admin 2825000-Admin & Clerical Bank Staff (Non Medii - - - -

1 |Total Monthly Cost 432,292 61,333 74,512 64,995 67128 453201 38,345

5. Neonatal Nuring Workforce Measures Dec 23- June 24

5.1 Vacancy position
Table 3. Neonatal Vacancies at end of Q2 2024

INCOME & EXPEMDITURE WTE
£'000 Budget Contract Actual Variance

NURSING, MIDWIFERY AND HEALTH VISITING

&08500 545010808500 B5 ALFD NURSE 73.33 2323 47.43 2010
808600 545010808600 BS QLFD NURSE 52.06 47.00 47.03 53.06
&08700 945010808700 BY QLFD NURSE 934 8.67 8.82 0.67
803800 945010808800 B8 QLFD NURSE 0.00 0.00 0.00 0.00
&03810 545010808310 Bda QLFD NURSE 0.00 0.00 0.00 0.00
808820 5450108085820 BEb QLFD NURSE 0.00 0.00 .00 0.0d
808830 5450108083830 Bic QLFD NURSE 0.00 0.00 .00 0.00
&03840 9450108085840 Bad QLFD NURSE 0.00 0.00 0.00 0.00
807810 545010807810 Bda NURSE MAMNAGER 1.00 0.89 0.89 0.1

The data highlights the vacacy position (Table 2) for Nursing with a total of 25.88 wte ( 19% ) total
vacancy for registered nursing staff at the end of Q2 2024.The vacancy majority of vacancies are
because we have internally recruited to 18 new posts in the Liverpool Neonatal Partnership. Creating
vacancy at band 5, and 6. There are 11 band 5 nurses with start dates in September 2024 and a
further 5 posts have been advertised for recruitment in October 2024 also. The band 6 vacancies
will be advertised in October 2024 .

The remaining vacancy at band 7 is planned to e used to uplift the digital nnurse to a band 7 from
band 6 to align with the digital midwife role following job matching.

9/18 261/430



5.2 Maternity Leave
Table 4 Maternity Leave

Overall Trust Figures 2023/12 2024/01 2024/02 2024/03 2024/04 2024/05 2024/06
Absenc: Absence % Absence % Absence % Absence % Absence % Absence %
b0 B P 159 Neonates L3 |Additional Clinical Services 0.06% 0.06% 0.06% 0.06% 0.06% 0.06% 0.06%
b1 B P 159 Neonates L3 |Allied Health Professionals 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
FECT TS Y PR 159 Neonates L3 |Nursing and Midwifery Registerad 0.57% 0.45% 0.51% 051% 0.50% 0.45% 0.45%
1 159 Neonates L3 ity Leave Total (3 Staff Groups) 0.63% 0.51% 0.56% 0.56% 0.56% 0.51% 0.50%

2 159 Family Health L2 Maternity Leave Total (3 Staff Groups)

2023/12 2024/01 2024/02 2024/03 2024/04 2024/05 2024/06
Overall Trust Fi
rell Tust Hgures # Absence Occurrences # Absence Occurrences # Absence Occurrences # Absence Occurrences # Absence Occurrences # Absence Occurrences # Absence Occurrences

P e L Pl 155 Neonates L3 [Additional Clinical Services 1 1 1 1 1 1

FLCY XU TN LI 159 Neonates L3 [Allied Health Professionals 0 o o o 0 0

fL 1T T P 159 Neonates L3 |Mursing and Midwifery Registered 10 9 9 9 3 8

1 153 Neonates L3 ity Leave Total (3 Staff Groups) 11 10 10 10 9 9
23 22

42 12

8
2.

1
0
8
9
2 |159 Family Health L2 Maternity Leave Total (3 Staff Groups) 32 28 28 25 25
‘Overall Maternity Leave Total (3 Staff Groups) 57 48 a7 42 43
I Overall Trust Maternity Leave Total (All Staff) B 64 67 63 62
Trust Headcount (All Staff) 1760 1768 1779 1780 1785 1782

Table 4 shows a reduction in maternity leave on the neonatal unit from 2023 data equating to
approximately 6 wte each month. This is a picture reflective of the age profile of our registered
nurses.

3

5.3 Sickness absence

Sickness absence (Table 5) has remained between 5.64 % to 7.53% in the 6 month reporting
period.Covid s